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Abstract 

Background  Practicing hand hygiene is recommended as one of the key preventive measures for reducing 
the transmission of COVID-19 and other infectious agents. However, it is often not practiced frequently enough or cor‑
rectly by the public. We aimed to identify barriers to and facilitators of hand hygiene in the Zimbabwean population 
during the COVID-19 pandemic.

Methods  A qualitative study was conducted with a purposive sample of health workers, village health workers, 
church leaders, traditional healers, teachers, youth leaders and the general population selected from ten districts 
across the country from September to October 2022. Semistructured interviews were conducted with 3 key informant 
interviews per site. In addition, one homogenous focus group discussion was also conducted per site using a focus 
group discussion guide. The data were recorded on audiotapes, transcribed verbatim, and translated into English. All 
the analyses were performed manually using thematic analysis.

Results  Two themes were identified as facilitators of hand hygiene. These include individual factors (knowledge 
of hand hygiene practices and how they are performed) and access-related factors (access to hand washing infra‑
structure, soap, and sanitizers). Among the barriers to hand hygiene, four themes were identified: individual fac‑
tors (knowledge gaps in proper hand washing, lack of conviction about hand hygiene, and habitual behaviour), 
access-related factors (lack of access to hand washing infrastructure, soap, and sanitizers), safety concerns (concern 
about the side effects of sanitizers), and sociocultural and religious factors (social customs, cultural beliefs, values, 
and religious practices).

Conclusion  During public health emergencies, there is a need for people to access uninterrupted, on-premises 
water supplies to promote compliance with hand hygiene. The provision of clean water and hand washing facilities 
is critical for vulnerable communities to afford them the opportunity to improve quality of life and facilitate resilience 
in the event of future pandemics. Community engagement is important for identifying vulnerability factors to provide 
appropriate mitigatory measures.
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Introduction
Coronavirus disease 2019 (COVID-19) caused by the 
SARS-CoV-2 virus was first detected in Wuhan city, 
China. It spread rapidly throughout China and across 
the world until it was declared a pandemic by the World 
Health Organization in March 2020 [1]. As of 30 June 
2022, Zimbabwe had registered a cumulative number of 
255 633 cases, 248 741 recoveries, & 5 557 deaths [2]. The 
SARS-CoV-2 virus spreads through direct means, such 
as droplet and human-to-human transmission, and by 
indirect contact, such as through contaminated objects 
and airborne contagion [3]. During the early stages of 
the pandemic, nonpharmaceutical interventions, such 
as the closure of various services and establishments, 
quarantine/isolation and restrictions on movement, and 
voluntary measures, supported by health promotion, 
such as disinfection of hands and surfaces, mask use, 
and maintaining a physical distance, were proposed to 
curb viral transmission [4]. In Zimbabwe, the Ministry of 
Health and Child Care guidelines for the management of 
COVID-19 specified the need for frequent hand washing 
with soap and water for at least 20  seconds or using an 
alcohol-based hand rub (60–80% alcohol content) among 
other COVID-19 prevention measures [5].

Hands play an important role in COVID-19 transmis-
sion as they come into direct contact with the mouth, 
nose and conjunctiva  of the eyes, enabling the contrac-
tion of the virus [1, 6]. Thus, hand hygiene through 
sufficient hand washing with soap and water or hand 
sanitizing is recommended [6]. Hand washing has been 
implemented in most countries and is highly recom-
mended for controlling infection and breaking the chain 
of COVID-19 transmission [7–9]. During the influenza 
pandemic, hand washing has also been proven to play a 
critical role in reducing disease transmission [10].

Adherence to hand washing depends on complex 
behavioural considerations, including social and cul-
tural needs and environmental barriers [11–13]. A 
recent systematic review cited resource availability, cost 
and affordability, handwashing station design and infra-
structure, accessibility, gender roles, health promotion, 
time management, knowledge, beliefs and behaviours 
as factors affecting hand washing in the community 
[14]. Low-income countries struggle to provide running 
water to many of their communities, thus compromising 
frequent hand washing. According to Brauer et  al. [15], 
approximately 26% of the global population has inad-
equate hand washing facilities. The proportion of those 
in need of hand washing facilities is greater than 50% in 
Sub-Saharan Africa and Oceania. Approximately 64% of 
the Zimbabwean population has access to hand wash-
ing facilities on premises with soap and water services. 
The urban areas average 70% while the rural areas have 

approximately 60% [16, 17]. Disparities in handwashing 
have been observed between household heads with no 
education (47%) and those with higher education (82%) 
[16, 17].

Health workers in the country cited lack of running 
water in hospitals and communities for hand washing as 
one of the factors facilitating the spread of COVID-19 
[18]. A lack of water was also cited as a barrier to hand 
washing in Chile [19]. In other settings, the presence of 
hand washing infrastructure in the household has been 
shown to be a determinant of hand washing practices 
[20]. In another study, people with access to hand wash-
ing facilities with soap and water were more likely to 
wash their hands with soap and water than  those with-
out access to these resources [21]. In Ghana, a lack of 
resources such as pipe-borne water and soap has resulted 
in people not being able to adhere to hand washing for 
the control of COVID-19 [22].

A community-based study conducted in 2020 in the 
Harare metropolitan province, Zimbabwe, documented 
positive attitudes and good practices toward hand wash-
ing in Harare in 2020 [23]. On the other hand, a prospec-
tive study conducted during the same year identified lack 
of hand hygiene facilities as one of the driving challenges 
of COVID-19 transmission in Zimbabwe [24]. However, 
the data on experienced facilitators of and barriers to 
hand washing in different settings in the Zimbabwean 
population are limited. This study aimed to provide an 
in-depth understanding of the facilitators of and barriers 
to handwashing among Zimbabwean communities dur-
ing the COVID-19 pandemic. The lessons learned from 
this study will help in mitigating future pandemics.

Methodology
Study design and study setting
This was a descriptive phenomenology qualitative study. 
The study in Zimbabwe was conducted as a substudy of a 
larger study coordinated by the World Health Organiza-
tion—Regional Office for Africa (WHO-AFRO), seeking 
to understand social-behavioural determinants of popu-
lation compliance with public health and social meas-
ures and COVID-19 vaccine uptake in 6 selected African 
countries. Ten study districts were selected from 8 prov-
inces based on vaccine uptake statistics in the District 
Health Information Software 2 (DHIS2) database. One 
of the objectives of the main study was to identify barri-
ers to vaccine uptake. Thus, districts which had recorded 
lowest vaccine uptake in their respective provinces by the 
end of June 2022 were selected as study sites (Table 1). In 
the Harare metropolitan province, three districts were 
selected as study sites (Epworth, Mbare and Zengeza) 
because in addition to the province’s low vaccine uptake, 
compared to the other provinces, it had also recorded the 
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highest number of COVID-19 cases (48 102) and deaths 
1801) as of 30 June 2022 [2], (Table  1). The districts 
selected in Harare metropolitan province are known to 
have populations with diverse cultural backgrounds and 
tribes.

To capture a range of lived experiences and perspec-
tives regarding COVID-19, the study included differ-
ent social and economic population groups comprising 
health workers, village health workers, teachers, tradi-
tional healers, transporters, religious leaders, women 
leaders, youth leaders, and the general population 
(Table 1, Fig. 1). A homogenous group was selected per 
given study site to allow for data saturation with a sam-
ple of participants that is manageable and to enhance 
smooth coding and generation of themes.

The study groups were not replicated in all the study 
sites. The decision to sample specific groups in the 
specific areas was based on practical considerations 
including logistical feasibility, geographical and cul-
tural diversity. For instance, Harare being a capital city, 
it is more populated and has many activities including 
women lead activities which can be conveniently found 
in vicinity and there is easy movement due to all time 
abundance of inexpensive transport, compared to the 
rural based study sites where people are widely spaced 
and their movement to the data collection points can 
be affected by transport logistics and bus fares. Thus, it 
was logistically sound and convenient to recruit women 
leaders in Harare to achieve the sample size than in other 
rural based provinces. Similarly, it was convenient to 
access religious leaders and transport operators in Harare 
because of the huge numbers of transport operators and 
existence of many church denominations in proximity in 
Harare allowing us to reach the sample size and minimiz-
ing dropouts based on distances to be travelled to the 

data collection point. Chiredzi district is known to have 
high numbers of traditional healers, thus it was conveni-
ent and feasible to recruit this group in this district. For 
the general population groups, we choose a peri-urban 
area (Seke district) and a rural area (Insiza district) to 
address power dynamics and inclusivity of marginalized 
populations, thus, capturing diverse perspectives and 
experiences. Village health workers were chosen to rep-
resent people’s perspectives and experiences in Makonde 
district since at one time Mashonaland West province, 
where the district is housed, experienced a huge surge 
in number of COVID-19 cases and village health work-
ers had close interaction with the rural communities 
where they routinely provide health education for the 
control of COVID-19. Gokwe, Binga and Rushinga dis-
tricts are some of the underrepresented communities in 
the country, thus choosing groups of people who hold 
influential positions such as teachers, health workers and 
youth leaders in these communities was considered that 
it would provide a broader reflection of community per-
spectives and experiences. Different study sites were used 
to allow triangulation as a strategy to enhance transfer-
ability of study findings.

In Harare metropolitan province, three study dis-
trict; Mbare, Zengeza and Epworth, were chosen for the 
recruitment of transporters, religious leaders and wom-
en’s leaders, respectively. The three districts are high 
density, overpopulated areas housing residents of mixed 
culture and ethnic backgrounds. Epworth is a peri-urban 
district while Mbare district is located close to the central 
business district of Harare. Zengeza district is located 
in Chitungwiza, a dormitory town of the Harare metro-
politan city. Vending and trading are the key activities 
in Mbare district. The district is also a central bus park 
station for transport connecting to different cities and 

Table 1  COVID-19 magnitude in the provinces and vaccination coverage in study sites as of end of June 2022

Source of number of COVID-19 cases and death: [2]

The vaccine uptake of Epworth and Mbare district are combined in the DIHS2 database

Province Number of COVID-19 
cases (deaths)

Study district /site Study group COVID-19 vaccination coverage (%)

1st dose 2nd dose 3rd dose

Harare 48 102 (1801) Epworth Women Leaders 47.1 35.2 5.5

Harare Mbare Transporters

Harare Chitungwiza -Zengeza Religious Leaders 54.6 31.0 4.4

Mashonaland Central 14 409 (325) Rushinga Youth Leaders 43.1 27.1 1.0

Masvingo 21 915 (209 Chiredzi Traditional Healers 32.0 30.9 4.5

Mashonaland West 31 376 (580) Makonde Village Health Workers 40.0 24.9 5.0

Matabeleland North 18 406 (131) Binga Health workers 35.7 35.7 4.3

Matabeleland South 17 886 (210) Insiza General Population 50.9 37.2 6.1

Midlands 18 147 (430) Gokwe South Teachers 42.5 22.3 3.7

Mashonaland East 33 482 (418) Seke General Population 36.7 27.8 3.7
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districts and across the borders of Zimbabwe. Epworth 
district does not have proper ablution facilities. The three 
districts have limited hand washing facilities and the 
water supply is intermittent, resulting in people converg-
ing at central boreholes or tapes for water collection.

In Mashonaland West province, Makonde district was 
chosen as the study site. Village health workers were 
recruited for key informant interviews (KIIs) and focus 
group discussion (FGD) which were conducted at the 
growth point, which was previously a farming compound. 
Village health workers are community members trained 
and supported to provide basic health services and health 
education in their local communities or villages. A vil-
lage health worker is part of the country’s primary health 
care system, mainly in rural areas where access to health 
services is limited. There are no specific qualifications for 
village health workers but generally involve a combina-
tion of classroom training and on-the-job experience in 
community mobilization, health promotion, disease pre-
vention, and basic first aid. They are generally expected 
to have qualities and attributes, such as good communi-
cation skills, empathy, and a commitment to serving their 
communities.

Functional tippy taps, referred to as chigubhu gear by 
the residents were observed at most households by the 
research team during key informant interviews and the 
focus group discussion.

In the Mashonaland East province, a peri-urban area 
situated close to Harare, Seke district was chosen as the 
study site for the general population study group.

Rushinga district, where youth leaders were chosen to 
participate in interviews and FGDs, is located in Mash-
onaland Central and borders Mozambique. Residents 
in the district have different cultural backgrounds. We 
observed that most of the shops at the growth point 
where the interviews and FGD were conducted had 
hand washing facilities.

The study district in Masvingo province, Chiredzi 
district, is inhabited by a population with different cul-
tures and ethnic backgrounds. Data were collected in 
Chiredzi town with traditional healers as participants. 
The town which is densely populated, is central to the 
trade between Harare, Chiredzi, Masvingo town and 
South Africa. The town also experiences frequent water 
supply interruptions.

Fig. 1  Location of the study sites and classification of study participants for the COVID-19 qualitative study in Zimbabwe
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In Midlands province, Gokwe South district, school 
teachers were recruited for participation in the study. We 
observed that there was no hand washing facilities at the 
school entrances. We also noted that people, including 
school children, were not wearing face masks or observ-
ing physical distancing,

Binga district the study site in Matabeleland North 
province is a resort place attracting many tourists and 
fish traders. Most of the shops and buildings had hand 
washing facilities or sanitizers at their entrances.

In the Matabeleland South Province, the data were col-
lected at the Insiza district growth point and at a rural 
area clinic in the same district. The rural clinic had a lim-
ited water supply, no convenient hand washing facility at 
the point of entry, and the Blair toilets were dirty.

Sampling and sample size
Purposive sampling was employed at each site for the 
selection of participants who shared the same charac-
teristics and had the potential to provide rich, relevant 
and diverse data pertinent to the research questions. For 
the 10 sites selected for the study, the targeted sample 
size was 30 key informants and 100 focus group discus-
sion (FGD) participants. One FGD was conducted per 
site and homogeneity of the participants was considered 
to ensure data saturation. In total, 10 focus group dis-
cussions were conducted across the country. Each FGD 
comprised of a maximum of 10 participants. Gener-
ally, 4–12 participants are recommended per FGD [25]. 
Thus, the minimum number of participants expected per 
FGD was four. At each of the 10 sites, 3 key informants 
were purposively identified for the key informant inter-
views (KIIs). For each study group per site, the criteria 
for choosing key informants were: (i) having first-hand 
knowledge about their community, fellow residents, and 
issues or problems about COVID-19 based on their spe-
cial social positions, experience, professional expertise, 
participation in a COVID-19 project or program previ-
ously conducted or currently running in the area (ii) 
being nonjudgmental and sensitive to differences within 
the community. Individuals fitting a study group per site 
were selected as FGD participants based on the criteria 
that they were able to express themselves in a group set-
ting to provide a range of perspectives and experiences 
related to COVID-19 in the community. In addition for 
all participants, the feasibility of accessing and recruit-
ing the participant, availability and willingness to sign the 
informed consent and participate in the study was also 
considered.

Study guides and data collection
Study guides developed by the World Health Organiza-
tion based on the literature on the uptake of vaccines 

were conceptualized for Zimbabwean settings by local 
researchers. Local researchers were composed of PhD 
experts in grounding theory studies and community 
health, individuals with master’s degrees in public health 
and research assistants with at least a degree in social 
sciences. Data collectors were trained by PhD experts in 
grounding theory studies and community health before 
the study was implemented. Key informant interviews 
and FGDs were conducted physically. Each FGD took 
approximately 45 min, and the KIIs were approximately 
30  min each. The interviews and discussions were con-
ducted either in English or in any of the two local lan-
guages, Shona or Ndebele. Each session was conducted 
by two moderators, and audio recordings were made for 
each session.

Data analysis
All the audio recordings were transcribed verbatim. 
Local language recordings were translated into Eng-
lish after transcription. However some expressions were 
maintained in the local language. An English software 
could not be used since some of the local languages 
(Shona and Ndebele) expressions by participants which 
were critical as part of study findings would be lost as the 
software could not find any meaning out of them. The 
research team was familiar with the data to perform data 
coding and theme development manually. A thematic 
analysis approach was employed to develop an analytic 
template aligned with the FGD and KII guides as a pre-
liminary point for analysis. An experienced qualitative 
researcher initially coded the transcripts, after which 
other investigators inputted into the codes while cross-
checking the transcripts. The codes were initially clus-
tered and subsequently sorted to create subthemes and, 
eventually, themes. The themes were captured and coded 
in Microsoft word, using a table, to show headings and 
bullet points which allowed for a visual representation 
of the data and facilitated the identification of patterns 
and trends. The manual coding facilitated a more-in-
depth and nuanced analysis of the data identifying any 
discrepancies or inconsistencies in coding. The research 
team was able to engage in a thorough discussion of the 
themes and their association with the research question. 
To maintain rigour and validity, a reflexive approach was 
used to ensure consistency of the themes identified. Rep-
resentative statements were drawn from the most impor-
tant and repetitive quotes.

Results
Of the expected sample size of 130 participants com-
prising 30 participants for KIIs and 100 participants for 
FGDs, 128 (98.4%) took part in the study. Two partici-
pants were lost to follow-up in 2 focus group discussions: 
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one for traditional healers and the other for women lead-
ers. All the other FGDs had 10 participants each.

Two themes were identified as facilitators of hand 
hygiene. These included individual factors (knowledge 
of hand hygiene practices and how they are performed) 
and access-related factors (access to hand washing infra-
structure, soap, and sanitizers). Among the barriers, the 
four themes that were identified were individual factors 
(knowledge gaps in proper hand washing, lack of con-
viction about hand hygiene,  and habitual behaviour), 
access-related factors (lack of access to hand washing 
infrastructure, soap,  and sanitizers), safety concerns 
(concern about the side effects of sanitizers), and socio-
cultural and religious factors (social customs, cultural 
beliefs, values, and religious practices), all of which 
also contributed to poor compliance with hand hygiene 
among the Zimbabwean residents.

Facilitators to compliance with hand washing
Knowledge/awareness
Awareness of proper hand washing and the use of alter-
native, affordable hand washing facilities have allowed 
the community to adhere to hand hygiene standards.

“We were encouraged to do a proper hand wash 
with soap and water (participant demonstrat-
ing….). There was an introduction of the chigubhu 
giya (tippy tap), which aids hand washing without 
contaminating the water” (FGD participant 10, 
Makonde District, Village Health Worker).

Different social and economic groups, such as religious 
leaders, traditional leaders and public transporters whose 
activities involved interacting with the general public, 
knew that they had to practice hand hygiene to prevent 
COVID-19 transmission.

“––– about the shaking of hands, we are not to shake 
hands at all. –- Wherever one goes; to the super-
market or church, before entering the building, one 
should sanitize one’s hands. In fact, individuals are 
encouraged to use sanitizers for cleaning their hands 
at any time, if needed” (KI 3, Zengeza District, Reli-
gious Leader).

“They have to clean their hands with sanitizer before 
they can be assisted. –- After consulting, patients 
washed their hands with water and soap as they left. 
Handshaking was avoided as we greeted each other, 
observing the required physical distance.—When it 
came to assisting people in my surgery, I always wear 
hand gloves—even when we pray for our patients. 
Plastics, gloves – used were then disposed of after 
use” (KI 1, Chiredzi District, Traditional Healer).

“Hand washing with water and soap because hand 
get in contact with many surfaces, e.g., handling the 
steering wheel and all other places” (FGD partici-
pant 1, Mbare District, Transporter).

Access to hand washing facilities
In other settings, it was mentioned that hand hygiene 
was not a problem since most facilities had hand washing 
equipment.

“We had no problem with hand hygiene. Most peo-
ple had no problems washing their hands. They were 
now used to hand washing, as many shops and phar-
macies had hand washing stations at each entrance 
to enable people to clean their hands to buy food 
and medication.” KI 1, Chiredzi District, Traditional 
Healer).

In rural areas where there were no taps, awareness of 
the importance of proper hand washing with running 
water was emphasized, resulting in the devising and use 
of homemade tippy taps. Villagers avoided contaminat-
ing surfaces or touching contaminated surfaces through 
the use of these tippy taps. They also resorted to storing 
small leftover soap bars for hand washing. Those who 
could afford bought hand sanitizers.

“The first is the one in the community that I live in, 
here in the rural areas. We encourage every house-
hold to have what we call chigubhu gear (tippy tap); 
it does not cost much. An old empty bottle of cooking 
oil can be used for hand washing as a chigubhu gear. 
This technology uses your foot to control it and let 
water out without anyone touching the same surface, 
hence preventing the spread of COVID-19. ––. We 
do not throw away these small leftover soaps; rather, 
we budget them for use in hand washing. –– Another 
measure for those who have the resources is that 
they buy sanitizers for themselves and their family 
members.––-moving around with a sanitizer for use 
even where there will be no access to hand washing 
facility and clean water” (KI 1, Makonde District, 
Female, Village Health Worker).

“Every homestead had a tippy tap for everyone 
entering the home to wash hands even at funerals 
there will be several tippy taps to ensure that people 
have access to washing hands” (FGD participant 5, 
Insiza District, Community Member).

In some localities, village health workers encourage 
residents to use facilities and items that are readily avail-
able for hand hygiene.

“Tools were available, though some would ask where 
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they could get sanitizers, while others mentioned 
that they cannot afford the sanitizers. We would 
encourage the community to use water and soap, 
that we use at home or even use ash that is read-
ily available at each and every homestead, so these 
are the measures that we advocated for and told the 
community not to worry about sanitizers that they 
could not afford but rather focus on things at their 
disposal” (KI 3, Makonde District, Village Health 
Worker).

Barriers to hand hygiene
Knowledge gaps
Although some people practiced hand washing, they had 
no knowledge of the correct hand washing method.

“Others were just used to ordinary hand washing 
and not following the scientific hand washing steps. 
Ordinary hand washing is most common, and peo-
ple use it. People just continue rubbing their wet 
hands. It will take time for people to adopt the rec-
ommended hand washing steps” (FGD participant 2, 
Epiworth District, Women Leader).

Habitual behaviour
In some instances, besides having available hand wash-
ing facilities, people would not wash their hands because 
they were not accustomed to frequent hand washing.

“–––-it was something that we were not used to. We 
were used to washing our hands when coming from 
home, and that was it. There were challenges in get-
ting used to the new norm. Since it was something 
new, some people were not familiar with this prac-
tice, though others had adapted them” (KI 2, Rush-
inga District, Youth Leader).

“There was a challenge in observing the required fre-
quency of washing hands. Mostly people would wash 
hands when they are eating only” (KI 1, Seke Dis-
trict, Development Economist)

Lack of conviction about hand hygiene
Despite the encouragement from village health workers 
to install hand washing facilities at all entrances of the 
homestead, for unknown reasons, some would not heed 
the call. In areas where hand washing facilities were avail-
able, some would just pass through without washing their 
hands.

“We would encourage that hand washing equipment 
(zvigubhu gear) be placed on all gathering entrances 
and homesteads, though some would not take head 
of the call. Even where hand washing points were 

available, some would just pass by without washing 
their hands for the sake of just being stubborn and 
not giving the measure the importance it deserves, 
while some would wash their hands” (KI 3, Makonde 
District, Village Health Worker).

The public transport workers indicated that although 
sanitizers were available, they would not use them and 
intentionally preferred to continue with their habits as 
before the COVID-19 era.

“At times, I will be away, and someone maintains 
the queue for me by moving the bus; they handle the 
steering with their hands, and that becomes a con-
taminated common surface. We had sanitizers, but 
we hardly used them” (FGD participant 6, Mbare 
District, Transporter).

Access challenges
Due to the scarcity of water in some localities, residents 
were unable to practice frequent hand washing. People 
had to travel long distances to fetch water; hence, they 
would try to limit its use. In areas where tap water was 
supposed to be available, it was intermittent due to inter-
ruptions in the electricity supply, resulting in people min-
imizing water use. Both rural and urban communities 
bemoaned water scarcity. It was also a problem in health 
care settings.

“The scarcity of sanitizers and inadequate water 
supply made hand washing and its frequency chal-
lenging. People in this locality fetch water from afar 
and may not afford to frequently perform a hand 
wash. The few people around who have tape water 
can manage to do frequent hand washing” (KI 2, 
Makonde District, Village Health Worker).

“On issues of hand washing, water and electricity 
are sometimes interrupted. In addition, we can go 
for a week or more without water. When power is 
shut down, water cuts follow because they use elec-
tricity as well. Therefore, even health workers cannot 
wash hands in the hospital, even when we talk about 
sanitation where everyone is carrying tissue any-
where just to relieve themselves. Therefore, the water 
situation even up to now hasn’t been resolved” (FGD 
respondent 4, Binga District, Health Worker).

“There was not enough necessary information 
needed. We have water shortages in our district just 
like in urban settings. People used their water spar-
ingly, such that people would not regularly wash 
their hands.” (KI 1, Seke District, Development Econ-
omist).
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Adherence to hand hygiene was also compromised by 
the nonavailability of soap and sanitizers. People try to 
make soapy water using small soap bars remaining after 
washing. Due to inaccessibility, some people have tried 
to produce homemade sanitizers whose formulation 
was not known to be effective.

“Hand hygiene faced challenges associated with 
nonavailability of soap and sanitizers. People 
tried to improvise making soapy water out of the 
tiny soap particles after the big soap bar has been 
used up. Getting powdered soap like surf was a 
challenge, and local people would at some point 
in time not afford a soap bar” (FGD respondent 9, 
Makonde district, Village Health worker).

“There was no recommended sanitizer formulation 
as they were homemade without supervision; thus, 
their effectiveness was questionable” (FGD partici-
pant 7, Seke District, Community Member).

Some traditional healers also echoed the limited 
water supply and lack of soap for their clients and 
themselves to practice hand washing.

“On that issue [hand washing], we had challenges. 
We usually have a single bucket and very little 
soap for hand washing, which would not be suffi-
cient to cater to a large family” (KI 1, Chiredzi Dis-
trict, Traditional Healer).

Some public places had no hand washing facilities, 
making frequent hand washing at bus loading termini 
and other waiting areas a challenge. In some cases, 
hand washing facilities lacked water or soap.

“The challenge was on facilities. Additionally, some 
people forget to put in the water. When looking at 
it, we can say the problem was on facilities” (KI 2, 
Rushinga District, Youth Leader).

Concerns about the side effects of sanitizers  Some mem-
bers of the community were reported to have experi-
enced some side effects due to the use of sanitizers. Hand 
sanitizers had some side effects on some people, such as 
peeling of the skin, such that people decided not to use 
them.

Sanitizers also affected some people through hand 
peeling. –––For sanitizers, some affected people’s 
hands by peeling their skin, possibly because of 
us trying to secure cheap products. As such, some 
people became disabled in the hand” (FGD partici-
pant 1, Gokwe South District, Teacher).

Sociocultural factors and religious beliefs
Traditional healers mentioned that the ancestral spirits 
that possessed them were not aware of the requirements 
of hand washing with soap in line with COVID-19 pre-
ventive measures. This approach has allowed traditional 
healers to resort to alternative means of hand washing 
that were not proven to prevent COVID-19 transmission.

“Hand hygiene was a challenge, as the ancestral 
spirit does not know about hand washing. The other 
challenge was with the scent of modern soap, which 
was not compatible with the ancestral spirit, and we 
ended up using ruredzo (a local herb that mimics 
soap) to counter the challenge.––” (FGD participant 
9, Chiredzi District, Traditional header).

Some church leaders indicated that hand hygiene was 
limiting their spiritual practices of hand laying, which 
resulted in compromised hand hygiene.

“—At times, depending upon the gravity of the situ-
ation, we would spray sanitizer to make the laying of 
hands less risky and at the same time enable prayer 
to be conducted in the normal fashion. The instruc-
tion from the Ministry of Health forbade us from the 
laying of hands during prayers, so this was a great 
impediment in our ministry at that point in time.” 
(KI 2, Zengeza District, Male, Pastor).

Culture and the value of maintaining close contacts and 
relationships were some of the factors that impose a chal-
lenge on maintaining social distance and hand hygiene. 
The communities were not able to practice these preven-
tive measures at funerals, as people were accustomed to 
hand shaking or hugging as a way of consoling each other 
for losing a loved one. Even if hand washing facilities 
were available at some funerals, some people would just 
forgo hand washing.

“Hand hygiene was also a challenge—at funeral 
gatherings as people believe in hand shaking as an 
African cultural symbol for paying condolences. 
Without hand shaking as part of condolences, one 
would feel less comforted during the time of loss and 
bereavement. Amidst placement of water contain-
ers for hand washing, people would simply ignore 
the hand washing practice, and this was a chal-
lenge” (FGD respondent 2, Makonde District, Village 
Health Worker).

Based on cultural practices, it was also difficult to avoid 
hand shaking with the elderly people.

“In the areas where we stay, we also have the elderly 
and in laws who prefer handshakes as a way of 
greeting; therefore, we cannot avoid greeting them. 
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Some even thought there was no COVID-19; hence, 
when you get to crowded places, especially funer-
als, there was no way you could avoid handshakes.” 
(FGD participant 3, Mbare district, transporter).

Due to sociocultural values, some people found it dif-
ficult to tell their visitors to wash their hands before they 
entered the house. Telling someone to wash hands was 
considered stigmatizing.

“It was difficult to return a visitor to go and wash 
their hands at the tippy tap, which is positioned at 
the entrance of the home because they would feel 
unwelcome; however, now, we can talk about wash-
ing hands without offending anyone as they under-
stand the COVID-19 preventive measures. At first, 
telling someone to wash hands was like you are say-
ing they brought COVID-19 to your home.” (FGD 
participant 5, Insiza District, Community Member).

Discussion
This study explored contextual factors affecting hand 
hygiene during the COVID-19 pandemic in the Zimba-
bwean population using qualitative approaches to pro-
vide rich descriptions to be considered by public health 
managers as they design interventions for related epi-
demics. Facilitators of hand hygiene included individual 
factors such as knowledge of hand washing practices 
and accessibility of hand washing infrastructure, soap, 
and sanitizers. However, some members of the popula-
tion were not able to adhere to hand hygiene practices 
due to knowledge gaps in proper hand washing, lack of 
conviction about hand hygiene, habitual behaviour, lack 
of access to hand washing infrastructure, soap and sani-
tizers. Additionally, concerns about the safety of hand 
sanitizers and sociocultural and religious factors leading 
to poor compliance with hand hygiene among the Zim-
babwean residents were noted.

Knowledge and/or awareness of the importance of 
hand hygiene and how to perform hand washing were 
noted as internal motivators of hand hygiene among 
some people. On the other hand, a lack of knowledge 
of proper hand washing was noted as one of the inter-
nal barriers to hand hygiene. These findings corroborate 
previous reports in which knowledge was associated with 
hand hygiene practices [20, 26, 27]. A systematic review 
has also identified knowledge as one of the factors affect-
ing hand washing in the community [14]. Moreover, 
having knowledge about COVID-19 has been shown to 
increase compliance with preventive measures, including 
hand washing [28]. Our findings also showed that some 
members of the communities lacked conviction on fol-
lowing hand hygiene practices and sometimes forgo hand 
washing or sanitizing even when resources are available. 

Such behaviour can lead to the transmission of COVID-
19. Thus, to improve the knowledge and conviction of 
the community about hand washing and its importance, 
there is a need for improved provision of hand wash-
ing technique information to the community while also 
sensitizing them about the health consequences of a lack 
of hand hygiene. This will result in effective behaviour 
change. A rapid review has recently shown that risk com-
munication can improve cognitive and behaviour change 
around COVID-19 [29].

Some people in the communities had certain habitual 
behaviours, resulting in them forgetting to frequently 
wash their hands. Other studies have also shown that 
participants forget to hand wash frequently [27, 30]. In 
such settings, hand washing awareness should be coupled 
with providing reminders to communities on frequent 
hand washing. Such reminders can be provided via text 
messages, roadshows or other avenues of communication 
suitable for the community.

The environmental determinants of hand hygiene prac-
tices, such as the availability and accessibility of hand 
washing infrastructure, soaps and sanitizers, were iden-
tified as some of the factors related to hand washing 
among the communities. It has been noted that some 
community members did not have money to buy soaps 
or sanitizers, while in some public places, hand hygiene 
facilities were not available. Those with these resources 
mentioned that hand hygiene was not a challenge, while 
the absence of these hand washing facilities, soap and/
or sanitizer were cited as barriers to hand hygiene. These 
environmental determinants have also been noted as bar-
riers to hand washing in Ghana among rural and urban 
slum dwellers [22, 31], among slum dwellers in Kenya 
[32], young adult students in Canada [27] and in poor 
settlements in Accra and Johannesburg [33]. A previ-
ous study in Zimbabwe also identified a lack of hand 
hygiene facilities as one of the challenges driving SARS-
CoV-2 transmission in the country [24]. Like what has 
been noted in this study, a study among health work-
ers in Zimbabwe identified lack of running water in the 
community in health care settings as one of the factors 
fuelling transmission of COVID-19 in the country [18]. 
Intermittent and insufficient water for hand washing dur-
ing the COVID-19 pandemic was also reported in India 
[34]. Thus, vulnerable communities are sometimes will-
ing to comply with hand hygiene and other preventive 
measures but lack the resources to do so. Thus, knowl-
edge training should be accompanied by the provision of 
resources to ensure compliance.

As a coping mechanism, rural communities adopted 
locally appropriate hand washing aids, thus facilitat-
ing compliance with hand washing. As was indicated in 
some settings in this study, the household was supposed 
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to have at least one tippy tap. A similar approach has also 
been noted in Ghana [22, 31], and these tippy taps have 
been noted to improve hand washing. While this mitiga-
tory measure is welcome, such vulnerable communities 
should be considered for the provision of long-term mit-
igatory measures, as the tippy tap does not carry much 
water and thus would require frequent refilling.

The study findings show that community practices and 
values influence the observance of hand washing. Cul-
tural values of promoting togetherness, close interac-
tion, bonding, and belief in respecting ancestral spirits 
and hand laying as a spiritual healing measure contrib-
uted to poor observance of hand hygiene. Hand shaking 
at funerals is a cultural way of consoling the loved ones 
of the deceased. In Ghana [22], Pakistan [35], and Iran 
[36, 37],  it was also reported that community members 
lifted COVID-19 restrictions, favouring continuing with 
sociocultural factors such as attending funerals, churches 
and family functions. Thus, it is important to engage the 
community when engaging in public health interventions 
so that people are aware that their cultural, religious or 
social diversity is taken into consideration in intervention 
measures.

Findings from our study showed that some people 
experienced skin peeling due to the use of sanitizers. 
While the communities suspected that this could be due 
to improperly constituted sanitizers, the reported con-
cern about the safety of sanitizers cannot be disputed 
considering the documented evidence of their various 
side effects [38]. It has been documented that frequent 
and prolonged use of ethanol-based hand sanitizers may 
lead to health hazards such as irritation and allergic con-
ditions of the skin and eyes and dryness or cracking of 
the skin with peeling, redness or itching [38, 39]. Thus, if 
communities witness or experience any side effects due 
to sanitizer use, they may forgo hand hygiene, especially 
in the absence of other hand washing resources such as 
water and soap.

Study strengths and limitations
Triangulation through the use of KIIs and FGDs and 
different data sources (diversity in age, religion, social 
status, cultural values and economic status) from differ-
ent sites in different settings (urban, peri-urban, growth 
point, rural and farming area) increased the trustworthi-
ness and validity of the study, thus providing a compre-
hensive understanding of facilitators of and barriers to 
the observance of hand hygiene during the COVID-19 
pandemic. Nonetheless, the study was limited in that 
it was cross-sectional; thus, it may not truly reflect the 
dynamic nature of social behavioural factors affecting 
hand hygiene in the Zimbabwean population.

Conclusion and recommendations
There is need for access to an uninterrupted, on-prem-
ises water supply during public health emergencies to 
increase compliance with hand hygiene among peo-
ple. Alongside other community development projects, 
the provision of clean water and hand washing facilities 
is critical for vulnerable communities to afford them 
the opportunity to improve quality of life and facilitate 
resilience in the event of future pandemics. To iden-
tify vulnerability factors that are likely to be faced with 
communities during public health emergencies, the gov-
ernment should engage communities so that they can 
provide appropriate mitigatory measures. The lessons 
learned during the COVID-19 pandemic should be used 
to intensify long-term community development.
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