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Abstract
Introduction To mitigate the impact of the COVID-19 pandemic, face mask use has been a key component of public health 
measures. Research in most settings has focused on understanding the effectiveness of this intervention in reducing 
COVID-19 transmission. This study aimed to identify the barriers and motivators of face mask use in the Zimbabwean 
population.
Methods Thirty key informant interviews (KIIs) and 10 focus group discussions (FGDs) were conducted with homogenous 
study groups of health workers, village health workers, church leaders, traditional healers, teachers, women leaders, 
transporters, youth leaders and the general population selected in 10 districts across the country from September–
October 2022. Each study group consisted of key informants and FGD participants. Interviews and FGDs were captured 
using digital recording devices, transcribed verbatim, and translated into English. The data were analysed manually via 
thematic analysis.
Findings Six themes were generated in this study. The four themes identified as barriers were individual factors (low risk 
perception in rural areas and as the number of cases declined due to vaccination, lack of conviction and lack of knowl-
edge on the importance of face masking resulting in practices such as sharing and improper wearing of masks), access 
challenges (due to scarcity and affordability resulting in reusing dirty masks or washing surgical masks), concern about 
side effects (breathing difficulties and other respiratory complications), and sociocultural and religious beliefs (result-
ing in removal of masks by traditional healers during consultations, removal of masks in church). Two themes that were 
identified as motivators included perceived benefits (confidence in the effectiveness of facemasks for the prevention of 
COVID-19 transmission) and environmental factors (fear of law enforcement agents and village health workers).
Conclusions The study findings underscore the need of awareness campaigns, improvement of accessibility and afford-
ability of masks, sensitivity to religious and cultural beliefs to increase the usage and effectiveness of face mask during 
pandemics of respiratory diseases.
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Abbreviations
COVID-19  Coronavirus disease 2019
DHIS2  District Health Information Software 2
FGD  Focus group discussion
KII  Key informant interview
PHSM  Public health and social measures

1 Introduction

When the World Health Organization announced COVID-19 as a pandemic of international concern on the 11th of March 
2020, non-pharmaceutical public health interventions were the first line of defense against SARS-CoV-2 infection [1]. Among 
these interventions was the use of face masks. Research on COVID-19 has shown that the use of face masks by the general 
public potentially limits community transmission of infectious diseases [2–7]. The use of face masks has been documented to 
curb viral transmission by asymptomatic individuals, thus limiting the extent of the epidemic [5]. However, the compulsory 
wearing of face mask laws enacted by many governments during the pandemic overlooked some unintended consequences 
of these public health guidelines for marginalized communities [8, 9]. Among other public health measures, Zimbabwe 
adopted mandatory face masking after the country’s first COVID-19 case was detected in March 2020.

Mask wearing has been reported in many countries, though with variability. In Poland, cloth masks were more popular 
than single-use masks while a sizable proportion of those who reused their face masks indicated that they decontaminate 
their masks [10]. Mask reuse was also been reported in Kampala, Uganda [11]. In Western Uganda, some participants indicated 
that they would remove their face masks if they needed to talk to someone while others shared their masks [12].

In addition to delivering timely accurate and necessary information, risk communication should include people’s beliefs, 
practices, concerns, and perceptions about the pandemic to develop sustainable evidence-based preventive strategies [10, 
11]. Among other factors, socioeconomic status, culture, public policies, and regulations have been identified in some settings 
as affecting population adherence to public health guidelines [9, 11, 13–17]. Risk perception also affects compliance with 
preventive measures. Those who perceive themselves to be at high risk are more likely to comply with preventive measures 
[18, 19]. In Western Uganda, participants believed that wearing face masks in public would protect them from COVID-19 
infection [12]. During the SARS outbreak, face mask wearing was more likely to occur in individuals with a strong belief in 
its effectiveness [20]. During the avian influenza pandemic in Taiwan, people who lacked knowledge about the cause of 
fatality were less likely to adhere to preventive measures, including mask wearing [21]. Positive associations have also been 
noted between a higher degree of knowledge and COVID-19 preventive measures, including wearing of face masks [22, 23].

Different communication platforms have been used to raise awareness to COVID-19. Social platforms such as twitter 
proved to have high reach and impact especially in the young population [24]. This is despite the fact that its effective-
ness as a broadcasting platform for promotion of healthy behaviours has not been established [25]. Other studies docu-
mented that reliance on social media for COVID-19 information reduced adherence to face masks [16, 26, 27]. Despite 
the limitations in geographical coverage associated with use of traditional media sources such as televisions, radio or 
other government channels, these have proven to be trusted and mostly used sources for trustworthy information [24, 
28, 29], and are also trusted by the older population [24].

A study conducted by Murukutla et al. [30] during the first 6 months of the pandemic reported high levels of adher-
ence to preventive measures in African countries, including Zimbabwe. As the pandemic evolved, anecdotal evidence 
suggested low level of compliance with COVID-19 preventive measures including face mask wearing. We hypothesized 
that there could be factors affecting the adherence of the Zimbabwean population to face mask use during the pandemic. 
Thus, to allow assessment of these measures in future health crises, Coroiu et al. [31] emphasized the importance of 
identifying barriers and facilitators for adherence to preventive measures. Thus, the study aimed to identify the barriers 
and motivators of face mask use in the Zimbabwean population.

2  Methodology

2.1  Study design, setting and population

A descriptive qualitative study design based on the ethnography of social groups using an Emic and Ethical approach 
was conducted across 8 provinces in Zimbabwe in September and October 2022. This study, which was part of a larger 
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study focusing on social-behavioural determinants of population compliance with public health and social measures 
(PHSM) and COVID-19 vaccine uptake in 6 selected African countries, was conducted in Zimbabwe. The study sites/ dis-
tricts in Zimbabwe were selected based on vaccine uptake statistics in the District Health Information Software 2 (DHIS2) 
database. The study sites and study population has been described previously [32, 33]. Ten districts (Binga, Rushinga, 
Makonde, Gokwe South, Chiredzi, Mbare, Seke, Insiza, Zengeza, and Epworth) were selected across 8 provinces (Fig. 1).

The three study districts in the Harare metropolitan province were Mbare, Zengeza and Epworth, where transporters, 
religious leaders and women’s leaders were recruited into the study, respectively. These districts are high density, over-
populated areas housing residents of mixed culture and ethnic backgrounds. The Mbare district is located close to the 
central business district of Harare, while Epworth is a peri-urban district. The Zengeza district is located in Chitungwiza, 
a dormitory town of the Harare metropolitan city. Key activities in the Mbare district include vending and trading, and it 
is also a central bus park station for transport connecting to different areas within and across the borders of Zimbabwe. 
The water supply and sanitation facilities in Epworth are highly compromised. Hand washing facilities are scarce in these 
districts, while the water supply is intermittent, resulting in people converging at water collection points such as bore-
holes. The Makonde district was chosen as the study site in Mashonaland West. The study participants in this area were 
village health workers. Key informant interviews (KIIs) and focus group discussions (FGDs) were conducted at the growth 
point, which was previously a farming compound. Most of the households in the area had a functional tippy tap, which 
residents referred to as chigubhu gear. In the Mashonaland East, Seke district, where a sample representing the general 
population was included in the study, is a peri-urban area situated close to Harare. The Rushinga district where youth 
leaders were recruited, is located in Mashonaland Central and borders Mozambique. The district has mixed cultures. 
Most of the shops at the growth point where the interviews and FGD were conducted had facilities for hand washing. 
The study district in Masvingo Province, Chiredzi, is inhabited by a mixed population with different cultures and ethnic 
backgrounds. In this study area, traditional healers were recruited for KIIs and FGDs where interviewed. The town where 
the data were collected is central to the trade between Harare, Chiredzi, Masvingo town and South Africa. It is densely 

Fig. 1  Location of the study sites and classification of participants in the COVID-19 qualitative study. Map adapted from Midzi et al. [32]
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populated with a frequent interrupted water supply. The Gokwe South district growth point was selected as the study 
site for Midlands Province, where teachers were recruited into the study. From observations, people, including school 
children, were not wearing face masks or observing physical distancing, and they had no visible hand washing facilities 
at their workplace. The study site in Matabeleland North, Binga district, 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, the study sites were located at the Insiza district growth point and a rural area clinic. However, the visited rural 
clinic had no convenient hand washing facility at the time of entry. Generally, the water supply was not sufficient at the 
rural clinic, and the Blair toilets were dirty.

2.2  Sampling and sample size

The sampling procedure and sample size has been described previously [32, 33]. Purposive sampling was used to select 
different social and economic groups comprising health workers, village health workers, teachers, traditional healers, 
transporters, religious leaders, women leaders, youth leaders, and the general population. Each of the 10 FGDs included 
10 participants. At each of the 10 sites, 3 key informants were identified for KIIs. Homogenous FGDs and KII participants 
were chosen per site. Individuals with first-hand and in-depth knowledge about the community, who are non-judgmental 
and sensitive to differences within the community participated as key informants. Individuals who are able to express 
themselves in a group setting and of  similar study sample as the key informants were selected as FGD participants per 
study sites.

2.3  Study guides and data collection

Study guides with topic guides informed by the literature on vaccine uptake were developed by the World Health Organi-
zation and conceptualized in the Zimbabwean setting by a local research team comprising a PhD expert in grounding 
theory studies and ethnography, PhD holders in community health, individuals with master’s degrees in public health 
and research assistants with at least a degree in social sciences. Three guides, including a semi-structured interview 
guide for KII, focus group discussion guide and observation checklist were uniformly used for data collection across all 
study groups as described previously [33]. In brief, the FGD and interview guides had similar questions which sought 
to understand the participants’ and community’s general knowledge and experiences on COVID-19 and its preventive 
measures, challenges hindering compliance to COVID-19 preventive measures in the community, influencers promot-
ing compliance and recommendations to improve compliance with COVID-19 preventive measures in the community. 
The observation checklist was used to collect data on key features such as location of study site (i.e. church, homestead, 
market place, and public place), correct wearing of face masks of people on the site, presence of hand washing facilities/
sanitizers, whether people were washing their hands, and whether people were practicing physical distance at the study 
sites. All the FGDs and the KIIs were conducted physically. Community sensitization and mobilization were conducted 
by the Environmental Health Officers drawn from the study districts. Each FGD took an average of 45 min, while each KII 
took approximately 30 min. Interviews and discussions were conducted in English or in one of the two local languages, 
Shona or Ndebele, depending on the preference of the participants. Each session was led by a skilled moderator while 
the assistant moderator observed and took notes. With consent from the participants, interviews were recorded.

2.4  Data analysis

All the audio recordings were transcribed verbatim, and those in local languages were subsequently translated into Eng-
lish. Using the thematic analysis approach, an analytic template, aligned with the FGD and KII guidelines, was developed 
as a starting point for analysis. An experienced qualitative researcher performed the initial coding of the transcripts. 
Other research team members inputted the codes by cross-checking the transcripts. The codes were then clustered 
and sorted to identify subthemes according to the meaning and trend of ideas. Subthemes were used to construct the 
main themes based on their relevance to the research question and the extracted transcripts. The most important and 
repetitive quotes on face masks were chosen to represent the selected themes. The research team repeatedly read the 
transcripts, discussed the analysis process, reviewed, and defined the themes to strengthen the rigour of the qualitative 
analysis [34]. No software was used in the analysis. Manual analysis was conducted since some of the local languages 
(Shona and Ndebele) expressions by participants which were critical as part of study findings could not be interpreted 
by an English software, thus, would be lost.
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3  Findings

3.1  Study participant demographics

From the estimated sample size of 130 participants comprising 30 KIIs and 100 FGDs participants, 128 (98.4%) participated 
in the study. Two participants were lost to follow-up in 2 focus group discussions: one for traditional healers in Chiredzi 
and the other for women leaders in Epworth. The average age of the study participants was 46 years (SD = 11), and the 
age range was 20–72 years (Table 1). Among the participants, 70 (54.7%) were males, and 79 (61.8%) had attained a 
secondary level of education.

Six themes were generated in this study. Two motivating factors were identified: perceived benefit (confidence in the 
effectiveness of facemasks for the prevention of COVID-19 transmission) and environmental factors (fear of law enforce-
ment agents and village health workers). The four themes identified among the barriers were individual factors (low risk 
perception, lack of knowledge on the importance of face masking, lack of conviction), access challenges (availability 
and affordability of face masks), concern about side effects (breathing difficulties and other respiratory complications), 
and sociocultural and religious beliefs.

3.2  Motivators to adhere to face masking

3.2.1  Confidence in facemask effectiveness

Some individuals adhered to face masking because they believed it was effective at preventing the spread of COVID-
19. They had testimonies from personal experience and observations from others who did not get COVID-19 infection 
because of adherence.

“–––Putting on your mask when travelling, I can attest that these measures truly worked well for me. Those who also 
adhered to these measures helped them a lot, as some did not even contract COVID-19” (KI 3, Makonde District, village 
health worker).

3.2.2  Fear of law

Some people wore face masks in public because they were afraid of law enforcement officers or health workers. It 
was a punishable offence to be found without a face mask. So wearing of face masks was rather fear of the law not for 

Table 1  Age and sex distributions of the FGD and KII participants

FGD focus group discussion, KII key informant interview, Std Dev STANDARD deviation

Variable Total Number of 
participants

Age in years Gender

Mean age Std. Dev. Min Max Male n (%) Female n (%)

Both FGD & KII 128 45.7 11.3 20 72 70 (54.7) 58 (45.3)
Key informant interviews 30 47.8 10.4 27 72 20 (66.7) 10 (33.3)
Focus group discussions 98 45.0 11.6 20 69 50 (51.0) 48 (49.0)
Study group (District)
 Village Health workers (Makonde) 13 49.5 6.4 37 62 4 (30.8) 9 (69.2)
 Health Workers (Binga) 13 40.0 7.5 28 55 8 (61.5) 5 (38.5)
 Population (Insiza) 13 52.4 13.2 21 72 7 (53.9) 6 (46.2)
 Population (Seke) 13 47.2 15.4 25 69 8 (61.5) 5 (38.5)
 Religious leaders (Zengeza) 13 48.0 11.5 20 68 10 (76.9) 3 (23.1)
 Teachers (Gokwe South) 13 48.8 6.0 39 60 5 (38.5) 8 (61.5)
 Traditional Healers (Chiredzi) 12 51.6 9.8 35 65 5 (41.7) 7 (58.3)
 Transporters (Mbare) 13 40.3 9.7 27 61 13 (100) 0
 Women Leaders (Epworth) 12 44.8 10.7 27 62 0 12 (100)
 Youth Leaders (Rushinga) 13 34.5 8.5 21 46 10 (76.9) 3 (23.1)
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prevention of COVID-19. In some communities, they enacted laws enforcing the practice of preventive measures to 
protect residents from COVID-19 infection.

“On the issues of wearing face masks, people were now more afraid of the police than the pandemic. The issue of wearing 
face masks became criminalized, so people were now avoiding the police. People would then remove masks in the absence 
of police. Therefore, because of fear, people were afraid of the police and associated COVID-19 PHSM noncompliant fines. 
You will then realise that people then respond in different ways” (KI 1, Zengeza District, religious leader).
“At our village courts, we put a law that you don’t enter without a mask” (KI 2, Insiza District, village head).

3.3  Barriers to adherence to face mask wearing

3.3.1  Low risk perception

As the pandemic evolved and with the use of vaccines, the number of COVID-19 cases started to decline. This resulted 
in people being complacent since they were now considering themselves to be at low risk; thus, they were no longer 
seeing the importance of masking up.

“Compliance is now a problem as the disease seems to be seized because you see people in offices are no longer wearing 
masks and in buses—you find yourself not putting on masks so people are not in compliance because of fewer cases. It’s 
not as bad as before” (KI 1 Binga District, health worker).

In the early days of the pandemic, COVID-19 cases and deaths were mainly concentrated in cities and towns. Except 
for those rural communities that had death due to COVID-19, or those from families that lost their breadwinners due the 
disease, most of the rural population had the perception that they were at low risk of infection.

“—So generally only those who come from the rural part would be a little bit sceptical about the disease. The disease 
was defined as occurring in an urban area. —, you find a lot of people in the urban area who succumbed to COVID-19 
were coming to be buried in the rural areas. —the prevalence of COVID-19 in rural areas was lower unless one had died 
of COVID-19 from the rural areas and from the family with whom one was the bread winner, that is, when they could feel 
the effects of COVID-19” (KI 1, Gokwe South District, schools inspector).

3.3.2  Lack of knowledge on the importance of face masking

Some people had no awareness of the stipulated COVID-19 preventive measures at a particular point in time, leading 
to non-adherence. A lack of awareness was noted in the guidelines regarding mask wearing. This lack of knowledge 
resulted in non-intentional adherence; through practices such as mask sharing and wearing dirty masks, thus putting 
people at risk of COVID-19 infection.

“Awareness regarding COVID-19 preventive measures to the people, I saw it as if it was very limited, because people seem 
to not have an understanding of what was happening. We used to have a situation where if we got to an office that 
required masking to enter with one person having it while their colleague did not have, one would enter and exit and then 
swop the mask for the colleague to enter. There was that risk where people were exchanging masks” (FGD participant 6, 
Gokwe South District, school teacher).
“Some will put them [masks] for a long time until they were dirty and no longer effective at combating COVID-19,–– some 
would not wash and iron the washable masks once they removed them. Some would also borrow a mask from a col-
league when they wanted to enter a shop; thus, there was much mask exchange among people, so these are some of the 
challenges related to improper wearing of masks. The exchange in masks also exposed people to the spread of COVID-19, 
though that did not matter to people as they would wear masks so as not get arrested and to get access to shops and 
facilities that required wearing of masks on entry” (KI 3, Makonde District, village health worker).
“On face masks, we had challenges here at school; kids used to bring their own masks but remember the kids in Early 
childhood Development classes like each other and play while hugging their friends, and some even ask each other to 
exchange them” (FGD participant 3, Gokwe South District, school teacher).

Participants echoed that in the community, there were people who wore their masks improperly, either not com-
pletely covering the nose and mouth or on the chin only. Some would just put their masks in the pockets and put them 
on when they met police officers or village health workers. The maximum time allowable for single mask wearing was 
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not followed. Some of these inappropriate practices were mainly related to a lack of information on why the masks were 
supposed to be worn.

“––– there was the issue of how these face masks were being worn. Most people were wearing masks, but their nose 
and mouth were not covered or just covered the mouth but not the nostrils. ––– People did not understand that the face 
mask was worn to first protect yourself from contracting the virus and protecting others around you from exposure to the 
COVID-19 virus. With regard to this issue of face masks, there was challenge of information dissemination. It was late in its 
arrival to the people. Thus, people were not well informed about this campaign or policy or why it was put in place. These 
were the challenges that I saw affecting our community and church members” (KI 2, Zengeza District, religious leader).
“Therefore, most of the people will put their masks in the pocket and only put on when they see village health workers or 
police” (KI 1 Makonde District, village health worker).

Misconceptions and myths circulating in the community led people to believe that they would be infected with 
COVID-19 when they wore masks. People were made to believe that the masks were contaminated with the virus, thus, 
would be a source of infection.

“In our locality, when people are encouraged to put on masks as a preventive measure against COVID-19 spread, most 
of the people resisted stating that these masks are treated with the COVID-19 virus. Therefore, according to the local 
people, they view masks as a means of infecting people with the COVID-19 virus the moment they are won, and these 
myths and misconceptions became a challenge in encouraging people to put on masks” (FGD respondent 7, Makonde 
District, village health worker).

Due to a lack of education, at first, it was a challenge for people to keep their face masks on for the whole day. Con-
tinued encouragement allowed people to realize the importance of always masking up. Religious leaders noted that 
the deaths of relatives or neighbours resulted in people understanding the need to comply with COVID-19 preventive 
measures.

“As pastors, we tried to encourage church members to wear their masks, but it seemed to fall on deaf ears as they had 
failed to truly understand why they had to wear masks. Shifting our focus to the church leaders themselves, initially, 
church leaders did not have a solid understanding of COVID-19. They slowly began to realize their true nature when 
fatalities began to rise sharply, causing the pandemic to become a true reality. This awakening led to their cooperation 
and shift from their initial beliefs and perceptions about COVID-19” (FGD participant 1, Zengeza District, religious leader).

3.3.3  Lack of conviction

There were also groups of people such as drunkards and public transport staffers who were not compliant with wearing 
face masks. These non-compliant people would sometimes try to justify their actions giving reasons which they presumed 
would surpass the reasons of mask wearing.

“In every community, there are such kind of people who have difficulties complying, especially those under the influence 
of alcohol, because during their drinking sprees, they can’t be forced to wear masks because he/she would claim the 
mouth as his drinking tool. Additionally, commuters’ drivers and conductors did not want to wear masks” (KI 1, Mbare 
District, transporter).

3.3.4  Access challenges leading to inappropriate practices

Some communities complained that during the early stages of the pandemic, masks were not readily available and were 
expensive; thus, they were not affordable to many. This approach allowed people to resort to homemade masks, which 
had not been tested for effectiveness. As the pandemic progressed, communities relied more on homemade cloth masks 
since they could not afford surgical masks.

“Availability of masks was a great challenge as they were scarce and expensive to buy, and this led the local people to impro-
vise with recommended cloth masks. With time, the scarcity of masks gradually improved as people were able to make their 
own masks, which they could reuse after washing and ironing them. During the peak of the COVID-19 pandemic, we expected 
to obtain surgical masks from the hospital, as we could not access them as a community. The advent of the COVID-19 pandemic 
led to the scarcity of items such as surgical face masks, and they costed 1 USD for two, which was a lot of money to get in our 
locality” (FGD respondent 1, Makonde District, village health worker).
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Due to inaccessibility, some people took disposed facemasks, clean them, and resold them at a cheaper price to those 
who had no facemasks but were intending to enter closed buildings such as shops and some businesses where masking 
was mandatory. Some would reuse disposable face masks, washed or unwashed. Even surgical masks were subjected 
to washing.

“Face masks were scarce. If you did not get them at local clinics, then it means that you had to buy them. This went on 
until the president announced that we could use cloth-based face masks. The cost attached to the use of face masks 
made people wash disposable face masks to avoid being arrested by the police. This puts many people at greater risk of 
contracting COVID-19 rather than protecting them. –-As you know, Zimbabweans are very enterprising; they would take 
used face masks, clean the face mask and then sale these masks again to people, especially at marketplaces where police 
were present. People who did not have face masks and wanted to buy their goods had no option but to buy useless face 
masks” (KI 1, Zengeza District, religious leader).

The participants echoed that those who lived in rural areas were the ones who were most affected by the lack of access 
of face masks due to lack of funds compared to the urban dwellers. This resulted in limited travel in this population group.

“This issue may be due to the availability of masks. There is no area where masks were being distributed; people had 
to purchase masks, and that on its own was a challenge to a number of people; rural people, in particular, do not have 
funds to purchase masks. However, for those in the urban setting, it was not a challenge at all; the cost was affordable. 
Therefore, for the rural folk, it was a little bit of a challenge, but for the urban dwellers, it wasn’t a challenge at all” (KI 1, 
Gokwe South District, schools inspector).

3.3.5  Concerns about side effects

Some members of the community were reported to have experienced side effects due to wearing facemasks. The side 
effects ranged from discomfort and difficulty breathing to the degree of suffocation. Discomfort and breathing chal-
lenges were more common in people with medical conditions such as asthma, hypertension, heart disease and obesity. 
In addition to these people, elderly people and pregnant women also complained of suffocation. Thus, these population 
groups were at risk of contracting COVID-19.

“Chronic conditions such as hypertension and asthma were a challenge as far as masking up was concerned as they 
caused difficulty breathing and suffocation.” (FGD participant 9, Seke District, community member).

It took time for some individuals to get used to wearing masks always when they are outdoors. Some complained of 
respiratory complications such as flu, and/or shortness of breath if they covered their nose, while others would experi-
ence dizziness and headaches if they spent much time putting on masks. The intermittent wearing of face masks exposed 
them and others to COVID-19.

“It’s not easy to adapt to something. From past experience, somebody would tell you if they are using a mosquito net, 
they suffocate and then imagine if they are supposed to be using a mask for the first time. It is not easy even to spend 
approximately 30 minutes covering your mouth and nose; breathing becomes difficult, and you end up breathing the 
body air. Even if you breathe out its still coming back. ––– but if you have seen somebody suffering from COVID-19, you 
end up saying its either I do this or I die. ––I had a challenge putting on my mask for more than 30 minutes. I became 
dizzy, you know I had this headache, so I tried to put it on, remove it and put it on, but it was risky. Thank God I survived” 
(KI 2, Gokwe South District, schools inspector).
“Masks were responsible for flu, suffocation and other respiratory complications” (FGD participant 6, Zengeza District, 
religious leader).

Another side effect of masks mentioned by the community was overheating, resulting in sweating, rash and lip sores. 
Among the different types of masks available, homemade masks were said to be the ones responsible for most of the 
side effects. Due to heat, the material/fabric used to make the homemade masks also caused discomfort or breathing 
difficulties. Some people complained of physical discomfort due to the size of the masks versus the size of their faces.

“Some masks were homemade using the wrong type of fabric. This can lead to discomfort and breathing difficulties. 
Zimbabwe is a country with a hot climate, so such types of masks can cause considerable discomfort and complications” 
(FGD participant 4, Zengeza District, religious leader).
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“Most people complained about facemasks. Some people said facemasks generated a lot of heat, and others reacted 
badly with sores around the lips. Some people faced difficulty breathing if one wears a face mask for a long period of 
time” KI 1, Chiredzi District, traditional healer).
“For some of us with big faces, masks will be uncomfortable pulling the ears, and they will be painful” (FGD participant 
3, Mbare District, transporter).

3.3.6  Sociocultural factors and religious beliefs

The wearing of face masks at public gatherings or places such as churches, funerals or water points was stigmatized in 
some communities. People also had the misconception that masks were worn only by those who went to work or who 
were COVID-19 positive. This exposed people to COVID-19 as some would socialize without putting on face masks.

“Those adhering to using masks, especially in public gatherings such as funerals, would face some negative comments 
and isolation to the extent that they would be discouraged from continuing with the mask” (FGD participant 5, Epworth 
District, women leader).
“You find that only those who go to work wore the masks. Even at shops, people socialize with each other without wearing 
masks. At times people could laugh at you, saying you are wearing a mask at home. Most people would not wear their 
mask at home; they would only wear them when they were going to work” (KI 2, Seke district, Accountant).

Religious and traditional gatherings also had challenges with masks wearing. Traditional healers expressed that the 
spirits that they possessed were not aware of the new norm of wearing face masks. This exposed traditional healers and 
their clients to COVID-19, as they sometimes performed their healing activities without masks. In church gatherings, 
some congregants would feel that their voices were not clear if they were putting on a mask.

“We traditional healers are just homwe (used instruments). Therefore, as we execute our healing tasks, Spirit does not 
know the need to put on face masks. Therefore, the Spirit medium does not know about the existence of COVID-19. It took 
much time trying to reason with the Spirit about this issue of COVID-19” (FGD participant 8, Chiredzi District, traditional 
healer).
“Some individuals would remove their masks for prayers or when singing in church for them to feel audible. In fact, in 
some situations, some members of the audience would remove their face masks in church so that their voices could be 
heard when singing or praying” (KI 3, Zengeza District, religious leader).

4  Discussion

The study has identified low risk perception, lack of knowledge, lack of conviction, access related challenges, concern 
about side effects, sociocultural and religious beliefs as barriers to face masking among the Zimbabweans during the 
COVID-19 pandemic. On the other hand, motivating factors were perceived benefits of masking and fear of law enforce-
ment. These findings underscore the need of targeted interventions aimed at improving people’s knowledge and increas-
ing accessibility of masks in the event of new surges of COVID-19 or other pandemics of respiratory origin to enhance 
face masking adherence. The interventions should be coupled with clear, culturally sensitive public health messaging 
aiming to dispel myths and misinformation for promotion of positive behaviour change in the community. Public health 
interventions should also leverage on the existing motivators to strengthening community engagement while enforce-
ment should be supportive for increased awareness and compliance.

Although the study was conducted in late 2022, when the number of cases and new infections had decreased, under-
standing what makes citizens more or less likely to adhere to PHSM will be of continued significance. In the event that 
another wave is experienced or other epidemics emerge, lessons learned from this pandemic may help guide public 
health responses.

Our study noted that due to socioeconomic status, the public could not access face masks. This economic vulner-
ability led to mask reuse, washing, sharing, and wearing for a longer time than recommended. While findings in the 
US showed that social and economic factors had no association with face masks use [35], our findings are consistent 
with reports of poor adherence to COVID-19 measures in vulnerable populations due to socioeconomic status [17, 30]. 
In other studies face mask use was noted to be higher in people with higher socioeconomic status [36, 37]. The dif-
ference in the influence of socioeconomic status on adherence to face masks could be due to factors such as cultural 
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norms and practices, and effectiveness of policy enforcement which may vary by setting. Based on the findings in 
our study, socioeconomic ability should be considered in a public health response as recommended previously [16, 
30]. The adoption of a one-size-fits-all public health measure does not guarantee compliance or, consequently, the 
effectiveness of the preventive measure. Thus, structures should be established to pool resources to provide face 
masks to vulnerable people during public health emergencies thereby decreasing health inequalities among the 
population and consequently improving adherence to mask use.

Study findings also showed that groups of people, such as public transport drivers, conductors and drunkards, 
did not adhere to wearing face masks intentionally, exposing themselves and others to COVID-19. Such intentional 
nonadherence has been associated with psychological and antisocial tendencies [38, 39]. As public health programme 
managers engage communities to understand the factors affecting compliance with an intervention, they should 
also aim to understand the distinction and roots of nonadherence to tailor relevant policy responses.

Study findings show that risk perception also plays a key role in behavioural adherence. As echoed by the partici-
pants, at the time of the study, most people were no longer wearing face masks in closed settings or public places 
since they were considering themselves at low risk of infection. During the early stages of the epidemic, a study con-
ducted in African countries, including Zimbabwe, reported high levels of adherence to public health and preventive 
measures [30]. Earlier studies noted that risk perception fluctuates with time in response to disease situations and 
factors unrelated to disease situations, such as media reports of epidemics [40, 41]. Notably, public health guide-
lines on COVID-19 were continuously updated in response to the evolving pandemic in the country. The relaxation 
of COVID-19 restrictions by the government may also have contributed to the belief that COVID-19 was no longer 
a public health problem in the country, leading to poor adherence to preventive measures. The scenario is similar 
to reports in Ghana, where some communities stopped wearing masks, among other preventive measures, when 
the government announced the relaxation of COVID-19 protocols. They believed that they were no longer at risk of 
infection [42].

It is also noted in this study that some people were ignorant of the changes in the public health guidelines, including 
the reasons for mandatory masking in public places, shops, or offices. This resulted in no mask or improper wearing of 
masks or mask sharing for entry into shops, offices or other closed settings. Similar scenarios involving a lack of knowl-
edge have also been shown to hinder compliance with masking during the avian influenza [21], and COVID-19 [11] 
pandemics in other settings.

In our study, participants  expressed concern about the side effects of masks. This concern was previously expressed in 
other studies [43–45]. Such side effects are likely to dissuade individuals from continued mask wearing. As recommended 
by Gyapong et al. [43], to increase compliance with face mask use during respiratory disease outbreaks, the designs of 
face masks should be improved focusing on tolerability, comfort and safety.

The use of cloth masks and the reuse of surgical masks as a cost-cutting measure were noted in this study. However, 
some people would use these products without washing, and others would wash them for reuse. These findings cor-
roborate those from Poland and Uganda, where the public used more cloth masks than single-use masks, with variability 
in decontamination [10, 11]. Despite the practice of mask reuse being a result of socioeconomic conditions, people also 
lacked adequate knowledge of which masks could be reused and to what extent, as was recommended in the early stage 
of the pandemic. This notion of poor knowledge about the significance of masking was further affirmed by the reported 
practice of removing masks as people sing or pray or improperly wearing face masks in this study. A related situation was 
recorded in Western Uganda, where people removed their face masks if they needed to talk to someone [12].

Participants reported that people were motivated to wear masks because they perceived that masks would protect 
them against COVID-19 infection. It was also reported that some people realized the importance of masking after wit-
nessing fatalities in their communities. This finding is in support of previous reports noting that individuals usually wear 
masks due to the perceived susceptibility and severity of being afflicted with a life-threatening disease [18], and the 
perceived benefits and effectiveness of the masks [20, 46].

It was indicated that misconceptions about masks being infected with a virus circulated in the community and became 
a barrier to masking for others. Misconceptions in the era of COVID-19 were not surprising because of the availability and 
ease of use of different information sources [24, 25] and the surge in infordemics associated with the pandemic [24, 25, 
42]. Misconceptions result in negative perceptions towards COVID-19 preventive measures [47]. Thus, in future surges 
or pandemics, efforts should be made to demystify such disinformation, as it will result in exacerbated transmission of 
the virus.

Corroborating previous findings, [48], participants indicated that individuals who wore masks in the community 
or public gatherings such as funerals and churches were being alienated or discriminated against in the community. 
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Preference of socio-cultural and religious norms over COVID-19 preventive measures were also noted in Ghana [42], and 
Iran [49, 50]. Thus, communities should be educated on the increased risk of disease transmission posed by sociocultural 
and religious beliefs.

As cited by some participants, people wore masks for wrong reasons, especially in fear of law enforcement agencies, 
or to be allowed access to certain facilities. Law enforcement for adherence to preventive measures during the COVID-
19 pandemic was not peculiar to Zimbabwe only. Other states also employed the same strategy [51–54]. Globally, the 
implementation of a mandatory policy increased compliance with masking [37, 55] while a voluntary policy lead to 
poor compliance [19, 55], compounded by stigmatization [55]. Despite the benefits of law enforcement to comply with 
public health guidelines, it should be integrated with intensified health education for the general population such that 
individuals will consider their health a priority rather than fear of law enforcement agencies.

4.1  Study strengths and limitations

Our study was limited in that data was collected at a single point in time, thus, does not truly reflect the dynamic nature 
of social behavioural factors affecting wearing of face masks during the COVID-19 pandemic in Zimbabwe. Neverthe-
less, our study offers important insights into the social behavioural determinants of compliance with face masking in 
Zimbabwe. While social desirability bias cannot be completely overruled, our study had improved trustworthiness and 
validity through triangulation of different data sources (KIIs, FGDs, diversity in age, religion, social status, cultural values 
and economic status), and from different study sites, thus, providing comprehensive understanding of motivators and 
barriers of face masking in Zimbabwe.

5  Conclusion

Our study identified motivators for and barriers to adherence to face masking in Zimbabwe. This finding shows that 
while in some instances, nonadherence is intentional, in most cases, it is nonintentional. It is thus, important for public 
health managers to provide targeted responses to these barriers to improve compliance in the event of new COVID-19 
waves or other future pandemics. Structures should be established to protect vulnerable populations in the case of future 
pandemics of a similar nature. Risk communication and community engagement should be continuous to appraise the 
public with up-to-date information about the disease and the importance of adhering to PHSM during a pandemic.
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