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ABSTRACT
Objective  To assess the level of compliance with 
COVID-19 preventive measures and compliance-
associated factors in the Rwanda community.
Design  Cross-sectional study.
Settings  Country-wide community survey in Rwanda.
Participants  4763 participants were randomly sampled 
following the sampling frame used for the recent Rwanda 
Demographic Health Survey. Participants were aged 
between 22 years and 94 years.
Outcomes  The participants’ compliance with three 
preventive measures (wearing a face mask, washing 
hands and social distancing) was the main outcome.
Methods  From 14 February 2022 to 27 February 
2022, a cross-sectional survey using telephone calls 
was conducted. Study questionnaires included different 
questions such as participants’ demographics and 
compliance with COVID-19 preventives measures. 
Verbal consent was obtained from each participant. The 
compliance on three main preventive measures (wearing a 
mask, washing hands and social distancing) were the main 
outcomes. Univariate and multivariable logistic regression 
analyses were performed to evaluate factors associated 
with compliance (age, gender, level of education, 
socioeconomic status).
Results  Compliance with the three primary preventive 
measures (washing hands 98%, wearing a mask 97% 
and observing social distance 98%) was at a rate of 
95%. The respondents’ mean age was 46±11 SD (range 
22–98) years. In addition, 69% were female and 86% 
had attended primary education. Bivariate and regression 
analyses indicated a significant association among the 
three primary preventive measures (p<0.05). The results 
showed factors associated significantly between the 
different models (p<0.05): proper mask use and social 
distancing in the hand washing model; hand washing, 
social distancing, avoiding handshakes and not attending 
gatherings in the proper mask use model; hand washing 
and avoiding handshakes in the social distancing model.
Conclusion  Compliance with the three key preventive 
measures against COVID-19 was high in the Rwandan 
community and these measures were interdependent. 

Therefore, the importance of all three measures should be 
emphasised for effective disease control.

INTRODUCTION
With over 6.5 million deaths in 2023, the 
COVID-19 pandemic has posed an unprec-
edented challenge to public health systems 
globally,1 demanding quick adoption of 
preventive measures to stop its spread. 
On 14 March 2020, the initial occurrence 
of COVID-19 was detected in Kigali city, 
Rwanda. A traveller who did not display symp-
toms on arrival in Kigali on 8 March became 
symptomatic on 13 March and subsequently 
tested positive for COVID-19 on the following 
day.2 The number of positive cases and deaths 
increased in Rwanda despite the implemen-
tation of several measures to restrict the 
spread of COVID-19 such as lockdowns, 
social distance and many others. By the end 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ Using a nationwide sampling framework based on 
the recent Rwanda Demographic Health Survey en-
sured a representative sample, thereby enhancing 
the generalisability of the findings within Rwanda.

	⇒ A digital approach involving direct telephone calls 
and trained data collectors reached a big number of 
participants with a response rate of 76%.

	⇒ The study had sufficient power to detect significant 
associations and provide robust estimates of com-
pliance with COVID-19 preventive measures.

	⇒ The reliance on self-reported data during telephone 
calls may have introduced social desirability bias, 
where participants may have over-reported their 
compliance.

	⇒ Participants without mobile phones were reached 
via a community healthcare worker; thus limited 
privacy during responding could create a bias.
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of January 2022, there were 1440 confirmed deaths and 
128 891 confirmed cases.2

At the outset of the pandemic in January 2020, the 
WHO started advising preventive measures for COVID-
19.3 4 Regular hand washing, social distancing and 
wearing masks were among the preventive measures. 
WHO further recommended people to seek medical assis-
tance if they exhibit COVID-19 symptoms, stay at home if 
they are not feeling well, and cover their mouth and nose 
when coughing or sneezing. Governments and health 
organisations all around the world have largely adopted 
these preventive measures.5 While health authorities have 
recommended a number of preventive measures such as 
physical distancing, mask use, hand hygiene and vacci-
nation, their effectiveness hinges significantly on public 
adherence or compliance. Understanding the factors 
influencing adherence to preventive measures becomes 
crucial for shaping targeted interventions and miti-
gating the impact of the virus especially in the context of 
Rwanda, a country that has been recognised for its proac-
tive response to the pandemic.6

Through a community-based survey, this study endeav-
ours to comprehensively evaluate the factors influencing 
compliance with COVID-19 preventive measures in 
Rwanda. By doing so, it aims to shed light on the determi-
nants that facilitate or hinder the adoption of preventative 
behaviours. The findings of this research can empower 
policymakers and healthcare professionals to effectively 
tackle the ongoing epidemic and enhance public health 
resilience through tailored interventions informed by 
the identification of key compliance factors. Preven-
tive measures included the closure of borders, schools, 
colleges, universities and offices, as well as the shutdown 
of nightclubs and entertainment venues. Additionally, 
there were social distancing protocols, reduction in the 
number of passengers in public transportation, imple-
mentation of curfews, restriction of public gatherings 
and mandatory use of masks. Other preventive measures 
were discouraging handshaking, isolating sick individuals 
and using drones as a tool for information dissemination. 
These preventive measures were disseminated through 
the media and the COVID-19 situation was reported 
daily.7 Since many of these measures may require indi-
viduals to change their attitudes and behaviours, people 
tended to resist preventive strategies as was reported in 
different studies. This resulted in more people becoming 
susceptible to COVID-19.8 9

Due to the lack of data in the literature, research on 
the implementation and effectiveness of COVID-19 
preventive measures was not sufficiently reported in low-
income countries, especially in Africa.10 Compared with 
other African countries, Rwanda implemented consid-
erably more consistent and stringent COVID-19-related 
measures. The country’s success in enforcing these 
measures can be attributed to its population’s tendency to 
adhere to government recommendations and the govern-
ment’s robust enforcement mechanisms.11 In Rwanda, 
a survey on knowledge, attitudes and practice among 

healthcare workers indicated that 95% of responses 
appealed to the adoption of preventive measures such as 
hand washing, social distancing, avoiding crowds, mini-
mising travel, and wearing gloves and face masks. The find-
ings also revealed that having a thorough understanding 
of COVID-19 and how to prevent it was a contributing 
factor.12 Furthermore, the media helped to disseminate 
preventive measures in the whole entire nation, the whole 
community was supportive.13 This study was designed to 
assess the level of compliance with COVID-19 preventive 
measures and identify its associated factors in Rwanda.

METHODS
Study setting and design
This was a cross-sectional study conducted in 30 districts 
of Rwanda. The local government in Rwanda is organised 
into four tiers which include 30 districts as the primary 
local authorities, along with sectors, cells and villages. 
The district council is responsible for policymaking and 
legislation at the district level. It serves as the platform 
through which citizens, via their representatives, can 
exercise their decision-making and planning powers to 
determine the development of the district.14

Study population
This study analysed the data from large country survey 
collected in a period of 2 weeks, from 14th-27th February 
2022. The detailed methodology has previously been 
documented elsewhere.15 Participants were randomly 
selected using a sampling frame derived from the recent 
Rwanda Demographic Health Survey. This survey is based 
on data from the fourth Rwanda Population and Housing 
Census and was provided by the National Institute of 
Statistics of Rwanda (2020). The minimum required 
sample size was estimated using the total population of 
10 486 659 inhabitants of Rwanda.13 With a margin of 
error of 2% and a confidence level of 95%, the calculated 
minimum sample comprised 2401 participants. However, 
to account for potential consent refusals and dropouts, 
we doubled this number. Consequently, a total of 6248 
participants were randomly preselected and contacted 
nationwide. Out of these, 4763 completed the forms, all 
within the 2-week study period, yielding an acceptable 
response rate of 76%. The number of calls made per day 
varied, and the distribution of respondents by district is 
shown in figure  1. Participants ranged in age from 22 
years to 94 years.

Data collection
Data were collected between 14 February and 27 February 
2022, by 30 trained data collectors via telephone ques-
tionnaires. These data collectors, all university gradu-
ates, were selected through a competitive process. They 
received training from the research team on question-
naire usage and telephone interview techniques.

The questionnaire was piloted over three sessions, each 
involving 20 data collectors using selected investigators 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 8, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
24 Ju

ly 2024. 
10.1136/b

m
jo

p
en

-2023-078610 o
n

 
B

M
J O

p
en

: first p
u

b
lish

ed
 as 

http://bmjopen.bmj.com/


3Mugeni R, et al. BMJ Open 2024;14:e078610. doi:10.1136/bmjopen-2023-078610

Open access

and data collectors themselves as mock interviewees. The 
purpose of this testing was to assess the feasibility of the 
questionnaire, and not to evaluate demographic similar-
ities between the pretesting participants and the sample 
population.

Data collectors were supervised by the research team, 
and each participant received all calls from a designated 
data collector. Community healthcare workers (CHWs) 
assisted by lending their telephones to participants who 
did not have their own. In Rwanda, each village has four 
CHWs who participate in various Ministry of Health 
(MoH) programmes and have been provided with mobile 
telephones by the MoH.16

The study questionnaires were initially written in 
English and then translated into Kinyarwanda and French. 
These questionnaires covered various demographic ques-
tions, such as age, gender, education level (categorised 
as primary education or below, and secondary educa-
tion or above), employment status during the COVID-19 
period (options included no change in working hours, 
decreased working hours, increased working hours and 
job loss) and socioeconomic status.

In addition, the questionnaires included questions 
about preventive measures, such as face mask usage, hand 
hygiene, adherence to social distancing and other risk-
minimisation practices.

The socioeconomic categories, known as ‘Ubudehe’ in 
Kinyarwanda, classify citizens into four groups based on 
their poverty level, housing situation, employment status 
and income:

The first category consists of very poor and vulnerable 
individuals who are homeless and cannot live without 
assistance. The second category includes citizens who 
can afford some form of rented or low-quality housing 
but are not gainfully employed and can only afford to eat 
once or twice a day. The third category encompasses citi-
zens who are gainfully employed or are employers them-
selves, including small farmers who no longer rely solely 
on subsistence farming and owners of small-to-medium 
sized businesses. The fourth category comprises citizens 
who are CEOs of large companies or have full-time jobs 

with established organisations, industries, companies or 
government agencies.17

Statistical methods
The data were captured through a digital form and anal-
ysed with the statistical package STATA software V.15 
(STATA Corp, College Station, Texas, USA) together with 
the Statistical Package for Social Sciences (SPSS) (IBM 
Corp. Released 2020. IBM SPSS Statistics for Windows, 
V.28.0. Armonk, New York, USA). A value of p<0.05 was 
considered statistically significant. Numerical data were 
analysed using the t-test and categorical data using the 
χ2 test.

As the study focused on the community’s adherence 
to the main COVID-19 preventive measures including 
wearing a face mask, hand washing and social distancing, 
the outcome variable for the study was the communi-
ty’s compliance with these measures. These outcomes 
included wearing a face mask, hand washing and social 
distancing.18 Wearing a face mask was categorised as ‘1’ 
for individuals who reported always or often wearing a 
face mask appropriately, covering their mouth and nose 
outside of their home in the last 24 hours. It was ‘0’ for 
those who did not. Hand washing with soap and water 
or hand sanitising was also categorised as ‘1’ for individ-
uals who reported always or often implementing these 
measures in the last 24 hours and ‘0’ for those who did not 
or only did so occasionally. Social distancing was defined 
as maintaining a distance of at least 2 m from others in 
the last 24 hours and was categorised as ‘1’ for those who 
reported always or often maintaining this distance and ‘0’ 
for those who did not or only did so occasionally. These 
dichotomised variables were then used as the primary 
outcomes in the study to assess community compliance 
with COVID-19 preventive measures.

In this study, bivariate analysis was done to assess the 
association of each of the three key preventive measures 
(hand washing, wearing a mask and social distancing) 
and other preventive measures and the selected factors. 
The χ2 test was conducted to select the factors associated 
with hand washing, wearing a mask and social distancing 

Figure 1  Number of respondents per district.
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which were considered as response variables. Factors 
found to be significantly associated with response vari-
ables were considered in multivariable logistic regression 
models of the preventive measures namely hand washing, 
wearing a mask and social distancing.

Ethical consideration
The data were collected on telephone call after receiving 
the participants’ verbal consent. The collected data were 
encrypted and stored in a secured location to ensure 
participants’ confidentiality. A unique identifier was 
attributed to each participant.

Patient and public involvement
In conducting this study survey, researchers recognised 
the vital role of patient and public involvement in 
shaping the research design and in interpretation of 
the findings. Prior to the commencement of the study, 
researchers engaged with the Rwanda Biomedical Centre 
overseeing the CHWs, and members of the public stake-
holders including the National Institute of Statistics in 
Rwanda to understand their perspectives on COVID-19 
preventive measures and the factors influencing compli-
ance. Their insights helped refine the questionnaire and 
sampling approach, ensuring that the study captured a 
comprehensive picture of compliance behaviours within 
the community. The survey itself involved community 
individuals including both CHWs, eventual COVID-19-
positive patients and the healthy population. The survey 
was carried out in all districts of Rwanda and the sampling 
method helped to ensure a representative sample. Addi-
tionally, on completion of data analysis, we have dissem-
inated and continue to disseminate our findings to the 
public through community forums and informational 
sessions, inviting feedback and discussion on how best 
to translate these findings into strategies for promoting 
adherence to preventive measures. By actively involving 
patients and the public throughout the research process, 
researchers aim to foster a sense of ownership and empow-
erment within the community, ultimately contributing to 
more effective public health interventions and improved 
outcomes in fighting against COVID-19.

RESULTS
The sample comprised 4763 participants who were 
surveyed via telephone calls and their characteristics are 
summarised in table 1. The mean age of the participants 
was 46±10 years (range 22–94 years). The majority of 
the participants were female (68.6%) and had a primary 
education level or below (86%). In terms of employment 
status during COVID-19, the majority of the participants 
experienced a decrease in working hours (59%), while 
28% reported no change at their work. In addition, 5% 
reported an increase in working hours while 8% reported 
job loss. Regarding socioeconomic status (Ubudehe 
categories), the majority of the participants belonged to 
category 2 (65%) and these were followed by category 1 

(35%). Only a small number of participants belonged to 
categories 3 and 4 (0%). In terms of marital status, the 
vast majority of participants reported living with a partner 
legally (93%).

Regarding preventive measures, the majority of the 
participants reported appropriate use of face masks 
(97%), washing hands (98%) and observing social distance 
(98%). In addition, 10% of the participants reported 
avoiding handshakes while 61% reported not going to 
social/family meetings. Regarding overall compliance 
with the three main preventive measures (washing hands, 
wearing a mask and observing social distance), 95% of 
participants reported they had complied with them. In 
terms of COVID-19 testing, slightly more than half of the 
participants (51%) reported being tested for COVID-
19, while the remaining participants reported not being 
tested (50%). Table 2 provides details.

Bivariate analysis was used to assess the association of 
each of the three key preventive measures and other 
preventive measures, and the selected factors. The factors 
include gender, age, education level and socioeconomic 
categories. Other preventive measures included wearing 
masks appropriately, washing hands, handshaking 
and social distancing. Findings presented in online 

Table 1  Characteristics of respondents

Variables Total %

Age (mean±SD. range) (n=3554) 46±10 (22–94)

Age categories, years

 � 18–29 117 3

 � 30–44 1580 45

 � 45–60 1593 45

 � >60 264 7

Sex (n=4763)

 � Female 3270 69

 � Male 1493 31

Level of education (n=4763)

 � Primary and below 4122 87

 � Secondary and above 641 13

Employment status during COVID-19 (n=4763)

 � No change at my work 1327 28

 � Working hours decreased 2833 59

 � Working hours increased 233 5

 � Lost job 370 8

Ubudehe categories (socioeconomic status) (n=4763)

 � Category 1 1587 35

 � Category 2 2996 65

 � Categories 3 and 4 6 0

Marital status (n=3550)

 � Live with a partner 3298 93

 � Live without a partner 252 7
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supplemental table 1 revealed that each one of the three 
key preventive measures is significantly associated with 
each one of the other two (p<0.001). Observing a social 
distance (2 m), avoiding handshaking, and attending any 
social event or gatherings were associated with complying 
with the above three preventives measures (p<0.001). 
In addition, results indicate that compliance with these 
measures was significantly associated with factors such 
as gender, wearing masks appropriately, washing hands, 
handshaking and attending social events (all p<0.05). 

In summary, social distancing (2 m) and avoiding hand-
shaking and attending any social or event gatherings 
were associated with compliance with the three preven-
tive measures. Gender was statistically linked to hand 
washing. The influence of one of the three key preven-
tive measures was assessed and was significantly associated 
with each one to another in univariate analysis (p<0.001).

Table 3 displays multivariable logistic regression estima-
tion results. Three models of washing hands, wearing a 
mask appropriately and social distancing were estimated. 
The findings indicate that gender and appropriate use of 
mask and leaving a social distance were statistically signifi-
cant (p<0.001) in the washing hands model. Variables like 
washing hands, leaving a social distance, handshaking 
and not going to social/family meetings were statistically 
significant in the wearing a mask appropriately model. 
Factors like using masks, washing hands and handshaking 
were statistically significant in the social distancing appro-
priate model. On the contrary, not going to social/family 
meetings was not statistically significant in the two models 
of washing hands and social distancing.

DISCUSSION
The primary objective of this study was to evaluate the 
degree of adherence to COVID-19 preventive measures 
and to identify the factors associated with compliance 
within the Rwandan community. Although this topic has 
been largely documented in other places,19 20 this work 
only focused on Rwanda’s perspective. In fact, the compli-
ance with public rules always follows the local context, the 
culture and habits of the population. This study is the first 
one documenting the adherence to COVID-19 preventive 
measures in the Rwandan community.

Findings from this study showed a high level of compli-
ance with COVID-19 preventive measures. In this regard, 
95% of surveyed respondents complied with the main 
preventive measures (washing hands, wearing a mask and 
social distancing) and the independent associations of 
those measures with respect to one another, suggesting 

Table 2  Adherence to preventive measures

Variables Total %

Appropriate use of mask (n=4716)

 � Yes 4578 97

 � No 136 3

Washing hands (n=4740)

 � Yes 4665 98

 � No 75 2

Maintaining social distance (n=4704)

 � Yes 4606 98

 � No 98 2

Handshakes (n=4717)

 � Yes 482 10

 � No 4235 90

Not going to social/family meetings (n=4763)

 � Yes 2903 61

 � No 1860 39

Overall compliance (three main preventive 
measures) (n=4362)

 � Yes 4150 95

 � No 212 5

History of being tested for COVID-19 
(n=4763)

 � Yes 2330 49

 � No 2433 51

Table 3  Multivariable analysis

Variables

Washing hands OR (CI 95%)
Wearing a mask 
appropriately OR (CI 95%) Social distancing OR (CI 95%)

aOR (CI 95%) P value aOR (CI 95%) P value aOR (CI 95%) P value

Gender 0.4 (0.22 to 0.66) 0.001 – – –

Appropriate use of mask 14.6 (7.71 to 27.83) <0.001 – 10 (6.21 to 19.02) <0.001

Washing hands – 17.4 (9.16 to 33.14) <0.001 16.3 (8.21 to 32.33) <0.001

Social distancing 12.6 (6.34 to 25.19) <0.001 10.7 (6.07 to 18.85) <0.001 – –

Handshaking – – 0.4 (0.22 to 0.56) <0.001 0.2 (0.10 to 0.27) <0.001

Not going to social/family 
meetings

1.4 (0.82 to 2.46) 0.201 1.4 (1.01 to 2.21) 0.045 1.2 (0.78 to 1.94) 0.358

aOR, adjusted OR.
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that each of the three measures is an uniquely associated 
factor of the others.

The high level of compliance to preventive measures 
against COVID-19 in Rwanda was a positive development. 
It suggests that the population was taking the pandemic 
seriously and adopting active steps to prevent its spread. 
This could be attributed to the government’s proactive 
approach—mainly the reinforcement of intermittent 
lockdowns, curfew hours and public heath campaigns to 
contain the pandemic.13 21

The findings from this study revealed that more than 
95% of participants followed social distancing, hand 
washing and appropriate mask wearing measures. These 
results coincide with those of a study conducted by 
Ndishimye et al.12 Similar results were also obtained in the 
study by Vatovec et al, in which 95% of respondents in 
Vermont (USA) reported knowing exactly what to do to 
follow recommended actions, and it was said that the polit-
ical affiliation was a primary influence leading to compli-
ance.22 However, there were other studies that cited a low 
level of compliance. This is the case of 49.7% healthcare 
workers in Ethiopia8 and 58.5% in Nigeria,23 among 
12.3% residents of Dirashe district, southern Ethiopia24 
and 11.2% patrons of community convenience shops in 
Ghana.25 Similarly, it was reported that at the beginning of 
the COVID-19 pandemic, preventives measures were not 
respected in sub-Saharan Africa as well as in the Rwandan 
community. This could be explained by the fact that the 
population was still confused about some restrictions that 
impaired social-cultural activities.26 27

Considering the adherence to each of the main 
COVID-19 preventive measures that were assessed in this 
study, hand hygiene remained the most common prac-
tice (98%). Similarly, adherence to social distancing or 
wearing masks were at a high level (above 95%).

Different findings were found in the study by Diteke-
mena et al, which revealed that face masks were not used 
by 54.7% of participants while non-adherence to physical 
distancing was reported by 41.7% of participants. The 
same study disclosed that 15.3% of the participants did 
not observe regular hand washing.28 This study brought 
supplementary insights as it was carried out in a neigh-
bouring country. Findings from this study also contrast 
with the findings from studies in the non-western regions 
of Ethiopia and Somalia in which 55.4% and 56.2% of 
respondents, respectively, reported poor compliance with 
social distancing measures while only 39.4% and 59.1% 
of respondents, respectively, acknowledged using a mask 
when going outside their homes.29 30 Poor compliance 
was also reported among pregnant women in Ghana. In 
this country, only 18% and 22%, respectively, could wear 
face masks and observe social distancing.31 According 
to the study, every preventive intervention significantly 
influenced other preventive measures. This implies a 
statistical relationship between the measures. This means 
that people who followed one measure were more likely 
to follow the others. A similar situation was reported in 
Spain.18 This could be explained by the fact that most 

of those measures were independently respected by the 
users who were aware of their importance in the preven-
tion of COVID-19. The finding suggests that promoting 
compliance with one measure such as wearing masks may 
lead to increased compliance with other measures as well.

The findings from this study revealed that there is no 
gender difference in compliance with social distancing 
and appropriate mask wearing measures but there is 
a difference in hand washing measures. As far as hand 
washing is concerned, it was revealed that men washed 
their hands significantly less than women. This result 
contrasts with the findings obtained in similar studies 
conducted in the USA.22 For example, Galasso et al 
analysed data from a survey of 21 649 people and found 
that women were more likely to comply with COVID-19 
preventative measures than men.32 Moreover, this study 
revealed that the compliance was uniform across different 
groupings of the population such as age categories, level 
of education and socioeconomic (Ubudehe) categories. 
However, according to some studies, compliance with 
COVID-19 measures can vary based on a variety of factors 
such as age, education level and cultural norms.18 33 The 
study didnt find the assocation of having high educa-
tion and the good compliance on preventive measures.30 
During the study period the low rate of avoidance of 
public places in Rwanda (39.1%) can be attributed to 
factors such as fear of contracting the virus and govern-
ment restrictions.34 This can be compared with a 26.1% 
proportion of participants who reported not leaving their 
homes as compliance measures among South African35 
and 31% among Vermont residents.22

In bivariate analysis, avoiding handshakes or other skin 
contacts was also strengthened as a preventive measure 
among the Rwandan population since it was known 
that contact with anybody remained the rapid route of 
transmission.36 This could explain the low rate (10.2%) 
of greetings using hands in this study.21 This finding is 
similar to the one in another study among the students at 
the University of Liege (16%).37

This study had some limitations. Researchers conducted 
telephone calls to collect data. This might have intro-
duced a systematic bias because of the lack of face-to-
face interviews, limiting the responses’ reliability and 
potentially overestimating compliance within our study 
population. Therefore, the results of this survey should 
be interpreted along with other studies used the same 
method. In addition, researchers omitted the mortality 
data, making it challenging to directly determine the 
clinical importance of our findings in terms of morbidity 
and mortality. Nevertheless, the study design, which is 
cross-sectional, along with a structured sampling frame, 
allowed researchers to reach a large and diverse popula-
tion country-wide.

Conclusion
This study used a cross-sectional community survey to 
evaluate the level of compliance with COVID-19 preven-
tive measures and compliance-associated factors in the 
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Rwandan population. Overall, the high level of compli-
ance with the three main preventive measures (washing 
hands, wearing a mask, and observing social distance) 
and their independent associations with one another are 
promising signs for the control of COVID-19. However, 
it is important to continue to promote these measures 
and ensure that individuals have access to the resources 
and information needed to comply with them effectively. 
Continued efforts to promote and reinforce preventive 
measures would be essential to controlling the spread of 
the virus during the outbreak.
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