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Abstract
Background  Globally, it has been reported that different social determinants of health -structural, 
sociodemographic, economic, living conditions and cultural factors- may affect opportunities to adhere to prevention 
measures against SARS-CoV-2. The objective of this study was to explore the perceptions around barriers and 
facilitators for adherence to COVID-19 prevention measures among the adult population residing in three large cities 
in Chile from a social determinants of health perspective.

Methods  Qualitative paradigm, multiple case-study design. Online semi-structured interviews were conducted with 
men and women aged 18 and over from different socioeconomic groups residing in three large cities. For participant 
recruitment and selection, purposive contacts were made based on community and social media networks, followed 
by snowball sampling. Saturation was reached at 61 participants, after which a thematic analysis was carried out with 
the support of AtlasTi software. The Ethics Committee of the Universidad del Desarrollo in Chile approved this study.

Results  The main perceived barriers to adherence to COVID-19 preventive measures are linked to structural social 
determinants of health such as income, occupation, gender, access to basic supplies, and housing. Perceived 
facilitators are the fear of contagion and the incorporation of measures into daily habits. The social communication 
of preventive measures by health authorities is perceived as punitive, affecting adherence once the fear of contagion 
decreased in the country. It is also perceived that the recommended preventive measures are disconnected from 
communities’ cultural practices and people´s identity, as well as affected by gender inequities and socioeconomic 
conditions that stakeholders in the country do not sufficiently address.

Conclusion  Study findings suggest that adherence to preventive measures, such as social distancing, mask use, and 
hand washing, could be promoted through their incorporation into the daily life habits of people and communities. 
These measures should consider the structural social determinants that generate multiple barriers to adherence, like 
poverty, occupational risks, and overcrowding. Socio-cultural dimensions of health and everyday risks need further 
understanding among the different communities in the country, allowing for differences in viewpoints and practices 
based on gender, age, place, and social identity.
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Background
The health crisis generated by the SARS-CoV-2 pan-
demic has implicated significant challenges for societies, 
States, and health systems. Efforts to curb the pandemic 
have focused mainly on implementing a range of non-
pharmacological prevention measures, such as hand 
washing, physical distancing, use of masks, quarantines, 
contact tracing and border control. However, to make the 
compliance of these measures sustainable over time and 
to assess their relevance for future health crises, several 
authors emphasise the need to identify barriers and facil-
itators for adherence to preventive and control measures. 
This is key to ensuring that public health interventions 
implemented in future health crises such as global pan-
demics come from robust evidence demonstrating their 
effectiveness in real-life settings [1].

International evidence indicates that to analyze the 
compliance of COVID-19 preventive health measures, 
it is necessary to consider the Social Determinants of 
Health (SDH), defined as the situations and contexts of 
life and work that can influence health [2]. At the global 
level, it has been reported that various SDH, including 
structural factors -public policies and regulations-, socio-
economic factors (e.g., income, occupation) and living 
conditions, as well as cultural factors, affect the ability 
of populations to adhere to the sanitary measures estab-
lished by health authorities [3]. For example, the existing 
evidence at the international level indicates that being a 
woman, over 18 years old and residing in urban areas are 
factors associated with adequate adherence to preventive 
and control measures [1, 4–17]. On the other hand, being 
young, male, and living in rural areas are factors associ-
ated with lower knowledge levels and lower adherence 
to prevention measures [7, 8, 15–18]. Likewise, evidence 
suggests that having a higher income, being employed, 
and having health insurance entail better adherence to 
preventive behaviors [13, 19–22].

Regarding educational factors, positive associations 
are reported between a higher level of education [5, 11, 
21–24], a higher degree of knowledge of the disease and 
adherence to preventive measures [10, 25, 26]. On the 
contrary, those without updated information about the 
condition or are skeptical about the disease or its conta-
gion mechanisms are less likely to adhere [13, 14]. People 
with a higher self-perception of risk concerning getting 
the disease have also been found to be more adherent to 
preventive practices [8, 24, 26]. Concerning living con-
ditions, people living in overcrowded households and 
homeless are less adherent to preventive COVID-19 
practices. Evidence also reports that ethnic minorities, 

migrants, and refugees could be at greater risk of living in 
these precarious household conditions [27, 28]. Finally, it 
has been suggested that living with older adults is associ-
ated with stricter preventive measures [12], while being 
a university student or staying in student residences was 
identified as a risk factor for getting the disease [29].

Most studies about the transmission and contagion 
prevention measures of SARS-CoV-2 have been focused 
in North America, Europe and Asia. The implications of 
the pandemic in South America have been less attended 
[30]. In 2021, this region had 32.1% of the total deaths 
from COVID-19 reported worldwide, while its popula-
tion represents only 8.4% of the world population. Chile, 
with a population of 17.574.003 persons [31], presents 
one of the worst indicators of the region in the associa-
tion between overcrowding and excess of deaths in 2020 
(R² = 0.158), followed by Brazil (R² = 0.150) and Costa 
Rica (R² = 0.073) [32]. As a country context that allows 
understanding of these health outcomes, it should be 
noted that in the last decades, Chile have experienced 
unprecedented development since the return to democ-
racy, achieving economic, political and social stability. 
Focusing on the lower-income population, social poli-
cies have managed to reduce poverty in the country in all 
its regions. However, Chile is currently the second most 
unequal country in the OECD, with the income of the 
richest 20% of the population being ten times higher than 
that of the poorest quintile [33]. According to data from 
2020, 10,8% of the population of the country lives in con-
ditions of poverty or extreme poverty [34], 27.3% of the 
population has an informal occupation [31], and 6.5% of 
the homes have some degree of overcrowding [34].

Shortly after the World Health Organization (WHO) 
declared the COVID-19 epidemic a global pandemic in 
March 2020, the Chilean government decreed a State 
of Constitutional Exception for Catastrophe, which 
lasted for approximately one year. The aim was to have 
greater control over people’s transit and enforce compli-
ance with quarantine and other social distancing mea-
sures. Among the different measures adopted, all of 
them aimed at curbing the transmission of SARS-CoV-2, 
some addressed the provision of essential services to 
low-income families, others promoted labor benefits 
to enable working from home, social benefits, closure 
of educational establishments and their later reopen-
ing, to mention the most significant ones. Regarding 
the containment measures for COVID-19, the “Step by 
Step Plan, we take care of ourselves” was designed and 
implemented, establishing mobility restrictions accord-
ing to the phases of the plan [30]. These phases were the 
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following: (1) total quarantine, (2) partial quarantine, 
and (3) partial opening, while the fourth and fifth phases 
meant a return to most “normal” activities [31]. However, 
regardless of the Step by Step Plan phase, health authori-
ties maintained mass media communication of preven-
tive measures during all waves of the pandemic in the 
country, and full compliance was expected (e.g., hand 
washing, physical distancing, use of face masks).

One significant measure adopted within the healthcare 
system was the establishment of the Chilean Health Net-
work that coordinated public, private, and institutional 
establishments to increase the number of hospital beds 
to treat COVID-19 patients [35]. In this way, the Chilean 
health system, which is fragmented between the public 
and the private sector, meaning access to quality health-
care is conditional on income, temporarily overcame this 
structural shortcoming to generate a nationwide net-
work of respiratory ventilators in ICU beds across both 
systems. As a result, by February 2021, the country had 
experienced four waves of infections, with 1,590,887 
accumulated infections as of July 13 [36]. Likewise, that 
same year in February, the population vaccination pro-
cess began with a progressive reduction in respiratory 
ventilator requirements nationwide.

Despite the efforts made by the government, the mea-
sures did not impact the population in the same way. In 
Santiago, it has been reported that poorer boroughs have 
both higher incidence and higher mortality rates related 
to COVID-19 compared to more affluent boroughs [30]. 
Likewise, mobility during quarantine was reduced by 61% 
in the most affluent boroughs, while it was only reduced 
by 40% in the poorest boroughs. It has also been reported 
that boroughs with a higher socioeconomic level docu-
mented a more significant number of tests (PCR) carried 
out than in less affluent boroughs. In the latter, there were 
more significant delays in the delivery of results [30].

From the perspective of risk communication, it has 
been suggested that it is important not only to deliver 
the necessary and timely information so that citizens 
can make evidence-based decisions related to COVID-
19 prevention, but also to understand their perceptions, 
beliefs and concerns about the pandemic and to incorpo-
rate this information into ongoing prevention strategies 
[37]. In this sense, the SDH approach, which coherently 
and systematically integrates different determinants 
related to possible barriers and facilitators for adherence 
to COVID-19 preventive measures, can be helpful in an 
investigative approach to this topic. However, evidence 
on barriers and facilitators for adhering to COVID-
19 preventive measures based on the SDH perspective 
-accounting for individual and structural determinants 
of health, including socioeconomic and cultural dimen-
sions- remains to be limited and further investigation is 
needed. In this context, the objective of this study was 

to explore the perceptions around barriers and facilita-
tors for the adherence to the COVID-19 prevention mea-
sures promoted by the health authority in Chile among 
the adult population residing in three large urban cities: 
Santiago, Valparaíso, and Concepción, from the SDH 
perspective.

Methods
Study design
Qualitative, descriptive, and exploratory study [38], car-
ried out between March and August 2021, which aimed 
at developing an in-depth understanding of the mean-
ings that people give to the health measures promoted 
by the authorities for the containment of COVID-19 in 
the country, identifying the barriers and facilitators for 
adherence to these with the SDH perspective. A meth-
odological design of multiple case-study [39] was carried 
out to address multiple cases, namely the barriers and 
facilitators for adhering to COVID-19 preventive mea-
sures by adults in the territories of Santiago, Valparaíso, 
and Concepción. These three cities were selected for 
being the most inhabited urban areas of the national ter-
ritory [31].

Participants recruitment and selection
The sample was constituted based on theoretical and fea-
sibility criteria, considering areas of residence and socio-
economic group (SEG), based on household income. 
Theoretical sampling refers to the a priori establish-
ment of categories of participant profiles according to 
the relevant dimensions of the SDH approach, which 
for this particular study were the following: age group, 
sex, socioeconomic level, and type of health insurance. 
The inclusion criteria for the sample were being over 18 
years of age, residing in any of the three cities included 
the study, and speaking Spanish fluently (relevant for for-
eigner participants). The exclusion criteria were two: (i) 
that the potential participant had some physical or men-
tal disability (intellectual, auditory or speech limitation) 
that limited his/her ability to decide to participate or to 
answer the interview, and (ii) no access to the Internet to 
conduct the interview. Study participants were recruited 
according to their borough of residency from the three 
large cities included in the study. Several boroughs were 
selected in each city to obtain a wide representation of 
SEG in each urban area. Selecting several boroughs in 
each city is due to the fact that in Chile there is a strong 
socioeconomic segregation between boroughs of resi-
dence. For the same reason, and to approach the expe-
riences of adherence to Covid-19 prevention measures 
of different socioeconomic profiles, we emphasized the 
inclusion of different boroughs in each city addressed by 
the study. The SEG’s included in this study were defined 
from a descriptive borough-level analysis we conducted 
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from the national representative CASEN survey in Chile 
(2017), ranking them according to their average income 
poverty index. Through this process, 6–8 boroughs from 
each of the cities of Santiago, Valparaíso and Concepción 
were selected.

For participant recruitment and selection, purposive 
contacts within each borough were made (i.e., seed con-
tacts) based on community and social media networks 
established by the research team in previous projects, 
after which snowball sampling followed. Also, through 
connections with social organizations in each city, espe-
cially those linked to survival in the pandemic period, 
like community pots to feed the most vulnerable bor-
oughs and municipal offices. People contacted through 
these strategies (and who met the inclusion criteria) were 
asked to participate by email or whatsapp. Those who 
expressed interest were then invited to receive a phone 
call from the project coordinators to learn more about 
the project and schedule an interview date. This pro-
cess took place between March and April 2021. The ini-
tial sample size considered following the pre-established 
theoretical criteria was 60 people in all three selected 
cities (minimum of 20 per city, allowing for variations in 
sex, age, SEG and type of health insurance). This initial 
sample size was established considering that qualitative 
research seeks depth of information rather than a statisti-
cal representation of its sample [39], so it was considered 
that the minimum initial sample size of 20 participants 
should secure the expected depth of information neces-
sary for this study. After data collection was finalized, the 
need for additional participants was explored through 
descriptive analysis, in which information saturation was 
found in all relevant study dimensions. As saturation 
of information for all main dimensions of interest was 
reached (COVID-19 preventive measures), we kept the 
sample size and only added one more for the city of San-
tiago, based on an additional participant who was will-
ing to participate in the interview. Altogether, the final 
sample size was 61: 21 from Santiago, 20 from Valparaíso 
and 20 from Concepción. Participants are character-
ized around the following categories: (i) young men and 
women (18–24 years old), (ii) adult men and women (25–
65 years old), and (iii) older men and women; all of them 
from different socioeconomic levels (based on the GFK/
Adimark classification by household income: ABC1a-
C1b, C2-C3, D-E, where group ABC1 corresponds to the 
highest segment, while group E to the lowest. This SEG 
nomenclature is defined based on the equivalent per cap-
ita income bracket, education level of the head or main 
household provider, and occupational level of the head or 
main household provider) [40, 41], with different types of 
health insurance (public and private), and from the three 
large urban areas selected for this study.

Data collection techniques and instruments
Semi-structured interviews were conducted [39]. The 
information was collected between March and June 2021 
by trained interviewers. Given the global emergency con-
text resulting from the COVID-19 pandemic, the inter-
views were conducted online mainly through the virtual 
platform Zoom. The interviews lasted an average of 
45  min (range of 35–60  min) and were based on a pre-
defined interview script, which considered the following 
general categories: overall perceptions of experiences in 
relation to COVID-19; beliefs and perceptions around 
COVID-19 and the preventive measures recommended 
by health authorities; barriers and facilitators to adhering 
to measures to curb COVID-19 that were recommended 
by the health authority in the country at the time the 
study was conducted (COVID-19 preventive measures: 
social distancing, quarantining, use of masks, and hand 
washing; COVID-19 control measures: testing and trace-
ability). The first ten interviews were developed by two 
interviewers to check the quality and reinforce standard-
ized facilitation skills to ensure study objectives would 
be reached through the interviews. An exclusive profes-
sional Zoom account was used to protect the confiden-
tiality of the conversation. For people without access to 
the platform, the interviews were carried out by Meet, 
Teams, or WhatsApp video call (used in less than ten 
interviews), recording the conversation through a digital 
audio recorder. All information was securely kept on the 
personal computer of the principal investigator.

Data analysis and processing method
The information gathered through the semi-structured 
interviews was transcribed verbatim into Word. Each 
interview was assigned a code to protect participant con-
fidentiality. The interview codes were created based on 
the following general structure: the interview number, 
the initial letter of the city, the sex of the person (H-M 
for man and woman in Spanish), the GSE of belonging 
and finally, the age of the person interviewed. The infor-
mation was analyzed between July and August 2021. An 
inductive thematic analysis strategy of the verbatim of 
interviews was used, a qualitative analysis method that 
allows identifying thematic patterns from the data col-
lected [38], with the support of the AtlasTi software. The 
thematic analysis was first organized around the catego-
ries previously identified from the SDH approach and 
reflected in the interview script applied to the partici-
pants (see above). Next, sub-categories and related codes 
were identified for each category, accompanied by verba-
tim participant quotes. Subsequently, emerging catego-
ries that were not contained in the previously established 
categories were analyzed, thus allowing the inclusion of 
new relevant information from the perception and expe-
rience of study subjects.
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To assess the rigor of the study (credibility, depend-
ability and confirmability), the following strategies were 
followed: (a) triangulation of information coming from 
different types of participants (from different cities, bor-
oughs and SEG); (b) constant audit trail, by maintaining 
a field diary to record the ideas and experiences of the 
research team. This information complemented semi-
structured interviews and contributed to a more coher-
ent and trustworthy data analysis and interpretation.

Ethical considerations
The study was designed and implemented by the uni-
versal ethical principles of scientific research: respect 
for people, beneficence, non-maleficence, and justice. 
The study contemplated an online informed consent 
process, ensuring that participants received relevant 
information about the objectives and procedures of the 
study and certifying their voluntary participation before 
the informed consent was signed. The informed consent 
was signed remotely by filling out a secure and encrypted 
online form on the Alchemer virtual platform. If the 
person accepted to participate, he/she could save a PDF 
of the informed consent that was automatically down-
loaded from the system. All the participants signed the 
informed consent. An informative PDF document was 

also provided to participants, with a detailed explanation 
of the study and their participation, as well as the con-
tact information of the principal investigator. The data 
analysis process was carried out with anonymized infor-
mation, preventing individual people from being recog-
nized. Additional methodological details and general 
results of this study are available and freely accessible in 
the recently published final report [42] and policy brief 
[43].

Results
51% of the study participants were women and 49% were 
men. 31% belonged to the most affluent socioeconomic 
group (SEG) ABC1 to C1B; 36% to the C2-C3 group; and 
33% to the poorest D-E group (roughly a third each). 34% 
of the participants lived in Santiago, 33% in Valparaíso 
and 33% in Concepción. Table  1 describes the sociode-
mographic characteristics of study participants.

Participants were able to describe their perceptions of 
main barriers and facilitators for following the COVID-
19 preventive measures during the pandemic, such as 
social distancing, quarantines, use of masks, and hand 
washing; as well as control measures like COVID-19 
testing and traceability. Perceptions around each of 
these COVID-19 preventive and control measures are 

Table 1  Sociodemographic characteristics of the participants
Santiago (n = 21) Valparaíso (n = 20) Concepción (n = 20)

Age N % N % N %
18–24 years 6 29% 7 35% 7 35%

25–64 years 9 43% 7 35% 8 40%

65 years or more 6 29% 6 30% 5 25%

Total 21 100% 20 100% 20 100%
Sex N % N % N %
Women 10 48% 11 55% 10 50%

Men 11 52% 9 45% 10 50%

Total 21 100% 20 100% 20 100%
SEG N % N % N %
Most affluent ABC1aC1b 6 29% 6 30% 7 35%

C2-C3 9 43% 7 35% 6 30%

Least affluent D-E 6 29% 7 35% 7 35%

Total 21 100% 20 100% 20 100%
Educational level N % N % N %
Primary/basic 1 5% 0 0% 2 11%

Secondary education 3 14% 5 25% 5 26%

Advanced technician 5 24% 0 0% 0 0%

Incomplete university 6 29% 0 0% 0 0%

University/professional 6 29% 15 75% 12 63%

Total 21 100% 20 100% 19 100%
Health insurance N % N % N %
Public (Fonasa) 12 57% 5 25% 11 55%

Private (Isapre) 9 43% 13 65% 6 30%

Armed Forced and Other 0 0% 0 0% 1 5%

Doesn’t know/Doesn’t have 0 0% 2 10% 2 10%

Total 21 100% 20 100% 20 100%
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presented below, according to selected dimensions of 
SDH as the theoretical perspective of analysis.

Social distancing
Study participants identified several barriers to adhere to 
social distancing measures. They mentioned the impos-
sibility of complying with the recommended social dis-
tance when using public transport, especially during peak 
hours. Similarly, they argued that it is more difficult for 
the poorest groups to comply with this measure than for 
the well-off population. They added the difficulty of social 
distancing when buying basic living groceries, consider-
ing that families in the lower socioeconomic groups had 
to leave their homes to buy in person in overcrowded set-
tings (fairs, local supermarkets) and without the supervi-
sion of the compliance with prevention measures:

“There are people that do not have the chance to 
buy through delivery, it doesn´t reach their homes. 
So they are not being thought of, the measures are 
being thought from a desk, so more territorial work 
is needed” (E6VH,G2,24).
“In the neighborhoods where the supply is, the mar-
ket…the main streets where they sell food and all 
that, that are like two or three, that is always full, 
always full. So, there is very little safeguard for that” 
(E17VH,G3,76).

Another barrier identified was one that the participants 
recognized as a typical cultural habit, in which every 
social gathering involved physical contact like kissing and 
hugging as a standard social practice:

“The culture here is of achoclonarse (staying close 
together). We greet each other with kisses, if you are 
talking with your friends, you are seated next to your 
friend, there is no distance, you are always touching 
each other. It’s a culture where we don’t have much 
distance” (E3VM,G2,35).

Young adults pointed out that, in general, they kept their 
distance from strangers in public spaces. However, they 
said they did not follow this measure when they met 
friends or acquaintances, since they were believed to be 
reliable in their self-care in relation to COVID-19:

“I believe that with people on the street, one does 
tend to maintain social distance, because you do 
not know about the other person or who they hang 
out with. But maybe with friends, one relaxes (…) 
at least in those moments I didn’t comply with, like 
being a meter away from my friend. I was care-
ful with whom I got together with, like having more 
knowledge that the person wasn’t going out every-

where” (E10SM,G2,23).

Along with the above, the interviewees stated that the 
way in which the health authorities implemented social 
distancing did not facilitate adherence. They argued that 
individuals and communities should be better educated 
about the reasons for social distancing beyond simply 
informing that everyone should follow it:

“The bad communication that the authority has had 
about this…keep distances “just because” and if we 
see you, you get a fine. There is no education work, 
which has ultimately caused people to distance 
themselves from the government and its measures. 
What you have to generate is precisely the opposite, 
empathy with the population, try to raise awareness, 
in a good way, knowing that if you don’t comply, this 
will happen. Some people have the privilege of being 
informed, like me, but the lady who lives around the 
corner, that uses the mask underneath, because the 
elastic fell off and she hasn’t bought another…she 
doesn’t know where to get that information, the lady 
barely watches television, and on television they 
show every morning that there are three thousand 
deaths and that’s all, but there is no clear explana-
tion of the measures” (E6VH,G2,24).

According to the people interviewed, the main facilitat-
ing aspect for adherence to this measure was the fear of 
contagion and death, which led some to distancing them-
selves from crowds and public spaces.

Quarantines
As a facilitating aspect for adherence to staying at home, 
participants positively highlighted the gradual implemen-
tation of the Step-by-Step Plan. This national strategy 
was applied in Chile in accordance with local realities at 
the borough level. However, they perceived quarantines 
in several boroughs were excessively long and limited 
individuals’ compliance over time. Also, it was perceived 
that the quarantine experience meant having to readjust 
daily life, for instance having to accommodate several 
tasks such as working online, domestic work, childcare, 
and school support for children, caring for children with 
special needs, and caring for the elderly. Furthermore, 
they pointed out the significant burden that this strat-
egy brought for women, who had to multiply their work-
ing hours to carry out all the care-related tasks. Hence, 
participants emphasized that one significant undesirable 
consequence of quarantines was that they generated an 
unequal negative impact of COVID-19 for women. This 
gender inequity against women was observed across all 
age groups, territories, and socioeconomic groups:
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“Now, thinking about the issue of gender, regarding 
the topic of care, now that I think about it…as well 
as the role of care and worrying about one’s own and 
others’ health, women also carry a bigger burden, so 
perhaps there is also a concern on the part of women 
to follow the prevention measures” (E1VH,G1,28).

Another barrier to complying with quarantines identified 
by the participants was the economic one, linked to the 
need to work for subsistence even during recommended 
confinement. This made quarantines unrealistic, inef-
ficient, and stressful. This meant, in many cases, a per-
ceived loss of trust in the effectiveness of the measure at 
the community and population levels:

“There is no way that the people who work on the 
street can sustain themselves without that, without 
earning a living. At least not for a long time and 
the COVID bonus isn’t much money either. So, I am 
honestly stressed with the phase one (quarantine) 
situation, it is really hard emotionally speaking and 
rationally, I don’t find it so logical” (E4VM,G1,21).

Linked to quarantines, the curfew was another mea-
sure questioned by the population interviewed. People 
expressed that it was an excessively long and meaningless 
measure in terms of curbing the pandemic. One partici-
pant expressed the following:

“Yes, the curfew makes sense because it’s legal within 
a state of constitutional exception. But what does 
a curfew at nine or ten imply. The difference is that 
businesses close earlier, the buses leave earlier…
what happens, the buses instead of getting crowded 
at nine, they get crowded at seven. That’s what has 
happened in Valparaíso, for example. People liv-
ing in poverty feel that their life has been a punish-
ment. Furthermore, you work eight hours and when 
you leave you want to go to the supermarket, and it’s 
closed. You want to go to the neighborhoods store, 
closed” (E6VH,G2,24).

Use of face masks
Participants mentioned that the initial information 
regarding this measure provided by health authori-
ties and healthcare teams was confusing, which made it 
challenging to establish face masks as a central preven-
tion measure at the community level. Furthermore, par-
ticipants mentioned the high prices of masks, which was 
also a barrier to its use and frequent replacement every 
few hours. Therefore, the use of non-disposable masks 
was preferred for their lower cost and durability, yet pro-
viding less or no protection against COVID-19:

“In the beginning the use of face masks was very con-
fusing because there wasn’t an established version 
agreed between the government and the College of 
Physicians, because they said only infected people 
had to wear it. It was because of some kind of short-
age of masks, but also the pharmaceutical compa-
nies took advantage and raised too much the price of 
the masks, it was too expensive” (E9SH,G2,21).

The most vulnerable groups mentioned the high price 
of good quality masks -which they identify as surgical 
masks-, explaining that they could not afford them. In 
addition, since they are disposable and require perma-
nent replacement, they involve greater expense than the 
use of reusable masks, which are perceived as less safe:

“Because you are supposed to use the masks, the one 
that is useful, it’s useful twice a day, so not every-
body will be able to buy that or have that sort of pro-
tection” (E2SM,G2,32).

Misusing the mask in public spaces, such as when the 
nose and mouth are exposed, was also recognized as 
a barrier. It was pointed out that the information avail-
able from health authorities regarding the use of masks 
needed to fully address the risks that their mishandling 
entails. Participants, for instance, identified street mar-
kets, public transportation, and informal settlements as 
places where large crowds misused masks, or simply did 
not use them at all:

“The other day, for example, I went to a gathering 
and it was like if COVID did not exist. No one, no 
one wore the mask. When I go to the market, I go 
with the mask on and everything, but I also see a lot 
of people, mainly the vendors, without a mask. The 
salespeople in the shops in my neighborhood work 
without a mask on” (E2SM,G2,32).

In addition, the interviewees recognized that many com-
munities in the country did not wear the mask given the 
notion of collective life that prevails in their neighbor-
hoods, where public space is conceived as an extension 
of private space and, therefore, not using face masks was 
normalized since it is not perceived as risky:

“In the camp they were giving out lunches from a 
common pot and the truth is that the people who 
came to get lunch were not wearing a mask. Sure, 
since they live next door, they don’t worry because 
they live close by” (E20VM,G3,61).

Among other elements identified as barriers to adher-
ence to the use of masks were diminishing fear of getting 
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COVID-19 over time, the discomfort caused by wearing 
a mask, and the perception of safety when socializing 
with family or friends. As a facilitating factor for adher-
ence, the interviewees mentioned how quickly people 
included masks in their daily lives, together with the fear 
of contagion, which encouraged its use.

Hand washing
Most study participants stated that since the beginning 
of the pandemic, they incorporated frequent handwash-
ing into their routines, a personal hygiene practice that, 
before the pandemic was not part of their daily habits:

“Well, there has always been (the hand washing), 
but I don’t know if it’s the Chilean people, but I 
think it’s not an established culture, very few people 
washed their hands before sitting at the table before 
the pandemic” (E3VM,G2,35).

Among the main barriers to adherence to this hygiene 
routine was the gradual loss of fear of COVID-19 and the 
fact that people were replacing handwashing with soap 
and water with the use of hand sanitizer:

“We have replaced the constant hand washing with 
hand sanitizer. I feel that you are told to use hand 
sanitizer and they promote hand sanitizer, but they 
don’t tell you that it’s more important to wash your 
hands, because hand sanitizer does not replace 
water or soap” (E11VM,G3,20).

In terms of territorial inequalities regarding the availabil-
ity of resources to prevent COVID-19, people from Val-
paraíso and Concepción reported that while in Santiago 
there was access to hand sanitizer in most public spaces, 
it was not as frequent in other regions:

“When I was in Santiago I realized that the situa-
tion regarding the availability of hand sanitizer is 
very different, since it is available in public spaces, 
unlike here (Concepción) where there are no dispens-
ers or anything” (E1CH,G3,26).

Another barrier, identified mainly in Valparaíso, was the 
lack of access to drinking water in some more geographi-
cally remote boroughs of the city, which affected the pop-
ulation living in informal settlements:

“In the (Valparaíso) region there are places without 
water, the Petorca area…so telling them to wash your 
hands for thirty seconds… Sometimes in the videos 
they show how the water runs, it doesn’t matter, that 
is, that is impossible for them” (E3VM,G2,35).

Fear of contagion was identified as the main facilitator to 
compliance with handwashing recommendations. They 
mentioned the inclusion of this measure into their every-
day routines and a greater awareness of the importance 
of handwashing to avoid infections, especially among 
older adults, since they remembered previous health cri-
ses in the country, such as cholera:

“I believe that the facilitator, precisely, I think it is 
fear and not wanting to get infected, people are 
forced to wash their hands, use hand sanitizer, carry 
their own bottle, arrive home and wash their hands” 
(E6VH,G2,24).

COVID-19 testing (PCR)
In relation to the PCR testing for COVID-19, most inter-
viewees said they were in favor of taking the test, and 
several confirmed having taken it both for presenting 
symptoms and for having been in close contact with a 
confirmed case COVID-19. On the one hand, the par-
ticipants reported that access to PCR testing was faster 
and more accessible through the private health system; 
however, they identified the high cost of the test in the 
private system as a barrier for those who did not have 
a work contract considering that at the beginning of 
the pandemic, some workplaces paid for the tests. On 
the other hand, they reported that in the public system, 
access to PCR was slow and testing centres were often 
overcrowded, making them a potential source of infec-
tion according to the interviewees:

“When I arrived there, people were very sick, they 
couldn’t breathe, and people like that were just going 
to do the PCR test. So when I arrived I walked into a 
room in the primary health care facility here in Lo 
Prado, and it was a closed room, there was only one 
window open, and they put me there and suddenly 
four people entered, and those people really were in 
bad shape” (E18SH,G3,19).

Another barrier of the public health sector about taking 
PCR tests identified by the participants was the require-
ment to present symptoms to be eligible for one, which 
left those suspected of being asymptomatic without test-
ing. One positive aspect of the public health sector that 
participants highlighted was the reach-out activities car-
ried out around the country providing free tests. Never-
theless, they warned about the need to improve access 
to the information regarding the places, days and times 
where they were carried out, since the main information 
channels identified by the participants were social net-
works, excluding those who do not use them:
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“I think that with social media, on the internet it’s 
easy to find information. I think it is difficult, mainly 
for people who do not have access to the internet, 
especially those people who do not have internet lit-
eracy” (E10SM,G2,23).

Participants also identified fear as a barrier to taking the 
test due to the risk of being discriminated against for 
having COVID-19 and not being able to work for daily 
wages. In this context, they observed that, given the need 
to work to make money to live, people with a positive 
PCR left their homes anyway:

“It happened a lot that people didn’t go to get the 
test, or they took it when they were very sick, or if 
it came out positive, they hid it from all the other 
people with whom they lived because they were the 
only source of income, or the others had to work and 
things like that” (E3SH,G2,25).

Many participants said they had taken the test, some 
more than once, both for having symptoms and for being 
in close contact with someone infected. In addition, 
experiences related to COVID-19 testing were positive.

Traceability
Although most participants considered traceability cru-
cial for controlling COVID-19, they reckoned that it was 
difficult to implement given the need for coordination 
between the different state institutions involved. In turn, 
they detected a lack of rigor from the general population 
in communicating when they had been in close contact 
with a COVID-19 positive case. In this sense, some par-
ticipants even mentioned that they were not sure if, when 
the time came, they would give the name of all the peo-
ple with whom they had been in contact with, given the 
restriction of freedoms that this implied in providing this 
information to health authorities:

“It’s complicated to be a close contact (to someone 
with COVID-19) today, it takes away your free-
dom, they force you to take a PCR test, they keep you 
“monitored”, it isn’t a “big brother” either, but they 
keep you there. That is why many people wait until 
they feel really bad to have the test, because in the 
end, it takes away your freedom. So in general, peo-
ple don’t talk too much or they don’t give out 100% 
of their close contacts” (E9SH,G2,21).

As a facilitating factor for traceability, despite reserva-
tions towards freedom limitations, the interviewees 
expressed that this measure is essential to curb the pan-
demic, leading to adherence among some.

In all, the interviewee´s experiences regarding the dif-
ferent health measures discussed in this study allow us 
to understand how the social determinants of health 
are involved, especially concerning barriers to adher-
ence. Belonging to a lower socioeconomic group, facing 
job insecurity and needing to leave home to generate a 
daily income, being a woman, not having access to basic 
supplies such as drinking water, and overcrowding were 
the main factors affecting the participants’ compliance 
with different preventive and control measures against 
COVID-19. In addition to this, structural socio-cultural 
elements like community practices of sharing personal 
items, kissing and hugging, as well as social interactions 
in public spaces in low-income boroughs (informal settle-
ments, overcrowded street markets, lack of readily acces-
sible hand sanitizer in public spaces, and others) proved 
their relevance to how individuals understood and 
related to COVID-19 preventive and control measures. 
Furthermore, gender inequity surfaced due to some of 
these measures, as women faced the challenges of mul-
titasking and work overload over time. Regarding the 
healthcare system, although there were efforts to increase 
the number of hospital beds through the Integrated 
Health Network, some other aspects were sidelined. As 
participants emphasize, the access to COVID-19 testing 
was unequal between the private and public healthcare 
systems. While in the private system access was fast, and 
results were ready in a short period of time, in the pub-
lic system the process was more bureaucratic and slower, 
with multiple requirements to be eligible for a test such 
as having symptoms. This also made public health care 
facilities overcrowded, which people perceived as a bar-
rier due to the fear of getting infected by being close to 
crowds.

The main results of the study are summarized in 
Table 2.

Discussion and conclusions
The present study explored perceived barriers and facili-
tators for adherence to the COVID-19 prevention and 
control measures promoted by the health authorities in 
Chile, among the population aged 18 and over, in three 
large cities in 2021, from the SDH perspective. Accord-
ing to the study findings, people men and women from 
different age groups, socioeconomic levels and with dif-
ferent health insurance reported multiple barriers to 
adhering to preventive COVID-19 measures. Likewise, 
in accordance with the literature, the findings show that 
the wealthiest socioeconomic groups are more likely 
to adhere to these measures, unlike the most vulner-
able groups -especially those who do not have a formal 
job and must go out to the street for daily wages [11, 13, 
19, 30]. Additionally, it is clear from the results that sev-
eral SDH are at play in determining non-adherence to 
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the measures, such as living in overcrowded conditions, 
precarious working conditions, loss of employment, the 
use of public transport as the only commuting alterna-
tive, limited access to basic supplies such as drinking 
water, among others [27, 28]. In addition to this, cultural 
aspects that affect non-adherence to prevention mea-
sures are identified, for example, community life taking 
place in public spaces, where practices usually reserved 
for private spaces in the context of the pandemic, such 
as not using face masks or forgoing social distancing, are 
reproduced.

The perception that the State has favored measures 
that are perceived as punitive, including prolonged quar-
antines and curfews, also affect adherence to protec-
tion measures. For this reason, the study participants 
expressed the need for a change in the authorities’ strat-
egies, in order to face the deep fatigue and emotional 
exhaustion generated by the pandemic. Furthermore, 
prevention and control strategies should consider the 
diverse realities faced by the Chilean population as well 

as the SDH that specifically affects specific groups, con-
sidering that not everyone faces equal conditions to 
deal with a health crisis of this magnitude. These gaps 
lead to inequities in the response to the pandemic, with 
vulnerable groups being the most exposed to contagion 
and death from COVID-19. Consistent with the above, 
the SDH approach that considers some of the dimen-
sions identified in this study as minimum dimensions 
of approach, such as age, sex, living in an urban or rural 
area, socioeconomic level, and type of health insurance, 
is central to efforts to promote greater adherence to pre-
vention and testing measures. According to the existing 
evidence at international level, other dimensions of the 
SDH that could be considered are ethnicity and migra-
tion [3], which were not included in this study. Likewise, 
it is relevant to introduce a gender approach to contain-
ment strategies given the inequities produced and exac-
erbated during the pandemic, where it is identified that 
economic and care responsibilities within households in 
times of crisis fall mainly on women.

Table 2  Barriers and facilitators for adherence to COVID-19 prevention measures from a SDH perspective
Measure Barriers Facilitators SDH involved
Social 
distancing

Having to use public transportation for commutes
Not being able to order groceries online because of geographical location, leading 
to going to overcrowded markets
Standard social practices such as kissing and hugging
Trusting friends’ and acquaintances’ compliance of measures outside of the friend 
group
Lack of reliable and relatable information

Being able to order 
groceries online
Fear of illness and 
death

Socioeconomic level
Geographical 
location
Cultural practices
Age
Government policies

Quarantines Length of mandatory quarantines and curfews
Gender imbalances and expectations that women would have to work and perform 
care at the same time
Informal labor and loss of daily wages

Gradual implementa-
tion of the Step-by-
Step Plan

Lifestyle
Government policies
Gender
Socioeconomic level
Employment

Face masks Lack of reliable and relatable information
Price
Misuse
Beliefs and practices around socializing
Diminishing fear of getting infected
Discomfort

Inclusion as part of 
daily life
Fear of illness and 
death

Lifestyle and beliefs
Social practices
Government policies
Socioeconomic level

Hand washing Diminishing fear of getting infected
Replacing hand washing with using hand sanitizer
Geographical disparities regarding availability of hand sanitizer in public places
Lack of access to clean water

Inclusion as part of 
daily life
Fear of illness and 
death
Previous experience 
with epidemics

Lifestyle and beliefs
Age
Geographical 
location
Access to clean 
water

COVID-19 PCR 
testing

Eligibility requirements of the public healthcare system
Overcrowded public testing centres
Cost of private testing
Informal labor and loss of daily wages
Lack of easily accessible information regarding reach-out activities with free testing
Risk of discrimination

Positive attitudes and 
experiences towards 
testing
Access to private 
testing
Having a formal work 
contract
Reach-out activities 
with free testing

Attitudes and beliefs
Government policies
Socioeconomic level
Healthcare system
Literacy
Employment

Traceability Lack of intersectoral coordination
Lack of reliable reporting
Restriction of freedom and lack of privacy

Positive attitude to-
wards the usefulness 
of traceability

Attitudes and beliefs
Government policies
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It is important to highlight that only some facilitators 
for adherence to prevention measures by the study par-
ticipants were identified. Fear of contagion and death is 
recognized as the primary motivation for compliance, 
which reveals the distance between the standards pro-
posed by the health authorities and the self-care practices 
of the population as responses to health crises such as the 
COVID-19 pandemic.

As a general recommendation, we suggest that strate-
gies focus on facilitating the integration of prevention 
measures in the daily habits of individuals and commu-
nities through participatory actions involving popula-
tions and authorities from a rights-based, intercultural 
and gender approach that takes into consideration and 
respects the cultural and social diversity of the country. 
This is highly significant because of the uncertainty sur-
rounding the medium-term evolution of the COVID-19 
pandemic and the challenge that new health crises may 
raise at the local and global levels.

This study presents both strengths and limitations. 
First, regarding strengths, it is the first study of this kind 
in Chile and using the qualitative paradigm allows for an 
in-depth exploration of the phenomenon from the voice 
of critical actors. Additionally, using the SDH approach 
adds analytical depth and unveils the structural dimen-
sions of the inequities perceived. Second, with regards 
to limitations, carrying out the interviews during man-
datory quarantines made it impossible to access the ter-
ritories and the people interviewed in person, limiting a 
direct appreciation of the impact of the preventive mea-
sures of the pandemic in the contexts studied. Another 
limitation is that the sample was preferably made up of 
residents of urban areas, leaving rural sectors less repre-
sented in the study.

The results of this study have direct implications for 
public health as they are relevant for the construction 
and adjustments of health policies and actions in the face 
of crises such as the COVID-19 pandemic. Furthermore, 
promoting future qualitative research on the topic would 
allow the collection and systematization of further valu-
able information about strategies to face the pandemic to 
bridge adherence gaps and ensure the acceptability of the 
measures taken for the diverse groups in our society.

Acknowledgements
Not applicable.

Authors’ contributions
AO, BC and PV contributed to the study conception and design. AO, BC, FV, CR, 
contributed to the acquisition, analysis and interpretation of data. AO, BC, FV, 
AB have drafted the work and PV, CR and AB have substantively revised it. All 
the authors read and approved the final manuscript.

Funding
This study was funded by Instituto de Ciencias e Innovación en Medicina 
(ICIM), Facultad de Medicina Clínica Alemana, Universidad del Desarrollo.

Data availability
The data that support the findings of this study are available on request from 
the corresponding author A.O. The data are not publicly available due to them 
containing information that could compromise research participant privacy/
consent.

Declarations

Ethics approval and consent to participate
The research process was performed in accordance with guidelines and 
regulations of the Declaration of Helsinki and the Chilean laws for the 
protection of human participants in health research. The Ethics Committee 
of the Universidad del Desarrollo (Chile) approved the study. An informed 
consent process was carried out. Informed consent was obtained from all the 
participants.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Instituto de Ciencias e Innovación en Medicina (ICIM), Facultad de 
Medicina Clínica Alemana, Universidad del Desarrollo, Santiago, Chile
2Department of Health Sciences, University of York, York, UK

Received: 18 October 2022 / Accepted: 24 February 2023

References
1.	 Coroiu Id A, Moran C, Campbell T, Geller AC. Barriers and facilitators of adher-

ence to social distancing recommendations during COVID-19 among a large 
international sample of adults. 2020; Available from: https://doi.org/10.1371/
journal.pone.0239795

2.	 Whitehead M, Dahlgren G. Concepts and principles for tackling social inequi-
ties in health: Levelling up Part 1. [cited 2022 Aug 9]; Available from: www.
euro.who.int

3.	 World Health Organization. COVID-19 and the social determinants of 
health and health equity: evidence brief.World Health Organization. 
2021;(October):1–32.

4.	 Júnior A, Dula J, Mahumane S, Koole O, Enosse S, Nelson J, et al. Adherence 
to COVID-19 preventive measures in Mozambique: two consecutive online 
surveys. Public Health. 2021;18:1091.

5.	 Rgen J, Id M, Brailovskaia Id J, Schneider S. Behavioral measures to fight 
COVID-19: An 8-country study of perceived usefulness, adherence and 
their predictors. 2020; Available from: https://doi.org/10.1371/journal.
pone.0243523

6.	 Qeadan F, Mensah NA, Tingey B, Bern R, Rees T, Talboys S, et al. What 
protective health measures are americans taking in response to covid-19? 
Results from the covid impact survey. Int J Environ Res Public Health. 2020 
Sep;17(1):1–18.

7.	 Nudelman G, Peleg S, Shiloh S. The Association Between Healthy Lifestyle 
Behaviours and Coronavirus Protective Behaviours. Int J Behav Med [Internet]. 
2021;1:3. Available from: https://doi.org/10.1007/s12529-021-09960-6

8.	 Gouin JP, MacNeil S, Switzer A, Carrese-Chacra E, Durif F, Knäuper B. Socio-
demographic, social, cognitive, and emotional correlates of adherence to 
physical distancing during the COVID-19 pandemic: a cross-sectional study. 
Can J Public Health. 2021 Feb;112(1):17–28.

9.	 Carlucci L, D’ambrosio I, Balsamo M. Demographic and attitudinal factors of 
adherence to quarantine guidelines during covid-19: The italian model.Front 
Psychol. 2020 Oct 1;11.

10.	 Lin Y, Alias H, Luo X, Hu Z, Wong LP. Uncovering Physical and Attitudinal Barri-
ers to Adherence to Precautions for Preventing the Transmission of COVID-19 
and Anxiety Level of People in Wuhan: 2 Months After the Lockdown. 
Psychosomatics. 2020

11.	 AH M, Zhou Y, Kawashita ID, Wen N et al. Z,. Knowledge, attitudes, and prac-
tices toward COVID-19 among university students in Japan and associated 

http://dx.doi.org/10.1371/journal.pone.0239795
http://dx.doi.org/10.1371/journal.pone.0239795
http://dx.doi.org/10.1371/journal.pone.0243523
http://dx.doi.org/10.1371/journal.pone.0243523
http://dx.doi.org/10.1007/s12529-021-09960-6


Page 12 of 12Obach et al. BMC Infectious Diseases          (2023) 23:158 

factors: An online cross-sectional survey. 2020; Available from: https://doi.
org/10.1371/journal.pone.0244350

12.	 Pak A, Mcbryde E, Adegboye OA. Does High Public Trust Amplify Compliance 
with Stringent COVID-19 Government Health Guidelines? A Multi-country 
Analysis Using Data from 102,627 Individuals. 2021; Available from: https://
doi.org/10.2147/RMHP.S278774

13.	 Velikonja NK, Erjavec K, Verdenik I, Hussein M, Velikonja VG. Association 
between preventive behaviour and anxiety at the start of the COVID-19 
pandemic in Slovenia. Zdr Varst. 2020 Dec;31(1):17–24.

14.	 Tadese Z, Id F. Factors limiting youths’ practice of preventive measures toward 
the outbreak of COVID-19 in Oromia special zone surrounding Finfinnee, 
Ethiopia. 2021; Available from: https://doi.org/10.1371/journal.pone.0248495

15.	 Ahmed MAM, Nelson J, Fodjo S, Gele AA, Farah AA, Osman S et al. COVID-19 
in Somalia: Adherence to Preventive Measures and Evolution of the Disease 
Burden. [cited 2022 May 9]; Available from: www.mdpi.com/journal/
pathogens

16.	 Bates BR, Moncayo AL, Costales JA, Herrera-Cespedes CA, Grijalva MJ. Knowl-
edge, Attitudes, and Practices Towards COVID-19 Among Ecuadorians During 
the Outbreak: An Online Cross-Sectional Survey.J Community Health. 2020 
Dec1;45(6):1158–67.

17.	 Bante A, Mersha A, Tesfaye A, Tsegaye B, Shibiru S, Ayele G et al. Adherence 
with COVID-19 Preventive Measures and Associated Factors Among Resi-
dents of Dirashe District, Southern Ethiopia. 2021; Available from: https://doi.
org/10.2147/PPA.S293647

18.	 Szwarcwald CL, de Souza Júnior PRB, Malta DC, Barros MB, de Magalhães A, 
de Xavier M. Adesão às medidas de restrição de contato físico e dissemina-
ção da COVID-19 no Brasil. Epidemiol Serv Saude. 2020;29(5):e2020432.

19.	 Guzek D, Skolmowska D, Gł D. Analysis of Gender-Dependent Personal 
Protective Behaviors in a National Sample: Polish Adolescents’ COVID-19 
Experience (PLACE-19) Study. Int J Environ Res Public Health [Internet]. 
2020;17:5770. Available from: www.mdpi.com/journal/ijerph

20.	 Chong YY, Tong Chien W, Cheng HY, Chow KM, Kassianos AP, Karekla M et 
al. The Role of Illness Perceptions, Coping, and Self-Efficacy on Adherence 
to Precautionary Measures for COVID-19. Available from: www.mdpi.com/
journal/ijerph

21.	 Instituto, de Nacional. Estadísticas (INE). Síntesis de resultados CENSO 2017. 
2018.

22.	 Williams Id SN, Armitage CJ, Tampe T, Dienes Id KA. Public perceptions of 
non-adherence to pandemic protection measures by self and others: A study 
of COVID-19 in the United Kingdom. 2021 [cited 2022 May 9]; Available from: 
https://doi.org/10.1371/journal.pone.0258781

23.	 Vally Z. Public perceptions, anxiety and the perceived efficacy of health-
protective behaviours to mitigate the spread of the SARS-Cov-2/ COVID-19 
pandemic. Public Health [Internet]. 2020 Oct 1 [cited 2022 May 9];187:67–73. 
Available from: https://doi.org/10.1016/j.puhe.2020.08.002

24.	 MacIntyre CR, Nguyen PY, Chughtai AA, Trent M, Gerber B, Steinhofel K, et 
al. Mask use, risk-mitigation behaviours and pandemic fatigue during the 
COVID-19 pandemic in five cities in Australia, the UK and USA: a cross-sec-
tional survey. Int J Infect Dis. 2021 May;1:106:199–207.

25.	 Gao H, Hu R, Yin L, Yuan X, Tang H, Luo L et al. an online cross-sectional 
survey. Available from: https://doi.org/10.1186/s12889-020-09961-2

26.	 Soltan EM, El-Zoghby SM, Salama HM, Knowledge. Risk Perception, and 
Preventive Behaviors Related to COVID-19 Pandemic Among Undergradu-
ate Medical Students in Egypt. Available from: https://doi.org/10.1007/
s42399-020-00640-2

27.	 Davlantes E, Tippins A, Espinosa C, Lofgren H, Leonard S, Solis M et al. Mitigat-
ing SARS-CoV-2 Transmission in Hispanic and Latino Communities—Prince 

William Health District, Virginia, June 2020. J Racial Ethn Health Disparities. 
2022 Apr 1;9(2):390–8.

28.	 Ralli M, Cedola C, Urbano S, Morrone A, Ercoli L. Homeless persons and 
migrants in precarious housing conditions and COVID-19 pandemic: pecu-
liarities and prevention strategies. Eur Rev Med Pharmacol Sci [Internet]. 2020 
Sep 1 [cited 2022 May 9];24(18):9765–7. Available from: https://pubmed.ncbi.
nlm.nih.gov/33015824/

29.	 Berg-Beckhoff G, Guldager JD, Andersen PT, Stock C, Jervelund SS. What 
predicts adherence to governmental COVID-19 measures among danish 
students? Int J Environ Res Public Health. 2021 Feb;18(2):1–13.

30.	 Mena GE, Martinez PP, Mahmud AS, Marquet PA, Buckee CO, Santillana M. 
Socioeconomic status determines COVID-19 incidence and related mortality 
in Santiago, Chile. Science (1979) [Internet]. 2021 May 28 [cited 2022 May 
9];372(6545). Available from: https://doi.org/10.1126/science.abg5298

31.	 INE (Instituto Nacional. de Estadísticas) [Internet]. [cited 2023 Feb 2]. Available 
from: https://www.ine.gob.cl/

32.	 CEPAL. Mortalidad por COVID-19 y las desigualdades por 
nivel socioeconómico y por territorio | Comisión Económica 
para América Latina y el Caribe [Internet]. [cited 2023 Feb 
2]. Available from: https://www.cepal.org/es/enfoques/
mortalidad-covid-19-desigualdades-nivel-socioeconomico-territorio

33.	 Mieres Brevis M. The dynamics of inequality in Chile: a regional look. Revista 
de Análisis Económico. 2020;35:91–133.

34.	 CASEN. Pobreza por ingresos en pandemia. 2020 [cited 2023 Feb 2]; 
Available from: http://observatorio.ministeriodesarrollosocial.gob.cl/
encuesta-casen-en-pandemia-2020

35.	 Ministerio de Salud. Libro COVID-19 en Chile Pandemia 2020–2022 - Gobi-
erno de Chile [Internet]. [cited 2022 Aug 9]. Available from: https://www.
minsal.cl/libro-covid-19-en-chile-pandemia-2020-2022/

36.	 Aguilera B, Cabrera T, Duarte J, García N, Hernández A, Pérez J et al. Docu-
mento de Trabajo: Covid-19: Evolución, efectos y políticas adoptadas en Chile 
y el mundo. 2022 [cited 2022 Aug 8]; Available from: www.dipres.cl

37.	 Peña y Lillo M. Estudio sobre acceso y uso de información sobre COVID-19 en 
Chile. Santiago: Universidad Diego Portales; 2021.

38.	 Vázquez ML, Rejane M, Mogollón AS, Fernández MJ, Delgado ME, Vargas I. 
Diseño de estudios y diseños muestrales de investigación.Introducción a las 
técnicas cualitativas de investigación aplicadas en salud. 2006;36–7.

39.	 Cresswell J. Qualitative inquiry & research design. Choosing among five 
approaches. Sage Publications; 2013.

40.	 AIM (Asociación Investigadores de Mercado). Nueva metodología de seg-
mentación y clasificación socioeconómica. 2018.

41.	 GFK. Estilos de vida de los nuevos grupos socioeconómicos en Chile. 2019.
42.	 Obach A, Cabieses B, Apoyo SE, Vezzani F, Robledo C, Navarrete J et al. Bar-

reras y facilitadores de la adherencia a las medidas sanitarias para enfrentar 
el COVID-19 en población de 18 años y más en Chile: estudio cualitativo 
desde un enfoque generacional y de género en el Gran Santiago, Valparíso 
y Concepción. Informe final del estudio. 2021 [cited 2022 Aug 15]; Available 
from: http://repositorio.udd.cl/handle/11447/4239

43.	 Obach A, Cabieses B, Esnouf S. Alternativas de estrategias para aumentar la 
adherencia a las medidas sanitarias frente al Covid-19 en población de 18 
años y más en Chile: Policy Brief. 2021 [cited 2022 Aug 15]; Available from: 
http://repositorio.udd.cl/handle/11447/4240

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

http://dx.doi.org/10.1371/journal.pone.0244350
http://dx.doi.org/10.1371/journal.pone.0244350
http://dx.doi.org/10.2147/RMHP.S278774
http://dx.doi.org/10.2147/RMHP.S278774
http://dx.doi.org/10.1371/journal.pone.0248495
http://www.mdpi.com/journal/pathogens
http://www.mdpi.com/journal/pathogens
http://dx.doi.org/10.2147/PPA.S293647
http://dx.doi.org/10.2147/PPA.S293647
http://www.mdpi.com/journal/ijerph
http://www.mdpi.com/journal/ijerph
http://www.mdpi.com/journal/ijerph
http://dx.doi.org/10.1371/journal.pone.0258781
http://dx.doi.org/10.1016/j.puhe.2020.08.002
http://dx.doi.org/10.1186/s12889-020-09961-2
http://dx.doi.org/10.1007/s42399-020-00640-2
http://dx.doi.org/10.1007/s42399-020-00640-2
https://pubmed.ncbi.nlm.nih.gov/33015824/
https://pubmed.ncbi.nlm.nih.gov/33015824/
http://dx.doi.org/10.1126/science.abg5298
https://www.ine.gob.cl/
https://www.cepal.org/es/enfoques/mortalidad-covid-19-desigualdades-nivel-socioeconomico-territorio
https://www.cepal.org/es/enfoques/mortalidad-covid-19-desigualdades-nivel-socioeconomico-territorio
http://observatorio.ministeriodesarrollosocial.gob.cl/encuesta-casen-en-pandemia-2020
http://observatorio.ministeriodesarrollosocial.gob.cl/encuesta-casen-en-pandemia-2020
https://www.minsal.cl/libro-covid-19-en-chile-pandemia-2020-2022/
https://www.minsal.cl/libro-covid-19-en-chile-pandemia-2020-2022/
http://repositorio.udd.cl/handle/11447/4239
http://repositorio.udd.cl/handle/11447/4240

	﻿Perceived barriers and facilitators for adhering to COVID-19 preventive measures in Chile: a qualitative study in three large cities
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design
	﻿Participants recruitment and selection
	﻿Data collection techniques and instruments
	﻿Data analysis and processing method
	﻿Ethical considerations

	﻿Results
	﻿Social distancing
	﻿Quarantines
	﻿Use of face masks
	﻿Hand washing
	﻿COVID-19 testing (PCR)
	﻿Traceability

	﻿Discussion and conclusions
	﻿References


