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Abstract
Practicing preventive etiquettes such as hand washing, hand disinfection, wearing a face mask,
practicing physical distancing, disinfection of surfaces and objects can help curb the transmission
of COVID-19 at the workplace. This paper focuses on interventions and behaviors required to curb
the spread of COVID-19 at workplaces. We undertook a detailed multi-disciplinary literature
search on the following topics: hand hygiene, respiratory hygiene, physical distancing, quarantine
and isolation, disinfection of objects and surfaces, behavior change, and health crisis
communication. We identified interventions that are effective for preventing the spread of severe
acute respiratory syndrome coronavirus 2 (SARS-Cov-2) at workplaces. These findings present
very useful non-clinical interventions for preventing COVID-19 in the work environment.
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Introduction
The world of work has changed since the outbreak of the COVID-19 pandemic. Severe acute
respiratory syndrome coronavirus 2 (SARS-Cov-2) poses a health and safety concern for the global
workforce and workplaces. While respiratory infections are not new, they are by no means a worry
of the past (Sim et al., 2014). Healthcare workers per the nature of their work seem to be at a higher
risk of contracting COVID-19, however, a recent study has revealed that other workers in the
tourism, hospitality, transport, security, and construction industries are equally highly exposed to
the virus (Koh, 2020). Since the outbreak of the pandemic, substantial attention has been focused
on workplace infection prevention etiquette. The current situation has triggered a rapid behavioral
change within work settings. Promoting and observing the COVID-19 safety protocols at
workplaces is critical to protecting the safety and health of employees and management.
Behavioral interventions are being adopted globally to suppress the transmission of the virus in
communities and workplaces (Bavel et al., 2020; Lunn et al., 2020; West et al., 2020).
Social and behavioral sciences provide relevant insights for managing COVID-19 (Bavel et al.,
2020). Sawyer and White (2015) posited that behavioral changes such as not touching the face
particularly the mouth, nose, or eyes can protect us from contracting the COVID-19 disease. Safety
protocols such as handwashing or hand disinfection (Hogg & Huston, 2006; Kratzel et al., 2020;
Mbakaya et al., 2017; Pittet et al., 2000), wearing of face mask (Aiello et al., 2010; Feng et al.,
2020; Killingley et al., 2011), physical distancing (Brzezinski et al., 2020; Cirrincione et al., 2020;
C. I. Jarvis et al., 2020; Prem et al., 2020; Tuite et al., 2020), quarantine and isolation (Briscese et
al., 2020; Cava et al., 2005; Esquivel-Gómez & Barajas-Ramírez, 2018), and disinfecting objects
and surfaces (Belingheri et al., 2020; Dexter et al., 2020; Fathizadeh et al., 2020; Kampf et al.,
2020) can stop the spread of the virus at the workplace. Anderson et al., (2020) emphasized that
adherence to the SARS-Cov-2 safety protocols can decrease the rate of transmission tremendously.
Infection prevention practices are very essential in maintaining a safe and healthy workplace.
In this paper, we discussed topics that are relevant to the pandemic response at workplaces. The
purpose is to inform policymakers, employers, managers, employees, and researchers to better
understand how behavioral interventions can be used to curb the transmission of COVID-19 at the
workplace. We address the following topics: hand hygiene, respiratory hygiene, physical
distancing, quarantine and isolation, disinfection of objects and surfaces, behavior change, and
health crisis communication. For each topic discussed, we highlight the relevant findings,
important behavioral interventions that can be applied as a response to the COVID-19 in the
workplace, and critical gaps for future research as the virus continues to spread at workplaces
across the world. As a contribution to behavioral science knowledge, we suggested relevant
behavioral interventions and guidelines for curbing the spread of COVID-19 at the workplace
(Table 1).
Hand Hygiene
Hand hygiene has become an important intervention for fighting the COVID-19 since the outbreak
of the global pandemic. It is one of the effective ways pathogens and infections can be prevented
from spreading at the workplace. In the healthcare sector, hand hygiene is widely accepted as a
basic clinical practice for preventing infections among workers and patients (Elaine Larson, 1988).
Universally, one of the interventions that have been embraced as an effective infection control
measure is hand hygiene. Frequent handwashing is an effective and inexpensive method of
preventing the transfer of viral infections (Boyce & Pittet, 2002; Curtis et al., 2009; Hogg &
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Huston, 2006; Jefferson et al., 2009; Luby et al., 2005; Mbakaya et al., 2017; Voss & Widmer,
1997). Information on when, why, and how workers should practice hand hygiene has been well
documented (O’Boyle et al., 2001). However, it is well known that most workers do not wash their
hands regularly at the workplace. Failure to wash the hands with soap contributes to almost 50%
of disease outbreaks, meanwhile washing the hands with soap has the potential of decreasing the
risk of infection by more than 40% (Borchgrevink et al., 2013). Washing the hand with soap under
running water for a minimum of 20 seconds effectively cleans the hand (Table 1). Health experts
have advised that in the absence of a paper tissue, we can cough or sneeze in a bent elbow instead
of into the palm to prevent contamination of the hands.
Laboratory data has revealed that alcohol-based hand sanitizer or rub inactivates SARS-Cov-2
(Hogg & Huston, 2006; Kratzel et al., 2020; Luby et al., 2005; Siddharta et al., 2017). Regarding
healthcare settings, it is recommended that the hand sanitizer or rub contains at least 70%
isopropanol (CDC, 2020). Alcohol-based hand sanitizers are handy, easy to use, and readily
available (Ryan et al., 2001; White et al., 2003).
It has been widely reported that poor compliance with hand hygiene is common among workers
particularly healthcare workers (Jarvis, 1994; Pittet et al., 2000; Voss & Widmer, 1997). Reasons,
why some workers do not comply with hand hygiene protocols, include forgetfulness, negligence,
being too busy, skin irritation, wearing gloves, inaccessible handwashing supplies (Boyce & Pittet,
2002; E. Larson & Kretzer, 1995; Pittet, 2000). Understanding the importance of hand hygiene
can significantly influence workers’ adherence to hand hygiene protocols. Education and training
are powerful strategies that can be utilized to promote hand hygiene compliance at the workplace.
Research conducted by Pittet et al., (2000), revealed that workers’ hand hygiene etiquette
improved when they received education on it. However, using education and training to promote
hand hygiene has not been without challenges. Edwards et al., (2012), posited that even in the
working environment, efforts to enhance infection mitigation behaviors through education and
awareness had short-period influences instead of long term improvements. However, evidence
from existing literature suggests that some interventions improve hand hygiene among workers.
These include access to hand hygiene facilities, the use of posters, and education to improve hand
hygiene (Kretzer & Larson, 1998; Naikoba & Hayward, 2001; Pittet, 2000; Teare et al., 1999).
Other studies have found that placing alcohol-based hand sanitizers or dispensers at more visible,
proximate, and convenient locations increased usage significantly (Cure & Van Enk, 2015; Gould
et al., 2018; Hobbs et al., 2016).
When people react automatically to an object or person, that behavior is habitual and is often
expressed in similar situations. Hand washing and disinfection, when done daily and regularly by
workers becomes habitual (Aunger et al., 2010). Thus, the habit continues even when the
motivation or interest disappears.
Respiratory Hygiene
In the work environment, respiratory etiquette requires that workers do not touch their face with
unclean or contaminated hands. This requirement is necessary because there is the possibility of a
contaminated hand introducing aerosolized droplets to the mucous membranes of the eyes, nose,
and mouth (T-zone) and this could cause an infection. Studies have revealed that the T-zone is the
only portal through which all respiratory infections enter the body (Bertsch, 2010; Goldmann,
2000; Lake, 2020; Sawyer & White, 2015). SARS-Cov-2 (COVID-19). The mucous membranes
of the eyes, nose, and mouth (T-zone) are the most touched areas of the face. Not touching your
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T-zone at all is a behavior change that could prevent infection (Sawyer & White, 2015; West et
al., 2020). A lot of respiratory pathogens are introduced to the eyes, nose, and mouth from the
hand (Elder et al., 2014). For many people, touching the face is a habitual behavior that happens
without thought and as such goes unnoticed (Nicas & Best, 2008; Sawyer & White, 2015). The
prevalent behavior of touching the mouth, nose, and squeezing of the eyes is a latent act. The risk
of getting a respiratory infection by touching the face with the hands depends on the rate of contact
with the facial regions (Nicas & Best, 2008). Research has found that people touch their T-zone
10-20 times per hour (Kwok et al., 2015). It has been reported that office workers touch their faces
16 times in an hour, also one in three healthcare workers pick their nose and rub their eyes while
working (Elder et al., 2014; Nicas & Best, 2008). Evidence shows that respiratory infections are
minimized when the face is rarely touched (Elder et al., 2014).
The use of facemasks has become widespread since the emergence of the COVID-19. Using
facemasks at the workplace has demonstrated to be an effective way of preventing aerosolized
droplets from having contact with the T-zone. It also reduces the number of times the hand comes
into contact with the T-zone. Sim (2014) found that people are more likely to put on their
facemasks because of the fear of being infected with respiratory diseases. It has been well
documented that facemasks are very useful in infectious disease control, particularly in preventing
droplet transmission (Aiello et al., 2010; Chu et al., 2020; Eastwood et al., 2009; Furuya, 2007;
Killingley et al., 2011). Facemasks effectively avert the forward movement of particles expelled
from a cough or a sneeze (Sim et al., 2014). Ultimately, facemasks play a double role; it prevents
aerosolized droplets from an asymptomatic or symptomatic person from getting to your T-zone
and also stops the droplets from spreading when people sneeze or cough. Respiratory hygiene of
workers is highly improved through the use of the facemask at the workplace (Table 1).
Physical distancing
The most effective way of preventing the spread of an infection is by breaking physical contacts
(Chu et al., 2020; Drake et al., 2020; Huremović, 2019; C. I. Jarvis et al., 2020; Tuite et al., 2020).
COVID-19 is spread through close contact between persons. To minimize the transmission of
COVID-19 at the workplace, the global work community has introduced physical distancing
guidelines. One of the most effective measures for reducing interpersonal transmission risk of
COVID-19 at the workplace is physical distancing. Since the outbreak of COVID-19, many
organizations across the globe have resorted to this safety measure to mitigate the spread of the
virus in the work environment. The main objective of physical distancing is to stop the fast spread
of SARS-Cov-2, allowing more time for public health experts and healthcare workers to study the
disease and prepare adequately to treat it (Lewnard & Lo, 2020; Prem et al., 2020). To promote
physical distancing at the workplace, sitting arrangements have to be reorganized to ensure that
workers sit at least, one meter apart (Table 1). Also, one-meter floor markings are necessary to
indicate where managers, employees, clients, and visitors can stand to interact (Table 1). A study
conducted by Islam et al., (2020), in 149 countries found that physical distancing observance
reduced the prevalence of COVID-19 among the population. Kim (2020) found that the
implementation of a physical distancing policy with specific guidelines is key to preventing the
outbreak of COVID-19 at the workplace. Due to the occurrence of a significant number of group
infections at workplaces, conditions for preventing COVID-19 infection at workplaces must
include the physical distancing protocol (Kim, 2020). Physical distancing does not only minimize
the cases but has the potential to minimize the severity of the cases (Dalton et al., 2020; Prem et
al., 2020). Also, the frequency of contacts each person makes in the office or workplace is
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drastically reduced through the implementation of strict physical distancing protocols. Drake et
al., (2020) argues that for these instructions and policies to be effective, compliance must be
enforced.
Quarantine and Isolation
A potential spread of SARS-Cov-2 in the work environment poses a threat to workers’ health and
safety. Quarantine and Isolation have proven to be essential in preventing the transmission of
COVID-19 (Wilder-Smith et al., 2020). Isolation and quarantine are interventions that can be
applied to reduce COVID-19 transmission from one person to another. The outbreak of SARS in
2003 served as an example of a novel disease that was controlled effectively using quarantine and
isolation (Day et al., 2006). Often, these two terminologies are used interchangeably (Rosenberger
et al., 2012; Webb, 2015). Whereas isolation involves the separation of COVID-19 patients from
healthy people, quarantine involves the restriction of movement of persons who have been
potentially exposed to an infectious disease. Intensive quarantine is currently being undertaken
around the world to help control the COVID-19 pandemic (Brooks et al., 2020). To stop the spread
of COVID-19 at the workplace, measures must be put in place by management to identify and
quarantine workers who had contact with people diagnosed with SARS-Cov-2 (Table 1). Workers
who are quarantined must be observed for the occurrence of any symptoms of the virus. This can
be done voluntarily or mandatorily by restricting affected persons to their home or at a designated
facility. Similarly, steps must be taken to immediately isolate workers who have been confirmed
to have COVID-19 to stop transmission to other workers who are healthy (Table 1). It has been
established that isolating patients breaks the transmission of diseases (Rosenberger et al., 2012).
The key to making these interventions effective is for management to consistently provide clear
and adequate information on the disease, COVID-19, and the safety benefits of quarantine and
isolation to workers.
Disinfecting objects and surfaces
Complying with hand hygiene, respiratory hygiene, quarantine, and isolation protocols alone
cannot adequately stop the spread of COVID-19 at the workplace. Studies show that SARS-Cov2 can be spread at the workplace through contact with aerosol infested surfaces (Chan et al., 2020;
Dowell et al., 2004; Fathizadeh et al., 2020; Otter et al., 2016; Whitworth, 2020). Since SARSCov-2 can remain on surfaces for several days, frequent disinfection of touched surfaces such as
door handles, desks, chairs, computer keyboard and mouse, remote controls, and switches is
needed to minimize the risk of contracting the virus at the workplace (Table 1). There is a long
history of preventing infection by cleaning surfaces and objects with a disinfectant (Best &
Neuhauser, 2004). A study conducted by Kampf (2020) found that the virus can remain on surfaces
such as plastic, metal, or glass for up to nine days, but can be effectively killed by disinfecting the
surface with 62-71% ethanol, 0.5% hydrogen peroxide, or 0.1% sodium hypochlorite within one
minute. It has been found that cleaning and disinfecting frequently touched surfaces is effective in
killing the virus (Bialvaei et al., 2015). It is prudent that organizations promote non-clinical
interventions such as disinfection and cleaning of frequently touched objects and surfaces to curb
transmission in the work environment (Table 1). Transmission in the work setting can be
successfully prevented when the right measures are strictly followed (Ki et al., 2019;
Wiboonchutikul et al., 2016).
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Behavior change
To reduce COVID-19 transmission in the work environment, a rapid behavior change needs to be
adopted and adapted by organizations to ignite a positive safety attitude among workers. In the
absence of scientific evidence to inform policy and improve safety etiquette at the workplace, we
can rely on the principles of behavior change to design strategies that can be effective during this
pandemic. Behavior change is very probable to be achieved when the approach is made easy,
timely, attractive, and social (The Behavioural Insights Team, 2020). Several relevant theories
have been produced by behavioral scientists and these can easily be applied in managing the
COVID-19 crisis in the work environment. A “behavior change wheel” model (Michie et al., 2011)
has been proposed by West et al., (2020) as a behavior change strategy for minimizing the
transmission of COVID-19. The “behavior change wheel” model proposed nine broad
interventions that can be applied in any behavior change plan to achieve results: education,
persuasion, incentivization, coercion, training, restriction, environmental restructuring, modeling,
and enablement (Michie et al., 2011). This model can be easily used to design specific behavior
change strategies to combat the COVID-19 at workplaces (Michie et al., 2013). For models like
this to be effective, the work environment must promote behavior change, individuals must be
prepared psychologically to follow safety instructions and interventions must be well explained
for easy adoption and adaptation. Evidence shows that risk perception promotes behavioral
responses (Sheeran et al., 2014). Underestimating risk may undermine efforts to change behavior
(Lunn et al., 2020). People usually gravitate towards changing their risk perception downwards
after a change in behavior (Brewer et al., 2004). West et al., (2020) posited that for people to accept
personal protective behaviors, they need to understand what should be done, under what condition,
how to do it, and why it is necessary to do it. The supply of personal protective equipment (PPE)
and personal hygiene supplies is critical in ensuring that safety protocols are adhered to at the
workplace. Helping the workforce in developing a positive safety attitude and sustaining it can
significantly improve personal protective behavior at the workplace. Behavioral change can be
achieved when workers and management become committed to fighting SARS-Cov-2 at the
workplace.
Health crisis communication
Effective communication is critical to maintaining trust and confidence among workers during
crises. The COVID-19 pandemic has plunged the global work community into a challenging health
and safety situation. Organizations in the world have resorted to applying behavioral interventions
as an effective strategy of curbing the spread of the disease in the work environment. For
communication to be effective especially during pandemics, the message must be clear,
unambiguous, and consistent. When information is unclear, it opens it up for people’s
interpretation and this can lead to ineffective application of the recommended guidelines
(Braunack-Mayer et al., 2013). Apart from identifying effective messages for changing attitudes
is the subject of how to instigate behavioral change (Bavel et al., 2020) especially when people are
made to believe that their new attitude is the desired one (Luttrell et al., 2016). Behavioral change
occurs when people begin to feel positive about their behavior (Rucker et al., 2014).
Applying the right communication strategies at the workplace in this COVID-19 times has the
potential of preparing the minds of workers to be alert for uncertainties, adapt to new
circumstances, and foster mutual trust with management. In crisis communication, it is important
that organizations avoid fear-driven responses and instead constantly update the workforce about
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the measures being put in place to fight the health risk. Fear maximizes risk perception while anger
minimizes it (Lerner & Keltner, 2001). Blendon et al., (2008) argued that for communication to be
impactful it must successfully inform, instruct, encourage the right self-protective behavior, keep
up-to-date risk information, grow trust in officials, and get rid of all hearsays. Effective pandemic
communication improves the capacity of the public to participate as competent stakeholders by
advocating prevention, promoting containment, and encouraging resilience and recovery (Blendon
et al., 2008; Holmes, 2008; Rasmussen et al., 2008). Satisfactory communication practices cannot
replace poor planning and unenlightened policies (Vaughan & Tinker, 2009). Very good
communication approaches can become unproductive if management fails to involve employees
at every level of planning, response, and recovery (Holmes, 2008; Maunder, 2004). The
responsiveness of employees to the COVID-19 preventive measures will to some extent depend
on management’s ability to meet the communication needs of the employees. There is the tendency
of workers losing trust in management when errors are made in communicating the right safety
protocols, this is why accuracy must be applied at all times because errors can lead to undesirable
outcomes.
Social media has unlocked contemporary channels for communication and engagement
(Toppenberg-Pejcic et al., 2019) and presents opportunities for prompt information circulation
(Kass-Hout & Alhinnawi, 2013). Even though the evidence on the benefits of social media are
inconsistent, it can be usefully explored by organizations to share information on COVID-19
among employees during a pandemic. Nonetheless, it has become increasingly clear that social
media can lead to the dissemination of incorrect information (Bovet & Makse, 2019). It has
emerged that social media is generally ineffective for communicating official information during
pandemics (Lunn et al., 2020). Individuals who depend on information from social media have a
higher chance of experiencing fear and anger even though both responses are positively related to
ensuing preventive behaviors (Oh et al., 2020). Inaccurate information and fake news about SARSCov-2 has been widely circulated on social media with its potentially negative repercussions
(Frenkel et al., 2020). In these times of fake news, it is true that consistently sending messages
across comes with its challenges but not meeting the information needs of the general public can
be suicidal (Webster et al., 2020). In promoting the safety of workers, organizations must make it
a duty to display posters of the safety protocols announced by the WHO at prominent places at
their workplaces. Communication strategies are highly likely to become successful when they can
be easily understood, when it is tailored from the viewpoint of the targeted group, and when the
instructions are sensitive, integrated and fitting to the audience (Vaughan & Tinker, 2009).
Evidences projected in this paper did not only focus on the current pandemic but were from varied
pandemic situations and circumstances. Even though most of the evidence distilled are from
healthcare settings, they are relevant and can be applied in other work settings. While the articles
we relied on are not exhaustive, they provide a representative overview of literature on the topic.
There is a dearth of published behavioral science articles on the current pandemic therefore there
is the need to interpret the evaluation of the interventions highlighted in this paper with caution.
In the table below are some relevant behavioral interventions and guidelines for curbing the spread
of COVID-19 at the workplace (Table 1).
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Table 1: Behavioral interventions and guidelines required to curb the spread of COVID-19 at the workplace
Safety protocol

Intervention

Management responsibility

Hand hygiene

Regular washing of hands under running water with
soap (for at least 20 seconds) or disinfection of hands
with alcohol-based hand rub containing at least 60%
alcohol. Avoid touching the T-Zone (eyes, nose, and
mouth) with your hands unless they have been washed
thoroughly or sanitized with an alcohol-based hand
rub.

Provision of running water, soap, paper tissue, and
trash bins at vantage points at the workplace for staff,
clients, and visitors. Fixing of alcohol-based hand rub
dispensers at prominent places at the workplace.
Posters promoting handwashing and hand sanitizing
must be displayed at prominent places around the
workplace.

Respiratory
hygiene

Compulsory wearing of face mask by all employees as
well as clients and visitors in the workplace. Use of
paper tissue to catch cough or sneeze at all times and
dropping the used tissue in a closed trash bin.

Providing face masks for all employees. Ensuring
that no staff, client, or visitor enters the workplace
without wearing a face mask. Paper tissues must be
made available for catching cough and closed bins
provided for hygienically disposing of the tissues.
Posters on respiratory hygiene should be displayed at
key positions in the workplace.

Physical distancing

Re-organizing the sitting arrangements at the
workplace to ensure that workers sit at least 1 meter
apart to minimize physical contact. Introduction of
floor markings indicating where workers, clients, and
visitors can stand to interact. Introduction of a shift
system for workers to reduce the number of employees
that work in the same space. Reduction of the number
of participants at staff meetings and sometimes
conducting meetings and workshops virtually.

Rearranging desks and marking the floor at the
workplace to introduce the recommended 1 meter
spacing between sitting positions and where people
can stand to interact. Instituting a shift system to
promote physical distancing. Posters promoting
physical distancing must be displayed around the
workplace.

Quarantine and
Isolation

Separating and restricting workers who have been
exposed to people who have COVID-19 from their
healthy colleagues for 14 days. Isolating workers who
have contracted COVID-19 from those who are
healthy for prompt medical treatment.

Management must conduct regular COVID-19 tests
on workers to ascertain individual statuses. Those
who test positive for the virus must be immediately
isolated and put on treatment. Those who had
contacts with COVID-19 patients must be
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quarantined quickly. Posters indicating why
quarantine and isolation are important must be
displayed at vantage points at the workplace.
Facilities for quarantine and isolation must be
identified and prepared for the purpose.
Disinfecting
objects and
surfaces

Regular disinfection and cleaning of objects and
surfaces that are frequently touched in the workplace
such as door handles, tables, chairs, computer
keyboard and mouse, stapler, remote controls,
switches, etc. must be carried out.

Recommended disinfectants like 60-70% Ethanol or
0.5% Sodium Hypochlorite must be made available
for regular disinfection. Posters promoting regular
disinfection must be displayed at key places in the
workplace.
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Conclusion
This paper discussed topics relevant to the COVID-19 pandemic response at workplaces. It
provided evidences from research works on behavioral insights and interventions that can be
applied to mitigate the impact of pandemics especially SARS-Cov-2. We particularly discussed
the following relevant topics: hand hygiene, respiratory hygiene, physical distancing,
quarantine/isolation, disinfection of objects and surfaces, behavior change, and health crisis
communication. Evidences highlighted in this paper would help policymakers, employers,
managers, and researchers to better appreciate how behavioral interventions can be utilized to curb
the transmission of COVID-19 in workplaces. We suggested behavioral interventions and
guidelines required to curb COVID-19 at the workplace in Table 1 as our contribution to
knowledge on this important topic. Of all the interventions highlighted in this paper, effective
health crisis communication stands tall as a critical intervention for producing desirable behavior.
Ultimately, for all the above-mentioned behavioral interventions to work well, it would largely
depend on the safety and health decisions of management and the safety attitude of workers. We
believe the behavioral interventions projected in this article are important for reducing the spread
of COVID-19 and other respiratory diseases in the work environment.
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