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I.   INTRODUCTION 

Understanding the determinants of social distancing is central to addressing both the health and 
economic aspects of COVID-19. Compliance with stay-at-home orders, mask mandates, and 
other protective behaviors that limit the spread of illness can vary significantly across individuals, 
even within the same country. This can reflect differences in actual or perceived risk, the cost of 
social distancing behaviors, social norms, and even attitudes towards public health 
recommendations. Individual compliance with health directives can also depend on the degree of 
confidence or trust in the authorities. In the presence of strong externalities, individual behavior 
may not align with socially optimal outcomes, impacting the path of economic recovery. 

We use individual-level data from the COVID-19 Behavior Tracker, a set of nationally-
representative surveys developed by YouGov and Imperial College London across 29 advanced 
and emerging market economies, to study the determinants of compliance with social distancing 
between March and December 2020. In addition to detailed information on respondents’ 
characteristics and beliefs, the surveys cover a wide range of self-reported protective behaviors. 
This allows us to distinguish between different types of social distancing behaviors, including 
physical distancing and mask wearing, providing a comprehensive picture of individual 
differences in compliance in response to COVID-19 risks. 

Our focus is on the factors that drive compliance with protective behaviors, and not whether 
those behaviors are effective at lowering health risks. First, we investigate how self-reported 
compliance has evolved across countries since the onset of the pandemic. Second, we examine 
how social distancing varies across demographic groups, occupations, risk attitudes, and 
confidence in the government response to COVID-19. Third, we examine how people respond to 
public health directives, particularly government-imposed lockdowns and mask mandates. 
Finally, we examine the role individual factors and government policies play in explaining 
differences in compliance across countries and regions. 

As COVID-19 outbreaks began to ebb and lockdowns eased over the summer of 2020, widely 
used mobility indicators suggested that social distancing had begun to relax in many countries.1 
We document that this was matched by a 20 percentage points decline in self-reported 
compliance with physical distancing between April and September 2020. This reflected a rapid 
increase in close contacts (i.e., within 6 feet) with non-household members, especially in 
countries that experienced stricter lockdowns earlier in the pandemic. However, the decline in 
physical distancing was also accompanied by a rapid adoption of mask wearing in public, 
particularly in countries that implemented mask mandates earlier on. 

Turning to the role of individual determinants, we find systematic differences in compliance 
across demographic groups. For example, compliance with physical distancing increases sharply 
with age, with older people, who face a higher infection risks, reporting much higher compliance 

 
1 These aggregate mobility indicators are provided by several private companies, like Google, Apple, SafeGraph or Baidu (e.g., 
Chetty et al., 2020; WEO, 2020; Maloney and Taskin, 2020). 
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than younger cohorts across a range of behaviors. Women also consistently report stronger 
adherence to social distancing compared to men. This gender difference is observed across 
different behaviors, tends to increase with age, and is robust to controlling for employment 
status and household composition. Together, this suggests that the gender gap in compliance is 
not driven by differences in labor market attachment, domestic work, or childcare responsibilities, 
and may (partly) reflect gender differences in risk preferences (e.g., Croson and Gneezy, 2009; 
Dabla-Norris et al., 2021). 

There are also large differences in compliance across sectors. Naturally, compliance with physical 
distancing is significantly higher among those who can telework, even after controlling for 
outbreak dynamics and lockdown policies. However, there is also considerable variation in 
compliance among essential workers. For example, compliance with physical distancing 
behaviors and mask wearing is higher in female-dominated sectors—such as retail and 
hospitality—compared to more male-dominated sectors—like security, construction, or logistics. 
This suggests that sectoral heterogeneity in compliance to some extent reflects differences in 
gender and social norms across occupations. 

Beliefs and attitudes towards COVID-19 are another major driver of compliance. First, 
respondents who are more fearful of contracting infections are also more likely to adopt 
protective behaviors: they are 20 percentage points more likely to avoid people exposed to 
COVID-19 and 8 percentage points more likely to wear face masks. Second, beliefs about the 
effectiveness of containment measures and confidence in the government’s response to the 
pandemic are also associated with greater adherence to social distancing. This trust compliance 
gap is positive, large and statistically significant for a wide range of behaviors: respondents with 
more confidence in their government’s response are 7 percentage points more likely to avoid 
contact with other people exposed to COVID-19, report 5 percent fewer close contacts with 
people outside their household, and are 14 percentage points more likely to isolate if advised by 
a healthcare professional. 

In the second part of the paper, we use an event-study approach to estimate the impact of 
mobility restrictions on compliance, focusing on stay-at-home orders and mask mandates. We 
find that mobility restrictions are associated with large and persistent increases in physical 
distancing. For example, stay-at-home orders are associated with a persistent and significant 
increase in physical distancing of just over 5 percentage points. We find similar impacts on 
compliance in response to domestic mobility restrictions or workplace closures, indicating that 
much of the increase in physical distancing due to lockdowns is connected to workplace closures, 
and thus possibly caused by fewer work-related social interactions. We also do not observe any 
significant anticipation effects before these restrictions are announced, which supports the idea 
that we are capturing the causal impact of lockdown policies on physical distancing. 

Similarly, we find that mask mandates are associated with a significant increase in mask wearing, 
with self-reported usage on average increasing by about 30 percentage points above the pre-
mandate baseline. These effects appear to be persistent, with mask wearing compliance 
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remaining elevated over the ensuing months. People who believe that masks will protect them 
(or others) from contracting the disease respond more strongly to mask mandates than people 
with the opposite beliefs. We also find that differences in compliance due to varying trust in 
government can be overcome through mask mandates, with similar impacts of mandates across 
people with high and low trust. Our results support the idea that, before vaccines and treatments 
become widely available, low-cost non-pharmaceutical interventions such as mask mandates can 
play an important role in slowing the spread of the COVID-19 pandemic. 

In the last section, we bring our analysis together to understand how much of the regional 
differences in compliance can be attributed to individual factors and government interventions. 
Following the conditional decomposition proposed by Gelbach (2016), we show that individual 
characteristics and beliefs and government policies explain over two-thirds of that variation. This 
confirms the important role of public health policy in shaping compliance, but also points to the 
role of other potential compliance drivers—e.g., COVID-19 risk, social norms, enforcement, and 
communication (see, for example, IMF, 2020; Maloney and Taskin, 2020). 

Our paper is part of a growing literature examining the determinants of compliance with social 
distancing recommendations. Recent studies have found significant gender and age differences 
in compliance, with women and older individuals being more likely to perceive the pandemic as a 
serious health problem and to report compliance with social distancing measures (Galasso et al., 
2020; Belot et al., 2020).2 Others have examined links between social distancing and income (e.g., 
Chiou and Tucker, 2020), work flexibility (Papageorge et al., 2020), political beliefs (Allcott et al., 
2020; Barrios and Hochberg, 2020), risk preferences (Fan et al., 2020) and media choices 
(Simonov et al., 2020).3 Much of this research focuses on advanced economies at the start of the 
pandemic. We contribute by analyzing a richer survey dataset covering 29 countries, including 
several emerging markets, and examining how compliance has changed over time. 

An extensive literature before the pandemic also finds that higher trust in public institutions is 
associated with adherence to public health interventions (e.g., Salmon et al., 2015; Mohseni and 
Lindstrom, 2007). Trust also appears to matter significantly in the case of COVID-19. For example, 
Han et al. (2020) find that trust is associated with increased adoption of social distancing 
behaviors across multiple countries, while Bargain and Aminjonov (2020) find higher compliance 
among European regions with higher levels of trust in government.4 We also find that confidence 

 
2 Similar gender and age differences in social distancing compliance have been found for country-specific studies, including the 
U.S. (Li et al., 2020) and Austria (Reisch et al., 2020). Caselli et al. (2021) show that lockdowns had a larger impact on the 
mobility of women and younger individuals, using data for Italy, Spain, and Portugal. Haischer et al. (2020) find that older 
individuals and females were much more likely to wear masks in US retail stores before stores adopted mask requirements. 
Additionally, the odds of observing a mask on an urban or suburban shopper were about four times that for rural areas. 
3 Brodeur et al. (2020) offers a survey of the literature on the economic impact of COVID-19 and related government responses.  
4 Durante et al. (2020) and Barrios et al. (2021) highlight the role of social norms in driving compliance. Ajzenman et al. (2020) 
show that compliance with social distancing measures declined in pro-government localities in Brazil after the president 
dismissed the risks of the COVID-19 pandemic and advised against isolation, especially in more Facebook connected 
municipalities. 
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in the government response to COVID-19 determines compliance, especially for contingent 
behaviors such as isolating when recommended by a healthcare professional. 

Finally, our paper also contributes to research on the effects of public health interventions, 
including lockdowns, on compliance. One strand of this literature examines the impact of 
lockdowns on mobility indicators based on geolocation data (e.g., IMF, 2020; Maloney and 
Taskin, 2020). Although these indicators have been used extensively, we show that they are an 
incomplete proxy for social distancing, and their elasticity to self-reported physical distancing 
behaviors appears to be declining over time. We also contribute by examining how beliefs about 
COVID-19 and the government response impact compliance, important dimensions that are not 
captured by mobility data.  

Mask mandates have also been found to increase compliance with mask wearing in different 
contexts. For example, Haischer et al. (2020) find that mask mandates in US retail stores 
increased compliance by about 90 percent of shoppers. Karaivanov et al. (2020) find that mask 
mandates in Canada increased reported mask usage by about 30 percent. We show that the 
positive impacts of mandates on mask wearing are observed across a large sample of countries, 
and their effects appear to be persistent. However, we also find that the increase in mask wearing 
in many countries was matched by less physical distancing, suggesting that people trade-off the 
risks and costs of different social distancing behaviors (Yan et al, 2021). 

The remainder of the paper is organized as follows. Section II presents the data, and Section III 
discusses how COVID-19-related social distancing has changed over time. Section IV examines 
the individual determinants of social distancing in more detail, while Section V illustrates the 
impact of public health messaging on compliance, focusing on lockdowns and mask mandates. 
Section VI examines the combined role of these factors in explaining compliance differences 
across countries. The last section concludes. 

II.   DATA 

We use publicly-available data from the COVID-19 behavior tracker, a survey developed by 
YouGov and the Institute of Global Health Innovation (IGHI) at Imperial College London to gather 
global insights on people’s behaviors in response to COVID-19. The dataset contains individual-
level responses from nationally-representative surveys carried out in 29 advanced and emerging 
market economies, covering questions on COVID-19 symptoms, testing, attitudes, and 
compliance with social distancing recommendations.5  

Our dataset includes all surveys conducted between March and December 2020, spanning over 
420,000 individual observations. The surveys aim to be broadly representative of the general 

 
5 Our sample covers Australia, Brazil, Canada, China, Denmark, Finland, France, Germany, Hong Kong SAR, India, Indonesia, Italy, 
Japan, Malaysia, Mexico, Netherlands, Norway, Philippines, Saudi Arabia, Singapore, South Korea, Spain, Sweden, Taiwan, 
province of China, Thailand, United Arab Emirates, United Kingdom, United States, and Vietnam. The data can be downloaded 
from https://github.com/YouGov-Data/covid-19-tracker/ 

https://github.com/YouGov-Data/covid-19-tracker/
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public in each country, and typically have around 1,000 respondents in each round.6 Surveys 
were conducted bi-weekly in most countries, except in the United Kingdom and a few other 
advanced economies early on in the pandemic, which were surveyed weekly. The coverage of the 
surveys narrowed after October 2020 to cover only 15 countries out of the original 29. Details on 
data availability by country and over time are presented in Figure A.1 in the appendix. 

The surveys cover a wide range of recommended social distancing behaviors, including how 
often respondents go outdoors, work from home, use masks or avoid touching objects in public 
spaces, wash hands, send their children to attend school in person, host guests at home, attend 
small, medium or large social gatherings, and purposefully avoid crowds. Individual responses 
are self-reported, and mostly coded qualitatively—for example, whether the respondent follows 
the recommended behavior “Always”, “Frequently”, “Sometimes”, “Rarely” or “Not at All.” 

Given the large number of behaviors tracked in the survey, we focus on a set of behaviors 
recommended by the US Center for Disease Control to prevent transmission of COVID-19.7 We 
construct a physical distancing compliance index that takes value one if individuals report that 
they “Always” or “Frequently” comply simultaneously with all of the following behaviors: (i) 
avoiding close contact with other people, including staying at least 6 feet away from people not 
living in the same household, (ii) frequent handwashing, (iii) covering coughs and sneezes, and 
(iv) cleaning frequently touched surfaces daily. We proxy the avoidance of non-household close 
contacts with responses to questions on avoiding contact with people who have symptoms or 
may have been exposed to COVID-19 and avoiding social gatherings to protect themselves or 
others from contracting COVID-19. The CDC also recommends covering mouth and nose with a 
face mask when around others, and we examine compliance with this recommendation 
separately. 

In addition, our dataset includes rich contextual information, such as gender, age, health and 
employment status, household size, and the number of children in the household, as well as a 
weighting variable based on age, gender and region, which we use throughout our analysis. 
Regarding occupation, the data includes information on whether respondents work outside their 
home, and for those that do, the economic sector they work in. We also use measures of 
individual attitudes towards COVID-19, as well as confidence in their government’s handling of 
the COVID-19 crisis and the ability of national health systems to respond to the crisis. These 
latter questions are however not available in selected economies in our sample, namely China, 
Hong Kong SAR, Thailand, Saudi Arabia, and the United Arab Emirates. Finally, we take data on 
confirmed COVID-19 cases and deaths from the COVID-19 Data Repository by the Center for 
Systems Science and Engineering (CSSE) at Johns Hopkins University (Dong et al., 2020), and 
information on the stringency of government lockdowns and adoption dates of government 

 
6 In China and India, the surveys are only representative of the online and urban online populations, respectively. 
7 See https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/prevention.html 

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/prevention.html
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policies related to COVID-19 from the Oxford Covid-19 Government Response Tracker (Hale et 
al., 2020). 

III.   SOCIAL DISTANCING SINCE THE START OF THE PANDEMIC 

We start our analysis by plotting the share of survey respondents that “Always” or “Frequently” 
comply with social distancing recommendations, separating between physical distancing 
behaviors and mask wearing. To abstract from changes in country coverage over time, we focus 
on a balanced sample of 15 countries that were surveyed consistently throughout the sample 
period. However, the results are similar if we consider all countries in our sample. 

Both panels in Figure 1 suggest that there has been a significant decline in social distancing since 
the start of the pandemic. The panel on the left shows that the share of people complying with 
all physical distancing recommendations declined by 20 percentage points between April and 
September 2020. The share of compliers ticked up again in the last quarter of 2020, coinciding 
with colder weather in the Northern Hemisphere and the reintroduction of mobility restrictions 
and partial government lockdowns in several countries. Still, the share of compliers remained at 
least 10 percentage points below the April peak.  

Figure 1. Declining social distancing 

  
Note: The left panel shows the share of respondents that comply with mask wearing and recommended physical distancing 
behaviors—frequent handwashing, covering coughs and sneezes, cleaning frequently touched surfaces, avoiding people 
exposed to COVID-19 and avoiding small social gatherings. The right panel shows the average percent change in contacts with 
people outside the respondents’ household and the Google mobility trends indicator, relative to a country-specific April 
baseline. The analysis is restricted to 15 countries that were surveyed every month since April 2020. A similar analysis for the 
full sample is shown in Figure A.2 in the appendix. 

The panel on the right shows that the decline in social distancing was particularly pronounced for 
close contacts with non-household members, defined as spending time in close physical 
proximity (i.e., within 2 meters or 6 feet of distance). On average, close contacts increased 
steadily after April, and were up by almost 90 percent as of September, before declining 
significantly from October onwards. This trend in close non-household contacts mirrors the 
evolution of the physical distancing index in the left panel and is also strongly correlated with 
mobility indicators widely used in the literature, such as Google mobility trends (e.g., IMF 2020). 
These indicators show a similar hump-shape pattern, although the decline in mobility both 
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precedes and exceeds the reported decline in close contacts. This suggests that mobility 
indicators were a good proxy for physical distancing, especially early on in the pandemic, but the 
elasticity of self-reported compliance to mobility appears to be declining over time. 

Despite this decline in physical distancing, people did not abandon social distancing altogether. 
First, the share of people that reported non-compliance with all recommend behaviors remained 
low and steady over the same period, hovering around 3 percent of all respondents. Second, and 
more importantly, the left panel in Figure 1 shows that lower physical distancing was matched by 
a large increase in mask wearing outside the home, especially in countries where mask wearing 
was not common before the pandemic. This suggests that many respondents sought to mitigate 
the risk of increased physical proximity by wearing masks (see also Yan et al., 2021). It also shows 
that social distancing has multiple dimensions, some of which are not accurately captured by 
mobility indicators. 

Country-specific trends portray a similar picture. Figure 2 looks at changes in compliance over 
time for each of the 29 countries in our sample. Specifically, we separate survey responses in the 
first half of 2020—a period that covers the initial COVID-19 outbreaks and stricter government 
lockdowns—from those in the second half of 2020—when many countries in our sample 
experienced a second wave of COVID-19 infections and a reintroduction of mobility restrictions. 
The top panel examines the evolution of physical distancing, while the bottom panel looks at 
compliance with mask wearing. 

Across almost all countries, we observe a significant decline in physical distancing, but increased 
adherence to mask wearing. For physical distancing, the decline in compliance appears to be 
larger in countries that experienced stricter lockdowns earlier in the pandemic, such as Italy, 
Spain, Singapore and the United Kingdom. Similarly, self-reported mask wearing appears to have 
risen almost everywhere, but the increase was especially large in countries that adopted mask 
mandates earlier. This includes early mask mandate adopters—where there was a large increase 
in mask wearing in January and February, before the start of our sample period—as well as 
countries like Canada, France, Germany and the United Kingdom, where mask mandates were 
implemented a few months after. For the latter, Figure 2 shows a large increase in mask wearing 
between the first and second halves of 2020. By contrast, countries that adopted mask 
recommendations or mandates later in the year—like many countries in Northern Europe—saw a 
smaller and more gradual increase in mask wearing compliance. These differences suggest an 
important role for government policies, such as mask mandates and mobility restrictions, in 
driving changes in social distancing over time, and also in explaining cross-country differences in 
compliance. 

In the next two sections, we explore the determinants of these trends in social distancing since 
the start of the pandemic. We first focus on how compliance varies with individual factors, 
including personal beliefs and attitudes towards COVID-19, and then examine how compliance 
responds to government policies such as mobility restrictions and mask mandates in section V.  
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Figure 2. Compliance with social distancing by country 

 

 
Note: The panels show the percentage of respondents complying with recommended social distancing behaviors, separating 
between physical distancing and mask wearing. For each country, the start of each arrow indicates the average share of 
respondents complying during the period March to June, while the arrow shows average compliance in the second half of 
2020. Green (red) arrows indicate an increase (decrease) in compliance over time. 
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IV.   INDIVIDUAL DETERMINANTS OF SOCIAL DISTANCING 

Empirical specification 

In this section, we examine how compliance differs across socioeconomic groups and how it is 
impacted by individual beliefs and attitudes towards COVID-19, and confidence in the 
government’s response. Our analysis starts from the following linear probability model 
specification: 

𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖𝑖𝑖 = 𝜇𝜇𝑐𝑐𝑐𝑐 + 𝛽𝛽′𝐺𝐺𝐺𝐺𝐺𝐺𝐺𝐺𝐺𝐺𝑖𝑖𝑖𝑖𝑖𝑖 + 𝜸𝜸′𝒁𝒁𝑖𝑖𝑖𝑖𝑖𝑖 + 𝑒𝑒𝑖𝑖𝑖𝑖𝑖𝑖   (1) 

where Compliance takes value 1 if individuals report that they “Always” or “Frequently” comply 
with the recommended social distancing behaviors, and 0 otherwise, and Group is a vector of 
group identifiers, such as gender or age cohort. We focus on two measures of compliance, the 
physical distancing index described above and mask wearing outside the household. 

To abstract from time and country variation in COVID-19 dynamics and policy interventions (e.g., 
stringency of government lockdowns), and to control for differences in survey design across 
countries and over time, all regressions condition on country-specific, survey wave fixed effects μ. 
We also include a set of demographic controls, such as household size, number of children, 
employment status and occupation, as well as controls for respondent health status, including 
whether the respondent or someone in their household tested positive for COVID-19, are 
currently experiencing COVID-19-like symptoms, or belong to a high-risk group for COVID-19 
due to underlying health conditions.  

Age and Gender 

We first examine how compliance with social distancing varies with age and gender. Age is an 
important driver of compliance, since COVID-19 mortality and morbidity appears to increase 
exponentially with age (Levin et al., 2020; O’Driscoll et al., 2020). We would therefore expect 
compliance with social distancing to increase with age, especially among older people. Gender is 
another potential driver of compliance, as men have been shown to be at higher risk for severe 
COVID-19 outcomes compared to women (Peckham et al., 2020). This suggests that men would 
have a stronger incentive to comply with social distancing, or that differences in behaviors 
among men increases their risk from COVID-19. 

Using the specification described in Equation (1), we estimate the average age profiles in social 
distancing compliance among men and women, across all countries in our sample. The estimated 
coefficients are plotted in Figure 3 and are shown as percentage point increases (or declines) 
relative to the 18 to 24 year-old male cohort. The impact for this baseline cohort is zero by 
construction. 

Compliance with physical distancing increases sharply with age, especially among women. Older 
cohorts report much higher rates of physical distancing, with an increase of 11 percentage points 
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(for men) and 18 percentage points (for women) compared to younger cohorts. The age profile 
in mask wearing is flatter and non-monotonic, with typically higher compliance among younger 
and older cohorts compared to middle-age cohorts. 

Figure 3. Compliance by age and gender 

  
Note: The panels show the average difference in compliance by age and gender, relative to the cohort of 18 to 24 year old 
males. The coefficients are estimated using Equation (1), and displayed in percentage points. Both specifications include survey 
fixed effects, and control for household size, number of children, employment status and occupation, and respondent health 
status. More details are presented in Table A.2 in the appendix. 

Both panels of Figure 3 also show that compliance is consistently higher among women 
compared to men. While this gender difference is present and statistically significant across all 
cohorts, it tends to be larger among older cohorts, especially for compliance with physical 
distancing recommendations. The fact that men are on average less compliant with social 
distancing recommendation may be one explanation for why they seem to be at higher risk for 
severe COVID-19 outcomes compared to women. 

These age and gender compliance gaps are unlikely to be driven by differences in labor market 
attachment or norms around domestic work and childcare responsibilities. First, our regression 
specification already controls for employment status and occupation type (including whether or 
not respondents work from home), household size and number of children. Second, the results 
are also essentially unchanged when we restrict our analysis to individuals in full-time 
employment, as shown in the appendix. Finally, the gender gap in compliance is observed even 
among the youngest and oldest age cohorts, for whom these factors are less important. These 
results are also not driven by how we construct the physical distancing index, as we observe 
similar patterns for different individual behaviors, as shown in the appendix. 

Employment sector 

Next, we examine differences in compliance across employment sectors. We start by restricting 
the analysis to full and part-time workers, separating between those working from home from 
those who are not able to telework. Among the latter, we also have information on the sector 
they work in. We continue to use the specification described in Equation (1), and control for age, 
gender, household composition, and health status. The estimated coefficients are plotted in 
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Figure 4 as percentage point increases (or declines) relative to compliance among manufacturing 
workers as a baseline group. 

Figure 4. Social distancing by employment sector 

  
Note: These panels estimate average compliance differences by employment sector, in percentage points. The baseline group 
is workers in the manufacturing sector that are not able to telework, and the sample is restricted to full and part-time workers. 
The 95 percent confidence intervals are based on robust standard errors clustered on country. All regressions are based on 
Equation (1), include survey fixed effects, and control for age, gender household composition, and respondent health status. 
More details are presented in Table A.3 in the appendix. 

There are large differences in compliance with physical distancing across sectors. Not 
surprisingly, compliance is much higher among teleworkers, with an average increase in 
compliance of over 6 percentage points relative to manufacturing workers. However, significant 
differences in compliance are also observed across different types of essential occupations. For 
example, compliance with physical distancing is higher among workers engaged in food 
services—a sector that tends to be female-dominated—compared to workers in the security and 
public transport—which are more male-dominated (e.g., Brussevich et al., 2019). This suggests 
that differences across sectors could be due to differences in gender and social norms within 
occupations, and not just the type of activities involved (e.g., more client-facing or group-based). 

We also find sizable differences in compliance with mask wearing across sectors. Here, the 
compliance gap between those working from home and those in essential occupations is not as 
large. We also find that mask wearing is more prevalent in occupations such as healthcare, as 
well as in client-facing sectors such as hospitality and retail food services. Conversely, we find 
lower compliance rates in occupations such as security, construction and logistics, which tend to 
be male-dominated. 

Attitudes towards COVID-19 

Our dataset also includes several questions focused on personal attitudes towards COVID-19, 
which are an important determinant of social distancing. Among these, respondents described 
whether they were “Very”, “Fairly”, “Not Very” or “Not at All” scared of contracting COVID-19 
sometime in the future (or if they already contracted COVID-19). Using the specification 
described before, we examine differences in compliance across a range of behaviors between 
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people that reported being “Very Scared” and those who were “Not Scared at All”. We continue 
to control for age, gender, household composition, and health status, and also control for 
employment sector and survey fixed effects. 

Figure 5. Social distancing and attitudes towards COVID-19 

  
Note: The left panel shows the average compliance gap (in percentage points) between respondents that report feeling very 
scared of contracting COVID-19 and respondents not feeling scared at all. The right panel shows the difference in compliance 
with mask wearing, conditional on whether respondents agree that masks protect them or others. Both panels are based on 
Equation (1), conditional on survey fixed effects, and include controls for age, gender, household composition, employment, 
and health status. The 95 percent confidence intervals are based on robust standard errors clustered on country. More details 
about the fear compliance gap are shown in Figure A.5 in the appendix. 

As shown in the left panel of Figure 5, actual or perceived risk of COVID-19 is a major driver of 
compliance. Respondents with more fear of contracting COVID-19 are much more likely to adopt 
all recommended behaviors, and these differences are all statistically significant. For example, 
they are 20 percentage points more likely to avoid people exposed to COVID-19, 10 percentage 
points more likely to wash hands frequently, and about 8 percentage points more likely to wear 
face masks. They also report having 20 percent fewer contacts with non-household members. 

We also examine if individual beliefs about the effectiveness of social distancing impact 
compliance. In particular, survey respondents were asked if they agreed that masks would 
protect themselves and others against COVID-19, on a scale from 1 (Disagree) to 7 (Agree). The 
right panel of Figure 5 plots the estimated differences in compliance with mask wearing 
conditional on the answer to this question, taking 1 (Disagree) as the baseline. Compliance with 
mask wearing increases linearly with the perceived effectiveness of face masks, and the 
magnitude of this impact can be quite large—for example, mask wearing is 25 percentage points 
higher among those who believe that mask wearing is effective compared to those who do not. 
This suggests that influencing beliefs about the effectiveness of social distancing plays an 
important role in shaping compliance. 

Confidence in the government’s COVID-19 response 

Finally, we examine how compliance with social distancing varies with respondents’ confidence in 
their government’s response to COVID-19. We continue to use the specification in Equation (1), 
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and the same set of controls for age, gender, household composition, employment, and 
respondent health status. 

Figure 6. Social distancing and trust in government 

  
Note: The left panel shows the average compliance gap between respondents with a lot of confidence and no confidence at all 
in their government’s response to COVID-19, in percentage points, across different behaviors. The right panel shows the 
average difference in respondents’ willingness to isolate if advised by a healthcare professional, depending on their confidence 
in their government’s response to COVID-19. Both panels are based on Equation (1), conditional on survey fixed effects, and 
include controls for age, gender, household composition, employment, and health status. The 95 percent confidence intervals 
are based on robust standard errors clustered on country. See Figure A.6 in the appendix for more details. 

We start by focusing on average differences in compliance between those who report a lot or 
some confidence in the government’s response to COVID-19, compared to those that report very 
little confidence or none at all. As before, we continue to use country-wave fixed effects in our 
regression specification. Thus, our results are based only on cross-individual variation in self-
reported trust relative to a country-wave specific average, which attenuates some concerns about 
omitted variable bias, including from potential differences in the quality of trust questions across 
countries. 

The results are shown in the left panel of Figure 6. Compliance with social distancing is stronger 
among respondents that are more confident in their government’s response to COVID-19. This 
trust compliance gap is positive for a wide range of behaviors, and these differences tend to be 
large and statistically significant. For example, respondents with more confidence in their 
government’s response are 6 percentage points more likely to wash their hands often, 7 
percentage points more likely to avoid contact with other people exposed to COVID-19, and 
report 5 percent fewer close contacts with people outside their household in the two weeks prior 
to the survey. 

Confidence in the government’s response is also important for contingent behaviors that 
individuals may take if they become exposed to COVID-19. For example, as shown in the right 
panel of Figure 6, respondents who report high confidence in their government’s COVID-19 
response are 14 percentage points more likely to isolate if advised by a healthcare professional. 
Even those with only a fair amount of confidence are 10 percentage points more likely to isolate. 
This suggests that compliance with social distancing improves gradually with the degree of 



 17 

confidence in the government’s response, suggesting that even incremental gains in trust are 
associated with higher compliance. 

V.   LOCKDOWNS, MASK MANDATES, AND SOCIAL DISTANCING 

While demographics and attitudes towards COVID-19 and the government response help to 
explain differences in compliance across countries, the decline in physical distancing since the 
start of the pandemic appears to be strongly correlated with public health interventions. In this 
section, we examine the impact of these interventions on compliance, focusing on the impact of 
government-imposed lockdowns and mask mandates. 

Empirical specification 

We estimate the impact of public health interventions using the following event-study 
specification: 

𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝑖𝑖 ,𝑐𝑐,𝑡𝑡 = 𝛼𝛼𝑐𝑐 + � 𝛽𝛽𝜏𝜏𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑐𝑐 ,𝑡𝑡−𝜏𝜏

10

𝜏𝜏=−5

+𝜸𝜸′𝒁𝒁𝑖𝑖 ,𝑐𝑐,𝑡𝑡 + 𝑒𝑒𝑖𝑖 ,𝑐𝑐,𝑡𝑡   (2) 

Here, Compliance continues to be a measure of compliance with social distancing 
recommendations, like the physical distancing index or self-reported mask wearing, and the 
variable Policy refers to the implementation of public health interventions such as government 
lockdowns or mask mandates. The coefficients of interest are the 𝛽𝛽𝜏𝜏 , which capture the impact of 
those policies on compliance. We focus on the impacts starting from 5 weeks before to 10 weeks 
after the policies were implemented, and we obtain these dates from the Oxford Covid-19 
Government Response Tracker (Hale et al., 2020). Our focus on the weeks before implementation 
allows us to establish how compliance was trending before policies were announced, and 
therefore parse whether a potential compliance increase after implementation is associated with 
that policy or not.  

Similar to before, our baseline specification conditions on country fixed effects to capture time-
invariant differences in compliance across countries, and also controls for a range of individual 
covariates, including age, gender, household composition, employment, respondent health 
status, and the lagged 7-day average of new confirmed COVID-19 deaths. 

How lockdowns impact physical distancing 

We start by analyzing how lockdowns, and in particular stay-at-home orders, impact physical 
distancing. In cases where stay-at-home orders were preceded by a similar recommendation by 
the government, we consider the date of recommendation as the date of implementation, to 
capture possible anticipation effects. 

As Figure 7 shows, stay-at-home orders are associated with a large and persistent increase in 
physical distancing. This starts from the first week of implementation (as indicated by the dashed 
line) and builds over the following two weeks. The impact is gradual, in part reflecting the fact 
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many countries announced restrictions first on a voluntary basis, as a public health 
recommendation, which were followed a few weeks after by more stricter requirements. Over 
time, stay-at-home orders are associated with a persistent, and statistically significant increase in 
physical distancing of about 5 to 7 percentage points. We also do not observe any significant 
anticipation effects before stay-at-home orders were implemented, as the estimated coefficients 
in the weeks leading up to implementation are close to zero and not statistically significant. This 
supports the idea our specification is able to capture the causal impact of these policies on 
physical distancing. 

Figure 7. Lockdowns and physical distancing 

 
Note: This figure shows the impact of stay-at-home orders on the physical distancing index (in percentage points), before and 
after they came into effect. The dashed red vertical line indicates week 0, when stay-at-home orders were implemented. The 
specification follows Equation (2), conditions on country fixed effects, and controls for age, gender, household composition, 
employment, respondent health status and new confirmed COVID-19 deaths. The panel also shows 95 percent confidence 
intervals based on robust standard errors clustered by country. 

To understand what is driving this increase in physical distancing, we estimate the same 
specification, but this time focus on specific behaviors. In particular, we look at two indicator 
variables for individuals that have “Always” or “Frequently” avoided going out or avoided 
attending small social gatherings with non-household members (2 people or fewer) in the 7 days 
prior to responding to the surveys. The results are shown in the top row of Figure 8. In both 
cases, stay-at-home orders are associated with a large and significant increase in the share of 
people that avoid socializing with non-household members, or avoid going out in general. The 
responses build gradually over the first weeks of the stay-at-home order, and appear to be 
persistent even two months after the policies were implemented. Overall, these results suggest 
that increases in physical distancing due to stay-at-home orders are related to lower individual 
mobility and reduced contacts with non-household members. 
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In the bottom row of Figure 8, we examine the impact of other restrictive policies that have been 
associated with government lockdowns in many countries—workplace closures and internal 
movement restrictions. The implementation dates for these policies are also taken from the 
Oxford Covid-19 Government Response Tracker (Hale et al., 2020). 

Figure 8. Impact of lockdowns, robustness 
(a) Specific behaviors 

  
(b) Other restrictions 

  
Note: The top panels show the impact of stay-at-home orders on the share of respondents avoiding going out of the home or 
avoiding small social gatherings (with fewer than two non-household members). The bottom panels examine the impact of 
workplace closures and domestic mobility restrictions on the physical distancing index. All regressions follow Equation (2), 
condition on country fixed effects, and control for age, gender, household composition, employment, respondent health 
status, and new confirmed COVID-19 deaths. The 95 percent confidence intervals are based on robust standard errors 
clustered on country. 

Both policies are also associated with a large and persistent increase in physical distancing. The 
estimated impacts continue to be statistically significant, except in the very first week of 
implementation. Interestingly, the impact of all these different types of restrictions is 
quantitatively similar, indicating that much of the increase in physical distancing due to 
lockdowns is connected to workplace closures, and thus possibly caused by fewer work-related 
social interactions. 
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How mask mandates impact mask wearing 

Next, we examine the effect of mask mandates on self-reported mask wearing among the 
general public. We continue to use the specification in Equation (2), but now our dependent 
variable is an indicator variable that takes value one if individuals report wearing masks outside 
the home “Always” or “Frequently.” In addition, we control for the overall stringency of 
government lockdowns, to capture any other policies that were introduced concurrently, and 
which could impact social distancing compliance. 

Figure 9. Mask mandates and mask wearing 

 
Note: This figure shows the estimate impact of mask mandates on mask wearing (in percentage points), before and after mask 
mandates came into effect. The dashed red vertical line indicates week 0, which is the week in which mask mandates were 
implemented. The specification follows Equation (2), conditions on country fixed effects, and controls for age, gender, 
household composition, employment, respondent health status, daily new COVID-19 deaths and overall lockdown stringency. 
The 95 percent confidence intervals are based on robust standard errors clustered on country. 

Figure 9 shows that the implementation of mask mandates is associated with a clear increase in 
self-reported mask wearing that starts from the very first week of implementation. This result is 
consistent with other recent studies examining the impact of mask mandates in specific countries 
(e.g., Haischer et al., 2020; Karaivanov et al., 2020; Chernozhukov et al., 2020; Mitze et al., 2020). 
The impact builds over time, with self-reported mask usage on average increasing by about 30 
percentage points above the pre-mandate baseline. The effect appears to peak about six weeks 
after mandates are implemented and remains stable thereafter. This suggests that the increase in 
mask wearing is persistent, at least while mask mandates remain in force. Figure 9 also displays 
the confidence intervals around these estimates, which show that the impact is statistically 
significant from early on. Importantly, we do not observe any significant anticipation effects, as 
the estimated coefficients before the implementation week are close to zero and not statistically 
significant. 
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We also examine how the impact of mask mandates vary across groups. First, we focus on the 
effect of mask mandates in countries where mask wearing was less common before the 
pandemic. Specifically, we define countries as having a high baseline levels of mask wearing if 
more than half of the population reported frequent use of masks in February 2020. This group 
includes only countries in Asia.8 The top left panel in Figure 10 shows that the impact of mask 
mandates we estimate comes exclusively from countries with low baseline mask wearing. This is 
expected, since compliance in high baseline countries was high throughout our entire sample 
period. 

Figure 10. Heterogenous impacts of mask mandates 

  

  

Note: These panels show the estimated impact of mask mandates, separating by subgroups. The specification is based on 
Equation (2), with the mask mandate policy variable interacted with group indicators. The top left panel separates between 
countries with high and low mask usage at the start of 2020 (defined as average mask usage above 50 percent in January 
2020). The top right panel separates between individuals who agree or disagree that masks offer protection against COVID-19. 
The bottom panels examine responses by age (over or under 65 years old) and confidence in the government’s response to 
COVID-19. 

Next, we look at differences in the impact of mask mandates depending on personal beliefs 
regarding the effectiveness of masks. The results are shown in the top right panel in Figure 9. 
People who believe that masks will protect them (or others) from contracting COVID-19 respond 

 
8 China, Hong Kong SAR, Indonesia, Japan, Philippines, South Korea, Taiwan, province of China, Thailand, and Vietnam. 



 22 

more strongly to mask mandates than people with the opposite beliefs. Still, even among this 
latter group we see that mask mandates are associated with a significant increase in mask 
compliance. 

Finally, in the bottom panels of Figure 10 we examine if there are differences in the impact of 
mask mandates by age or trust in the government response to COVID-19. We find that increases 
in mask wearing are similar across people with different levels of trust in the government. This 
suggests that differences in compliance due to varying trust in government can be overcome 
through mask mandates. One possibility is that mandates are associated with stronger 
enforcement, either through fines or social stigma, which create stronger incentives for people to 
comply. It is also possible that mask mandates raise awareness of the benefits of mask usage, 
which disproportionately benefits people with low trust in government since they may be less 
likely to be aware of that information. 

VI.   WHAT DRIVES REGIONAL DIFFERENCES IN COMPLIANCE? 

Finally, we bring together the analysis in the two previous sections to understand how much of 
the cross-country variation in compliance can be attributed to individual factors and government 
interventions. We start from the following specification: 

𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝑖𝑖 ,𝑐𝑐,𝑡𝑡 = 𝛼𝛼 + 𝜆𝜆′𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑐𝑐 +𝛽𝛽𝐼𝐼
′𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑖𝑖 ,𝑐𝑐,𝑡𝑡 + 𝛽𝛽𝐿𝐿

′𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑐𝑐 ,𝑡𝑡 + 𝜸𝜸′𝒁𝒁𝑖𝑖,𝑐𝑐,𝑡𝑡 + 𝑒𝑒𝑖𝑖,𝑐𝑐,𝑡𝑡   (3) 

where Compliance refers to the indicators of physical distancing and mask wearing we have been 
using, Region are indicator variables for geographical regions, and Individual and Policies capture 
different dimensions of individual characteristics and beliefs and government policies that 
explain compliance with social distancing, respectively.  

Using the results from section IV, to account for variation in individual characteristics and beliefs 
we include controls for gender, age, employment status and sector, attitude towards COVID-19, 
and confidence in the government response. Government policies are again taken from the 
Oxford Covid-19 Government Response Tracker (Hale et al., 2020), as before. They include 
indicator variables for eight different types of policies related to containment and mitigation of 
COVID-19—including the implementation of stay-at-home orders, domestic and international 
mobility restrictions, limitations on social gatherings and use of public transport, and school and 
work closures—as well as mask mandates. 

We start by estimating Equation (3) with only the regional indicators, and excluding all other 
controls, taking Asia as our comparator region. Because data is not available for some countries 
in the last months of 2020, we focus on regional differences in compliance between end-March 
and end-September, which allows us to maintain a balanced sample.  

The baseline regional gaps are shown in the second column of Table 1. During this period, self-
reported compliance with physical distancing and mask wearing was higher in the Americas 
(comprising the US, Canada, Mexico and Brazil) compared to Asia, likely reflecting the fact that 
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infections in the first wave were contained earlier in Asia, but lower in Europe. We isolate 
Southern Europe (France, Italy and Spain) from Northern Europe since the compliance gaps 
among the latter countries are substantially higher, which is worth examining separately. 

Table 1. Explaining regional differences in compliance (Asia = baseline) 

 
Note: This table shows average regional differences in compliance, taking Asia as the baseline region, and shows how much of 
those regional gaps are explained by differences in policies and individual factors. Policies includes government policies related 
to containment, as well as government-imposed mask requirements, as recorded by the Oxford COVID-19 Government 
Response Tracker. Individual factors include age, gender, employment status and sector, attitude towards COVID-19 and 
confidence in the government response to COVID-19. Results are reported in percentage points, except for column 5 which is 
shown in percent. 

Starting from this specification, we then ask how much of these regional differences in 
compliance can be explained by individual factors or government policies. To do so, we adopt 
the conditional decomposition proposed by Gelbach (2016). This decomposition quantifies how 
much of the change in some coefficients of interest—in our case, the region indicators—is due to 
including additional covariates, independently of the order in which these covariates are added. 
That is, starting from a baseline model excluding controls, and then estimating a “full” model 
including all relevant controls, the method proposed by Gelbach (2016) allows us to write 

𝜆𝜆𝑁𝑁𝑁𝑁  𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶 = 𝛿𝛿𝑐𝑐𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼 + 𝛿𝛿𝑐𝑐𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃 + 𝜆𝜆𝐹𝐹𝐹𝐹𝐹𝐹𝐹𝐹 𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶     (4) 

where the δ represent the change in regional coefficients attributable to individual factors or 
government policies. The last term in Equation (4) represents the regional coefficients in a model 
with all controls, and can be interpreted as the residual average regional differences in 
compliance that are not explained by the controls. This residual variation may be due instead to 
other factors, including the level of community transmission of COVID-19, cultural and social 
norms, or the quality of enforcement and communication of public health policies. 

The results of this decomposition are shown in the remaining columns of Table 1. Taken 
together, individual factors and government policies typically explain over two-thirds of the 
regional differences in compliance, although their relative importance depends on the region 
and type of social distancing behavior. For example, differences in government policies appear to 
be the key driver of lower rates of mask wearing in Northern European countries. This is 
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consistent with our results in Section V on the impact of mask mandates, and the fact that public 
health messaging in these countries did not emphasize mask wearing as strongly as in other 
countries. However, individual factors, and especially attitudes towards COVID-19 and trust in the 
government COVID-19 response, appear to play a larger role in explaining differences in self-
reported physical distancing. This could reflect a role for social norms or public health 
communication in shaping individual beliefs about COVID-19 and driving compliance with social 
distancing. 

VII.   CONCLUSION 

In this paper, we use individual-level survey data for 29 advanced and emerging market 
economies to shed light on determinants of social distancing across individuals and countries 
since the start of the COVID-19 pandemic.  

First, we find that adherence to physical distancing recommendations had been on the decline 
across most countries, with a notable increase in non-household contacts that is not fully 
captured by mobility data. This decline was accompanied by an uptick in mask wearing, 
particularly in countries where such behavior was not the norm prior to the pandemic. These 
trends likely reflect multiple factors, including easing of lockdowns, fatigue and complacency 
with COVID-19 restrictions, and people likely seeking to trade-off the costs of social distancing 
with an acceptable level of personal (and community) risk.  

Second, the analysis provides evidence about gender and age compliance gaps for a broad 
range of advanced and emerging market economies. Self-reported compliance with preventive 
behaviors is consistently higher for women and older people across all measures, potentially 
reflecting risk attitudes, and appears unlikely to be driven by differences in labor market 
attachment or gender norms around domestic work and childcare responsibilities. Interestingly, 
we also find that occupational differences in compliance with mask wearing and physical 
distancing mirror gender and social norms within occupations. Higher compliance by women 
may contribute to gender differences in COVID-19 incidence and mortality and has broader 
implications for how to target public health messaging to contain COVID-19.  

Third, people who trust their government’s response to COVID-19 are also more likely to adopt 
recommended behaviors and are more willing to isolate if advised. Building and maintaining 
public trust in government’s response is therefore crucial to contain the spread of the virus. This 
requires transparent and well-organized responses to COVID-19, consistent and clear 
communications, and well-coordinated actions on health and economic fronts. Unfortunately, 
confidence in the government’s response appears to be declining in several countries, especially 
in those that had more severe COVID-19 outbreaks. This combination of eroding trust and lower 
compliance is likely to create challenges ahead of widespread vaccine rollouts. 

In addition, we find that stay-at-home orders other mobility restrictions translate into reduced 
social interactions and behavioral responses to public health guidelines. Evidence suggests that 
lockdowns are particularly effective in curbing infections if they are introduced at an early stage 
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of a country's epidemic but can be disproportionately costly for the most economically 
vulnerable segments of the population (IMF, 2020). Compliance differences across groups 
suggest an important role for “low cost” non-pharmaceutical interventions such as mask 
mandates in slowing the spread of infections. These interventions tend to have high social 
distancing multipliers—low implementation costs compared to their high potential benefits. 

Finally, we show that individual factors—including demographics and attitudes towards COVID-
19—and government policies explain over two-thirds of the regional differences in compliance, 
This confirms the important role of public health policies in explaining differences in compliance 
across the globe, including in shaping individual beliefs about COVID-19. However, it also points 
to the relevance of other factors not discussed in this paper, including differences in social norms 
and the quality of public health communication and enforcement.  

Our analysis suggests several interesting avenues for future research. First, it would be interesting 
to extend our analysis to alternative measures of compliance with recommended behaviors. In 
particular, self-reported compliance may be lower than actual compliance in many instances (e.g., 
Jakubowski, 2021), and also does not measure whether compliance is partial or incorrect (e.g., if a 
mask is worn incorrectly). Second, understanding how compliance relates to economic 
constraints faced by respondents would help shed light on policies needed to alleviate economic 
hardships. Finally, it would be interesting to understand how government policies impact 
individual attitudes towards COVID-19, and whether and how public health communication has 
managed to influence these attitudes over time.  
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IX.   APPENDIX 

 
A.1. Other Tables 

 
Table A.1. Summary statistics 

 
Note: This table shows summary statistics for the full sample. 
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Table A.2. Compliance by age and gender 

 
Note: This table shows the average difference in compliance by age and gender, relative to the cohort of 18 -24 year old males, 
as depicted in Figure 3. The coefficients are estimated using the specification in Equation (1), in percentage points. Columns 1 
and 2 show the estimated coefficients for men and women from the same regression using the physical distancing index as the 
dependent variable, while columns 4-5 show similar analysis for mask wearing. Both regressions include survey fixed effects, 
and control for household size, number of children, employment status and occupation, and respondent health status. Columns 
3 and 6 test the difference between coefficients for men and women, by age cohort. Standard errors (in brackets) are clustered 
by country. * 0.10 ** 0.05 *** 0.01 
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Table A.3. Compliance by employment sector 

 
Note: This table shows average compliance differences by employment sector, in percentage points, as depicted in Figure 4. 
The baseline group is manufacturing workers that are not able telework, and the sample is restricted to full and part-time 
workers. Both regressions include survey fixed effects, and control for household size, number of children, and respondent 
health status. Standard errors (shown in brackets) are clustered by country. * 0.10 ** 0.05 *** 0.01 
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A.2. Other Figures 

 
Figure A.1. Data Availability by Country and Week 

  
Note: This figure shows, for each country, in each week surveys were conducted. 

 
  

Week starting 3/30 4/6 4/13 4/20 4/27 5/4 5/11 5/18 5/25 6/1 6/8 6/15 6/22 6/29 7/6 7/20 7/27 8/3 8/10 8/17 8/24 8/31 9/7 9/14 9/21 9/28 10/12 10/26 11/9 12/14 12/21 Total
United Arab Emirates 1 1 1 1 1 1 1 1 1 1 1 1 12
Australia 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 19
Brazil 1 1 1 1 1 1 1 1 1 1 1 11
Canada 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 17
China 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 16
Germany 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 21
Denmark 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 18
Spain 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 21
Finland 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 18
France 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 21
United Kingdom 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 27
Hong Kong SAR 1 1 1 1 1 1 1 1 1 1 1 1 12
Indonesia 1 1 1 1 1 1 1 1 1 1 1 1 12
India 1 1 1 1 1 1 1 1 1 1 1 1 1 1 14
Italy 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 21
Japan 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 17
South Korea 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 17
Mexico 1 1 1 1 1 1 1 1 1 1 1 1 12
Malaysia 1 1 1 1 1 1 1 1 1 1 1 1 12
Netherlands 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 17
Norway 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 18
Philippines 1 1 1 1 1 1 1 1 1 1 1 1 12
Saudi Arabia 1 1 1 1 1 1 1 1 1 1 1 1 12
Singapore 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 18
Sweden 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 21
Thailand 1 1 1 1 1 1 1 1 1 1 1 1 12
Taiwan, Province of China 1 1 1 1 1 1 1 1 1 1 1 1 12
United States 1 1 1 1 1 1 1 1 1 1 1 1 1 1 14
Vietnam 1 1 1 1 1 1 1 1 1 1 1 1 12
Total 16 14 10 23 12 10 29 1 23 25 4 2 28 1 29 29 1 29 1 29 1 29 1 28 1 15 15 15 15 15 3
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Figure A.2. Declining social distancing (all countries) 

 

 

 
Note: The left panel shows the share of respondents that comply with mask wearing and recommended physical distancing 
behaviors—frequent handwashing, covering coughs and sneezes, cleaning frequently touched surfaces, avoiding people exposed 
to COVID-19 and avoiding small social gatherings. The right panel shows the average percent change in contacts with people 
outside the respondents’ household and the Google mobility trends indicator, relative to a country-specific April baseline. 

 
 
 
 

Figure A.3. Social distancing by age and gender, full-time workers 

 

 

  
Note: This reproduces Figure 3, but restricting the sample to respondents in full-time work. Each panel shows the average 
change in compliance relative to the cohort of 18 -24 year old males, in percentage points, estimated using Equation (1). 
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Figure A.4. Social distancing by age and gender, other behaviors 

 

 

 
 

 

 

 
   

 

 

 
Note: The panels show the average difference in compliance by age and gender, relative to the cohort of 18 to 24 year old 
males. The coefficients are estimated using Equation (1), in percentage points, as described in Figure 3. 
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Figure A.5. Social distancing by fear of contracting COVID-19 

  

  

  
Note: Panels show the average increase or decline in compliance relative to respondents that report feeling not at all scared of 
contracting COVID-19, in percentage points. The 95 percent confidence intervals are based on robust standard errors clustered 
on country. All panels are based on the specification in Equation (1), conditional on survey fixed effects, and include controls 
for age, gender, household composition, employment, and health status. 
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Figure A.6. Social distancing by trust in the government’s response to COVID-19 

 

 

 
 

 

 

 
   

 

 

 
Note: Panels show the average increase or decline in compliance relative to respondents with no confidence at all in their 
government’s response to COVID-19, in percentage points. The 95 percent confidence intervals are based on robust standard 
errors clustered on country. All panels are based on the specification in Equation (1), conditional on survey fixed effects, and 
include controls for age, gender, household composition, employment, and health status. 
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