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Abstract

Purpose

Responding to worldwide pandemics, such as the recent COVID-19, requires the general public
to comply with recommended health-protective behaviours at early stages of the spread of the
virus.

Methodology

The current study of 1,211 Australians aimed to investigate whether confidence in political and
health authorities predicted intention to adopt health-protective measures. We also investigated
whether age, gender and education level moderated the relationship between confidence in
authorities and adoption of health-protective behaviours.

Findings

Confidence in authorities predicted intention to stay home among respondents younger than 54
years old. Confidence in authorities also predicted intention to download the COVIDSafe app,
and this was significantly stronger among better educated and older respondents. Although
confidence did not predict intention to wear a face mask, the interaction between confidence
and education predicted adherence to mask-wearing recommendations.

Value

Our findings can inform the development of targeted communications to increase health-

protective behaviours at early stages of future pandemics.



Background

The general public relied on authorities for information about the Coronavirus Disease 2019
(COVID-19), especially at early stages of the pandemic. This included information about the
virus transmission and the effectiveness of proposed control measures (Faasse and Newby
2020). Although most governments and international health authorities have informed the
public about measures that they can apply to reduce their own risk of infection, many
communities worldwide faced significant challenges to encourage adoption of health-
protective behaviours and, consequently, manage the pandemic (Clark, Davila, Regis et al.
2020). This is particularly true among some segments of the population, including the elderly
and individuals who are less educated (Daoust 2020). In this context, it is crucial to better
understand the drivers towards the adoption of health-protective behaviours as well as the role
of socio-demographic variables, such age, gender and education, in adoption. When tackling a
pandemic, such as COVID-19, early interventions based on the drivers towards the adoption
of health-protective behaviours are crucial to stop the spread of the disease (Cowper 2020).
This knowledge can inform the development of targeted communications at early stages of

future pandemics.

Some of the recommended health-protective measures to prevent the transmission of COVID-
19, such as wearing a face mask and physical distancing in public spaces, can be enforced by
mandatory restrictions, including fines for breaches (Murphy, Williamson, Sargeant et al.
2020). However, the full adoption of health-protective behaviours depends on the willingness
and support from the general public (Devine, Gaskell, Jennings et al.). Past research has shown
that health public measures may be more likely to be adopted by those individuals who have
higher levels of confidence and trust in their political leadership (Bangerter 2014). For instance,

confidence in authorities was associated with greater adoption of health-protective behaviours



to prevent the spread of the Swine Flu pandemic in 2009 and the African Ebola outbreak in
2016 (Blair, Morse and Tsai 2017, Rubin, Amlét, Page et al. 2009). Further, confidence in the
World Health Organisation (WHO) was associated with higher willingness to receive
vaccination during the HIN1 pandemic (Aziz, Muhamad, Manaf et al. 2013). Therefore, it is
relevant to investigate the association between confidence in political and health authorities

and adoption of health-protective behaviours in the context of the COVID-19 pandemic.

Previous studies have shown that age, gender and education level may influence confidence in
political and health authorities and, consequently, play a role in adherence to authorities’
recommendations. Specifically, more education (or more years of formal schooling) is
associated with higher confidence in authorities, and this may lead to higher willingness to
adopt health protective measures (Anderson and Singer 2008, Kuo, Huang and Liu 2011,
Pérez-Morote, Pontones-Rosa and Nufiez-Chicharro 2020, Peters, Baker, Dieckmann et al.
2010). While recent evidence suggests that there are no gender differences in confidence in
health authorities, it has been shown that women are more likely to adhere to health-protective
behaviours to prevent the spread of COVID-19 (Galasso, Pons, Profeta et al. 2020). Further,
previous studies have shown that older people are more likely to have higher levels of
confidence in political authorities. However, they are less prone to use electronic government
services, such as visits to the government website and use of e-mail to contact government
departments (Goldfinch, Gauld and Herbison 2009, Pérez-Morote et al. 2020). In other words,
despite older people having greater confidence in political authorities, they may be less likely
to adopt some of the recommended health-protective measures to stop the transmission of
COVID-19, particularly those that require the use of technological innovations (Mostaghel
2016). There is also evidence showing that gender plays a role in adherence to health-

technology innovations. Although women are generally more sensitive to threat-related stimuli



and, as a consequence of this, more likely to seek medical advice, they show less interest in
health-technology devices and are less likely to use mobile health services (Fitzgerald,
Anderson and Davis 1995, Guo, Han, Zhang et al. 2015, Pyenson 2017, Rhudy and Williams
2005). However, previous studies have not examined how education level, age and gender
influence confidence in authorities and adoption of a range of health-protective measures to

prevent the transmission of COVID-19.

A range of recommendations has been made in Australia since March 2020 to control the
transmission of the coronavirus. These recommendations included practicing good hand
hygiene, travel restrictions, and use of face masks in public spaces when unable to physically
distance, particularly in indoor settings. The Australian government has also invested in contact
tracing technologies in accordance with the WHO’s recommendation of identifying,
monitoring and following up with individuals infected with COVID-19 (Goggin 2020). These
tracing technologies include the development of an App (COVIDSafe) on April 14" 2020
(Goggin 2020). The COVIDSafe app allows health authorities to alert people who have been a

close contact of a confirmed case.

This study aimed to examine (i) whether confidence in political and health authorities predicted
intention to adopt recommended health-protective behaviours; and (ii) whether age, gender and
education level moderated the relationship between confidence in political and health
authorities and health protective-behaviours. We hypothesised that (i) confidence in health and
political authorities would predict adherence to protective measures; and (ii) age, gender and
education would moderate (or strengthen) the relationship between confidence in health and
political authorities and adherence. This study focused on the intention to adopt the following

recommended health-protective behaviours: (i) download the COVID-safe app that helps



identify people exposed to COVID-19 in Australia; (ii) wear a face mask in public spaces; and
(iii) stay at home except for essential activities. To test our hypotheses, behavioural intention
was used as a proxy of actual behaviour. Previous studies have shown that behaviour intention
is a strong predictor of actual behaviour (Wdowik, Kendall, Harris et al. 2001). Our analyses
controlled for past behaviour, including how often over the preceding week participants

adopted recommended health-protective behaviours to reduce infection with COVID-19.

Data and Methods
This study was undertaken as part of a larger project [Survey of COVID-19 Responses to
Understand Behaviour (SCRUB)]. The SCRUB project is a regular survey tracking how people

are behaving in the context of the COVID-19 pandemic.

The data analysed in this study was collected between April 22" and April 24" 2020. During
the week that the study was conducted, there were 6,649 confirmed cases and 74 deaths
recorded in Australia. Sixty-four percent of these cases were associated with individuals who
contracted the virus outside Australia while 36% of them were locally acquired (Australian
Government Department of Health 2020). In this context, the Australian Government
Department of Health website stated that people were expected to adopt the following health-
protective measures to reduce the spread of COVID-19: i) practise good hygiene; ii) practise
physical distancing; iii) follow the limits for public gatherings; iv) understand how to self-

isolate if they needed to; and v) isolate themselves if they were a confirmed case.

The target population for the survey were Australians aged between 18 and 90 years old. The

survey was distributed via an online panel provider, who emailed eligible participants from



their panel of members an invitation to complete the survey. The research was approved by the

Monash University Human Research Ethics Committee (2020-23854).

Participants
In total, 1,206 adults living in Australia, aged between 18 and 89 years old, were recruited to

complete the final version of the survey.

Measures

Table 1 below presents an overview of the questions used to assess confidence in political and
health authorities, behavioural intentions, and past behaviour. Confidence in health and
political authorities was measured with the response scale 1 - Very low confidence to 7 - very
high confidence. Behavioural intentions were measured with the response scale 0 - Not at all
likely to 10 extremely likely. Past behaviour was measured with the response scale 1 - Never to

5 - Always.

[Please insert Table 1 here]

Data analysis

We tested the hypothesised relations among the variables using R 4.0.2 (R Core Team, 2020).
As a preliminary step, we screened the main variables of interest (confidence in authorities and
intention to adopt health-protective behaviours over the following six months) for missing
patterns that could be imputed. Respondents with less than 5% of missing data had their values
imputed using multiple imputation by chained equations (van Buuren and Groothuis-
Oudshoorn 2011). Respondents with more than 5% of missing data were excluded from the

subsequent analyses.



We used Confirmatory Factor Analysis (CFA) to compute factor scores and group our main
variables of interest (confidence in authorities, intention to adopt health-protective behaviours
in the following six months and past behaviour). This is the preferred method when factor score
estimates will be used as predictor variables. A factor score estimate is a numerical value that
represents a participant’s relative standing on a latent factor (Skrondal and Laake 2001). The
computed factor score estimates are standardised with a mean of zero and a standard deviation
of one (Skrondal and Laake 2001). The factor score estimate for confidence in authorities was
derived from all survey questions that assessed confidence in political and health authorities
(i.e. How much confidence do you have that the following authorities can minimise the harm
caused by COVID-19?). Further, the factor score estimate for past behaviour was derived from
all survey questions that assessed past behaviour (i.e. In the past 7 days, how frequently have
you taken the following actions to reduce the spread or prevent infection with COVID-197?).
Please see Table 1 for details. These factor estimates were treated as observable variables and
used as predictors in hierarchical regression models. Variables assessing intention to adopt
protective-health measures over the following six months (wear a face mask in public spaces,
download the COVIDSafe app and stay home) were treated as individual variables and

included as dependent variables in hierarchical regression models.

For the CFA, parameters were estimated using the Weighted Least Squares Mean and Variance
(WLSMV), which is specifically designed for ordinal data (Muthén and Asparouhov 2012).
Reported goodness-of-fit indices included: Chi-square (y?), the Comparative Fit Index (CFl),
the Tucker-Lewis Index (TLI), the Root Mean Square of Error Approximation (RMSEA) and
the associated 90% confidence interval (90% CI). The significance value of chi-square is

sensitive to large sample sizes and frequently produces a statistically significant result (Muthén



and Asparouhov 2012). We accepted TLI and CFI values higher than 0.90 and RMSEA values

lower than 0.08 (Sahoo 2019).

We computed the correlations between all variables using the Spearman’s rank-order
coefficient of correlation. We then conducted a series of hierarchical regression analyses to
examine the ability of confidence in political and health authorities to predict intention to adopt
health-protective behaviours (intention to stay home, intention to wear a face mask in public
spaces, and intention to download the COVIDSafe app). In these analyses, we included
demographic variables (first step), past behaviour (second step), confidence in authorities (third
step), interaction between confidence and education level (fourth step), interaction between
confidence and gender (fifth step), and interaction between confidence and age (sixth step) as
predictors. Variables assessing intention to adopt health-protective behaviour (wear a face
mask in public spaces, download the COVIDSafe app and stay home) were included as
dependent variables in separate hierarchical regression models. Participants’ state was

statistically controlled for.

Significant interactions were further explored using the simple-slope analysis (Curran, Bauer
and Willoughby 2006). This means that we examined significant interactions by selecting a
value of the moderator (e.g. female) and then estimating the conditional effects of confidence
in authorities on behavioural intention at different values of these moderators (e.g. females vs
males). Age levels included mean scores, one standard deviation above and one standard
deviation below the sample mean age. Further, we calculated the Johnson-Neyman interval to
investigate in which of these age brackets the estimated relationship between confidence in
authorities and intention to adopt health-protective behaviours was likely to be significant

(Curran et al. 2006). The conditional effects of gender and education (categorical variables) on



the relationship between confidence and behavioural intention was examined based on the
levels of these moderator variables (e.g. the effect of confidence on the intention to wear a face

mask in males vs the effect of confidence on the intention to wear a face mask in females).

Regression models were checked for the following assumptions: outliers, residuals normality,
and additivity. We used the following criteria to identify outliers: Mahalanobis distance,
Leverage and Cook’s distance. Participants who met these criteria were excluded from further
analysis. For additivity, we calculated the generalised variance-inflation factor as the
regression models included both ordinal and continuous (factor score estimates) independent
variables. The GVIF is a model diagnostic index that indicates if a variable presents
multicollinearity with the other variables included in the regression model. A GVIF higher than

5 was considered an indication of multicollinearity (Curran et al. 2006).

Results

The final sample comprised data from 932 participants (Mean age = 49.46, SD = 17.14). There
was no data to be imputed (i.e. no respondent with less than five percent of missing data in
their respective row). The Little’s MCAR test (Little 1988) was significant for the past
behaviour items (y? [34] = 68.63 p <.001) and for the confidence and authorities items (y? [37]
=59.30 p = .011). This suggested that there was no data missing at random and, therefore, no
need for data to be imputed. For the behaviour intention items, the Little’s MCAR test was not
significant (2 [6] = 9.50 p = .147). However, the lowest missing percentage for a participant
was 33.33%. Therefore, we conducted the analyses with only those participants who fully

completed the survey.

[Insert Table 2 here]



[Insert Table 3 here]

Confirmatory Factor Analysis (CFA)

Confidence in health and political authorities: The model including all questions used to
measure confidence in authorities provided a poor fit to the data (2 [9] = 401.05, p <.001, CFI
=.971, TLI =.952, RMSEA = .216 [90% CI .119, .235]). Allowing the following error terms
to covary (confidence in state and confidence in national leaders, confidence in national leaders
and confidence in state leaders, confidence in national leaders and confidence in state leaders,
confidence in local leaders and confidence in state, confidence in local leaders and confidence
in the WHO authorities) significantly improved model fit (y2 (4) = 21.72, p <.001, CFI =.999,

TLI =.995, RMSEA = .069 [90% CI .042, .099]).

Adoption of health-protective behaviours over the last seven days: The model including all
questions used to measure past behaviour provided a poor fit to the data (2 [5] = 88.73, p <
.001, CF1 =.940, TLI = .880, RMSEA = .134 [90% CI .110, .159]). Allowing the error terms
of the items related to physical distance and stay home to covary significantly improved model

fit (¢ [4] = 8.58, p = .073, CFI =.997, TLI =.992, RMSEA = .035 [90% CI .000, .068]).

Correlations

The correlation between all variables is presented in Table 4. The highest bivariate correlation
was observed between the confidence score and intention to download the COVIDSafe app (r
= .26, p <.001). The bivariate correlation between the confidence score and intention to stay
home was also significant (r = .13, p <.001), as well as the bivariate correlation between the

confidence score and intention to wear a face mask (r = .09, p <.01). However, all correlation



values were low, suggesting that the confidence score shares only a small amount of variance

with intention of adopting health-protective behaviours.

[Insert Table 4 here]

Regression Analyses

All regression models failed to meet residual normality according to the Shapiro-Wilk test [stay
home (w = .96 p < .001); download the app (w = .97 p <.001); wear a face mask (w =.95 p <
.001)] (see Table 5 for all coefficients). The factor score estimate for confidence in authorities
was significantly associated with intention to stay home (b = 0.23, p <.001, ARz = .005) and
with intention to download the COVIDSafe app (b = 1.00, p <.001, ARz = .071), but not with

intention to wear a face mask (b =0.18, p =.089, ARz =.001).

Intention to stay at home: In the model including intention to stay home as the dependent
variable, the only significant interaction was between the factor score estimate for confidence
in authorities and age (b = -0.20, p=.034, AR?2 =.004). Breaking down this interaction revealed
that, when age was below one standard deviation from the mean, the slope value for confidence
in authorities was 0.69 p < .001. For age values within the mean range, the slope value for
confidence in authorities was 0.37 p = .010. When age was above one standard deviation from
the mean, the slope value for confidence was 0.06 p = .770. The Johnson-Neyman interval
suggests that the association between confidence in authorities and intention to stay home is
only significant for respondents under 54 years of age. The interaction between confidence in

authorities and gender was not significant (b = 0.26, p =.134, AR? = .001).



Intention to download the COVIDSafe app: In the model including intention to download the
COVIDSafe app as the dependent variable, there was a significant interaction between the
factor score estimate for confidence in authorities and education level (b =0.51, p =.023, AR?
=.004), and between the factor score estimate for confidence in authorities and age (b = 0.28,
p = .028, AR? = .004). The interaction between the factor score estimate for confidence in
authorities and gender was not significant (b = 0.14, p = .552, AR2 = -.001). Breaking down
the interaction between confidence in authorities and education level revealed that the slope
for confidence was 1.01 (p < .001) for those respondents with a high school degree. For
respondents with a university degree or higher, the slope for confidence was 2.05 (p < .001),
suggesting that the association between confidence and the intention to download the app is
twice as large for respondents with a university degree or higher compared to those respondents
who are less educated. Breaking down the interaction between confidence in authorities and
age revealed that the slope value for confidence was 1.10 (p <.001) when age was below one
standard deviation from the mean. The slope value for confidence was 1.53 (p < .001) for age
values that fell within the mean range. When age was at least one standard deviation above the
mean, the slope value for confidence was 1.96 (p < .001). These results suggest that the
association between confidence and intention to download the COVIDSafe app was significant
for all age groups. However, this relationship was stronger for older respondents (above 1 SD

in age, ~66.59 years) than for younger respondents (below 1 SD in age, ~32.42 years).

Intention to wear a face mask in public spaces: In the model including intention to wear a face
mask in public spaces as the dependent variable, the only significant interaction was between
the factor score estimate for confidence in authorities and education level (b = 0.45, p = .030,
AR? = .004). Breaking down this interaction revealed that the slope value for confidence was

0.03 (p =.900) for respondents with a high school level degree or less. For respondents with a



university degree or higher, the slope value for confidence was 0.61 (p = .010). These results
suggest that the association between confidence in authorities and intention to wear a face mask
in public spaces was only significant for respondents who were better educated (see Figure 1).
The interaction between confidence in authorities and gender was not significant (b = 0.11, p

= 603, AR2 = -.001).

[Insert Table 5 here]

[Insert Figure 1 here]

Discussion

This study investigated if confidence in authorities, and its interaction with age, gender and
education, predicted intention to adopt health-protective behaviours to reduce the spread of
COVID-19. Consistent with our hypotheses, confidence in health and political authorities
significantly predicted intention to adopt health-protective behaviours over the following six
months. Specifically, confidence in health and political authorities predicted intention to stay
home and intention to download the COVIDSafe app, but not to wear a face mask in public
spaces. Age moderated the relationship between confidence in authorities and intention to stay
home (i.e. among respondents with less than 54 years old, confidence in authorities was
associated with higher intention to stay home over the following six months). Further, age and
education level moderated the relationship between confidence in authorities and intention to
download the COVIDSafe app (i.e. among older respondents and those with a university degree
or higher, confidence in authorities was more strongly associated with intention to download
the COVIDSafe app over the following six months). Although confidence did not predict

intention to wear a face mask in public spaces, the interaction between confidence and



education predicted adoption of mask-wearing (i.e. among participants with a university degree
or higher, more confidence in authorities was associated with higher intention to wear a mask
in public spaces). Further, gender did not moderate the relationship between confidence in
authorities and health-protective behaviours. Altogether, our results suggest that the role of age
and education in the relationship between confidence in authorities and adoption of health-
protective behaviours varies according to the recommended measure (e.g. stay home, download

the COVIDSafe app and wear a face mask in public spaces).

Findings regarding confidence in political and health authorities are consistent with previous
studies linking confidence in authorities with greater adherence to a wide range of government
recommendations and prosocial behaviours under conditions of uncertainty (Alkuwari, Aziz,
Nazzal et al. 2011, Basolo, Steinberg, Burby et al. 2008, Guglielmi, Dotti Sani Giulia, Molteni
et al. 2020, van der Weerd, Timmermans, Beaujean et al. 2011). These studies have shown that
confidence in authorities is associated with higher levels of preparedness to natural hazards
risks, less likelihood to own firearms, and higher levels of intention to receive vaccination
during the influenza A (H1N1) pandemic (Basolo et al. 2008, Jiobu and Curry 2001, van der
Weerd et al. 2011). During exceptional circumstances, such as those of COVID-19, confidence
in authorities may comprise the willingness to collaborate with restrictive public health
measures based on trust and expectations of the intentions and behaviours of others (Siegrist
and Zingg 2014). Individuals who have more confidence in political and health authorities may
be more likely to use advice from these entities to form their own judgment about appropriate
measures to prevent the transmission of COVID-19, and act on the basis of this advice
(Twyman, Harvey and Harries 2008). This is because confidence in government inspires trust,
which leads to the belief that the actions and motives of another person or institution are honest,

fair and based on ethical principles (Ahern and Loh 2020).



Our findings showed that confidence in political and health authorities predicted intention to
wear a face mask only for those participants who have a university degree or higher. This is
consistent with previous research showing that higher education is associated with higher
likelihood to adopt protective behaviours, especially wearing a face mask in public spaces (Kuo
et al. 2011, Taylor, Raphael, Barr et al. 2009). It is possible that more educated individuals
have a better understanding of the effectiveness of face coverings to stem the spread of COVID-
19 (Galle, Sabella, Da Molin et al. 2020). Further, our findings showed that, among older
respondents and those with higher education, confidence in authorities was more strongly
associated with the willingness to download the COVIDSafe app. The download of the
COVIDSafe app requires individuals to have access to a smart phone capable of accessing the
internet and downloading applications, and possess the knowledge of how to use them (Gatto
and Tak 2008). This finding of a divide in the intention of downloading the COVIDSafe app
is significant especially in light of the growing literature on the concept of ‘digital divide’
(Willis and Tranter 2006). This concept posits that there are disparities in the use and access to
digital media on age and education (Willis and Tranter 2006). Although older people are
enthusiastic users of information and communication technologies, they may lack the
confidence and knowledge to download and use mobile applications properly (Damodaran,
Olphert and Sandhu 2014). It is possible that, among older individuals, confidence in
authorities and the willingness to collaborate with these entities may facilitate the overcoming
of the barriers to the adoption of the COVIDSafe app (Kaspar 2020). Conversely, previous
research has shown that people with higher education are more likely to take up online e-
government services because they have more familiarity and feel more confident about how to
navigate government apps and websites (Goldfinch et al. 2009). This is consistent with

previous research showing that people with higher education use computers more frequently



and are more likely to use Internet technologies and apps for daily transactional activities, such

as paying bills and managing bank accounts (Brown and Venkatesh 2005).

We found that confidence in authorities was associated with higher intention to stay home over
the following six months among respondents below 54 years of age. It is likely that those
respondents older than 54 years old who are willing to comply with stay-home
recommendations do so for reasons other than confidence in political and health authorities.
Recent research has shown that older people have a higher perceived risk of being infected
with COVID-19 as they are considered the high-risk group to the novel coronavirus (He, Chen
and Long, 2020). Future studies should investigate whether elderly people’s willingness to stay

home over the following six months is driven by their higher perceived risk of being infected.

Our findings should be considered in the context of some limitations. We measured behavioural
intention instead of actual behaviour. Although several studies have shown that behaviour
intention is a strong predictor of actual behaviour, the use of behavioural intentions may have
resulted in an overestimation of the tested effects as intentions do not always translate into
practices (Wdowik et al. 2001). Despite these limitations, our findings can inform population
segmentation and, therefore, offer potential pathways for population-targeted communications
to encourage health-protective behaviours to reduce the spread of COVID-19 and prevent
future pandemics at early stages. It is also important to note that our findings can assist the
development of personalised pro-vaccine messages to increase willingness of key population
segments to receive the COVID-19 vaccine. Evidence-based communications based on a
comprehensive understanding of people’s motivations to receive the vaccine are critical to

address vaccine hesitancy and foster vaccine confidence (Chou and Budenz 2020).



We concluded that confidence in health and political authorities, and its interaction with age
and education level, predicted intention to adopt health-protective behaviours, including
intention to stay home (except for essential activities), wear a face mask in public spaces and
download the COVIDSafe app. This knowledge can help political and health authorities to
prepare for and mitigate the impact of future outbreaks and other pandemics.
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Table 1: Questions to assess confidence in political and health authorities and behavioural

intentions

Construct of

interest political authorities

Confidence in health and Behavioural intentions

Past behaviour

Questions How much confidence do
you have that the
following authorities can
minimise the harm caused
by COVID-19?

e Local or city
health authority
e State, province, or
regional health
authority
e National health
authority
e National political
leaders
e State political
leaders
e World Health
Organisation

e How likely are In the past 7 days, how
you to frequently have you taken the
download and following actions to reduce the

install a spread or prevent infection with
government COVID-19?
COVID-19 e Used a COVID-19
tracing app on contact-tracing app when
my phone? in public
e How likely are e Wear a face mask when
you to wear a in public

face mask
whenever in
public for the
next 6 months?
e How likely are

e Wash hands for 20
seconds with soap and
water OR alcohol-based
hand sanitiser

e Cover coughs and

you to stay sneezes with elbow or a
home (except tissue
for essential e NOT touch face with
activities) for unwashed hands
the next 6 e Keep physical distance
months? from people in public,

school, or workplace
e Stay at home




Table 2: Demographic characteristics of the sample

n %
Gender
Male 442 0.47
Female 490 0.53

Education level
High School degree 472 051

College degree or higher 460 0.49
Health worker

No 878 0.94
Yes 54 0.06
Chronic disease
No 751 0.81
Yes 181 0.19
Children
No 668 0.72
Yes 264 0.28
State
New South Wales 252 0.27
Queensland 164 0.18
South Australia 76 0.08
Victoria 318 0.34

Western Australia 122 0.13




Table 3. Additional descriptive statistics for age, intention to stay home, intention to wear a

face mask, and intention to download the COVIDsafe app

Variable Mean SD Median Min Max

Age 49.46 17.14 49 18 89
Intention to stay home 6.9 2.76 7 0 10
1tention to wear a face mas 3.43 3.29 3 0 10

itention to download the ap 4.36 3.66 5 0 10

Note: sd: standard-deviation; min: minimum; max: maximum



Table 4. Bivariate correlation among variables of interest.

Variable 1 2 3 4 5 6 7 8 9 10 11 12
1- Age 1 0.15*** -0.27*** -0.10** 0.25*** -0.11*** -0.32*** 0.10**  0.09** 0 -0.12%** -0.10**
2 - Sex 0.15*** 1 -0.06 -0.03 0 -0.03 0.03 -0.11**  -0.07* -0.04 0.04 -0.04
3 - Children -0.27***  -0.06 1 0 -0.13*** 0.06 0.16*** 0.05 0.03 0.04 0.11*** 0.14***
4 - State -0.10** -0.03 0 1 -0.03 0.05 0.01 -0.12***  -0.02 -0.06 -0.12%** -0.06
5 - Chronic disease 0.25*** 0 -0.13***  -0.03 1 -0.02 -0.12%** 0.05 -0.03  0.13*%** -0.04 -0.07*
6 - Health worker -0.11***  -0.03 0.06 0.05 -0.02 1 0.09** 0 0.02 -0.02 -0.02 0.02

7 - Educational level -0.32***  0.03 0.16*** 0.01 -0.12*%**  (0.09** 1 -0.14*** 0 -0.11***  0.08* 0.16***
8 — Past behaviour factor 0.10**  -0.11** 0.05 -0.12%** 0.05 0 -0.14*** 1 0.16*** 0.26*** (0.19*** 0.12%**
estimate score

9 — Confidence factor estimate 0.09**  -0.07* 0.03 -0.02 -0.03 0.02 0 0.16*** 1 0.13***  0.09** 0.26***
score

10 - Intention to stay home 0 -0.04 0.04 -0.06 0.13%** -0.02 -0.11%**  0.26*** (0.13*** 1 0.23*** 0.08*
11 - Intention to wear a face -0.12***  0.04 0.11*** -0.12***  -0.04 -0.02 0.08* 0.19***  0.09**  (0.23*** 1 0.28***
mask

12 — Intention to download the -0.10** -0.04  0.14*** -0.06 -0.07* 0.02 0.16***  0.12*** (0.26***  0.08* 0.28*** 1
app

Note: * p <.05; ** p<.01; *** p<.001




Table 5: Hierarchical multiple regression examining the predictive value of confidence in
authorities, age, gender and education level on adoption of health-protective measures

Variable b se t p GVIF AdjR? A R? AIC
Intention to stay home (n = 917)

(Intercept) 7.19 0.22 32.13 0 -

Age -0.2 0.1 -2.01  0.045 1.32

gender [male] -0.05 0.18 -0.3 0.763 1.06

education [Higher 062 019 331 0001 115

education]

health_hcw [yes] -0.03 0.39 -0.07 0.944 1.03

chronic [yes] 0.9 0.23 3.92 0 1.09 0.029 ) 4408.57

State [Queensland] -0.09 0.27 -0.33 0.744 1.07

State [South Australia] -0.37 0.36 -1.04 0.301 1.07

State [Victoria] -0.11 0.23 -0.5 0.62 1.07

State [Western Australia] -0.84 0.3 -2.79 0.005 1.07

Children [yes] 0.34 0.2 1.67 0.094 1.11

Past behaviour factor 064 009 728 0 109 0082 0.053** 4358.33

estimate score

;%TZ'dence factorestimate 53 909 261 0009 105 0087 0.005%* 4353.43

1 *

Education level 014 017 079 0428 - 0087 ns 435479

confidence

Gender * confidence 0.26 0.17 1.5 0.134 - 0.088 0.001ns 4354.51

Age * confidence -0.2 0.09 -2.12  0.034 - 0.092 0.004* 4351.94
Intention to download the app (n = 922)

(Intercept) 4.3 0.3 14.29 0 -

Age -0.08 0.13 -0.58  0.562 1.33

gender [male] -0.35 0.24 -1.43 0.152 1.06

education [Higher

education] 0.94 0.25 3.12 0 115 0.035 - 4981.69

health_hcw [yes] 0.24 0.52 0.46 0.65 1.03

chronic [yes] -0.34 0.31 -1.09 0.275 1.09

State [Queensland] -0.43 0.36 -1.19 0.234 1.06



State [South Australia] -0.51 0.48 -1.08 0.283 1.06

State [Victoria] -0.47 0.3 -1.55 0.121 1.06

State [Western Australia] -0.8 0.4 -1.99 0.047 1.06

Children [yes] 079 027 2.88 0004 111

Past behaviour factor 046 012  3.82 0 11 005 0.015%%* 4969.03

estimate score

confidencefactorestimat® 1 012 866 0 106 0121 0.071%* 4897.94

Education level * 051 023 227 0023 - 0125 0.004* 4894.71

confidence

Gender * confidence 0.14 0.23 0.6 0.552 - 0.124 ns 4896.35

Age * confidence 0.28 0.13 2.2 0.028 - 0.128 0.004* 4893.43

Intention to wear a face mask (n = 916)

(Intercept) 3.87 0.27 14.36 0 -

Age -0.37 0.12 -3.07 0.002 1.32

gender [male] 0.47 0.22 2.16 0.031 1.06

education [Higher 012 023 051 0607 116

education]

health_hcw [yes] -0.51 0.46 -1.12 0.263 1.02

chronic [yes] 0.15 0.28 0.55 0.583 1.08 0.048 ] 474002

State [Queensland] -1.09 0.32 -3.37 0.001 1.07

State [South Australia] -1.76 0.43 -4.08 0 1.07

State [Victoria] -1.12 0.27 -4.12 0 1.07

State [Western Australia] -1.5 0.36 -4.17 0 1.07

Children [yes] 0.55 0.25 2.26 0.024 1.11

Past behaviour factor 065 011  6.09 0 11 0.085 0.037*** 4705.23

estimate score

SC%TZ'de”CE factorestimate 19 097 17 0089 106 0086 000lns 47043
1 *

Education level 045 021 217  0.03 . 0.09  0.004* 4701.51

confidence

Gender * confidence 0.11 0.21 0.52 0.603 - 0.089 ns 4703.23

Age * confidence -0.16 0.12 -1.42 0.157 - 0.09 0.001ns 4703.19




Note: se: standard error; GVIF: generalized variance inflation factor; AIC: Akaike information criterion; Reference levels for
categorical variables were as follows: Gender [female], Education [high school]; health care worker [no], chronic illness [no],
Australian state or territory [New South Wales], have children [no], Australian state [New South Wales]; * p < .05; ** p < .01; ***

p <.001
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Figure 1: Regression lines for relations between (A) intention to stay home and confidence in

authorities as moderated by age; (B) intention to download the app and confidence in authorities

as moderated by educational level; (C) intention to download the app and confidence in authorities

as moderated by age; and (D) intention to wear a face mask and confidence in authorities as

moderated by educational level



