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Abstract
Background: The coronavirus outbreak has demonstrated the crucial effect of the public’s compliance with the 
government’s health instructions on the population’s health. However, evidence shows that some communities are less 
likely to comply with such instructions than others. This study highlights the factors related to intentions to comply 
with newly issued health directives during an ongoing extreme crisis, such as the current pandemic. In addition, it 
compares the impact of these factors on different minority groups and the general population in Israel. 
Methods: Using an online survey (N = 1005), we examined the impact of compliance-related factors on compliance 
intentions with newly issued health directives in two minority groups in Israel: the ultra-Orthodox Jewish community 
(N = 323) and the Arab community (N = 361), as well as in the general population (N = 321), during the first outbreak 
of coronavirus disease 2019 (COVID-19). Participants were presented with a new made-up COVID-19-related 
instruction simulated to be issued by the Israeli Ministry of Health. Compliance intentions and compliance-related 
factors were measured. 
Results: The Arab minority expressed greater intentions of complying with the instructions than the other groups. 
Perceptions on risk and the effectiveness of the instruction were the only two significantly associated factors with 
compliance intentions in all of the social groups. Additional factors affected different groups to different extents. Trust 
in government was related to compliance intentions only in the Arab minority. 
Conclusion: Intentions to comply with health instructions during a crisis differ in various minority groups and in 
comparison to the general population, both in their levels and in the factors related to them. Policy-makers and health 
authorities should consider providing information about the risks and negative outcomes of the crisis as well as the 
expected effectiveness of the recommended behaviors. Future research should examine other minority groups and 
other types of instructions in different stages of a crisis.
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Implications for policy makers
• Minority groups vary in their intentions to comply with government health instructions compared to the general population. While some 

groups may be more compliant, others may be equally or less so. 
• Risk perceptions and the perceived effectiveness of the instruction are two variables associated with compliance in all social groups. When 

group-specific information is unavailable, these elements should be emphasized in public statements promoting the desired health behavior.  
• Trust in government may not be a compliance enhancer in all social groups. Hence, the compliance of groups with more trust in government 

should not be taken for granted and may call for other compliance-enhancing strategies.

Implications for the public
The study will benefit the public because policy-makers will know which elements to make more salient when trying to increase the compliance of 
different social groups. In addition, for all social groups, policy-makers should provide more information regarding the risks posed by the crisis and 
emphasize why specific instructions are likely to have better consequences for the public. 
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Background 
The global coronavirus outbreak has demonstrated the 
crucial role of the public’s compliance with health instructions 
issued by the government for the health and safety of the 
population. Nonetheless, citizens do not always comply with 
the government’s health instructions, despite constant and 
repeated statements to do so through multiple communication 
channels and by various public figures.1 In particular, the 
compliance patterns of minority groups have attracted the 
attention of researchers,2,3 health authority representatives4 
and the media,5,6 because it seems that specific communities 
are less likely to comply than others.7,8 These differences are 
due to cultural and socio-economic factors, such as cultural 
norms and practices, low income, remote living areas and 
poor accessibility to health information and services.8 

Previous studies present inconsistent evidence regarding 
minorities’ compliance with heath instructions. While some 
indicate that such groups are less likely to comply with public 
health directives,9,10 others demonstrate the opposite.11 The 
current pandemic reveals a similar dichotomy. For example, 
the ultra-Orthodox Jewish community in Israel and in the 
United States has reportedly violated coronavirus disease 
2019 (COVID-19) related health instructions, such as social 
distancing, to a greater extent than the general population.3,5 
Yet, other minority groups seem to behave differently. For 
example, American Blacks have maintained social distancing 
more than American Whites.12,13 This variance in minority 
groups’ compliance with health instructions highlights the 
importance of not assuming that all minorities will behave in 
the same manner. 

The theory of the cultural construction of clinical reality14 
posits that affiliation with a cultural and/or ethnic minority 
group is a factor that affects people’s perceptions about health 
and their resulting behaviors. Consequently, different cultural 
minorities are likely to vary in their extent of compliance with 
health directives. In addition, various and different factors, 
may affect their level of compliance, based on culturally driven 
perceptions. The evident variance in minorities’ behavior 
during the COVID-19 outbreak underscores the need to 
understand the factors related to the compliance of different 
minority groups, particularly during extreme, prolonged and 
unprecedented global crises such as the current pandemic.15 
Furthermore, understanding these differences is particularly 
important given the frequently changing health directives 
issued by governments and health authorities during the 
current pandemic,16 making compliance an accumulative 
and ongoing matter. Thus, it is important to understand 
not only what affects compliance with a given directive but 
also what may affect the willingness to comply with newly 
issued health directives amidst an ongoing crisis, which 
involves previous and frequent issuing of directives. To the 
best of our knowledge, previous studies have not identified 
the factors that promote or impede compliance intentions 
with newly issued instructions, particularly among minority 
groups. By doing so, this study will allow policy-makers and 
health authorities to adjust their crisis-controlling policies 
and communication strategies to different social groups and 
enhance public compliance.

In this study, we examined the relationship between several 
key compliance-related factors and intentions to comply 
with a simulated newly issued heath directive in two distinct 
minority groups in Israel, the ultra-Orthodox and Arab 
communities, as well as in the general population, during 
the first outbreak of COVID-19 (April 2020). The ultra-
Orthodox Jewish community in Israel accounts for 11% of the 
Israeli population.17 It is a defined minority group, committed 
to Jewish religious law. It is composed of several sub-groups, 
which segregate themselves from the secular environment 
of the Israeli majority. Furthermore, the ultra-Orthodox 
Jewish community is very conservative and actively preserves 
ancient traditions and obedience to rabbinical authority. 
Consequently, a significant part of this community lives in 
isolated areas and neighborhoods, and operates separate 
educational systems.18-21 Furthermore, it is traditionally 
associated with right-wing parties and its sectorial ultra-
Orthodox parties have joined the right-wing coalition in most 
Israeli governments in recent decades.22 

The Arab community accounts for 20% of Israeli society.17 
It is a significant ethnic and religious minority that does 
not accept the Jewish nature of the state and identifies with 
residents of the Palestinian territories. Most of its members 
do not assimilate into the Jewish majority and reside in 
Arab villages, towns and cities, with a separate educational 
system.23-25 The Arab minority traditionally supports left-
wing parties and its sectorial parties have never joined the 
coalition in the Israeli governments.22,24,26

A plethora of studies have pointed out various factors 
associated with compliance with preventive health measures 
during the COVID-19 pandemic1,27-33 and in previous ones.11,34-

40 Such factors include demographic factors such as gender, 
age and education. The studies have noted that women, 
older people and people with more education are usually 
more compliant.1,11,27,28 These studies have also indicated that 
psychological and psychosocial factors, including emotional 
distress, risk perceptions and perceptions about the efficacy of 
the instructions and one’s ability to comply with them are all 
positively associated with compliance.1,11,27,29,35–37,41 Additional 
factors that affect compliance are political and civic attitudes 
such as political orientation, trust in government and the 
health authorities, legal and moral norms, as well as economic 
conditions and considerations.1,29,38,39,42-46 

Moreover, studies have found complex relationships 
between the factors associated with compliance. For example, 
Roma et al1 focused on the Italian population during the 
first outbreak of the COVID-19 virus, and found that the 
association between the perceived efficacy of the governmental 
health directives and compliance depended on people’s risk 
perceptions. Shao and Hao46 reported that American liberals 
felt the virus posed more of a risk than conservatives did, and 
that confidence in political figures explained the relationship 
between political views and risk perceptions. 

The above-mentioned factors are often framed within the 
health belief model,47 which is the most commonly used 
theoretical framework for predicting health behavior.48 The 
model emphasizes the effect that one’s beliefs and perceptions 
regarding health behaviors and measures (eg, their benefits 
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and risks) have on one’s health behavior.49,50 A fundamental 
assumption of the model posits that the level of perceived 
risk posed by a health threat and the perceived efficacy 
(effectiveness) of a specific behavior in minimizing this 
threat are positively associated with the likelihood of a person 
engaging in the behavior.47,51 In other words, the greater the 
threat a person believes a disease is and the more effective 
that person believes a behavior is in minimizing the risk of 
contracting the disease, the more likely the person is to adopt 
the suggested behavior. These considerations are rudimentary 
for predicting one’s health behavior, as they tap into the basic 
rationale of the human cognitive process. Other theoretical 
frameworks explaining health behaviors, such as the 
protection motivation theory, refer to these considerations as 
well.52 Though minority groups may regard health hazards as 
riskier than the majority group, due to an increased sense of 
vulnerability,46,53-56 the nature of the relationship between risk 
perceptions and compliance with suggested health measures 
in minority groups should be similar to the one in other social 
groups. Hence, we predict that perceptions regarding the 
risks posed by the Coronavirus will be positively associated 
with compliance intentions in all social groups universally. 
Similarly, the perceived effectiveness of the instructed health 
behavior is likely to be related to compliance intentions in the 
same manner in all social groups.

However, while some compliance-related factors may 
affect all social groups, majority and minority alike, in the 
same manner, other factors may affect minority groups 
differently. One factor that may be relevant for predicting 
compliance with health guidelines among minority groups 
is the level of trust in government. Trust in government is 
reported to be a key factor in promoting compliance with 
health instructions.34,38,39,42,57 Minority groups often trust the 
government less than the majority group. Several explanations 
for this lack of trust include their lack of integration and 
representation in government institutions and their limited 
political efficacy.3,58-60 As a result, minorities may be less likely 
to comply with official health instructions than groups with 
more trust in the government. 

Nevertheless, these overall low levels of trust in government 
in minority groups do not necessarily mean that the 
relationship between trust in government and compliance in 
these groups will be weaker than in the general population. 
On the contrary, for social minorities, particularly ethnic 
and national minorities that do not feel a sense of belonging 
to the majority population, the correlation between trust in 
government and compliance may be stronger than in the 
general population because of their national identification.61 
While the majority group shares the same national identity 
as the government, and identifies with it as representing 
its nationality (at least to some extent), ethnic and national 
minority groups identify less with the majority government 
and often feel alienated from it and by it.61-63 This sense of 
identification vs. alienation may affect the role that trust 
in government plays in compliance with the government’s 
directives. When identification with the majority government 
is high, trust may have a weak association with compliance 
because such identification with national institutions 

overshadows trust in the specific government ruling at the 
moment. As a result, those who identify with the national 
government in general are willing to comply with directives 
from it regardless of the level of trust they have in the current 
administration. However, when identification with the 
national institutions and the majority government is low, 
trust may have a strong association with compliance. Put 
differently, if those who do not identify with the government 
trust it, they are more likely to comply with its directives than 
people who trust the government less or identify with it more. 

In Israel, both ultra-Orthodox Jews and Arab groups do 
not identify with the government and its institutions.25,64,65 
In the case of the ultra-Orthodox community, scholars have 
attributed these sentiments to the community members’ lack 
of willingness to integrate with the secular majority and their 
commitment to Jewish law over state law.65-67 The low levels of 
identification with the government in the Arab community 
are attributed to the feeling that the Israeli government 
discriminates against their community members due to their 
ethnic background and their support of the Palestinian side in 
the Israeli-Palestinian conflict.64,68 Furthermore, as mentioned 
above, historically and unlike ultra-Orthodox parties, Arab 
parties have not been part of the ruling coalition of the national 
government.26 This lack of representation makes it especially 
hard for them to identify with the government (in accordance 
with the “political empowerment” paradigm,58,69-71). Hence, 
given the deep lack of identification of the Arab minority64 
and according to the logic provided above, we hypothesized 
that the intentions of members of the Arab minority to comply 
with health directives would be more strongly related to their 
trust in the government in comparison to the Jewish groups. 

Another compliance related factor that we suggest might 
affect compliance intentions in minority groups differently 
than in the majority group is the ability to comply with 
the instructed behavior. More specifically, we posit that for 
members of social groups that regard the government’s 
policies as inappropriate for their lifestyles and cultural 
practices, there will be a weaker association between their 
technical ability to comply with the government’s instructions 
and their actual intentions of doing so. Simply put, when 
people are used to receiving instructions that conflict with 
their normal way of life and their ability to comply with them, 
they may regard this ability as less important in their decision 
to comply, as they realize they are obligated to comply with 
these instructions regardless of their ability to do so. 

One of the most prominent examples is the demand to 
maintain social distancing from a family member who is in 
home quarantine. The Arab and ultra-Orthodox communities 
typically have large families and a lower socioeconomic status 
than the general population.72 Families in such communities 
often have many children and live in much smaller residential 
units, making it almost impossible to observe the home-
quarantine instructions. Another example of a cultural 
mismatch between COVID-19 policies and the lifestyle of 
these minority groups is the shutdown of schools and the 
use of online remote learning. Both of these minority groups 
have limited access to the Internet and computers, which 
they generally cannot afford. In addition, the ultra-Orthodox 
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community generally opposes the use of the Internet, resulting 
in a significant digital divide by choice.73 Furthermore, this 
community regards the demand to shut down its schools as an 
attack on what it seen as a major component of its lifestyle—
religious study.74 Therefore, in practice, neither of these 
groups could adopt the remote schooling policies.75,76 These 
examples demonstrate that, at least initially, the government 
instituted policies that these minority communities were 
unable to implement. However, over time, members of these 
groups as well as the government found ways to deal with 
these issues to some extent. Thus, we hypothesized that the 
positive relationship between the ability to comply and the 
intention to comply would be weaker in social groups who 
were given previous preventive instructions that were not 
adjusted to their lifestyle and initially seemed impossible 
to comply with. In other words we predict that in the ultra-
Orthodox and Arab minorities the ability to comply with 
instructions will have a weaker association with the intention 
to comply compared to the general population. Based on 
the existing compliance-related literature and on empirical 
evidence regarding minorities’ behavior in past health crises, 
we focused our investigation on leading social, psychological, 
economic and medical variables. We propose that not only 
will the compliance of minority groups depend on different 
factors than the general population, but also that at least 
some of these factors will vary between the minority groups. 
More specifically, relying on the rationales presented above, 
we hypothesized that trust in government and the ability 
to comply will impact intentions to comply in a different 
manner depending on the social group the individual belongs 
to. While previous studies have examined various factors 
associated with compliance in different countries as well as in 
Israel,27-29,43 they did not consider minority groups variance. 
Given that many countries are ethnically and culturally 
diverse,8 investigating such variations is crucial for helping 
improve the compliance with health directives during the 
current pandemic and in other health crises. 

Methods 
We conducted an online survey in which participants were 
presented with what appeared to be a newly issued health 
directive and asked to report their intentions of complying 
with it. We focused on compliance intentions and not on self-
reported actual behavior for two reasons. First, we wanted 
to examine compliance with new health directives amidst 
an on-going crisis, in which other health instructions were 
issued previously. We did so because in a prolonged crisis, 
such as the COVID-19 pandemic, new directives are issued 
as knowledge about the virus and its contagion accumulates.16 
Thus, it is important to identify the factors that are associated 
with compliance with new directives, above and beyond those 
that have already been issued. Second, we wanted to minimize 
the likelihood of the social desirability effect that occurs in 
self-reporting about normative or illegal behavior,77-81 and 
non-compliance with government health instructions could 
be considered as such. Social desirability is “the tendency of 
respondents to distort self-reports in a favorable direction.”82 
Though both self-reported behavior intentions and self-

reported behavior are associated with social desirability,83 by 
measuring compliance intentions and not actual behavior, 
which may have legal implications, we tried to reduce the 
effect of social desirability by eliminating the possibility of 
self-incrimination. Furthermore, behavioral theory research, 
and particularly studies that focus on Ajzen’s theory of planned 
behavior,84 suggests that intentions and behavior are directly 
associated.85 Thus, compliance intentions are often measured 
in studies trying to predict and analyze behavior and actual 
compliance with preventive health measures,35,36,38,86-89 
including in the current pandemic.28,29,90 Hence we chose to 
apply this method as well. 

Sample
One thousand and five participants took part in the survey, 
321 from the general population, 323 from the ultra-Orthodox 
Jewish community and 361 from the Arab community. 
Participants were recruited through two local panel survey 
companies in order to obtain a sufficient sample of the Arab 
minority, given its low response rates.91 We used data from 
the Central Bureau of Statistics in Israel to stratify the general 
population and Arab minority samples by age and gender. 
Given that many people in the ultra-Orthodox community 
reject the use of the Internet for religious reasons,18 we stratified 
the ultra-Orthodox sample by gender alone. We adopted this 
approach despite the fact that doing so probably resulted in an 
underrepresentation of the older ultra-Orthodox community. 
Descriptive statistics of the demographic distribution of the 
sampled populations are presented in Table 1.

At the onset of the survey (April 23, 2020), the daily increase 
in infected patients in Israel was 2.1%, and severe morbidity 
and mortality rates were 2.76% and 1.28%, respectively[1]. 
In addition, emergency regulations for social distancing 
including the closing of schools, workplace shutdowns and 
the banning of gatherings were imposed. These regulations 
were toughened on a daily basis.

Procedure
Participants were presented with a made-up, yet plausible, 
COVID-19-related instruction, supposedly issued by the 
Israeli Ministry of Health on the morning of the survey, 
calling on citizens to measure their temperature once a day 
and report the findings to the Ministry of Health if it exceeded 
38°C (100.4°F). During the period of the data collection, body 
temperature monitoring was mandatory in Israel prior to 
entering public venues such as grocery stores and healthcare 
clinics. In addition, citizens were asked to report any changes 
in their health status to their primary healthcare provider. 
Our made-up instruction combined these two elements, 
making it a reasonable order from the Ministry of Health, 
particularly in times of uncertainty and frequently changing 
new instructions. Next, participants were asked to state their 
intentions of complying with this directive. We then asked the 
participants questions regarding the factors assumed to affect 
their compliance intentions, as well as demographic questions. 
At the end of the survey the participants were informed that 
the instruction was bogus. 
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Measures 
Dependent Variable
Intentions to comply. We measured this variable using the 
protocol for measuring behavioral intentions in a medical 
context.92 The scale included three items and asked the 
participants to indicate the degree to which they agreed 
with them on a scale ranging from 1 (strongly disagree) to 5 
(strongly agree). The three items are identical except for the 
verb regarding intentions: “I expect/want/intend to check my 
temperature every day and report it to the Ministry of Health 
if it exceeds 38°C.” The scores of the three items were averaged 
to a single scale, following an inter-item reliability check 
(Cronbach’s alpha = 0.941). 

Independent variables
Stress. We used the 14 items from the perceived stress 
scale93 to assess this variable. The participants were asked 
to indicate the degree to which they agreed with these items 
on a 5-point scale ranging from 1-never to 5-very often. A 
sample question is: “In the last month, how often have you 
felt nervous and stressed?” Following an inter-item reliability 
check (Cronbach’s alpha = 0.887), the scores were summed 
and ranged from 14 (low stress) to 70 (high stress). 

Ability to comply. A single yes/no (1/0) question asked the 
participants whether they had a working thermometer at 
home. 

Perceived effectiveness (efficacy) of the instruction. We 
asked the participants: “To what extent do you assume that 
complying with the directive of the Ministry of Health will 
help the fight against the coronavirus?” Responses ranged 
from 1 = “very little extent” to 5 = “very great extent.” 

Social capital. We used the Martin et al scale for social 
capital94 to assess this variable with seven items. We asked the 
participants to indicate their agreement with the items on a 
4-point scale: (1) strongly agree; (2) agree; (3) disagree; (4) 
strongly disagree. Following the original scale, for each item, 
answers 1+2 were coded as 1 and answers 3+4 were coded as 
0. The total score was 0-7. A sample item is: “People in this 
neighborhood can be trusted.” 

Trust in government. We used the 5-item cynicism/trust 
scale to measure the level of trust in assessments about the 
professional and personal integrity of the government.95,96 
Answers could range from 0 to 100, with 0 indicating low 

levels of trust. Following an inter-item reliability check 
(Cronbach’s alpha = 0.891), items were averaged to form a 
single scale ranging from 0 to 100. A sample item is: “How 
much of the time do you think you can trust the government 
to do the right thing?” 

Knowledge about the disease. We used six questions inspired 
by the 2009 H1N1 influenza knowledge measure.97 The 
questions focused on familiarity with symptoms, modes of 
transmission, incubation period and preventive measures. 
Correct answers were summed to a maximum of 20 points. 

Satisfaction with the government’s performance during the 
pandemic. We asked the participants: “To what extent are you 
satisfied with the government’s performance regarding the 
coronavirus crisis in the last month?” They responded on a 
5-point scale item ranging from (1) very little extent to (5) 
very great extent. 

Medical risk perceptions about the virus.35,98,99 We used 
three items to measure both cognitive and emotional 
perceptions about the risk: “How likely do you think it is 
that you would become sick with coronavirus?” (1 = not at all 
likely – 5 = very likely); “How severe would your condition 
be if you did become sick with coronavirus?” 1 = not at all – 
5 = very severe); and “To what extent are you worried about 
the possibility of becoming sick with coronavirus?” (1 = not 
at all to 5 = very much). Following an inter-item reliability 
check, which, despite its relatively low value is still considered 
acceptable100,101 (Cronbach’s alpha = 0.654), the scores were 
averaged to form a single scale ranging from 1 to 5. 

Financial risks posed by the pandemic. We used the same 
measure for assessing perceptions about health risks, adjusted 
to reflect financial risks (Cronbach’s alpha = 0.879).

Control Variables
We controlled for gender, age and number of children. We also 
controlled for income by asking the participants to indicate 
on a 5-point scale whether their own household income level 
was (1) much lower to (5) much higher than the average 
household income or they had no income at all (0). Finally, we 
also asked the participants if they had an education beyond 
the high school level (1 = no; 2 = yes) 

Statistical Analysis 
We conducted an analysis of variance to examine the 

Table 1. The Means and Standard Deviations of the Demographics by Social Group

Variable 
Arab Minority (N = 361a) Ultra-Orthodox (N = 323b) General Population (N = 321c)

Mean Standard Deviation Mean Standard Deviation Mean Standard Deviation

Genderd 1.61 0.489 1.52 0.500 1.43 0.496
Age 35.24 10.974  28.40 7.157 43.56 16.619

Number of children 1.50 1.446 2.17 2.418 1.78 1.724

Income levele 1.86 1.122 1.89 1.043 2.46 1.221
Educationf 1.67 0.472 1.50 0.501 1.59 0.493

a Number of valid responses for income level was N = 344 and for education N = 353. 
b Number of valid responses for income level was N = 283. 
c Number of valid responses for income level was N = 283. 
d Gender: 1 = male, 2 = female. 
e Income level: relative to average household income: 1 = “much lower” to 5 = “much higher,” 0 = “no income.”
fEducation: 1 = high school education and below, 2 = above a high school education.
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difference in the mean levels of compliance intentions among 
the three social groups: the Arabs, the ultra-Orthodox and the 
general population. The relationship between the independent 
variables and compliance intentions was tested using an 
ordinary least square (OLS) hierarchical regression analysis 
in each of the social groups. In these regressions the variance 
inflation factor values were lower than 5 and the tolerance 
indexes were neither close to 0 nor above 1, which ruled 
out any concerns about multicollinearity.102 To test whether 
the relationship between specific independent variables and 
compliance intentions were contingent on social group, we 
added interactions between these variables and the social 
group in an OLS regression that included the entire sample.

Results
Table 2 presents the means of the measured variables in each 
of the groups[2]. The mean compliance intentions score of 
the overall sample was 2.78 on a scale of 1 to 5 (SD = 1.33). 
Statistically significant differences in compliance between 
the examined social groups emerged. On average, the Arab 
participants demonstrated the highest compliance intentions 
(3.17). The mean level of compliance intentions in the 
ultra-Orthodox minority was similar to that of the general 
population (2.6 and 2.53, respectively; F(2,1002) = 25.140; 
P < .001). To examine the relationship between social group 
affiliation and compliance intentions further, we conducted a 
hierarchical regression with two models. The first included the 
control variables (ie, gender, children, income, education, and 
age), and the second included two dummy variables indicative 
of the three social groups. The second model explained 5% 
more of the variance in compliance, demonstrating the mild, 
but significant effect of social group affiliation on compliance 
intentions.  

Comparing the mean levels of trust in government and 
risk perceptions revealed interesting results. As expected, 
on average the Arab group expressed the least trust in 
the government (M = 34.35), but unexpectedly the ultra-
Orthodox group expressed the most trust (M = 51.33; 
F(2,1002) = 44.958; P < .001). With regard to risk perceptions, 
on average the ultra-Orthodox group had the lowest level 
(M = 2.3 out of 5), while the Arab group had the highest level 

(M = 2.82; F(2,1002) = 34.453; P < .001). 
Another review of the descriptive data in Table 2 indicates 

that one explanation for the Arab minority’s high levels of 
compliance intentions might be the high levels of compliance-
associated variables this group reported. For example, they 
had higher levels of stress and stronger perceptions regarding 
medical and financial risks. However, this group also 
expressed little trust in the government and lower levels of 
knowledge about the disease, variables that have in the past 
been shown to be positively associated with compliance. 
Hence, in order to assess the actual effect of these variables 
on compliance intentions, we performed an in-depth analysis 
of the association between these variables and compliance 
intentions in each of the sectors.

Compliance-Related Factors in Different Social Groups
We conducted an OLS regression analysis for each of the 
social groups (the two minorities and the general population), 
while controlling for the demographic variables. 

The General Population
As Table 3 indicates, perceptions regarding the effectiveness 
of the regulation and risk perceptions were significant and 
positively related to this group’s compliance intentions 
(b = 0.594; P < .001; b = 0.182; P < .01, respectively; with 
standardized beta coefficients of β = 0.556 and β = 0.125). 
The more the participants regarded the directive as effective 
in dealing with the pandemic and the riskier the virus was 
perceived to be, the stronger the intentions to comply were. 
The Pearson correlations of these variables and compliance 
were also positive and significant (r(effectiveness) = 0.567; 
P < .001; r(risk perceptions) = 0.151; P < .01, respectively). One 
factor that was related to compliance intentions only in this 
group was the ability to comply with the regulation (b = 0.605; 
P < .05; with standardized beta coefficients of β = 0.127). In 
other words, people who did not feel that they had the ability 
to comply with the directive, meaning they did not have a 
working thermometer at home, were more likely to have 
weaker intentions of doing so. The Pearson correlations of 
this variable and compliance intentions was also positive and 
significant (r = 0.127; P < .05). As Table 3 shows, the model 

Table 2. The Means and Standard Deviations of the Measures by Social Group

Variable 
Arab Minority (N = 361) Ultra-Orthodox (N = 323) General Population (N = 321)

Mean Standard Deviation Mean Standard Deviation Mean Standard Deviation

Stress 40.41 9.674 39.77 9.604 38.34 9.214

Compliance ability 0.85 0.355 0.90 0.299 0.93 0.253

Perceptions about effectiveness 3.16 1.262 2.86 1.105 2.80 1.184

Social capital 5.17 1.727 6.01 1.460 4.93 1.829

Trust in government 34.35 23.242 51.33 24.149 37.84 25.924

Knowledge 15.98 4.162 17.44 2.135 17.33 2.538

Satisfaction 2.60 1.093 3.72 0.960 3.09 1.211

Medical risk perceptions 2.82 0.868 2.30 0.719 2.66 0.869

Financial risk perceptions 3.68 1.033 3.33 1.079 3.58 1.118

Compliance 3.17 1.333 2.60 1.299 2.53 1.265
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including all the above-mentioned variables explained 35.2% 
of the variance in compliance intentions above and beyond 
the model with only the control variables. 

The Arab Minority 
As Table 3 indicates, in the Arab group, three factors, aside 
from demographic variables, were significantly and positively 
associated with compliance intentions: perceptions about the 
effectiveness of the regulation, trust in government and risk 
perceptions (b = 0.601; P < .001; b = 0.010; P < .01; b = 0.277; 
P < .001, respectively, with standardized beta coefficients of 
β = 0.569, β = 0.170 and β = 0.177, respectively). The more 
the participants regarded the directive as effective in dealing 
with the pandemic, the more they trusted the government, 
and the riskier the virus was perceived to be, the stronger 
their intentions to comply were. The Pearson correlations 
of these variables and compliance were also positive and 
significant (r(effectiveness) = 0.639; r(trust) = 0.324; r(risk 
perceptions) = 0.198; P < .001). As Table 3 illustrates, the 
model including all of these variables explained 44.2% of 
the variance in compliance intentions above and beyond the 
model with only the control variables. 

The Ultra-Orthodox Minority
In this group only perceptions regarding the effectiveness of 
the regulation and risk perceptions were significantly and 
positively associated with compliance (b = 0.624; P < .001; 
b = 0.219; P < .05, respectively, with standardized beta 

coefficients of β = 0.533 and β = 0.122, respectively). In other 
words, the more the ultra-Orthodox participants regarded 
the directive as effective in dealing with the pandemic, and 
the riskier the virus was perceived to be, the stronger their 
intentions to comply were. The Pearson correlations of these 
variables and compliance were also positive and significant 
(r(effectiveness) = 0.532; P < .001; r(risk perceptions) = 0.161; 
P < .01). As Table 3 indicates, the model including all of these 
variables explained 30.9% of the variance in compliance 
intentions above and beyond the model with only the control 
variables. Note that, in this group, the ability to comply with 
the directive seemed to be negatively related to intentions 
to do so, although the relationship was not significant. 
When examining the Pearson correlation between these two 
variables, we found a very weak negative relationship that was 
also non-significant (Pearson’s r = -0.04).

Next, in order to examine whether the differences between 
the sectors in the variables related to compliance intentions 
were statistically significant, we conducted a final analysis in 
which we included all of the above-mentioned variables and 
their interaction with social group (using dummy variables 
with the reference group being the general population). 
First, we examined the effect of all of the control variables on 
compliance intentions and then added the variables that were 
found to be associated with compliance in each of the social 
groups (Table 4, models 1+2). Next, we tested for interaction 
effects between social group and each of the variables that 
were found to be associated with compliance in each of the 

Table 3. OLS Regression Analysis by Social Group

Arab Minority (N = 361) Ultra-Orthodox (N = 323) General Population (N = 321)

Dependent variable: Compliance

Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

B SE B SE B SE B SE B SE B SE

(Constant) 4.219c 0.455 0.624 0.594 2.923c 0.590 0.233 0.900 3.147c 0.390 1.178 0.690

Gender -0.305a 0.149 -0.128 0.111 -0.011 0.180 0.027 0.160 -0.204 0.155 -0.042 0.129

Kids 0.013 0.053 -0.021 0.040 -0.008 0.054 0.057 0.048 -0.106a 0.053 -0.074 0.046

Income -0.130 0.067 -0.121a 0.051 0.116 0.079 0.124 0.070 -0.017 0.066 -0.026 0.056

Education -0.436b 0.157 -0.298a 0.120 -0.007 0.173 -0.070 0.149 -0.160 0.173 -0.144 0.145

Age 0.011 0.007 0.010 0.005 -0.017 0.019 -0.019 0.016 0.004 0.006 0.001 0.005

Stress -0.004 0.006 -0.004 0.008 -0.010 0.008

Compliance ability 0.286 0.154 -0.284 0.233 0.605a 0.239

Perceived effectiveness 0.601c 0.045 0.624c 0.062 0.594c 0.055

Social capital 0.053 0.033 0.045 0.047 -0.033 0.035

Trust in government 0.010b 0.003 -0.004 0.003 0.003 0.004

Knowledge 0.009 0.014 0.038 0.034 0.005 0.026

Satisfaction -0.049 0.057 0.014 0.087 -0.119 0.077

Medical risk perception 0.277c 0.070 0.219a 0.098 0.182a 0.077

Financial risk perception -0.062 0.057 0.004 0.069 -0.063 0.062

R2 0.064 0.506 0.013 0.322 0.030 0.382

ΔR2 0.064b 0.442c 0.013 0.309c 0.030 0.352c

Abbreviations: OLS, ordinary least square; SE, standard error. 
a P < .05, b P < .01, c P < .001.
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Table 4. The Results of the OLS Regression and Analysis of the Interactions of Variables Significantly Related to Compliance and Social Group

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7

Dependent Variable: Compliance

B SE B SE B SE B SE B SE B SE B SE

(Constant) 3.080c 0.263 0.285 0.273 0.026 0.326 0.373 0.301 0.442 0.286 0.400 0.305 0.286 0.370

Gender -0.155 0.090 -0.063 0.072 -0.064 0.072 -0.063 0.072 -0.076 0.072 -0.058 0.072 -0.074 0.072

Children -0.041 0.027 -0.010 0.022 -0.010 0.022 -0.011 0.022 -0.009 0.022 -0.010 0.022 -0.011 0.022

Income -0.039 0.040 -0.021 0.032 -0.023 0.032 -0.020 0.032 -0.018 0.032 -0.021 0.032 -0.022 0.032

Education -0.232a 0.094 -0.198b 0.076 -0.201b 0.076 -0.196a 0.076 -0.179a 0.076 -0.197a 0.076 -0.180a 0.076

Age 0.005 0.004 0.005 0.003 0.005 0.003 0.005 0.003 0.004 0.003 0.005 0.003 0.005 0.003

Social group- UO 0.149 0.130 0.138 0.105 0.779a 0.303 0.074 0.244 0.275 0.191 0.028 0.290 0.739 0.457

Social group- Arab 0.676c 0.113 0.447c 0.092 0.649a 0.267 0.276 0.224 0.081 0.153 0.177 0.280 0.079 0.408

Compliance ability 0.222 0.113 0.524a 0.232 0.220 0.113 0.202 0.112 0.223a 0.113 0.543a 0.232

Perceived effectiveness 0.619c 0.030 0.615c 0.030 0.588c 0.053 0.613c 0.030 0.619c 0.030 0.602c 0.053

Trust in government 0.002 0.001 0.002 0.001 0.002 0.001 -0.001 0.002 0.002 0.001 -0.001 0.002

Medical risk perceptions 0.191c 0.043 0.190c 0.043 0.191c 0.043 0.187c 0.042 0.140 0.072 0.136 0.071

UO X Compliance ability -0.702a 0.312 -0.718a 0.312

Arab X Compliance ability -0.211 0.283 -0.281 0.282

UO X Effectiveness perceptions 0.023 0.077 0.012 0.078

Arab X Effectiveness perceptions 0.057 0.069 0.010 0.070

UO X Trust in government -0.002 0.003 -0.002 0.003

Arab X Trust in government 0.010b 0.003 0.010b 0.003

UO X Medical risk perceptions 0.020 0.112 0.061 0.112

Arab X Medical risk perceptions 0.078 0.097 0.090 0.097

R2 0.062 0.402 0.406 0.403 0.412 0.403 0.417

Abbreviations: OLS, ordinary least square; SE, standard error; UO, ultra-Orthodox.  
Note. N = 901; Reference group: General population.
a P < .05, b P < .01, c P < .001.
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groups (models 3-6). Finally, as a robustness test for the 
interaction effects that emerged, we ran a full interaction 
model that included all of the above-mentioned interactions 
to determine the impact of each interaction above and beyond 
all of the other interactions (model 7). 

As Table 4 shows, the only significant interactions with 
social group were trust in government and the ability to 
comply with the instruction. Aside from these two variables, 
all of the other variables were related with compliance 
intentions in the same manner across all social groups. Two 
of these variables are perceptions about the risk posed by the 
disease and the effectiveness of the instructed behavior, which 
had a positive association with compliance intentions in all 
social groups. This finding supports our first hypothesis. 

The interaction between trust in government and social 
group indicated that, in the Arab group, the relationship 
between trust in government and the intention to comply was 
significantly different than in the general population (b = 0.010; 
P < .01; standardized beta coefficients β = 0.166). As Figure 1 
illustrates, while in the Arab group trust in government was 
positively and significantly related to compliance intentions, 
in the general population and in the ultra-Orthodox group this 
relationship was not significant. Note that models 2-7 in Table 
4 were also tested without control variables and produced 
similar results. This finding supports our second hypothesis 
that trust would be associated with compliance intentions in 
the Arab group to a greater extent than in the other groups. 
However, a closer examination revealed that the significant 
effect of trust in government on compliance intentions within 
the Arab minority was small. When examining a reduced 
model that included only the variables that were significantly 
related to compliance intentions in the Arab group, the 
addition of one standard deviation to the mean score of trust 
in government increased compliance intentions by 0.227 
points (from 3.156 to 3.383 in a range of 1-5). A two standard 
deviation change in the mean of trust increased compliance 
intentions by 0.445 points (from 3.156 to 3.611). Although 
this is not a large effect, it is still substantial and significantly 
different than that in the other social groups. 

Another interesting finding emerged from this interaction 
analysis. As Figure 1 illustrates, while members of all social 

groups with low levels of institutional trust had similar levels of 
compliance intentions, Arabs with high levels of institutional 
trust had higher levels of compliance intentions compared to 
other group members who had high levels of trust. We suggest 
an explanation for these somewhat unintuitive findings in the 
discussion section.

The interaction between the ability to comply with the 
instruction and social group indicated that the relationship 
between the ability to comply with the instruction and the 
intention of actually doing so was significantly different 
between the general population and the ultra-Orthodox 
population (b = -0.718; P < .05; standardized beta coefficients 
β = -0.243). As Figure 2 illustrates, while in the ultra-Orthodox 
and Arab groups the ability to comply with the instruction 
was not related to the intentions of doing so, in the general 
population this relationship was significant and positive. This 
finding supports our third hypothesis, which posited that the 
ability to comply with the instruction would be associated 
with compliance intentions to a smaller extent in the Arab and 
ultra-Orthodox groups compared to the general population. 
However, a closer examination revealed that the significant 
effect of the ability to comply on compliance intentions 
within the general population was of a very modest size. In a 
reduced model that included only the variables significantly 
related to compliance intentions in this group, the addition 
of one standard deviation to the average compliance ability 
increased compliance intentions by only 0.123 points (from 
2.532 to 2.664 in a range of 1-5). The addition of two standard 
deviations to the average compliance ability increased 
compliance intentions by 0.265 points (from 2.532 to 2.797). 
While this is a very subtle effect, which could be attributed 
to the small sample size, it is possible that this effect would 
increase in a larger sample size. 

Interestingly, other variables that were found to be 
associated with compliance with health instructions in similar 
situations in previous studies, such as knowledge about the 
disease and satisfaction with the government’s performance 
during the crisis, were not associated with the compliance 
intentions of any of the groups. In addition, education was 
negatively associated with compliance intentions. While 
this result is contrary to some previous research indicating 
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Figure 1. Interaction Effect of Social Group on the Relationship Between Trust 
in Government and Compliance Intentions.

Figure 2. Interaction Effect of Social Group on the Relationship Between Ability 
to Comply  and Compliance Intentions.
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a positive association between educational level and 
compliance in both previous pandemics and in the current 
one,28,103 other recent COVID-19 related studies report a null 
association between the two.32,45 This discrepancy could be 
caused by the specific instruction examined and the way it is 
perceived, as evidence shows that on the one hand education 
level is positively associated with preventive care activities but 
on the other negatively associated with health practices.104 
More interestingly, trust in government, which is one of 
the main predictors of compliance with government health 
instructions,39,105-107 was not related to compliance intentions 
except for the Arab minority. In addition, given previous 
evidence regarding the mediating effect of risk perceptions on 
the relationship between perceptions about the effectiveness 
of the directive and compliance,1 we checked for this effect 
in our data. However, it was not significant in any of the 
examined groups. 

Discussion
Our findings about intentions to comply with newly issued 
government health instructions during a pandemic not only 
stress the variance in minority groups’ compliance with new 
health instructions, but also demonstrate partial yet apparent 
heterogeneity in the relationships between compliance 
intentions and its associated factors in different social groups. 
While some factors are associated with compliance intentions 
in the same manner across all social groups, other factors 
demonstrate mildly different relationships with compliance 
intentions in different social groups. 

Specifically, our results revealed that perceptions about 
the risk posed by the disease and the effectiveness of the 
suggested measure were positively associated with compliance 
intentions in all social groups. However, trust in government 
and the ability to comply with the suggested health measure 
varied in their relationship with compliance intentions in 
different social groups. While trust was positively associated 
with compliance intentions only in the Arab group, it was not 
associated with the compliance intentions of other groups. 
Similarly, the ability to comply with the suggested instruction 
was positively associated with compliance only in the general 
population, not in the minority groups. These findings 
suggest that compliance intentions with newly instructed 
health behaviors during an on-going health crisis can be 
promoted either by group-adjusted strategies or by generic 
strategies that emphasize the basic aspects of health behavior 
motivation: perceptions of risks posed by the health hazard 
and the prospected effectiveness of the desired behavior. 
Furthermore, our findings indicate that the promotion of 
factors that were found to be group-specific, such as trust in 
government or compliance ability can be applied to all social 
groups, as while they are positively related to compliance in 
some groups, they have no effect in the other social groups (ie, 
there is no risk of harming compliance in the other groups).

Our results stress the variance in minority groups’ 
compliance with new health instructions. In accordance 
with some previous research highlighting ethnic minorities’ 
increased likelihood of adopting health recommendations,11 
but contrary to our expectations given the specific Arab-Israeli 

context, the Arab minority group had stronger intentions of 
complying with the regulation we presented than the general 
population did. In other words, despite the unique features 
of the Israeli case, the Arab minority in Israel demonstrated 
behavior in accordance with that reported regarding other 
minority groups in other geo-political contexts.12,13 Although 
one may attribute this finding to social desirability bias that 
often occurs when surveying minority groups,108 including 
the Arab minority in Israel,109 the mean score of the Arab 
group on risk perceptions, a well-established compliance-
associated factor that was related to compliance intentions 
in our study as well, provides an alternative explanation for 
the high levels of compliance intentions found in the Arab 
group in our study. Simply put, since members of the Arab 
minority regarded the risks posed by the virus as greater than 
members of other social groups, and since this risk perception 
was associated with compliance intentions, they expressed 
greater intentions to comply with the presented preventive 
instruction. This increased concern about the risks posed 
by the virus might result from this group’s poorer access to 
healthcare services, partly due to the fact that they tend to live 
in outlying areas.110,111 

Indeed, the results show that minority groups regard the 
risks of the virus differently than the general public. They also 
have different levels of trust in the government that issued the 
preventive instructions, compared to the general population. 
In accordance with previous research, the Arab minority’s risk 
perceptions were the highest,46,53-55 and the ultra-Orthodox 
group’s the lowest,112-114 which can also explain the difference 
in their intentions to comply with the presented instruction. 
However, our results regarding the minority groups’ levels of 
trust in government do not fully coincide with the existing 
literature. On average, the Arab group had the least trust 
in the government and the ultra-Orthodox group had the 
most trust. The historical and political context of the Jewish-
Arab relationship can explain the Arabs’ lack of trust.26,68 
One explanation for the unusually high levels of trust in the 
government of the ultra-Orthodox might be that at the time 
the survey took place, Israel’s Health Minister, who was at the 
forefront of the battle against the virus, was a member of the 
ultra-Orthodox community. This fact may also explain the 
high levels of satisfaction this community expressed with the 
government’s performance during the pandemic. 

We hypothesized that the positive relationship between 
risk perceptions and perceptions about the effectiveness 
of the health directive would not vary across social groups, 
given the basic and rational nature of these variables in the 
cognitive process of health behavior decision-making.49,50,52 
The level of risk people attribute to a certain health hazard 
and the perceived effectiveness of a behavior that is supposed 
to minimize this risk are likely to determine, at least to some 
extent, the chances of engaging in the suggested behavior. Our 
results supported this hypothesis. This finding shows that 
there are some “universal” factors that impact compliance 
regardless of social or cultural affiliation. As a result, policy-
makers and health authorities should take these factors into 
account when communicating with the public, particularly 
during an on-going crisis, in which several health instructions 
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have already been issued. Their statements should underscore 
the dangers of the disease and the effectiveness of the 
instructions in fighting the virus and limiting its spread. 

With regard to trust in government, our hypothesis was 
supported as well. We expected trust in government to 
be more strongly associated with compliance in the Arab 
minority group compared to the other groups. Indeed, we 
found that trust in government was mildly, yet significantly 
and positively associated with compliance in the Arab group, 
but had no association in the other social groups (Figure 
1). This finding with regard to the Jewish social groups 
contradicts the existing literature.39,46,105-107,115 Respondents 
in these groups reported their intentions of complying with 
the presumably newly issued health instruction, regardless of 
their level of trust in the government that issued it. 

One explanation for this somewhat surprising finding is 
the particular characteristics of our test case. Israelis have 
faced many major, life-threatening challenges and crises 
since the establishment of the state of Israel and even prior 
to that point. A long series of wars and terror attacks, a 
result of the on-going Arab-Israeli conflict, have shaped 
the Israeli mentality and created a society with a strong 
sense of unity and solidarity, particularly in times of life-
threatening crises.116-118 It is possible that in times like this, 
political and civic perceptions, including those about trust 
in the government, are put aside, or at least play a smaller 
part in shaping the average Israeli’s behavior. Nevertheless, 
in accordance with our hypothesis, the relationship between 
trust in government and compliance in the Arab minority 
was weak but apparent. One explanation, as mentioned 
above, is that the Arab population feels estranged from the 
Jewish majority group.25,64,65 Furthermore, the Arab minority’s 
national background and its identification with the Arab side 
of the Arab-Israeli conflict place it in an opposition, “outsider” 
position with respect to Israel’s society and government. 
In this type of relationship, trust in government remains a 
significant consideration in determining compliance with 
the behavior the government wants, even in times of crisis. 
However, not all Arabs in Israel take the position of being 
“outsiders.” Some want to integrate into Israeli society and its 
national institutions.119 This phenomenon may explain the 
higher levels of compliance intentions found in our study for 
Arabs who trusted the government compared to members of 
the Jewish groups with the same levels of trust in government 
(see Figure 1). When members of minority groups wish to 
integrate with the majority group, they are likely to have more 
institutional trust.120,121 They are also likely to conform with 
the institutions, norms and rules associated with the majority. 
Doing so may promote their integration by signaling to the 
majority group that they are trustworthy partners for social 
interaction.122,123 In the current case, it is plausible that Arab 
individuals who wish to integrate in the majority group of 
Israeli society have higher levels of trust in government. Thus, 
they might be more motivated to comply with government 
instructions than individuals from the majority group who 
have the same levels of trust in government because they want 
to make a good impression on the general society. 

As for the ability to comply, in accordance with our 

hypothesis this factor was differently associated with 
compliance intentions, depending on the social group being 
examined. As Figure 2 demonstrates, despites the weak effect 
size, this relationship was significant only with regard to 
the general population. The technical ability to follow the 
simulated instruction conditioned the intentions to comply 
with this instruction only in the general population, not in 
the other social groups. One explanation for this finding 
may be the experience of the Arab and ultra-Orthodox 
communities with previously issued health instructions that 
were incompatible with their lifestyles, but with which they 
generally did comply. In other words, these groups learned 
that directives that initially seemed impossible to comply with 
considering their lifestyle, could eventually be adapted in a 
way that made them easier to follow. Thus, perhaps in some 
cases, people get used to the mere notion of compliance, and 
not just the regulations themselves. This suggests a possibly 
more easily achieved compliance in more advanced stages of 
an on-going crisis. Some might argue that in these results we 
see the effect of social desirability bias. However, as mentioned 
above, since other well-established compliance-associated 
factors, such as perceptions about risk and effectiveness were 
associated with compliance in these social groups as well as in 
the general population, we contend that social desirability bias 
probably plays a limited role in our results. In addition, while 
it may seem counterintuitive that owning a thermometer is 
not related with compliance intentions, it is plausible that in 
this specific case, not owning a working thermometer may not 
be a significant barrier in enabling compliance. This situation 
could easily be changed by purchasing a new thermometer, 
which is affordable and accessible. In this regard, compliance 
intentions may latently include purchasing intentions. 

Interestingly, our study did not find a cross-group 
relationship between other known compliance-related 
demographic factors, such as age, gender, and income level 
and compliance intentions.11,28,44 However, other studies of 
compliance during COVID-19 also established that these 
factors were insignificant.30 Other commonly associated 
factors with compliance, such as stress, social capital, 
knowledge about the disease and satisfaction with the 
government’s performance during the pandemic were also 
not related with the compliance intentions in any of the 
samples. One explanation for this result is the unique and 
unprecedented circumstances of the current pandemic such 
as its global magnitude and high levels of uncertainty affecting 
all areas of life.15,124 These extreme conditions, may impact 
formerly established relationships between some variables 
and compliance.

Finally, our findings highlight additional group-specific 
compliance related factors. In the Arab group, beyond trust 
in government, gender, education and income level were 
significantly related to compliance intentions. These findings 
emphasize the variance in the conditions associated with the 
behavioral intentions of different social group during a severe 
and prolonged health crisis. While in the Arab minority the 
factors that were associated with compliance intentions were 
the most similar to those in previous findings, the other groups 
demonstrated an association with compliance intentions for 
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only the most basic compliance-enhancing factors. More 
importantly, our findings underscore that the association 
between trust in government and compliance intentions, 
which has repeatedly been reported in the literature, should 
be regarded as a factor that might be related to compliance 
only for specific social groups, at least when faced with an 
ongoing global crisis. 

Like any study, this study suffers from a number of 
limitations. First, our minority samples are not fully 
representative. Given the difficulty in accessing both the Arab 
and ultra-Orthodox minorities for research purposes,18,91 
our samples include only basic demographic stratifications, 
not a full demographic representative profile. This is a 
common challenge in minority group research in Israel, and 
many studies report using samples that are only partially 
representative of the groups they are investigating.65,72,125 As a 
result, our findings should be treated with caution as they do 
not necessarily represent older minority group members who 
are less cooperative when approached to take part in research 
in general and online studies in particular. Second, it should 
be stressed that this study measured compliance intentions to 
a particular and a simulated newly issued health instruction. 
Therefore, it may be possible that a different instruction that 
may require other resources and efforts to comply with or 
entails sanctions of various extent for not complying with 
it, may yield different results. Third, the uniqueness of the 
social composition in Israel and its historical and political 
context challenge the external validity of our results and call 
for future multi-national research on compliance intentions 
with health measures. Furthermore, it should be stressed that 
our findings capture a specific point in time in the course of a 
prolonged pandemic. It is possible that other stages of this or 
other pandemics would yield different results. However, while 
the specific findings regarding each of the social groups could 
not be generalized to other groups in other countries, or to 
other specific health instructions in this or in different health 
crises, they do highlight the role of minority group affiliation 
in compliance with protective health measures during a 
pandemic. The variance in the compliance-enhancing factors 
between different minority groups stresses the importance 
of the unique features of social groups when developing 
and promoting preventive health measures. Different social 
groups should not be viewed as a uniform public, but rather 
as “apples and oranges” in the social fruit basket of a country. 
Hence, health instruction strategies and messages should 
be tailored to social groups based on their motivations and 
values. However, acquiring knowledge regarding the specific 
compliance-enhancing factors for each minority group in 
each crisis may be time consuming and impractical at the 
onset of the crisis. While these group-oriented adjustments 
may be practical and effective for more advanced stages of 
the crisis, in the initial stages, and particularly in ones that 
include the frequent issuing of new instructions, it may be 
more beneficial to emphasize the risks and dangers posed 
by the specific threat and the effectiveness of the promoted 
preventive measures. It is these factors that have proven to 
have a cross-social association.

Conclusion
This study suggests new insights regarding the factors related 
to compliance with newly issued health instructions during a 
pandemic. Our study indicates that, in times of crisis, while 
perceptions about risk and the effectiveness of proposed 
measures may have a similar association with compliance 
intentions in all social groups, other factors such as trust in 
government and the ability to comply with the instructions 
are differently associated with compliance intentions in 
other social groups. Despite the partially representative 
sample and our focus on a unique case study in a single 
stage of a pandemic, our findings question the frequent 
recommendation for policy-makers and health authorities 
to improve trust in government in order to achieve better 
compliance during a crisis.126 Such an approach may not be 
effective in extreme situations and for all social groups. A 
more effective information strategy would be underscoring 
the risks and dangers that the crisis may pose as well as the 
effectiveness of the recommended new behaviors for dealing 
with the crisis. 
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Endnotes
[1] The Israeli Ministry of Health’s official Telegram channel: https://t.me/
MOHreport/4169. 
[2] We checked for inter-sample differences in the demographic variables by 
testing for interaction effects of the social group on the relationships between 
the demographics and compliance intentions. A single significant interaction 
emerged when the Arab group was defined as the reference group: ultra-
Orthodox X income level (b = 0.252; P < .05).

References
1. Roma P, Monaro M, Muzi L, et al. How to improve compliance with 

protective health measures during the COVID-19 outbreak: testing a 
moderated mediation model and machine learning algorithms. Int J 
Environ Res Public Health. 2020;17(19). doi:10.3390/ijerph17197252

2. Lavie E, Elran M, Sawaed K, Mokh MA, Dallashi M. Israel’s Arab Society 
and the Coronavirus Challenge. Tel-Aviv: The Institute for National 
Security Studies (INSS); 2020.

3. Slobodin O, Cohen O. A culturally-competent approach to emergency 
management: what lessons can we learn from the COVID-19? Psychol 
Trauma. 2020;12(5):470-473. doi:10.1037/tra0000790

4. Rabinowitz A. This Haredi City Has the Fastest Coronavirus Infection 
Rate in Israel. Here’s Why. Haaretz; 2020.

5. Silverstein J. Coronavirus in New York: Brooklyn Hasidic Jews Gather 
for Rabbi’s Funeral, Defying Social Distancing. CBS News. April 6, 2020. 

https://t.me/MOHreport/4169
https://t.me/MOHreport/4169
https://doi.org/10.3390/ijerph17197252
https://doi.org/10.1037/tra0000790


Goren et al

International Journal of Health Policy and Management, 2022, 11(7), 1172–11861184

https://www.cbsnews.com/news/coronavirus-hasidic-jews-rabbi-funeral-
brooklyn-social-distancing/. 

6. Dalsheim J. Jewish History Explains Why Some Ultra-Orthodox 
Communities Defy Coronavirus Restrictions. The Conversation; 2020.

7. Yancy CW. COVID-19 and African Americans. JAMA. 2020;323(19):1891-
1892. doi:10.1001/jama.2020.6548

8. Waitzberg R, Davidovitch N, Leibner G, Penn N, Brammli-Greenberg 
S. Israel’s response to the COVID-19 pandemic: tailoring measures for 
vulnerable cultural minority populations. Int J Equity Health. 2020;19(1):71. 
doi:10.1186/s12939-020-01191-7

9. Spence PR, Lachlan KA, Burke JA. Differences in crisis knowledge 
across age, race, and socioeconomic status during Hurricane Ike: a field 
test and extension of the knowledge gap hypothesis. Commun Theory. 
2011;21(3):261-278. doi:10.1111/j.1468-2885.2011.01385.x

10. McQuaid EL, Landier W. Cultural issues in medication adherence: 
disparities and directions. J Gen Intern Med. 2018;33(2):200-206. 
doi:10.1007/s11606-017-4199-3

11. Bish A, Michie S. Demographic and attitudinal determinants of protective 
behaviours during a pandemic: a review. Br J Health Psychol. 2010;15(Pt 
4):797-824. doi:10.1348/135910710x485826

12. Huang V, Sutermaster S, Caplan Y, Kemp H, Schmutz D, Sgaier SK. 
Social distancing across vulnerability, race, politics, and employment: how 
different Americans changed behaviors before and after major COVID-19 
policy announcements. medRxiv. 2020. doi:10.1101/2020.06.04.20119131

13. Romero T. Racial Differences Prevalent in the Way America Social 
Distances, Study Finds. Philly Voice; 2020.

14. Kleinman A, Eisenberg L, Good B. Culture, illness, and care: clinical 
lessons from anthropologic and cross-cultural research. Ann Intern Med. 
1978;88(2):251-258. doi:10.7326/0003-4819-88-2-251

15. Chen S, Bonanno GA. Psychological adjustment during the global 
outbreak of COVID-19: a resilience perspective. Psychol Trauma. 2020; 
12(S1):S51-S54. doi:10.1037/tra0000685

16. Lee D, Moy N, Tritter J, Paolucci F. The COVID-19 pandemic: global 
health policy and technology responses in the making. Health Policy 
Technol. 2020;9(4):397-398. doi:10.1016/j.hlpt.2020.10.001

17. Central Bureau of Statistics (CBS). Population of Israel by Religion and 
Religiosity. CBS; 2020. https://www.cbs.gov.il. Accessed July 20, 2020.

18. Kalagy T. “Enclave in transition”: ways of coping of academics from ultra-
Orthodox (haredim) minority group with challenges of integration into the 
workforce. Int J Environ Res Public Health. 2020;17(7):2373. doi:10.3390/
ijerph17072373

19. Band-Winterstein T, Freund A. Is it enough to ‘speak Haredi’? cultural 
sensitivity in social workers encountering Jewish ultra-Orthodox clients 
in Israel. Br J Soc Work. 2015;45(3):968-987. doi:10.1093/bjsw/bct167

20. Friedman M. The Haredi (Ultra-Orthodox) Society: Sources, Trends and 
Processes. Jerusalem, Israel: The Jerusalem Institute for Israel Studies; 
1991.

21. Goodman Y, Witztum E. Cross-cultural encounters between careproviders: 
rabbis’ referral letters to a psychiatric clinic in Israel. Soc Sci Med. 
2002;55(8):1309-1323. doi:10.1016/s0277-9536(01)00278-7

22. Hermann T, Anavi O. The 2019 Pre-Elections Survey (in Hebrew); 2019. 
https://www.idi.org.il/articles/25824.

23. Harpaz A, Herzog S. Police officers’ acceptance of community policing 
strategy in Israel and their attitudes towards the Arab minority. Isr Aff. 
2013;19(1):191-213. doi:10.1080/13537121.2013.748294

24. Smooha S. Still Playing by the Rules: The Index of Arab-Jewish Relations 
in Israel 2012 (In Hebrew). The Israel Democracy Institute; 2013.

25. Smooha S. Arabs and Jews in Israel. New York, NY: Routledge; 2018.
26. The Kenesset. All the Governments of Israel - Thirty-Fourth Government. 

https://main.knesset.gov.il/EN/mk/government/Pages/governments.aspx. 
Accessed July 20, 2020. Published 2020.

27. Pollak Y, Dayan H, Shoham R, Berger I. Predictors of non-adherence to 
public health instructions during the COVID-19 pandemic. Psychiatry Clin 
Neurosci. 2020;74(11):602-604. doi:10.1111/pcn.13122

28. Bodas M, Peleg K. Self-isolation compliance in the COVID-19 era 
influenced by compensation: findings from a recent survey in Israel. Health 
Aff (Millwood). 2020;39(6):936-941. doi:10.1377/hlthaff.2020.00382

29. Bodas M, Peleg K. Income assurances are a crucial factor in determining 
public compliance with self-isolation regulations during the COVID-19 
outbreak-cohort study in Israel. Isr J Health Policy Res. 2020;9(1):54. 
doi:10.1186/s13584-020-00418-w

30. Bogg T, Milad E. Demographic, personality, and social cognition correlates 

of coronavirus guideline adherence in a U.S. sample. Health Psychol. 
2020;39(12):1026-1036. doi:10.1037/hea0000891

31. Harper CA, Satchell LP, Fido D, Latzman RD. Functional fear predicts 
public health compliance in the COVID-19 pandemic. Int J Ment Health 
Addict. 2020:1-14. doi:10.1007/s11469-020-00281-5

32. Brouard S, Vasilopoulos P, Becher M. Sociodemographic and 
psychological correlates of compliance with the COVID-19 public health 
measures in France. Can J Polit Sci. 2020;53(2):253-258. doi:10.1017/
s0008423920000335

33. Bargain O, Aminjonov U. Trust and compliance to public health policies 
in times of COVID-19. J Public Econ. 2020;192:104316. doi:10.1016/j.
jpubeco.2020.104316

34. Rubin GJ, Amlôt R, Page L, Wessely S. Public perceptions, anxiety, and 
behaviour change in relation to the swine flu outbreak: cross sectional 
telephone survey. BMJ. 2009;339:b2651. doi:10.1136/bmj.b2651

35. Bults M, Beaujean DJ, de Zwart O, et al. Perceived risk, anxiety, and 
behavioural responses of the general public during the early phase 
of the Influenza A (H1N1) pandemic in the Netherlands: results of 
three consecutive online surveys. BMC Public Health. 2011;11:2. 
doi:10.1186/1471-2458-11-2

36. Schwarzer R, Renner B. Social-cognitive predictors of health 
behavior: action self-efficacy and coping self-efficacy. Health Psychol. 
2000;19(5):487-495.

37. Poletti P, Ajelli M, Merler S. The effect of risk perception on the 2009 
H1N1 pandemic influenza dynamics. PLoS One. 2011;6(2):e16460. 
doi:10.1371/journal.pone.0016460

38. van der Weerd W, Timmermans DR, Beaujean DJ, Oudhoff J, van 
Steenbergen JE. Monitoring the level of government trust, risk perception 
and intention of the general public to adopt protective measures during 
the influenza A (H1N1) pandemic in the Netherlands. BMC Public Health. 
2011;11:575. doi:10.1186/1471-2458-11-575

39. Blair RA, Morse BS, Tsai LL. Public health and public trust: Survey 
evidence from the Ebola Virus Disease epidemic in Liberia. Soc Sci Med. 
2017;172:89-97. doi:10.1016/j.socscimed.2016.11.016

40. Vinck P, Pham PN, Bindu KK, Bedford J, Nilles EJ. Institutional trust and 
misinformation in the response to the 2018-19 Ebola outbreak in North 
Kivu, DR Congo: a population-based survey. Lancet Infect Dis. 2019; 
19(5):529-536. doi:10.1016/s1473-3099(19)30063-5

41. Rubin GJ, Potts HW, Michie S. The impact of communications about 
swine flu (influenza A H1N1v) on public responses to the outbreak: results 
from 36 national telephone surveys in the UK. Health Technol Assess. 
2010;14(34):183-266. doi:10.3310/hta14340-03

42. Chan HF, Brumpton M, Macintyre A, et al. How confidence in health care 
systems affects mobility and compliance during the COVID-19 pandemic. 
PLoS One. 2020;15(10):e0240644. doi:10.1371/journal.pone.0240644

43. de Bruijn AL, Feldman Y, Kuiper ME, et al. Why did Israelis comply with 
COVID-19 mitigation measures during the initial first wave lockdown? 
SSRN. 2020. doi:10.2139/ssrn.3681964

44. Nivette A, Ribeaud D, Murray A, et al. Non-compliance with COVID-
19-related public health measures among young adults in Switzerland: 
insights from a longitudinal cohort study. Soc Sci Med. 2021;268:113370. 
doi:10.1016/j.socscimed.2020.113370

45. Probst TM, Lee HJ, Bazzoli A. Economic stressors and the enactment of 
CDC-recommended COVID-19 prevention behaviors: the impact of state-
level context. J Appl Psychol. 2020;105(12):1397-1407. doi:10.1037/
apl0000797

46. Shao W, Hao F. Confidence in political leaders can slant risk perceptions 
of COVID-19 in a highly polarized environment. Soc Sci Med. 
2020;261:113235. doi:10.1016/j.socscimed.2020.113235

47. Rosenstock IM. Historical origins of the health belief model. Health Educ 
Monogr. 1974;2(4):328-335. doi:10.1177/109019817400200403

48. Dyda A, King C, Dey A, Leask J, Dunn AG. A systematic review of 
studies that measure parental vaccine attitudes and beliefs in childhood 
vaccination. BMC Public Health. 2020;20(1):1253. doi:10.1186/s12889-
020-09327-8

49. Davis JL, Buchanan KL, Green BL. Racial/ethnic differences in cancer 
prevention beliefs: applying the health belief model framework. Am J 
Health Promot. 2013;27(6):384-389. doi:10.4278/ajhp.120113-QUAN-15

50. Janz NK, Becker MH. The Health Belief Model: a decade later. Health 
Educ Q. 1984;11(1):1-47. doi:10.1177/109019818401100101

51. Jones CL, Jensen JD, Scherr CL, Brown NR, Christy K, Weaver J. The 
Health Belief Model as an explanatory framework in communication 

https://www.cbsnews.com/news/coronavirus-hasidic-jews-rabbi-funeral-brooklyn-social-distancing/
https://www.cbsnews.com/news/coronavirus-hasidic-jews-rabbi-funeral-brooklyn-social-distancing/
https://doi.org/10.1001/jama.2020.6548
https://doi.org/10.1186/s12939-020-01191-7
https://doi.org/10.1111/j.1468-2885.2011.01385.x
https://doi.org/10.1007/s11606-017-4199-3
https://doi.org/10.1348/135910710x485826
https://doi.org/10.1101/2020.06.04.20119131
https://doi.org/10.7326/0003-4819-88-2-251
https://doi.org/10.1037/tra0000685
https://doi.org/10.1016/j.hlpt.2020.10.001
https://www.cbs.gov.il
https://doi.org/10.3390/ijerph17072373
https://doi.org/10.3390/ijerph17072373
https://doi.org/10.1093/bjsw/bct167
https://doi.org/10.1016/s0277-9536(01)00278-7
https://www.idi.org.il/articles/25824
https://doi.org/10.1080/13537121.2013.748294
https://main.knesset.gov.il/EN/mk/government/Pages/governments.aspx
https://doi.org/10.1111/pcn.13122
https://doi.org/10.1377/hlthaff.2020.00382
https://doi.org/10.1186/s13584-020-00418-w
https://doi.org/10.1037/hea0000891
https://doi.org/10.1007/s11469-020-00281-5
https://doi.org/10.1017/s0008423920000335
https://doi.org/10.1017/s0008423920000335
https://doi.org/10.1016/j.jpubeco.2020.104316
https://doi.org/10.1016/j.jpubeco.2020.104316
36/bmj.b2651
https://doi.org/10.1186/1471-2458-11-2
https://doi.org/10.1371/journal.pone.0016460
https://doi.org/10.1186/1471-2458-11-575
https://doi.org/10.1016/j.socscimed.2016.11.016
https://doi.org/10.1016/s1473-3099(19)30063-5
https://doi.org/10.3310/hta14340-03
https://doi.org/10.1371/journal.pone.0240644
https://doi.org/10.2139/ssrn.3681964
https://doi.org/10.1016/j.socscimed.2020.113370
https://doi.org/10.1037/apl0000797
https://doi.org/10.1037/apl0000797
https://doi.org/10.1016/j.socscimed.2020.113235
https://doi.org/10.1177/109019817400200403
https://doi.org/10.1186/s12889-020-09327-8
https://doi.org/10.1186/s12889-020-09327-8
https://doi.org/10.4278/ajhp.120113-QUAN-15
https://doi.org/10.1177/109019818401100101


Goren et al

International Journal of Health Policy and Management, 2022, 11(7), 1172–1186 1185

research: exploring parallel, serial, and moderated mediation. Health 
Commun. 2015;30(6):566-576. doi:10.1080/10410236.2013.873363

52. Rogers RW. A protection motivation theory of fear appeals and attitude 
change1. J Psychol. 1975;91(1):93-114. doi:10.1080/00223980.1975.99
15803

53. Olofsson A, Rashid S. The white (male) effect and risk perception: 
can equality make a difference? Risk Anal. 2011;31(6):1016-1032. 
doi:10.1111/j.1539-6924.2010.01566.x

54. Macias T. Environmental risk perception among race and ethnic 
groups in the United States. Ethnicities. 2016;16(1):111-129. 
doi:10.1177/1468796815575382

55. Finucane ML, Slovic P, Mertz CK, Flynn J, Satterfield TA. Gender, race, 
and perceived risk: the ‘white male’ effect. Health Risk Soc. 2000;2(2):159-
172. doi:10.1080/713670162

56. Flynn J, Slovic P, Mertz CK. Gender, race, and perception of 
environmental health risks. Risk Anal. 1994;14(6):1101-1108. 
doi:10.1111/ j .1539-6924.1994.tb00082.x

57. McKee M, Stuckler D. If the world fails to protect the economy, COVID-19 
will damage health not just now but also in the future. Nat Med. 2020; 
26(5):640-642. doi:10.1038/s41591-020-0863-y

58. Pantoja AD, Segura GM. Does ethnicity matter? descriptive representation 
in legislatures and political alienation among Latinos. Soc Sci Q. 2003; 
84(2):441-460. doi:10.1111/1540-6237.8402014

59. Gofen A, Cohen-Blankshtain G, Ibraheem M. It takes a village to 
build illegality: minorities’ noncompliance as manifestation of distrust. 
Governance. 2020. doi:10.1111/gove.12528

60. Spence PR, Lachlan KA, Griffin DR. Crisis communication, 
race, and natural disasters. J Black Stud. 2007;37(4):539-554. 
doi :10.1177/0021934706296192

61. Staerklé C, Sidanius J, Green EGT, Molina LE. Ethnic minority-majority 
asymmetry in national attitudes around the world: a multilevel analysis. 
Polit Psychol. 2010;31(4):491-519. doi:10.1111/j.1467-9221.2010.00766.x

62. Verkuyten M, Martinovic B. Immigrants’ national identification: meanings, 
determinants, and consequences. Soc Issues Policy Rev. 2012;6(1):82-
112. doi:10.1111/j.1751-2409.2011.01036.x

63. Hero RE, Tolbert CJ. Minority voices and citizen attitudes about 
government responsiveness in the American states: do social and 
institutional context matter? Br J Polit Sci. 2004;34(1):109-121. 
doi:10.1017/s0007123403000371

64. Hermann T, Anavi O, Cubbison W, Heller A. The 2019 Israeli Democracy 
Index (In Hebrew). The Israel Democracy Institute; 2019.

65. Yagil D, Rattner A. Between commandments and laws: religiosity, political 
ideology, and legal obedience in Israel. Crime Law Soc Change. 2002; 
38(2):185-209. doi:10.1023/a:1020254631369

66. Rattner A, Yagil D, Pedahzur A. Not bound by the law: legal disobedience 
in Israeli society. Behav Sci Law. 2001;19(2):265-283. doi:10.1002/
bsl.435

67. Rattner A, Yagil D. Taking the law into one’s own hands on ideological 
grounds. Int J Sociol Law. 2004;32(1):85-102. doi:10.1016/j.
ijsl.2003.03.001

68. Lowrance S. Identity, grievances, and political action: recent evidence from 
the Palestinian community in Israel. Int Polit Sci Rev. 2006;27(2):167-190. 
doi:10.1177/0192512106061425

69. Bobo L, Gilliam FD. Race, sociopolitical participation, and 
black empowerment. Am Polit Sci Rev. 1990;84(2):377-393. 
do i :10 .2307 /1963525

70. Mansbridge J. Should blacks represent blacks and women 
represent women? a contingent “yes.” J Polit. 1999;61(3):628-657. 
doi:10.2307/2647821

71. Williams MS. Voice, Trust, and Memory: Marginalized Groups and the 
Failings of Liberal Representation. Princeton, NJ: Princeton University 
Press; 2000.

72. Taragin-Zeller L, Rozenblum Y, Baram-Tsabari A. Public engagement 
with science among religious minorities: lessons from COVID-19. Sci 
Commun. 2020;42(5):643-678. doi:10.1177/1075547020962107

73. David Y, Baden C. Reframing community boundaries: the erosive power 
of new media spaces in authoritarian societies. Inf Commun Soc. 2020; 
23(1):110-127. doi:10.1080/1369118x.2018.1486869

74. Rabinowitz A, Breiner J. Tens of Thousands of Haredi Students Went to 
School Sunday, Violating Coronavirus Closure. Haaretz; 2020.

75. Sharon J. Several Ultra-Orthodox Cities to be Removed from Red-Zone 
List. The Jerusalem Post; 2020.

76. Zarahovich O. Shortage in computers is more severe in the Arab 
population and aid is delayed. Globes (In Hebrew). April 27, 2020. https://
www.globes.co.il/news/article.aspx?did=1001326646.

77. Tourangeau R, Yan T. Sensitive questions in surveys. Psychol Bull. 2007; 
133(5):859-883. doi:10.1037/0033-2909.133.5.859

78. Bradburn NM, Sudman S, Blair E, Stocking C. Question threat and 
response bias. Public Opin Q. 1978;42(2):221-234. doi:10.1086/268444

79. Gonzalez-Ocantos E, de Jonge CK, Meléndez C, Osorio J, Nickerson 
DW. Vote Buying and Social Desirability Bias: Experimental Evidence 
from Nicaragua. Am J Pol Sci. 2012;56(1):202-217. doi:10.1111/j.1540-
5907.2011.00540.x

80. Richman WL, Weisband S, Kiesler S, Drasgow F. A meta-analytic study 
of social desirability distortion in computer-administered questionnaires, 
traditional questionnaires, and interviews. J Appl Psychol. 1999;84(5):754-
775. doi:10.1037/0021-9010.84.5.754

81. Krumpal I. Determinants of social desirability bias in sensitive surveys: 
a literature review. Qual Quant. 2013;47(4):2025-2047. doi:10.1007/
s11135-011-9640-9

82. Crutzen R, Göritz AS. Social desirability and self-reported health risk 
behaviors in web-based research: three longitudinal studies. BMC Public 
Health. 2010;10:720. doi:10.1186/1471-2458-10-720

83. Chao YL, Lam SP. Measuring responsible environmental behavior: 
self-reported and other-reported measures and their differences 
in testing a behavioral model. Environ Behav. 2011;43(1):53-71. 
doi:10.1177/0013916509350849

84. Ajzen I. From intentions to actions: a theory of planned behavior. In: Kuhl 
J, Beckmann J, eds. Action Control: From Cognition to Behavior. Berlin, 
Heidelberg: Springer-Verlag; 1985. p. 11-39.

85. Duits A, Duivenvoorden H, Boeke S, Mochtar B, Passchier J, Erdman 
R. Psychological and somatic factors in patients undergoing coronary 
artery bypass graft surgery: towards building a psychological framework. 
Psychol Health. 2002;17(2):159-171. doi:10.1080/08870440290013644

86. Freberg K. Intention to comply with crisis messages communicated 
via social media. Public Relat Rev. 2012;38(3):416-421. doi:10.1016/j.
pubrev.2012.01.008

87. Berry D, Michas I, Bersellini E. Communicating information about 
medication side effects: effects on satisfaction, perceived risk to 
health, and intention to comply. Psychol Health. 2002;17(3):247-267. 
doi:10.1080/08870440290029520a

88. Betsch C, Böhm R, Korn L, Holtmann C. On the benefits of explaining 
herd immunity in vaccine advocacy. Nat Hum Behav. 2017;1(3):0056. 
doi:10.1038/s41562-017-0056

89. Reininger BM, Raja Alam S, Sanchez Carrasco A, et al. Intention to 
comply with mandatory hurricane evacuation orders among persons living 
along a coastal area. Disaster Med Public Health Prep. 2013;7(1):46-54. 
doi:10.1001/dmp.2012.57

90. Lunn PD, Timmons S, Belton CA, Barjaková M, Julienne H, Lavin 
C. Motivating social distancing during the COVID-19 pandemic: an 
online experiment. Soc Sci Med. 2020;265:113478. doi:10.1016/j.
socscimed.2020.113478

91. Gordoni G, Schmidt P. The decision to participate in social surveys: 
the case of the Arab minority in Israel—an application of the theory of 
reasoned action. Int J Public Opin Res. 2010;22(3):364-391. doi:10.1093/
ijpor/edq022

92. Francis J, Eccles MP, Johnston M, et al. Constructing Questionnaires 
Based on the Theory of Planned Behaviour: A Manual for Health Services 
Researchers. Newcastle upon Tyne, UK: Centre for Health Services 
Research, University of Newcastle upon Tyne; 2004.

93. Cohen S, Kamarck T, Mermelstein R. A global measure of perceived 
stress. J Health Soc Behav. 1983;24(4):385-396.

94. Martin KS, Rogers BL, Cook JT, Joseph HM. Social capital is associated 
with decreased risk of hunger. Soc Sci Med. 2004;58(12):2645-2654. 
doi:10.1016/j.socscimed.2003.09.026

95. Miller AH. political issues and trust in government: 1964-1970. Am Polit 
Sci Rev. 1974;68(3):951-972. doi:10.2307/1959140

96. Kang S, Van Ryzin GG. Coproduction and trust in government: evidence 
from survey experiments. Public Manag Rev. 2019;21(11):1646-1664. do
i:10.1080/14719037.2019.1619812

97. Jhummon-Mahadnac ND, Knott J, Marshall C. A cross-sectional study 
of pandemic influenza health literacy and the effect of a public health 
campaign. BMC Res Notes. 2012;5:377. doi:10.1186/1756-0500-5-377

98. Shim M, You M. Cognitive and affective risk perceptions toward food 

https://doi.org/10.1080/10410236.2013.873363
https://doi.org/10.1080/00223980.1975.9915803
https://doi.org/10.1080/00223980.1975.9915803
https://doi.org/10.1111/j.1539-6924.2010.01566.x
https://doi.org/10.1177/1468796815575382
https://doi.org/10.1080/713670162
https://doi.org/10.1111/j.1539-6924.1994.tb00082.x
https://doi.org/10.1038/s41591-020-0863-y
https://doi.org/10.1111/1540-6237.8402014
https://doi.org/10.1111/gove.12528
https://doi.org/10.1177/0021934706296192
https://doi.org/10.1111/j.1467-9221.2010.00766.x
https://doi.org/10.1111/j.1751-2409.2011.01036.x
https://doi.org/10.1017/s0007123403000371
https://doi.org/10.1023/a:1020254631369
https://doi.org/10.1002/bsl.435
https://doi.org/10.1002/bsl.435
https://doi.org/10.1016/j.ijsl.2003.03.001
https://doi.org/10.1016/j.ijsl.2003.03.001
https://doi.org/10.1177/0192512106061425
https://doi.org/10.2307/1963525
https://doi.org/10.2307/2647821
https://doi.org/10.1177/1075547020962107
https://doi.org/10.1080/1369118x.2018.1486869
https://www.globes.co.il/news/article.aspx?did=1001326646
https://www.globes.co.il/news/article.aspx?did=1001326646
https://doi.org/10.1037/0033-2909.133.5.859
https://doi.org/10.1086/268444
https://doi.org/10.1111/j.1540-5907.2011.00540.x
https://doi.org/10.1111/j.1540-5907.2011.00540.x
https://doi.org/10.1037/0021-9010.84.5.754
https://doi.org/10.1007/s11135-011-9640-9
https://doi.org/10.1007/s11135-011-9640-9
https://doi.org/10.1186/1471-2458-10-720
https://doi.org/10.1177/0013916509350849
https://doi.org/10.1080/08870440290013644
https://doi.org/10.1016/j.pubrev.2012.01.008
https://doi.org/10.1016/j.pubrev.2012.01.008
https://doi.org/10.1080/08870440290029520a
https://doi.org/10.1038/s41562-017-0056
https://doi.org/10.1001/dmp.2012.57
https://doi.org/10.1016/j.socscimed.2020.113478
https://doi.org/10.1016/j.socscimed.2020.113478
https://doi.org/10.1093/ijpor/edq022
https://doi.org/10.1093/ijpor/edq022
https://doi.org/10.1016/j.socscimed.2003.09.026
https://doi.org/10.2307/1959140
https://doi.org/10.1080/14719037.2019.1619812
https://doi.org/10.1186/1756-0500-5-377


Goren et al

International Journal of Health Policy and Management, 2022, 11(7), 1172–11861186

safety outbreaks: mediating the relation between news use and food 
consumption intention. Asian J Commun. 2015;25(1):48-64. doi:10.108
0/01292986.2014.989242

99. Freimuth VS, Jamison A, Hancock G, Musa D, Hilyard K, Quinn SC. The 
role of risk perception in flu vaccine behavior among African-American 
and White adults in the United States. Risk Anal. 2017;37(11):2150-2163. 
doi:10.1111/risa.12790

100. Taber KS. The use of Cronbach’s alpha when developing and reporting 
research instruments in science education. Res Sci Educ. 2018; 
48(6):1273-1296. doi:10.1007/s11165-016-9602-2

101. van Griethuijsen RALF, van Eijck MW, Haste H, et al. Global patterns in 
students’ views of science and interest in science. Res Sci Educ. 2015; 
45(4):581-603. doi:10.1007/s11165-014-9438-6

102. Alcaraz-Corona S, Cantú-Mata JL, Torres-Castillo F. Exploratory factor 
analysis for software development projects in Mexico. Stat Optim Inf 
Comput. 2019;7(1):85-96. doi:10.19139/soic.v7i1.512

103. Rubin AM. Uses-and-gratifications perspective on media effects. In: Bryant  
J, Oliver MB, eds. Media Effects: Advances in Theory and Research. 3rd 
ed. Routledge; 2009. p. 165-184.

104. Harris DM, Guten S. Health-protective behavior: an exploratory study. J 
Health Soc Behav. 1979;20(1):17-29. doi:10.2307/2136475

105. Gilles I, Bangerter A, Clémence A, et al. Trust in medical organizations 
predicts pandemic (H1N1) 2009 vaccination behavior and perceived 
efficacy of protection measures in the Swiss public. Eur J Epidemiol. 
2011;26(3):203-210. doi:10.1007/s10654-011-9577-2

106. Prati G, Pietrantoni L, Zani B. Compliance with recommendations for 
pandemic influenza H1N1 2009: the role of trust and personal beliefs. 
Health Educ Res. 2011;26(5):761-769. doi:10.1093/her/cyr035

107. Quinn SC, Parmer J, Freimuth VS, Hilyard KM, Musa D, Kim KH. 
Exploring communication, trust in government, and vaccination intention 
later in the 2009 H1N1 pandemic: results of a national survey. Biosecur 
Bioterror. 2013;11(2):96-106. doi:10.1089/bsp.2012.0048

108. Johnson TP, van de Vijver FJR. Social desirability in cross-cultural 
research. In: Cross-Cultural Survey Methods. Wiley; 2003. p. 193-209.

109. Enosh G, Ben-Ari A. Perceiving the other: hostile and danger attributions 
among Jewish and Arab social work students in Israel. Eur J Soc Work. 
2013;16(3):427-442. doi:10.1080/13691457.2012.725033

110. Alkalay S, Dolev A. Public educational psychology services in Israel on 
the internet. Isr J Health Policy Res. 2019;8(1):31. doi:10.1186/s13584-
019-0298-4

111. Shadmi E. Healthcare disparities amongst vulnerable populations of Arabs 
and Jews in Israel. Isr J Health Policy Res. 2018;7(1):26. doi:10.1186/
s13584-018-0226-z

112. Billig M. Is my home my castle? Place attachment, risk perception, 
and religious faith. Environ Behav. 2006;38(2):248-265. 

doi :10.1177/0013916505277608
113. Slimak MW, Dietz T. Personal values, beliefs, and ecological risk 

perception. Risk Anal. 2006;26(6):1689-1705. doi:10.1111/j.1539-
6924.2006.00832.x

114. Sjöberg L, Wåhlberg Aa. Risk perception and new age beliefs. Risk Anal. 
2002;22(4):751-764. doi:10.1111/0272-4332.00066

115. Almutairi AF, BaniMustafa A, Alessa YM, Almutairi SB, Almaleh Y. Public 
trust and compliance with the precautionary measures against COVID-19 
employed by authorities in Saudi Arabia. Risk Manag Healthc Policy. 
2020;13:753-760. doi:10.2147/rmhp.s257287

116. Waxman D. Living with terror, not living in terror: the impact of chronic 
terrorism on Israeli society. In: Kennedy-Pipe C, Clubb G, Mabon S, eds. 
Terrorism and Political Violence. SAGE Publications Ltd; 2015.p. 181-
196. doi:10.4135/9781473917248.n14

117. Bar-Tal D. Why does fear override hope in societies engulfed by intractable 
conflict, as it does in the Israeli society? Polit Psychol. 2001;22(3):601-
627. doi:10.1111/0162-895x.00255

118. Yair G. Israeli existential anxiety: cultural trauma and the constitution of 
national character. Soc Identities. 2014;20(4-5):346-362. doi:10.1080/13
504630.2014.1002390

119. Popper-Giveon A, Keshet Y. “It’s every family’s dream”: choice of a 
medical career among the Arab minority in Israel. J Immigr Minor Health. 
2016;18(5):1148-1158. doi:10.1007/s10903-015-0252-7

120. Wenzel JP. Acculturation effects on trust in national and local government 
among Mexican Americans. Soc Sci Q. 2006;87(5):1073-1087. 
doi:10.1111/j.1540-6237.2006.00416.x

121. Röder A, Mühlau P. What determines the trust of immigrants in criminal 
justice institutions in Europe? Eur J Criminol. 2012;9(4):370-387. 
doi:10.1177/1477370812447265

122. Licht AN. Social norms and the law: why peoples obey the law. Rev Law 
Econ. 2008;4(3):715-750. doi:10.2202/1555-5879.1232

123. Posner EA. Symbols, signals, and social norms in politics and the law. J 
Legal Stud. 1998;27(S2):765-797. doi:10.1086/468042

124. Sergent K, Stajkovic AD. Women’s leadership is associated with fewer 
deaths during the COVID-19 crisis: quantitative and qualitative analyses 
of United States governors. J Appl Psychol. 2020;105(8):771-783. 
doi:10.1037/apl0000577

125. Marciano H, Kimhi S, Eshel Y. Predictors of individual, community and 
national resiliencies of Israeli Jews and Arabs. Int J Psychol. 2020; 
55(4):553-561. doi:10.1002/ijop.12636

126. Christensen T, Lægreid P. Balancing governance capacity and legitimacy-
how the Norwegian government handled the COVID-19 crisis as a high 
performer. Public Adm Rev. 2020. doi:10.1111/puar.13241

https://doi.org/10.1080/01292986.2014.989242
https://doi.org/10.1080/01292986.2014.989242
https://doi.org/10.1111/risa.12790
https://doi.org/10.1007/s11165-016-9602-2
https://doi.org/10.1007/s11165-014-9438-6
https://doi.org/10.19139/soic.v7i1.512
https://doi.org/10.2307/2136475
https://doi.org/10.1007/s10654-011-9577-2
https://doi.org/10.1093/her/cyr035
https://doi.org/10.1089/bsp.2012.0048
https://doi.org/10.1080/13691457.2012.725033
https://doi.org/10.1186/s13584-019-0298-4
https://doi.org/10.1186/s13584-019-0298-4
https://doi.org/10.1186/s13584-018-0226-z
https://doi.org/10.1186/s13584-018-0226-z
https://doi.org/10.1177/0013916505277608
https://doi.org/10.1111/j.1539-6924.2006.00832.x
https://doi.org/10.1111/j.1539-6924.2006.00832.x
https://doi.org/10.1111/0272-4332.00066
https://doi.org/10.2147/rmhp.s257287
https://doi.org/10.4135/9781473917248.n14
https://doi.org/10.1111/0162-895x.00255
https://doi.org/10.1080/13504630.2014.1002390
https://doi.org/10.1080/13504630.2014.1002390
https://doi.org/10.1007/s10903-015-0252-7
https://doi.org/10.1111/j.1540-6237.2006.00416.x
https://doi.org/10.1177/1477370812447265
https://doi.org/10.2202/1555-5879.1232
https://doi.org/10.1086/468042
https://doi.org/10.1037/apl0000577
https://doi.org/10.1002/ijop.12636
https://doi.org/10.1111/puar.13241

