Ohio J Public Health, Vol. 4, Iss. 2, pp. 34-42, January 2022 ISSN: 2578-6180

RESEARCH ARTICLE

The Relationship Between Medical Diagnoses, Risk
Perceptions, and Social Distancing Compliance:
An Analysis of Data from the Toledo Adolescent
Relationships Study
Ian Y. King1; Wendy D. Manning1; Monica A. Longmore1; Peggy C. Giordano1
1

Department of Sociology, and Center for Family and Demographic Research, Bowling Green State University, Bowling Green, OH

Corresponding Author: Ian Y. King, 222 Williams Hall, Bowling Green, OH 43403, (260) 273-6845, ianking@bgsu.edu
Submitted May 29, 2021 Accepted November 8, 2021 Published January 28,2022 https://doi.org/10.18061/ojph.v4i2.8352

ABSTRACT
Background: The health belief model suggests that individuals’ beliefs affect behaviors associated with health. This
study examined whether Ohioans’ pre-existing medical health diagnoses affected their belief about personal health risk
and their compliance with social distancing during the coronavirus disease 2019 (COVID-19) pandemic. Prior research
examining physical and mental diagnoses and social distancing compliance is nearly nonexistent. We examined whether
physical and mental health diagnoses influenced individuals’ beliefs that their health is at risk and their adherence with
social distancing guidelines.
Methods: The study used longitudinal cohort data from the Toledo Adolescent Relationships Study (TARS)
(n = 790), which surveyed Ohioans prior to and during the COVID-19 pandemic. Dependent variables included belief
that an individual’s own health was at risk and social distancing compliance. Independent variables included physical and
mental health diagnoses, pandemic-related factors (fear of COVID-19, political beliefs about the pandemic, friends social
distance, family social distance, COVID-19 exposure), and sociodemographic variables (age, gender, race/ethnicity,
educational level).
Results: Individuals who had a pre-existing physical health diagnosis were more likely to believe that their personal
health was at risk during the pandemic but were not more likely to comply with social distancing guidelines. In contrast,
individuals who had a pre-existing mental health diagnosis were more compliant with social distancing guidelines but
were not more likely to believe their personal health was at risk. Individuals who expressed greater fear of COVID-19
believed their health is more at risk than those who expressed lower levels of fear.
Conclusion: Health considerations are important to account for in assessments of responses to the pandemic,
beliefs about personal health risk, and social distancing behavior. Additional research is needed to understand the
divergence in the findings regarding physical health, beliefs about personal health risk, and social distancing compliance.
Further, research is needed to understand how mental health issues impact decision-making related to social distancing
compliance.
Keywords: Physical health; Mental health; Compliance; Risk; COVID-19

INTRODUCTION

been 44 857 861 COVID-19 cases and 723 205 deaths in the United
States due to this contagious disease.2 In Ohio alone, there have
been 1 499 485 cases of COVID-19 as of October 2021 and 23 327

In 2019, the coronavirus disease 2019 (COVID-19) was identified
in the Wuhan province in China.1 As of October 2021, there have
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deaths.3 During the COVID-19 pandemic, various guidelines and
mandates were put in place to ensure public health safety. In Ohio,
examples included maintaining a 6-foot distance from others,
known as social distancing, and wearing a mask when out in public. Even with the availability of COVID-19 vaccines, these public
health measures continued to be recommended in Ohio. Moreover,
it seems that following these guidelines would be especially important for those individuals most at risk for severe symptoms,
such as individuals with prior health diagnoses, if they contract the
virus.

Research on sociodemographic correlates of beliefs and behaviors
during the pandemic has included gender, race/ethnicity, age, and
economic background. More women than men have reported taking precautions to protect themselves from COVID-19.15 Possessing knowledge of COVID-19 has led to increased levels of social distancing for women, but not men.16 Women, compared with
men, reported a greater sense of danger due to the pandemic.17
Socioeconomic background also has played a role in compliance in
that those with higher socioeconomic status reported more instances of taking precautions against COVID-19.15 Yet, lower income prior to the pandemic was associated with a greater sense of
danger due to the pandemic.17 Individuals with a high school education or lower have reported higher numbers of close contact
(ie, less compliance with social distancing).18 Race/ethnicity was
associated significantly with social distancing behaviors with
Black respondents reporting higher compliance with social distancing.6 Some research has found that younger individuals, compared to older individuals, reported that they were less likely to go
out in general; yet, individuals who were older than 70 years were
less likely to have gone out the previous day compared with
younger individuals.18 Older age also was associated with greater
feelings of pandemic-related danger.17

According to the Centers for Disease Control and Prevention
(CDC), risk for severe illness due to COVID-19 increases with the
following pre-existing health diagnoses: cancer, chronic kidney
disease, chronic lung disease, dementia, diabetes, down syndrome,
heart conditions, AIDS/HIV, immunocompromised state, liver disease, obesity, sickle cell disease, solid organ or blood stem cell
transplant, stroke, and substance use disorders.4 Because these
health conditions put Ohioans most at risk for complications if
they contract COVID-19, it is important to identify factors that
affect compliance with public health recommendations and mandates among individuals with and without health diagnoses.
Further, although younger adults, compared with older adults,
tend to have fewer physical health conditions, a significant proportion of young adults live with 1 or more physical health diagnoses.
For example, among young adults in their 20s to early 40s, 2.9%
have diabetes and 10.6% have high blood pressure,5 8.5% have
high cholesterol, and 4.7% have heart disease.6 According to the
CDC, 2.3% of adults in their mid-20s to early 30s, suffer from hepatitis B, and .029% have AIDS/HIV.7 Among young adults, 8.0% live
with asthma,8 and .9% have had a cancer diagnosis.9 Mental health
concerns are also prevalent in this age group. Prior to the pandemic, 11.6% of individuals aged 25 to 35 years reported being diagnosed with anxiety, 15.2% reported diagnosed depression 10, and
4.76% reported diagnosed ADD/ADHD.11 To date, however, there
is little, if any, research regarding whether these pre-existing medical diagnoses contribute to individuals’ beliefs that their health is
at risk due to COVID-19, and whether pre-existing medical diagnoses affect social distancing compliance. Studying this age group is
of critical importance because in the United States individuals
aged 20 to 49 years have accounted for much of the spread of the
COVID-19 virus.12

Previous research has found that in the United States political party affiliation and political ideology have played a role in the degree
to which individuals have complied with social distancing regulations. For example, individuals who resided in Republican counties
were less compliant with stay-at-home orders than individuals
who resided in Democratic counties.19 Additionally, individuals
affiliated with the Democratic Party reported lower likelihoods of
compliance when the stay-at-home order was issued by a Republican governor.19 Viewers of conservative media outlets, such as Fox
News, tended to be less compliant with stay-at-home orders.20
Regarding beliefs about personal health risk, individuals who identify as Democrats reported higher levels of pessimism regarding
health relative to individuals who identify as Republicans.15 Moreover, those who endorsed Donald Trump for US President were
less likely to believe that they were at risk for COVID-19.21 In sum,
in the United States, politics have influenced whether individuals
believe they are at risk for COVID-19 and whether they followed
social distancing guidelines.
Despite the serious health implications of COVID-19, there is a
paucity of research on health diagnoses and compliance with social distancing guidelines6 or whether individuals believe that their
health is at risk if they contract COVID-19. An important conceptual model for understanding health behaviors is the health belief
model. This model posits that individuals will engage in health
behaviors if they believe they are (1) more at risk for contracting a
disease, (2) likely to experience more serious consequences for
that disease, (3) able to access potential protection that could
reduce susceptibility and/or severity of the disease, (4) able to
benefit from potential protection efforts, and (5) certain that the
benefits outweigh any barriers that could prevent the disease.22 As

There are varied reasons that individuals have provided for not
following social distancing guidelines. In Italy, for example, individuals were less likely to comply if the duration of the stay-athome order was longer than expected.13 Additionally, individuals
who perceived the disease to be more deadly as evidenced by the
number of people they know who have had COVID-19 reported a
lower likelihood of social distancing compliance in what has been
dubbed the “fatalism effect.”14 Thus, it appears that beliefs and
expectations affect compliance.
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mentioned previously, several medical conditions can lead to serious health consequences from COVID-19.4 Following the health
belief model, individuals with diagnosed medical conditions prior
to the pandemic may be more likely to believe that they are at risk
for serious consequences of COVID-19 and may be more compliant
with social distancing guidelines. However, this may not be the
case. As mentioned previously, politics can drive social distancing
compliance15,19,21 and socioeconomic status can as well.15 Thus, it
is imperative to examine beliefs about personal health risk and
social distancing compliance separately because believing that one
is at high risk may not necessarily influence greater compliance
with social distancing recommendations and regulations.

METHODS

Setting and Design
This study used data from the Toledo Adolescent Relationship
Study (TARS). The initial TARS sample was interviewed in 2000
and 2001 and consisted of a stratified random sample of 7th, 9th,
and 11th graders from Lucas County, Ohio. According to US Census
Bureau data, Lucas County is similar to national demographics
regarding education, income, and race.23 The TARS data contains 7
waves of data with Wave 1 (2000-2001), Wave 6 (2019), and
Wave 7 (2020) being utilized for this study. As such, the data were
collected prior to and during the pandemic. Internal review board
approval was received for each wave of data collection.

The purpose of this study is to examine how physical and mental
health diagnoses influence beliefs about personal health risk and
social distancing compliance in Ohio utilizing a longitudinal cohort
data set. Examining physical and mental health diagnoses from
previous waves of data can work to prevent recall bias associated
with cross-sectional studies.6 Longitudinal data allow more assurance of time order of the variables so we can be sure that the physical and mental health diagnoses occurred before the COVID-19
pandemic. We argued that beliefs about personal health risk may
not influence social distancing compliance as the health belief
model would suggest, as the COVID-19 pandemic has been increasingly politicized.15,19,21 The research questions assessed whether
physical or mental health diagnoses affect: (1) belief about personal health risk, and (2) social distancing compliance. We expect that
political beliefs15,19,21 and socioeconomic status15 would guide social distancing behaviors. Our first hypothesis states the following:
Individuals with a physical or mental health diagnosis will be more
likely to believe their personal health is at risk relative to individuals without a medical diagnosis. Our second hypothesis states the
following: Individuals with a physical or mental health diagnosis
will be more likely to follow the social distancing guidelines relative to individuals without a medical diagnosis.

Participants

The baseline sample included 1321 respondents aged 12 to 18
years. The most recent interview, Wave 7, included 822 respondents aged 31 to 38 years. The sampling frame was based on school
rosters in Lucas County, Ohio, with an oversample of Black and
Hispanic respondents. Rosters were available through Ohio’s Freedom of Information Act, and respondents did not have to attend
school to participate in the study. Due to small sample sizes, we
excluded respondents who reported their race as “other” (n = 18),
or who were missing data on the dependent variables (n = 7). The
final analytical sample is 790 respondents with 73.46% of the
sample currently living in Ohio.
Measures

Dependent Variables
Beliefs about personal health risk were collected at Wave 7
(during the pandemic). We asked how strongly respondents
agreed or disagreed with the following: “I am at a high risk of becoming infected.” The scale ranged from (1) strongly disagree to
(5) strongly agree.
Social distancing compliance was collected at Wave 7 and is a selfdeveloped 6-item summed scale. Respondents were asked how
often they did the following when the social distancing guidelines
were suggested: (1) “increase physical space between you and
others (six feet is recommended) to avoid spreading illness,” (2)
“stay home to avoid spreading illness,” (3) “go to grocery store or
pharmacy,” (reversed) (4) “go to a workplace that requires contact
with others,” (reversed) (5) “hang out or spend time with friends
(not living with you),” (reversed) and (6) “hang out or spend time
with family (not living with you)” (reversed). The scale ranged
from (1) never to (5) as much as possible (α = .70).

Although the fatalism effect posits that respondents who know
more people with COVID-19 will comply less with social distancing
recommendations, this may not apply to individuals’ beliefs about
their own risk.14 Based on prior work, COVID-19 fears, political
beliefs about the severity of the pandemic, whether significant
others follow social distancing guidelines, and likelihood of
COVID-19 exposure will influence belief about personal health risk
as well as adherence with social distancing.
The current study used longitudinal cohort data from the Toledo
Adolescent Relationship Study (TARS) (n = 790), which surveyed
Ohioans prior to and during the COVID-19 pandemic. Dependent
variables included personal health risk belief and social distancing
compliance. Independent variables included physical and mental
health diagnoses, pandemic-related indicators (ie, fear of
COVID-19, political beliefs about the pandemic, friends social distance, family social distance, COVID-19 exposure), and sociodemographic variables (age, gender, race/ethnicity, educational level).
ojph.org
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Independent Variables
Physical health diagnoses were collected at Wave 6, prior to the
pandemic, and were measured by asking whether respondents
were told by a doctor, nurse, or other health care provider that
they have “cancer, lymphoma, or leukemia,” “high cholesterol, triglycerides, or lipids,” “high blood pressure or hypertension,” “high
blood sugar or diabetes,” “heart disease or heart failure,” “asthma,”
36
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“chronic bronchitis or emphysema,” “epilepsy or another seizure
disorder,” “hepatitis B or C,” “sleep apnea,” “chronic kidney disease
or kidney failure,” “blood clot, stroke, or mini stroke,” “HIV/AIDS,”
or “a sexually transmitted disease such as genital herpes, warts,
chlamydia, HPV, gonorrhea, or syphilis.”24 Responses were (0) no
and (1) yes.

We examined descriptive statistics for all variables (Table 1). Next,
we estimated belief about personal health risk with Ordinary Least
Squares (OLS) regression models (Table 2). Model 1 regressed
personal health risk onto physical health diagnosis and mental
health diagnosis. Model 2 regressed belief about personal health
risk onto physical health diagnosis, mental health diagnosis, and
the COVID-19 variables. Model 3 regressed health belief onto
physical health diagnosis, mental health diagnosis, and the sociodemographic variables. Model 4 regressed belief about personal
health risk onto physical health diagnosis, mental health diagnosis,
the COVID-19 variables, and the sociodemographic variables. Finally, we examined social distancing compliance in terms of physical and mental health diagnoses with a series of OLS regression
models (Table 3). Model 1 regressed compliance on physical
health diagnosis and mental health diagnosis. Model 2 regressed
compliance on physical health diagnosis, mental health diagnosis,
and the COVID-19 variables. Model 3 regressed compliance on
physical health diagnosis, mental health diagnosis, and the sociodemographic variables. Model 4 regressed compliance on physical
health diagnosis, mental health diagnosis, the COVID-19 variables,
and the sociodemographic variables. Interview month is included
but not presented in the tables.

Mental health diagnoses were collected at Wave 6 and were measured by asking whether respondents were told by a doctor, nurse,
or other health care provider that they have “depression,” “posttraumatic stress disorder or PTSD,” “anxiety or panic disorder,” or
“attention problems or ADD or ADHD.”24 Responses were (0) no
and (1) yes.
COVID-19 Indicators

Fear of COVID-19 was a self-developed 3-item summed scale collected at Wave 7. We asked how often during the pandemic did
respondents experience the following: (1) “Worried you might
have contracted the virus,” (2) “Worried one or more of family
might contact COVID-19,” and (3) “Listened to news or read social
media about COVID-19 developments.” Responses included (1)
never to (5) very often (α = .71).
Political beliefs were a self-developed 2-item summed scale collected at Wave 7, which asked how strongly respondents agreed or
disagreed with the following: (1) “Politicians, the news, and social
media have exaggerated the risk,” and (2) “Government should not
tell me what to do.” Responses included (1) strongly disagree to
(5) strongly agree (α = .71).

RESULTS
The mean value of belief about personal health risk is 2.69, which
represents a midpoint on a scale ranging from 1 to 5 (Table 1). The
average social distancing score was 19.65, indicating that most
respondents responded to values above the midpoint. Regarding
the key independent variables, over half (50.82%) reported a
physical health diagnosis, and 43.65% reported a mental health
diagnosis. The mean score for fear of COVID-19 was 9.62 indicating that most respondents responded to values above the midpoint. The mean score on conservative political beliefs was 5.93
indicating values just below the midpoint of the scale, which
ranged between 2 and 10. Friends who social distance and family
who social distance averaged above the midpoint, 3.64 and 3.72,
respectively, indicating values just above the midpoint of the scale
between 1 and 5. Exposure to COVID-19 was low with a mean
score of 1.43 indicating values just above the midpoint of the scale
between 0 and 2.

Friends social distance compliance was measured at Wave 7 with
the following: “How many of your friends and acquaintances practice social distancing?” Responses included (1) none to (5) all.
Family social distance compliance was measured at Wave 7 with
the following: “How many of your family members practice social
distancing?” Responses included (1) none to (5) all.
Exposure to COVID-19 was a self-developed 2-item summated
scale. We asked the following: (1) “Do you personally know someone who has/had the virus,” and (2) “Do you know someone who
is in a job that puts them at higher risk for exposure to COVID-19?”
The scale responses were (0) no and (1) yes (α = .46).
Sociodemographic Indicators

Respondents’ mean age was 34.10. Nearly 60% of the sample was
female. One-fifth (20.00%) of the sample was Black, 11.07% Hispanic and two-thirds (68.93%) White. About 18.49% of respondents have a high school degree or less, 42.14% reported some college, and 39.37% reported a college degree.

Age is measured at the Wave 7 interview. Respondents were, on
average, age 34, with a range of 31 to 38 years of age. Gender is
measured at Wave 1, with male as the comparison. Race/ethnicity
is measured at Wave 1, and included non-Hispanic White
(reference), non-Hispanic Black, and Hispanic. Educational attainment, measured at Wave 6, included high school or less
(reference), some college, and college graduate. Month of interview indicated when respondents completed the interview ranging from 6 (June) to 10 (October/November).
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Statistical Analyses

In Model 1 (Table 2), physical health was associated positively
with belief about personal health risk. Physical health diagnosis is
positively related to both personal health belief risk and the health
belief risks of others. Mental health was not significantly related to
belief about personal health risk in Model 1, and this was true
37
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Table 1. Means/Percentages and Standard Deviations of Dependent Variable, Independent Variables, and Control Variables (n=790)

Dependent variables
Belief about health risk
Social distancing compliance
Health diagnosis
Physical health diagnosis
Mental health diagnosis
COVID-19 variables
Fear of COVID-19
Political beliefs
Friends social distance
Family social distance
Exposure to COVID-19
Sociodemographic variables
Age

Gender
Male
Female
Race/Ethnicity
White
Black
Hispanic
Educational attainment
High school or less
Some college
College degree or more
Month of interview completion
June
July
August
September
October/November

%/Mean (SD)

Min

Max

2.69
19.65

1
5

5
25

50.82%
43.65%

0
0

1
1

9.62
5.93
3.64

3
2
1

15
10
5

3.72
1.43

1
0

5
2

34.10

31

38

40.35%
59.65%

0
0

1
1

68.93%

0

1

20.00%

0

1

11.07%

0

1

18.49%
42.14%
39.37%

0
0
0

1
1
1

36.23%
24.91%
18.24%
12.70%
7.92%

0
0
0
0
0

1
1
1
1
1

Source: Toledo Adolescent Relationship Study (TARS) 2001-2020
Dependent variables collected in seventh interview (2020)
Independent Variables collected at first, sixth, and seventh interviews (2001-2020)

the same in all models. Fear of COVID-19, family social distance,
exposure to COVID-19, gender, and possessing a college degree
remained significant. Those with a college degree or more were
significantly less likely to believe that their health is at risk.

even when physical health was not included in the model (not
shown). In Model 2, the relationship between physical health and
belief about health risk remained significant with the inclusion of
the COVID-19 variables. Individuals who expressed greater fear of
COVID-19 believed their personal health is more at risk than those
who expressed lower levels of fear. Model 3 examined how physical health diagnosis, mental health diagnosis, and the sociodemographic variables influenced belief about personal health risk. The
significant relationship between physical health diagnosis remained the same as in Models 1 and 2. Women, compared with
men, were more likely to believe their health was at risk. Black,
compared with White, respondents were more likely to believe
their health was at risk. Individuals with a college degree, compared to those without a degree, were less likely to believe their
health was at risk. Model 4 included the full set of covariates and
showed how physical health diagnosis, mental health diagnosis,
the COVID-19 variables, and the sociodemographic variables influenced health beliefs. The significant relationship between physical
health diagnosis and belief about personal health risk remained

ojph.org

In Model 1 (Table 3), mental health diagnosis was found to be
positively associated with social distancing compliance. Those
with a mental health diagnosis were more likely to adhere to social distance guidelines compared to those without a mental
health diagnosis. Physical health diagnosis was not associated
with social distancing compliance and was not associated with
compliance in a model without the mental health indicator (not
shown). In Model 2, the relationship between mental health and
social distancing compliance remained significant with the inclusion of the COVID-19 variables. Those who expressed greater fear
of COVID-19 were more likely to social distance than those who
expressed lower levels of fear. Individuals who expressed conservative political beliefs were less likely to social distance than
individuals who expressed liberal political beliefs. Individuals who
have friends and family who social distance were more likely to
38
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Table 2. OLS Regression Models Estimating Personal Health Risk (n=793)
Model 1
b
se
Intercept

Model 2
b
se

2.49

.09

***

1.06

.35

**

Physical health diagnosis

.24

.09

**

.24

.08

**

Mental health diagnosis

.09

.09

-.02

.09

Fear of COVID-19

---

---

.15

.02

Political beliefs

---

---

.01

Friends social distance

---

---

.04

Family social distance

---

---

-.12

.06

Exposure to COVID-19

---

---

.15

.07

---

---

---

---

---

Black

---

Hispanic

---

Model 3
b
se

Model 4
b
se

1.62

-.11

.85

.87

Health diagnosis
.23

.09

.22

.08

.04

.09

*

-.05

.09

**

---

---

.16

.02

.02

---

---

-.01

.02

.07

---

---

.06

.06

*

---

---

-.14

.06

*

*

---

---

.17

.07

**

---

.03

.03

.05

.02

---

---

.11

.09

***

.05

.09

---

---

---

.01

.12

**

-.06

.11

---

---

---

-.09

.14

-.21

.13

COVID-19 variables
***

***

Sociodemographic variables

Age
Gender
(Male)
Female
Race/Ethnicity
(White)

Educational attainment
(High school or less)
Some college

---

---

---

---

-.10

.12

College degree or more

---

---

---

---

-.30

.18

*

-.15

.12

-.52

.12

***

Source: Toledo Adolescent Relationship Study (TARS) 2001-2020
Notes: * p ≤ .05 ** p ≤.01 *** p ≤ .001. Reference category in parentheses. Month included but not shown.

social distance than individuals whose friends and family did not.
Model 3 examined how physical health diagnosis, mental health
diagnosis, and the sociodemographic variables influenced social
distancing compliance. The significant relationship between mental health diagnosis and social distancing compliance was similar
as reported in Models 1 and 2. Further, older individuals, compared to younger individuals, were less likely to social distance.
Women, compared with men, were more likely to social distance.
Individuals with a college degree or more were more likely to social distance than those without a college degree. Model 4 examined how physical health diagnosis, mental health diagnosis, the
COVID-19 variables, and the sociodemographic variables affected
social distancing compliance. The significant relationship between
mental health diagnosis and social distancing compliance remained across all models. Fear of COVID-19, conservative political
beliefs, friends and family social distancing, age, and gender all
remained statistically significant. Educational attainment was not
associated with social distancing once the full set of covariates
were included in the model.

distancing compliance. We found that individuals who were diagnosed with a physical health problem prior to the pandemic were
more likely to believe that their health was at risk during the
pandemic. Despite this finding, Ohioans with a physical health
diagnosis were not more likely to comply with social distancing
guidelines. Individuals who had received a mental health diagnosis
from a doctor or other professional prior to the pandemic were
more likely to comply with social distancing recommendations
than individuals who did not have a mental health diagnosis. Individuals with a prior mental health diagnosis, however, were not
more likely to believe their health was at risk.

The current study adds to a limited body of research on physical
and mental health issues and social distancing behaviors. Consistent with a recent study by Papageorge and colleagues,6 results
do not indicate a significant relationship between physical health
and social distancing, yet the findings indicate that individuals
who have a physical health diagnosis believe they are more at risk
for COVID-19 even as they do not report greater compliance with
social distancing.

DISCUSSION

Thus, complicating the basic tenets of the health belief model,
these individuals recognize that they are at risk but are not more
likely to take the actions needed to protect themselves from the
virus. This could reflect structural or social impediments to effec-

Using longitudinal cohort data collected in Ohio the current study
examined whether physical health and mental health diagnoses
were associated with beliefs about personal health risk and social
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Table 3. OLS Regression Models Estimating Social Distancing Compliance (n=790)
Model 1

Model 2

b

se

b

se

19.88

.23

16.98

.82

Physical health diagnosis

-15

.22

Mental health diagnosis

.67

.23

Intercept

***

Model 3
b

se

***

23.12

2.14

Model 4
b

se

***

21.28

2.00

-.16

.20

*

.52

.20

*

***

Health diagnosis
**

-.20

.20

-.09

.22

.64

.20

***

.50

.23

COVID-19 variables
Fear of COVID-19

---

---

.19

.04

***

---

---

.18

.04

***

Political beliefs

---

---

-.42

.05

***

---

---

-.38

.05

***

Friends social distance

---

---

.61

.15

***

---

---

.57

.15

***

Family social distance

---

---

.36

.14

*

---

---

.39

.14

**

Exposure to COVID-19

---

---

.01

.16

---

---

.00

.16

---

---

---

---

-.13

.06

*

-.14

.06

**

---

---

---

---

1.16

.22

***

.67

.20

***

Black

---

---

---

---

.40

.29

.02

.26

Hispanic

---

---

---

---

.39

.35

.21

.32

-.12

.27

.15

.29

Sociodemographic variables

Age
Gender
(Male)
Female
Race/Ethnicity
(White)

Educational attainment
(High school or less)
Some college

---

---

---

---

-.07

.30

College degree or more

---

---

---

---

.93

.31

**

Source: Toledo Adolescent Relationship Study (TARS) 2001-2020
Notes: * p ≤ .05 ** p ≤.01 *** p ≤ .001. Reference category in parentheses. Month included but not shown.

demographic measures, future research needs to consider the
type of health condition or severity of the health condition.

tive social distancing, or attitudes, such as fatalism5 or political
beliefs15,19,21 that may play a role. If the fatalism effect is at play
here, these results suggest that it is not just the risk of others that
influences social distancing compliance, but their own risk may
cause less social distancing compliance. Future research should
examine how health belief risk affects social distancing compliance. Conversely, individuals who had a previous mental health
diagnosis are more likely to social distance, even as they indicate
that they are not at greater risk for COVID-19. This is consistent
with recent CDC findings underscoring that none of the mental
health indicators contribute to having a higher risk of contracting
COVID-19.4 Some mental health conditions may be associated with
a more general decrease in the desire to socialize, and conditions
such as agoraphobia, in particular,25,26 relate to a fear of leaving
home. Both anxiety and depression may be linked to an increase
in other types of ‘fears’ resulting in a heightened sensitivity to the
issue of COVID-19 and resulting desire to comply fully with the
social distancing recommendations.

This study, however, is not without limitations. First, the TARS
sample is concentrated around Lucas County, Ohio. Due to the
local nature of the data, it is not possible to generalize to the entire
population of either Ohio or the United States. Nevertheless, the
characteristics of Toledo, Ohio, and the surrounding area are similar to those of other Ohio regions in terms of racial diversity and
age27 and to national demographics in terms of education, income,
and racial diversity.23 In addition, this study does not account for
degree of severity for individual diagnoses as the health diagnoses
measures are dichotomous variables. It may be that individuals
suffer from varying degrees of their diagnosis. It is also possible
that although individuals may have physical health diagnoses,
their relatively young ages may play a role. Finally, this study does
not examine underlying motivations for social distancing or beliefs about personal health risk. Further research determining
how the pandemic has shaped beliefs and behaviors is warranted.
Despite these limitations, this study makes contributions to the
literature on social distancing compliance and beliefs about health
risk.

The results of this study point to the need to examine the divergence in findings; those with physical health diagnoses recognized
their risks but were not more likely to comply. Although we find
that the associations between health and pandemic-related beliefs
and behaviors are not explained by COVID-19 indicators or socio-
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hough previous research has focused mostly on gender,15 the
length of the pandemic,13 and politics,6,15,19 this study focused on
the physical and mental health circumstances of a large, heterogeneous sample. Receiving a diagnosis from a doctor or health care
provider may be a more accurate indicator of current health of the
respondent than self-reported physical health or mental health.
Additionally, TARS is a longitudinal study, whereas many recent
studies on COVID-19 are cross-sectional so causality cannot be
established. Other recent studies have relied on convenience samples, so generalizability is questionable, or are based on retrospective questions that are subject to recall bias.6 With longitudinal
data, we were able to examine how earlier medical diagnoses impacted current social distancing compliance and beliefs about
personal health risk.

This project was supported by Award No. 2028429, awarded by the National Science Foundation, and in part by the Center for Family and Demographic Research, Bowling Green State University, which has core funding
from The Eunice Kennedy Shriver National Institute of Child Health and
Human Development (P2CHD050959). The opinions, findings, and conclusions or recommendations expressed in this publication/program/
exhibition are those of the authors and do not necessarily reflect the official views of the National Science Foundation, Department of Justice, or
National Institutes of Health.
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