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ABSTRACT

Objectives To understand the impact of COVID-19 and
public health measures on different social groups, we
conducted a mixed-methods study in five countries
(‘SEBCOV—saocial, ethical and behavioural aspects of
COVID-19’). Here, we report the results of the online
survey.

Study design and statistical analysis Overall, 5058
respondents from Thailand, Malaysia, the UK, Italy and
Slovenia completed the self-administered survey between
May and June 2020. Poststratification weighting was
applied, and associations between categorical variables
assessed. Frequency counts and percentages were used
to summarise categorical data. Associations between
categorical variables were assessed using Pearson’s xz
test. Data were analysed in Stata 15.0

Results Among the five countries, Thai respondents
reported having been most, and Slovenian respondents
least, affected economically. The following factors were
associated with greater negative economic impacts:
being 18—24 years or 65 years or older; lower education
levels; larger households; having children under 18 in the
household and and having flexible/no income. Regarding
social impact, respondents expressed most concern about
their social life, physical health, mental health and well-
being.

There were large differences between countries in terms
of voluntary behavioural change, and in compliance and
agreement with COVID-19 restrictions. Overall, self-
reported compliance was higher among respondents
who self-reported a high understanding of COVID-19.

UK respondents felt able to cope the longest and Thai
respondents the shortest with only going out for essential
needs or work. Many respondents reported seeing news
perceived to be fake, the proportion varying between
countries, with education level and self-reported levels of
understanding of COVID-19.
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Strengths and limitations of this study
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» Our research findings help to address an evidence
gap as identified by the global research community
in a recent study on COVID-19 research priorities,
which identified public health messaging, compli-
ance and trust in public health interventions and
evaluation of these interventions in varied settings
as areas of high priority (BMJ Global Health Vol 5,
Issue 7 (https://gh.bmj.com/content/5/7/e003306).

» Because we recruited a reasonably large sample
size in each country (between 700 and 1400), we
were able to compare population segments (eg, men
VS women, younger vs older people, those with low-
er vs higher levels of education) in the whole cohort,
and between countries.

» Our online survey enabled us to capture people’s
experiences and concerns in multiple domains, in
five countries, all of which had restrictions in place,
during the relatively early stage of the COVID-19
pandemic.

» We did not aim to obtain nationally representative
samples and acknowledge that although we used
weighting strategies in our analysis, our results may
not be fully representative of the populations in the
respective countries.

» Our study captured the views and perceptions
of respondents on the socioeconomic impact of
COVID-19 public health measures, rather than
data on standard indicators of economic and social
impacts.

Conclusions Our data showed that COVID-19 and public
health measures have uneven economic and social
impacts on people from different countries and social
groups. Understanding the factors associated with these
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impacts can help to inform future public health interventions and mitigate
their negative consequences.
Trial registration number TCTR20200401002.

INTRODUCTION

COVID-19 is a respiratory disease caused by the novel
coronavirus SARS-CoV2, which is transmitted through
droplets, close contact and aerosols.' > The SARS-CoV2
outbreak was first reported in December 2019 in Wuhan,
China,” with the WHO declaring it Public Health Emer-
gency of International Concern on 30 January 2020 and a
global pandemic on 11 March 2020.'

In the absence of widely available vaccines and phar-
maceutical treatments, the impact of COVID-19 is being
mitigated using non-pharmaceutical interventions
(NPIs).*? Examples of NPIs include social distancing (or
‘physical distancing’) measures, such as isolation of sick
individuals, quarantine of exposed individuals, contact
tracing, voluntary shielding, travel-related restrictions
and personal protective measures, such as hand hygiene
and wearing face masks.*®” Scientific evidence indicates
that NPIs are effective measures to contain a pandemic
and ease pressures on healthcare systems.”'* However,
authorities and policymakers need to consider the soci-
etal, economic and ethical impacts of these public health
measures, in particular on vulnerable groups.13 '* Such
groups might be disproportionally affected by NPIs and/
or might be unable to comply with them," for example,
due to loss of income when having to isolate at home,
crowded living conditions,14 or not being able to afford
masks.'’

As the COVID-19 pandemic continues, evidence is
urgently needed to understand how people perceive and
experience NPIs, which groups are disproportionally
negatively affected by NPIs, and how communication is
perceived by various social groups.'” These data can be
used to supplement standard indicators of economic
and social impacts to provide a better understanding
of the effects of COVID-19 and its related public health
measures. This understanding is important so that the
policies can be improved to minimise the negative
impact of COVID-19 on people’s lives, and to improve
communications.

Here, we report the highlights of an online survey
conducted in Southeast Asia (Thailand and Malaysia,
both upper middle-income countries), and Europe
(the UK, Italy and Slovenia, all high-income countries)
between 1 May to 30 June 2020 as part of the mixed-
methods study ‘Social, ethical and behavioural aspects of
COVID-19’ (SEBCOV)."® These findings help to address
an evidence gap as identified by the global research
community in a recent study on COVID-19 research
priorities,19 which identified public health messaging,
compliance and trust in public health interventions,
and evaluation of these interventions in varied settings
as areas of high priority.19

METHODS

Study area

The survey was conducted in five countries (population
in 2020 indicated in brackets:** Thailand (69.8million)
and Malaysia (32.4million) in Southeast Asia; and
UK (67.9million), Italy (60.5million) and Slovenia
(2.1million) in Europe.

Survey development

The survey contained five sections with 36 questions
(single-answer multiple choice and five-point Likert
scales) on (1) sociodemographic information; (2)
income, occupation status and economic impacts of
COVID-19 restrictions; (3) sources of, preferences and
perceptions regarding COVID-19-related communica-
tion, and the occurrence of ‘fake news’ (untrue infor-
mation presented as news) and (4) perceived levels of
understanding of COVID-19 and NPIs, agreement with
NPIs, voluntary behavioural changes and concerns and
coping strategies relating to restrictions.”’ The Malaysia
and UK surveys were administered in English, with the
other surveys translated into the respective country
languages. The self-administered online survey was set up
using the ‘JISC Online surveys’ platform.22

Patient and public involvement

The survey questions were pilot-tested with 25 people
from participating countries, and revised accordingly
based on feedback. In addition, the Bangkok Health
Research Ethics Interest Group, a public involvement
group set up by the Mahidol Oxford Tropical Medicine
Research Unit,” discussed the study and the survey ques-
tions in a dedicated virtual meeting. Selected questions
were tested using an adapted cognitive testing technique
using the ‘thinking out loud’ approach,* and the collab-

orative virtual sticky notes board ‘Padlet’.””

Participant selection and recruitment

Adults of any age residing in Thailand, Italy, Malaysia, UK
or Slovenia at the time of the study were eligible to take
part. Participants needed to be able to use a computer
or smart phone to access the survey and provide online
consent to participate.

The survey was open from 1 May to 30 June 2020 (1-30
June for Slovenia due to late start). Participants were
recruited using a combination of approaches: snowball
sampling through personal and professional networks
(via email, social media and messenger apps, mailing
lists and organisations such as the Medical Chamber® in
Slovenia); a polling company27 in Thailand and through
promoted posts on Facebook. Facebook allows users to
‘boost’” posts to selected demographic audiences for
a small fee, so that the post appears on their Facebook
newsfeed.” To achieve more balanced responses in the
categories of gender, education level and geographic
distribution, promoted Facebook posts were targeted at
people with primary or lower/secondary education in UK
and Malaysia; potential participants in Wales, Scotland
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and Northern Ireland in the UK and at men in the UK
and Italy.

Sample size

Each country aimed to recruit a minimum sample of
600 respondents, exceeding the 40-200 respondents
recommended for a mixed-methods study.* A minimum
sample size of 600 respondents is adequate to estimate
the prevalence of a response assuming a 50% prevalence
rate, with 95% confidence and with a precision of 4%.
The 50% prevalence is the standard assumption for preci-
sion sample size calculations when the true prevalence
is not available, as this gives the highest sample size for
a binomial distribution for a desired level of precision.
The following sample size formula was used n= (Z21_
o2 P(1=P))/ d® where P is the anticipated prevalence,
d is the margin of error, Z _ , is the standard normal
value corresponding to the upper tail probability of o./2,
0=0.05 (for a 95% CI) and n is the sample size.

Statistical analysis

To simplify analysis, answers in the following categories
were combined as follows: ‘slightly agree/highly agree’
were combined into one ‘agree’, category and ‘slightly/
strongly disagree’ responses into one ‘disagree’ cate-
gory. To understand the distribution of the basic demo-
graphic variables in the respondent sample, the observed
frequencies and sample characteristics are reported using
unweighted percentages (online supplemental table
1). The characteristics for the rest of the variables are
presented using the observed survey frequency counts
followed by weighted percentages (online supplemental
tables 2-37). Poststratification weighting was used to align
the composition of the respondents’ sample with the
known distribution of the whole population’s character-
istics, reducing sampling error. Weights were computed
considering three stratifying variables that were avail-
able from population census data from each country,”
namely, gender, age and education level. Weights were
obtained as the ratio between the proportion of each
possible combination of the three variables in the whole
country population and the correspondent proportion in
the respondent sample.

Survey data were analysed using Stata V.15.0 soft-
ware.”! Frequency counts and percentages were used to
summarise categorical data. Associations between cate-
gorical variables were assessed using Pearson’s %” test. P
values have been provided in the tables and considered
statistically significant below the two-sided alpha=0.05
level. All p values presented in the tables are for global
tests of significance. Practical significance was taken into
account when interpreting differences in the results.

RESULTS

At the time of the inception of this study, governments
in Thailand, Malaysia, Italy, the UK and Slovenia had
initiated public health measures, using varying degrees

Government Stringency Index

-s-Thailand -%-Malaysia -+-United Kingdom -#-Italy -4Slovenia

Calculated stringency level

30
01-May-20 15-May-20 29-May-20 12-Jun-20 26-Jun-20

Figure 1 Government stringency indices in Thailand,
Malaysia, UK, ltaly and Slovenia between 1 May and 30
June 2020. A higher score indicates a stricter government
response, that is, 100 = strictest.”’

of ‘lockdowns’ to curb the pandemic. Figure 1 shows
a visualisation of the ‘Stringency Index’ (SI) of the
public health responses of the five government over the
study period, drawing on data provided by the Oxford
COVID-19 Government Response Tracker (OxCGRT).*
The OxCGRT tool tracks government policies and inter-
ventions from more than 180 countries on standardised
indicators, and aggregates the data into a ‘SI’ for each
country on a scale from 0 to 100, with 100 indicating the
strictest response.” For example, Italy had the strictest
public health measures in early May (SI=93) and then
gradually lifted and reintroduced restrictions, whereas
restrictions in the UK remained at around the same level
(SI=69-76) throughout the study period. Restrictions
in Slovenia were substantially eased from June onwards

(SI=33).

Characteristics of survey respondents

A total of 5058 participants took part in the survey: 1476
respondents from Thailand (29%), 827 from Malaysia
(16%), 1009 from the UK (20%), 712 from Italy (14%)
and 1034 from Slovenia (20%; online supplemental
table 1, unweighted data). Overall, around 40% identi-
fied as male, around 60% as female and around 1% as
‘other/prefer not to say’. Of all respondents, 8% were
18-24 years old, 17% were aged 25-34 years old, 65%
were 35-64 years old and 10% fell into the 65+ age
group. Overall, 33% had primary or lower (from here on
referred to as ‘primary’) or secondary education, whereas
67% had tertiary education. Overall, 21% of respondents
lived in large households with five or more people. A total
of 59% of respondents received a fixed income (salary/
benefits/pension), 31% had flexible income (contract
and freelance) and 10% received no or ‘other income’.
Overall, 36% lived with children under 18 years in their
household, and 29% reported that they or a household
member belonged to a ‘vulnerable group’ (persons
aged 70 or older, pregnant women or people with
serious health conditions). Finally, 19% were healthcare
provider/workers. Online supplemental table 1 provides
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Economic impacts of COVID-19

100%

90%

80%

70%

60%

50%

40%

% of respondents

30%

20%

10%

Country Gender Education

1 Loss of eamings
mLoss of job
CIReduction of working hours

[IClosure of workplace

18 25 35
TH MY UK TS Toal MoF 0 RS T 0 D0 Y

65+ 14 25 Yes No FBP CF O

Household
Age ioen0l? Children  Income type

85% 40% 44% 55% 30% 56% 55% 57% 28% 65% 38% 59% 47% 56% 67% 53% 64% 62% 53% 38% 81% 69%
23% 16% 10% 13% 3% 14% 13% 16% 0% 17% 8% 25% 13% 12% 17% 12% 20% 18% 12% 8% 22% 27%

ing hours 42% 52% 39% 48% 41% 44% 45% 42% 58% 47% 37% 55% 51% 43% 31% 42% 49% 47% 41% 41% 47% 49%

[IClosure of workplace

36% 53% 51% 39% 8% 36% 35% 37% 33% 37% 34% 59% 40% 32% 35% 34% 41% 38% 35% 33% 40% 46%

Figure 2 Bar chart showing how respondents from the following demographic groups were affected economically by
COVID-19: at country level (TH, Thailand; MY, Malaysia; IT, Italy; S, Slovenia), gender (M, male; F, female; O, other/prefer not to
say); education level (P/S, primary or lower/secondary; T, tertiary); age (18-24 years old, 25-34 years old, 35-64 years old, 65+
yearsold); household size (1-4 people, >5 people); living with children under 18 years (Y, yes; N, no) and type of income (FBP,
fixed/benefits/pension; CF, contract/freelance; O, other/no income).

the breakdown by country. All results in the following
subsections are presented as weighted percentages.

Views on economic impacts of COVID-19 and public health
measures

In order to understand the economic impacts of COVID-
19, respondents who had been working before the
pandemic (paid or unpaid work) were asked whether
COVID-19 had created any work-related inconvenience
for them. Overall, 56% of respondents said that they expe-
rienced loss of earnings, 44% reduction of working hours,
36% closure of workplace and 14% job loss (figure 2,
online supplemental table 2). A total of 75% reported
that they continued to work during COVID-19. Of all
respondents, 53% expressed financial concerns, and
32% worried about professional/career progression. Our
results indicated that the most affected country was Thai-
land, with 85% of respondents reporting loss of earnings,
23% loss of job and 86% expressing financial concerns
(online supplemental table 2). In contrast, fewer Slove-
nian respondents appeared to be affected economically,
for example, 30% reported loss of earnings, 3% reported
loss of job, and 27% had financial concerns.

To investigate the impact of public health measures on
different social groups, we analysed responses based on
gender, level of education, age group, household size,
whether respondents lived with children under 18 years
old and income type.

Opverall, there were no significant differences between
male, female and respondents who identified as ‘other/
prefer not to say’, and who had been working before
COVID-19, in terms of loss of earnings, loss of job, reduc-
tion of working hours and closure of workplace (figure 2,
online supplemental table 3). Overall, fewer women
continued to work during COVID-19 (71% women vs 78%
men; p=0.010). The trend was similar at country level,

except for Malaysia (73% women vs 67% men; online
supplemental table 3).

Overall, 65% of respondents with primary and
secondary education who had been working before
COVID-19 reported a loss of earnings, compared with
38% of respondents with tertiary education (p<0.001;
figure 2, online supplemental table 4). More respon-
dents with primary/secondary education lost their job
(17% vs 8%; p<0.001), and had their working hours
reduced (47% vs 37%; p<0.001). Fewer respondents with
primary/secondary education continued to work (71%,
vs 83%, p<0.001), and 59% reported financial concerns
(vs 41%; p<0.001). This trend was mirrored at country
level. Respondents with primary/secondary education
were most affected in Thailand, where 90% reported loss
of earnings, 24% reported loss of job, and 89% reported
financial concerns (online supplemental table 4). Only
65% of respondents with primary/secondary education
in Malaysia (vs 90% with tertiary education) and 59% in
Ttaly (vs 79%) continued to work during COVID-19.

In order to assess whether age was a factor associated
with economic impact, respondents were divided into
four age groups in the analysis: 18-24-year olds, 25-34-
year olds, 35-64-year olds and over 65-year olds (figure 2,
online supplemental tables 5a—b). There were significant
differences between age groups regarding loss of earnings
(p=0.044): 67% of 65+ year olds reported loss of earnings,
compared with 59% of 18-24-year olds, 47% of 25-34-year
olds and 56% of 35—64-year olds. There were no signifi-
cant differences overall regarding loss of job (p=0.053).
However, the 18-24-year olds appeared to be most affected
through reduction of working hours (p=0.016) and
closure of workplace (p=<0.001). Only 54% of 18-24-year
olds and 68% of 65+ year olds continued to work during
COVID-19, compared with 78% of 25-34% and 78% of
35—64-year olds (p=0.<0.001). Analysing by country, the
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18-24-year olds reported the higher job losses compared
with the other groups in Thailand (32%), Malaysia (42%)
and the UK (19%). Those over 65 years old were particu-
larly affected in Italy, where 87% of 65+ year olds who had
been working before COVID-19 reported loss of earnings,
and 42% reported loss of job (n=12). In all countries,
fewer 18—-24-year olds continued to work during COVID-
19, and in all countries except Thailand, fewer 65+ year
olds continued to work during COVID-19.

Overall, more respondents living in larger households,
and more respondents living with children under 18 in
the household reported economic impacts (figure 2,
online supplemental tables 6 and 7). Overall, 64% of
respondents whose household included five people or
more reported loss of earnings (compared with 53% of
households with 1-4 people; p=0.003), and 20% reported
loss of job (compared with 12%; p=0.005; online supple-
mental table 6). More respondents with children reported
a loss of earnings compared with respondents without
children (62% vs 53%; p=0.005), and higher job loss (18%
vs 12%; p=0.008; online supplemental table 7). Analysing
by country, respondents living with children appeared to
be particularly affected in Thailand and Malaysia.

We also analysed responses according to three types
of income: fixed income (eg, fixed salary, benefits or
pension), flexible income (eg, contract, freelance) and
other/no income (figure 2; online supplemental table 8).
We did not ask for amount of income. Overall, respon-
dents with fixed income were less affected economically
than those with flexible or other/no income. Of the
latter, only 38% reported loss of earnings, compared with
81% of respondents with flexible income and 69% of
respondents with other/no income (p<0.001). Only 8%
of people with fixed income had lost their job, compared
with 22% with flexible income and 27% with other/
no income (p<0.001). At country level, the trends were
similar (online supplemental table 8). Fewer people
with flexible or other/no income continued to work in
Malaysia (42% with flexible/25% with no/other income,
compared with 83% with fixed income; p<0.001),
UK (57%/62%, compared with 79%; p<0.001), Italy
(561%/15%, compared with 81%; p<0.001) and Slovenia
(57%/59%, compared with 84%; p<0.001).

Views on social impacts of COVID-19 and public health
measures

We asked respondents if they were concerned about the
following areas of life if advised no physical contact/
not allowed to go out/allowed to go out only for essen-
tial needs: caring responsibilities, physical health, recre-
ational pursuits, sports, mental health and well-being,
living arrangements, infrastructure (eg, access to trans-
port, internet), social and religious and spiritual needs/
aspects (online supplemental table 9). Overall, respon-
dents expressed most concern about their social life
(64%), their physical health (59%) and their mental
health and well-being (58%). This trend was largely
similar in individual countries, except for Thailand,

where caring responsibilities attracted the most concern
(62%); Malaysia, where 58% were concerned about reli-
gion and spirituality and Slovenia, where 656% of people
worried about recreational aspects. In general, there were
no major differences between gender (online supple-
mental table 10), age groups (online supplemental table
11), education level (online supplemental table 12),
household size (online supplemental table 13), living
with children (online supplemental table 14) or income
type (online supplemental table 15). However, two areas
with the most significant differences between demo-
graphic groups were caring responsibilities and living
arrangements. For example, 52% of women (compared
with 42% of men and 46% of ‘other/prefer not to say’,
p<0.001; online supplemental table 10), and 64% of
those living with children under 18 (compared with 38%
of those without children, p<0.001; online supplemental
table 14) expressed concerns about caring responsilibi-
ties. Concerns about living arrangements were reported
by 33% of those with primary/secondary education
(compared with 26% with tertiary, p<0.001; online supple-
mental table 12), and 41% of those living in households
with five or more people (compared with 28% in house-
holds with 1-4 people, p<0.001; online supplemental
table 13). We asked respondents how many days they
could cope with not going out except for essential needs/
work, with answer options ranging from 1 to 59 days or
more. In total, 44% of respondents said that they could
cope for 29 days or longer (online supplemental table
16). However, coping time varied significantly between
countries (p<0.001): in the UK, 60% of people felt they
would be able to cope for 29 days or longer, whereas in
Thailand, only 26% of respondents said that they could
cope this long. Overall, gender and age did not appear
to be associated with coping time (online supplemental
tables 17 and 18). Factors that appeared to be associated
with lower coping times were living in households with
five or more people (p=0.023, online supplemental table
19), with children under 18 years (p=0.004, online supple-
mental table 20), having primary/secondary education
(p<0.001, online supplemental table 21), and receiving
flexible income (p<0.001; online supplemental table 22).
Indicators varied at country level.

Self-reported compliance and acceptance of public health
measures

Next, we explored which factors were associated with
compliance and agreement with public health measures.
Of all respondents, 67% reported that they had changed
their social behaviour before government restrictions
were implemented (figure 3; online supplemental table
23). There were significant differences at country level
(p<0.001): 93% of Thai respondents reported voluntary
prerestriction behaviour change, followed by the UK
(68%) and Malaysia (64%). Slovenian (47%) and Italian
respondents (47%) reported the lowest levels of voluntary
prerestriction behaviour change. Overall, 92% of respon-
dents had used sanitizer products and alcohol, 82%
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Did you change your social behaviour before the implementation of government restrictions?
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Figure 3 Breakdown of responses to the question ‘Did you change your social behaviour before the implementation of

government restrictions?’ by country (TH, Thailand; MY, Malaysia; IT, Italy; Sl, Slovenia) and demographic groups: gender (M,
male; F, female; O, other/prefer not to say); education level (P/S, primary or lower/secondary; T, tertiary); age (18-34 years old,
35-64 years old, 65+ yearsold); self-reported/perceived level of understanding of COVID-19 (H, high/very high/expert level; S,

some; N, a little/none at all).

avoided physical contact with anyone and 79% avoided
physical contact with only vulnerable groups. In Thailand
and Malaysia, 96% and 95% of respondents indicated
that they had been using personal protective equipment
(eg, face masks and gloves), compared with only 33% in
UK, 55% in Italy and 67% in Slovenia (p<0.001). We also
asked respondents how much they agreed with quaran-
tine/isolation/social distancing measures and the state-
ment that these are a necessary strategy to help control
COVID-19 (online supplemental table 23). There was
a significant difference between countries (p<0.001):
agreement with public health measures was highest
among respondents from Thailand (94%) and lowest
among those from Slovenia (around 75%).

Overall, fewer male than female respondents changed
their social behaviour before the government imple-
mented official restrictions (65% and 70%, respectively,
p=0.039; figure 3, online supplemental table 24). At
country level, fewer men than women reported changing
their social behaviour voluntarily, except in Thailand,
where reported changes among men and women were
similar (94%/92%, p=0.426). Overall, there were no
significant differences between men and women when
asked about how much they agreed with public health
measures and the statement that these are a necessary
strategy to help control COVID-19 (p=0.191; online
supplemental table 24).

When it came to education level, there were no signif-
icant differences between respondents with primary/
secondary and those with tertiary education regarding
voluntary behaviour change before governmentimposed
restrictions (p=0.369), and agreement with public health
measures and the statement that these are a necessary
strategy to help control COVID-19 (p=0.304; figure 3,
online supplemental table 25). Indicators varied at
country level.

Overall, 70% of 18-34-year olds and 70% of 35—64-year
olds indicated that they had voluntarily changed their
behaviour before government restrictions, compared
with only 57% of 65+year olds (p=0.004; figure 3, online
supplemental table 26). This trend was similar at country
level, exceptin Italy where 57% of 65+ year olds were most
likely to change their behaviour, compared with 44% of
18-34% and 44% of 35-64-year olds. Overall, agreement
with voluntary restrictions was similar across age groups
(p=0.271; online supplemental table 26), but fewer 65+
year expressed agreement with restrictions that were
government-enforced (p=0.003). Respondents over 65
years old in Slovenia reported the lowest agreement with
the statement that quarantine/isolation/social distancing
are a necessary strategy to help control COVID-19 (67%),
compared with 96% in Thailand and 100% in Malaysia.

Finally, self-reported levels of wunderstanding of
COVID-19 did not significantly affect voluntary change
of behaviour (p=0.091), or agreement with public health
measures (p=0.688; online supplemental table 27).

Self-perceived level of understanding of COVID-19
We asked respondents to indicate their perceived level of
understanding of COVID-19. Overall, 59% of respondents
indicated a ‘high/very high’ level of understanding, 36%
reported ‘some’ understanding, and only 5% reported
‘very little/none’ (figure 4, online supplemental table
28). There were significant differences at country level
(p<0.001): perceived levels of understanding were
highest in Slovenia (66% reported ‘high/very high’, and
30% ‘some’ understanding) and Thailand (63% ‘high/
very high” and 33% ‘some’), and lowest in Italy, with 47%
reporting ‘high/very high’, and 50% reporting ‘some’
level of understanding.

To probe for factors associated with perceived level of
understanding of COVID-19, we broke down responses
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Perceived level of understanding of COVID-19
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Figure 4 Breakdown of responses to the question ‘How would you rate your level understanding of the current quarantine/
isolation/social distancing requirements for COVID-19?’ Self-reported/perceived level of understanding of COVID-19 ((H, high/
very high/expert level; S, some; N, a little/none at all) shown by country (TH, Thailand; MY, Malaysia; IT, Italy; Sl, Slovenia)

and demographic groups: gender (M,male; F, female; O, other/prefer not to say); age (18-34 years old, 35-64 years old, 65+
yearsold); education level (P/S, primary/secondary; T,tertiary); healthcare worker status (HCW, healthcare worker; Non-HCW,

non-healthcare worker).

by gender, age, education and healthcare worker status
(figure 4, online supplemental table 29). Overall, there was
no significant difference between men, women and people
who identified as other or preferred not to say (p=0.058;
figure 4, online supplemental table 29). Age appeared to
be a factor, as only 52% of 18-34-year old respondents self-
reported ‘high/very high’ understanding compared with
62% of 35-64-year olds and 60% of 65+ year olds (p=0.033).
Overall, fewer respondents with primary and secondary
education selfreported ‘high/very high’ understanding
(56% indicated ‘high/very high’ compared with 66% with
tertiary education, p<0.001). Finally, healthcare worker
status was associated with perceived higher understanding
(p=0.001). This trend was similar at country level, except
for Malaysia, where 49% of healthcare workers reported
‘high/very high’ understanding compared with 52% of
non-healthcare workers (p=0.805) (online supplemental
table 29).

Opverall, higher levels of perceived understanding of
COVID-19 were associated with higher levels of perceived
understanding of public health measures (p<0.001;
online supplemental table 30). For example, 88% of
respondents who self-reported ‘high/very high’ under-
standing of COVID-19% and 50% who reported ‘some’
understanding felt that they had a ‘high/very high’ level
of understanding of public health measures. In contrast,
only 27% of respondents who reported ‘very little/no’
understanding of COVID-19 indicated a high under-
standing of public health measures.

Information about COVID-19, unclear information and fake
news

Throughout the study period, all five countries were
running coordinated public information campaigns

(online supplemental figure 1).*** When respondents
were asked how they receive/received information about
COVID-19 (online supplemental table 31), most reported
traditional mass media (TV, radio, newspapers; 93%),
followed by online methods (websites, email; 83%) and
social media and messenger apps (79%). When asked
about their preferences for receiving information, the
top three responses were traditional mass media (78%),
government or institution’s website (77%) and online
(76%). There were no significant differences based on
gender (online supplemental table 32). Fewer respon-
dents over 65 years said that they had used online chan-
nels or social media and messenger apps, and they
expressed significantly lower preference for these chan-
nels too. For example, only 66% of over 65year olds
wanted to receive information online, compared with
78%/79% of the other age groups (p<0.001), and only
52% of over 65year olds expressed preference for social
media and messenger apps, compared with 64%/64%
(p=0.005; online supplemental table 33). Overall, most
respondents with primary/secondary education and
those with tertiary education had received informa-
tion through traditional mass media, and social media/
messenger apps (online supplemental table 34). Fewer
respondents with primary/secondary education had used
online channels in the form of websites and emails (79%
vs 92%, p<0.001), and more had received face-to-face
information compared with those with tertiary education
(43% vs 35%, p<0.001; online supplemental table 34).
However, both education level groups indicated that their
preferred methods of communication were mass media
channels, online methods and government/institutions’
websites.
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Have you come across nhews about the following COVID-19 topics that seemed fake to you?
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Figure 5 Diagram showing how many survey respondents had come across five ‘fake news’ categories, in response to

the question ‘Have you come across news about the following COVID-19 topics that seemed fake to you?’. Breakdown by
country (TH, Thailand; MY, Malaysia; IT, Italy; SI, Slovenia), gender (M, male; F, female; O, other/prefer not to say), age (18-34
years old, 35-64 years old, 65+ yearsold), education level (P/S, primary or lower/secondary; T, tertiary) and perceived level of
understanding of COVID-19 (H, high/very high/expert level; S, some; N, a little/none at all).

We asked respondents if they had seen unclear or
conflicting information about COVID-19 in nine catego-
ries relating to infection, symptoms and various public
health measures. Overall, between 36% and 54% of
respondents indicated that they had seen such informa-
tion. Ways to avoid the infection (54%), government
support schemes (52%) and testing (51%) were identi-
fied as the most unclear areas (online supplemental table
35). Thailand reported the lowest levels of seeing unclear
or conflicting information in most categories (around
35%—40%), while respondents in the UK reported the
highest levels in most categories (around 55%-70%).
Overall, those with tertiary education reported signifi-
cantly higher levels of seeing unclear information than
those with primary/secondary education in almost all
categories (p<0.001) except government support schemes
(online supplemental table 36).

When asked ‘Have you come across news about the
following COVID-19 topics that seemed fake to you?’,
overall 63% of respondents had encountered news on
‘Coronavirus as an engineered modified virus’, 60%
reported seeing ‘general spread of fear’ and 51% had
come across seemingly fake news about ‘numbers of
infected/deceased people’, ‘home-made recipes to make
sanitizer products’ and ‘alternative drugs/cure’ (figure 5,

online supplemental table 35). Thailand reported the
lowest percentages in all ‘fake news’ categories, with
a range of 27%-42% (online supplemental table 35).
Overall, respondents with tertiary education reported
significantly higher levels of seeing ‘fake news’ in all
categories compared with those with primary/secondary
education (p<0.001; figure 5, online supplemental table
36). For example, only 56% of people with primary/
secondary education reported coming across fake news
about ‘coronavirus as an engineered modified virus’
versus 79% of those with tertiary education (p<0.001).
There did not appear to be an association between self-
reported levels of understanding of COVID-19 and seeing
unclear/conflicting information or ‘fake news’ (online
supplemental table 37).

DISCUSSION

Our results indicate how public health measures that
were in place between 1 May and 30 June 2020 affected
a cohort of over 5000 respondents across five coun-
tries, and thus contribute new data and insights to these
research areas.
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Groups most affected by COVID-19 public health measures
The following factors were associated with a negative
economic impact: belonging to the age group 18-24 years
or 65 and over, having lower education levels, living in
larger households with five or more people, having chil-
dren under 18 in the household and having flexible/
no income. This suggests that COVID-19 public health
measures can have greater negative impacts on already
disadvantaged groups. Overall, it appeared that the
35-64-year old age group was less affected than other age
groups. Possible explanations for this could be the types
of sectors that younger and older people work in (eg,
low paid or service industries),%4 % or for older workers,
shielding guidance issued by governments, lower levels of
digital skills for remote working,36 or discrimination in
the form of ageism.34 %7 There were no significant differ-
ences between gender groups in our overall analysis.
However, other studies have shown that COVID-19 has
had a greater impact on women (eg, women are more
likely to have temporary contracts™* and disproportion-
ally carry the burden of unpaid care).*”*' A more detailed
gender analysis to further break down our survey results is
currently underway.

Our results showed that among the countries surveyed,
respondents from Thailand reported the most adverse
impacts. Thailand is a middle-income country with a
large informal economy, and relies heavily on the tourism
industry (15% GDP).* Thailand also had a high govern-
ment SI during the period of the study (figure 1), which
included closure of borders, businesses and nighttime
curfews.* This meant that many informal street vendors
and those working in the tourism industry (eg, tour oper-
ators) had no income or lost their jobs.

Overall, about two-thirds of respondents were most
concerned about the effects of public health measures
on their social life, their physical health and their mental
health and well-being. These findings resonate with
other studies showing the substantial negative impact of
COVID-19 restrictions on mental health, well-being and
social life.***°

Self-reported compliance and behavioural changes

A number of quantitative online surveys have exam-
ined experiences, knowledge, attitude and perceptions
towards COVID-19 and public health measures, at country
level,®® 77 and among different social groups.””®
Our findings show that self-reported compliance and
behavioural change seemed to differ between countries.
For example, respondents in Thailand indicated signifi-
cantly higher levels of compliance, acceptance of public
health measures and voluntary behavioural change
compared with other countries. Although our survey was
unable to implicate causality, it may contribute to better
understanding of why Thailand has the lowest number of
COVID-19 cases relative to its population among the coun-
tries who took part in the survey.”' Some of our results with
regard to gender and age were similar to trends reported
in other studies. For example, results from a Hong Kong

study showed that female respondents, and those who
reported higher levels of understanding of COVID-19,
were more likely to adopt social distancing measures.*
Similarly, a Chinese study found that men and those
with a lower COVID-19 knowledge score were less likely
to avoid crowded places or wear a mask outside.” Using
survey data from 27 countries, Daoust’’ observed that
compliance was not higher in older people even though
they might be expected to comply more due to being a
risk group. Similarly, our data showed that overall and in
Malaysia, UK and Slovenia, far fewer respondents over
65 years reported changing their behaviour voluntarily
before official restrictions came into place. However,
overall, over 80% of respondents in all three age groups
expressed agreement when asked if they would comply
voluntarily or with governmentmandated restrictions
(online supplemental table 26).

Improving COVID-19 communication

Our findings indicated that younger age and lower
education levels appeared to be associated with lower
self-perceived/subjective levels of understanding of
COVID-19. Also, higher self-reported levels of under-
standing of COVID-19 seemed to be associated with
higher self-perceived levels of understanding of public
health measures. A recent modelling study suggests that
self-imposed public health measures combined with fast
spreading of disease awareness in the population can
help reduce transmission of the virus."" Our findings
suggest that specific groups of people, such as those with
primary/secondary education levels and those 18-34-year
old, may benefit most from targeted COVID-19 commu-
nication initiatives.

In terms of channels of communications, the three
most popular channels across countries were traditional
mass media, government or institutional websites and
online media. Similar results emerged from a recent
survey carried out in the Netherlands, Germany and
Italy.”* However, respondents in Thailand reported that
they preferred to receive information face-to-face, espe-
cially those with primary/secondary education. This
suggests that in order for communication strategies to be
effective, they need to be sensitive to population prefer-
ences and tailored to local contextual factors (eg, levels of
connectivity, literacy.”®

Our survey showed that a significant proportion of the
population received conflicting information and news
that seemed fake to them, in particular about corona-
virus being an engineered modified virus. These find-
ings confirm other reports that misinformation and
what has been termed the COVID-19 ‘infodemic’ is wide-
spread.” ** % More efforts should be made to curb misin-
formation and disinformation, taking into account the
needs of different groups.*®

Strengths and limitations
Our online survey enabled us to capture people’s experi-
ences and concerns in multiple domains, in five countries,
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all of which had restrictions in place, during the relatively
early stage of the COVID-19 pandemic. To the best of
our knowledge, the SEBCOV study was one of the largest
international mixed-methods studies conducted on the
impact of COVID-19. To maximise the number of respon-
dents and the likelihood of getting honest answers, the
survey was completely anonymous. Due to the relatively
large sample of respondents in each country, we were
able to compare population segments (eg, men vs women
or younger vs older people) in our overall cohort and at
country level. We did not aim to obtain nationally repre-
sentative samples and acknowledge that although we used
weighting strategies in our analysis, our results may not
be fully representative of the populations in the respec-
tive countries. Similarly, there might be differences in
the frequency of demographic groups (eg, 18-24 years
old who had been working before COVID-19) between
the different countries, which might affect the interpreta-
tion of our data at country level. Overall, there was a high
proportion of respondents who were healthcare workers
(19%), and some variation in this proportion between
countries. This may have influenced the country-level
analysis, in particular in the areas of perceived under-
standing, compliance/agreement and communication
preferences.

Because the survey was online, only people who were
literate, had internet access and had access to computers
or smartphones could take part. Due to COVID-19
related restrictions, it was not possible to conduct face-to-
face data collection to reach groups who were illiterate in
the language of the survey, or who did not have access to
online technology. This is likely to have biased our data
towards more educated and economically advantaged
populations. Our study was also subject to response bias
and other biases arising from self-reporting and recall.
Our study was designed to capture the views and percep-
tions of respondents on how COVID-19 impacted them
socially and economically rather than standard social and
economic impact indicator, which are captured by other
studies. Similarly, our survey captured perceived level of
understanding of COVID-19 and public health measures
rather than actual level of understanding. We were able
to identify communication needs and preferences of our
respondents, which can be used as guidance for organisa-
tions running public health communication initiatives. As
the media landscapes vary among countries, other factors
like freedom of press or the proportion of digital media
consumption are likely to influence people’s responses.
Finally, as a cross-sectional survey, our data only sheds
light on the prevalence of certain phenomena and opin-
ions of respondents but does not imply causality.

The results of the survey reported here form part of
a mixed-methods study, which also includes an in-depth
qualitative study, the findings of which are currently being
analysed and will be published separately. Combined, our
results may help explain some of the trends reported in
this survey, as well as the differences between countries
and social groups. We have also conducted a preliminary

analysis of unweighted Thai survey responses during
May 2020, which includes more detailed breakdowns by
regions within Thailand.®®

CONCLUSION

Our data confirmed that COVID-19 and public health
measures have unequal effects on different countries
and different social groups within countries. As such, this
study helps to expose some of the social and economic
inequalities resulting from COVID-19 and public health
measures, and contributes to an important body of
research showing that NPIs have a greater impact on
those who are socioeconomically disadvantaged. Our
findings provide an indication of the social groups who
may be most in need of support during pandemics, so
that existing social inequalities are not perpetuated and
worsened. Finally, our data can help to inform future
strategies for effective communication in order to miti-
gate the impacts of COVID-19.
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e There are a total of 37 tables in this document. Suppl. Table 1 reports the distribution of the basic demographic variables in the respondent sample (N= number of
respondents), followed by unweighted percentages (unweighted %) in brackets. The values displayed in the cells in Suppl. Tables 2-37 show the number of respondents
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e Because of rounding to the nearest integer, percentages do not always add up to 100% exactly.

e For gender, due to small number in the “other/prefer not to say” category, p-values are presented for comparison between the male and female groups only.
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Suppl. Table 1 Distribution of respondents by demographic characteristics and country (unweighted data)

Variable and categories Thailand Malaysia UK Italy Slovenia Total
(N=1,476, 29%) (N=827, 16%) (N=1,009, 20%) (N=712, 14%) (N=1,034, 20%) (N=5,058)

Gender

Male 704 (48) 298 (36) 426 (42) 222 (31) 366 (35) 2,016 (40)

Female 766 (52) 525 (63) 572 (57) 490 (69) 662 (64) 3,015 (60)

Other/prefer not to say 6 (0) 4(0) 11 (1) 0 (0) 6 (1) 27 (1)
Age (years)

18-24 83 (6) 139 (17) 54 (5) 75 (11) 62 (6) 413 (8)

25-34 140 (9) 211 (26) 86 (9) 197 (28) 246 (24) 880 (17)

35-64 1,152 (78) 442 (53) 616 (61) 383 (54) 676 (65) 3,269 (65)

65+ 101 (7) 35 (4) 253 (25) 57 (8) 50 (5) 496 (10)
Education level

Primary or lower/ secondary 909 (62) 82 (10) 247 (24) 217 (30) 202 (20) 1,657 (33)

Tertiary 567 (38) 745 (90) 762 (76) 495 (70) 832 (80) 3,401 (67)
Household structure

Living alone 134 (9) 74 (9) 206 (20) 106 (15) 97 (9) 617 (12)

Living only with partner/spouse 173 (12) 95 (11) 391 (39) 192 (27) 210 (20) 1,061 (21)

Living with partner/spouse and children; living as single 847 (57) 312 (38) 260 (26) 188 (26) 518 (50) 2,125 (42)

parent with children

Living with other relatives/non-relatives/other 322 (22) 346 (42) 152 (15) 226 (32) 209 (20) 1,255 (25)
Household size

1 107 (7) 68 (8) 222 (22) 106 (15) 128 (12) 631 (12)

2 171 (12) 121 (15) 439 (44) 230 (32) 220 (21) 1,181 (23)

3-4 760 (51) 305 (37) 300 (30) 323 (45) 479 (46) 2,167 (43)

>5 438 (30) 333 (40) 48 (5) 53(7) 207 (20) 1,079 (21)
Type of income

Fixed salary/benefits/pension 546 (37) 524 (63) 705 (70) 347 (49) 847 (82) 2,969 (59)

Contract and freelance 849 (58) 158 (19) 227 (22) 244 (34) 103 (10) 1,581 (31)

Other/no income 81 (5) 145 (18) 77 (8) 121 (17) 84 (8) 508 (10)
Living with children under 18 664 (45) 346 (42) 186 (18) 144 (20) 497 (48) 1,837 (36)
Living with vulnerable group* 457 (31) 230 (28) 367 (36) 151 (21) 280 (27) 1,485 (29)
Healthcare provider/worker** 239 (16) 213 (26) 118 (12) 64 (9) 341 (33) 975 (19)

Values in cells are n (%)
* Persons aged 70 or older; pregnant woman; people with serious health conditions
** Included respondents who were not working before COVID-19
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Suppl. Table 2 Breakdown of economic impacts of COVID-19 and concerns by country
Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total P-value
If you were working before COVID- N=1,255 N=613 N=630 N=526 N=929 N=3,953

19, has COVID-19 created any

inconvenience for you?

Loss of earnings (N=1,248) (N=556) (N=584) (N=496) (N=867) (N=3,751) <0.001
1,012 (85) 155 (40) 226 (44) 260 (55) 219 (30) 1,872 (56)
Loss of job (N=1,191) (N=532) (N=551) (N=471) (N=832) (N=3,577) <0.001
233 (23) 44 (16) 51 (10) 59 (13) 15 (3) 402 (14)
Reduction of (N=1,210) (N=546) (N=570) (N=484) (N=862) (N=3,672) 0.107
working hours 492 (42) 228 (52) 201 (39) 233 (48) 319 (41) 1,473 (44)
Closure of workplace (N=1,207) (N=562) (N=591) (N=484) (N=833) (N=3,677) <0.001
425 (36) 289 (53) 296 (51) 167 (39) 63 (8) 1,240 (36)
Did you continue to work during (N=1,255) (N=613) (N=630) (N=526) (N=929) (N=3,953) 0.011
COVID-19? 1,019 (79) 532 (70) 460 (70) 388 (67) 768 (79) 3,167 (75)
What are/were your concerns if N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058

advised no physical contact/not
allowed to go out/allowed to go out
only for essential needs?

Financial (e.g. loss of income, (N=1,466) (N=775) (N=950) (N=678) (N=1,015) (N=4,884) <0.001
loss of job) 1,215 (86) 419 (60) 271(32) 315 (41) 302 (28) 2,522 (53)
Professional/ (N=1,414) (N=759) (N=942) (N=670) (N=1,001) (N=4,786) <0.001
career progression 607 (42) 418 (52) 198 (24) 224 (22) 219 (17) 1,666 (32)
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Suppl. Table 3 Breakdown of economic impacts of COVID-19 and concerns by country and gender

M = male; F = female; O = other/prefer not to say. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total
Gender M F (0] M F (0] M F (o) M F M F (o) M F (0] P-value
(for total
Mvs F)
If you were working N=606 N=645 N=4 N=230 N=380 N=3 N=261 N=363 N=6 N=184 N=342 N=0N=332 N=591 N=6 N=1,613 N=2,321 N=19
before COVID-19, has
COVID-19 created any
inconvenience for you?
Loss of earnings (N=604) (N=640) (N=4) (N=210) (N=343) (N=3) (N=245) (N=333) (N=6) (N=177) (N=319)  (N=314) (N=548) (N=5) (N=1,550) (N=2,183) (N=18) 0.531
508 (83) 502 (86)2 (50) 75 (42) 80(37) 0(0) 97(45) 128(43) 1(17) 99(54) 161(57)  82(29) 135(31)2(40) 861(55) 1,006 (57) 5 (28)
Loss of job (N=576) (N=611) (N=4) (N=202) (N=327) (N=3) (N=233) (N=313) (N=5) (N=168) (N=303)  (N=301) (N=526) (N=5) (N=1,480) (N=2,080) (N=17) 0.157
104 (20) 129 (25) 0(0) 17(18) 27(15) 0(0) 21(19) 30(11) 0(0) 19(10) 40(17) 3(1) 12(4) 0(0) 164(13) 238(16) 0(0)
Reduction of  (N=586) (N=620) (N=4) (N=205) (N=338) (N=3) (N=240) (N=324) (N=6) (N=174) (N=310)  (N=315) (N=541) (N=6) (N=1,520) (N=2,133) (N=19) 0.179
working hours 225 (41) 265 (43) 2 (50) 85 (57) 141 (46) 2 (67) 90 (41) 107 (37) 4(67) 94 (52) 139 (43) 128 (44)188(39) 3(50) 622 (45) 840 (42) 11 (58)
Closure of (N=581) (N=622) (N=4) (N=208) (N=351) (N=3) (N=251) (N=334) (N=6) (N=172) (N=312)  (N=302) (N=526) (N=5) (N=1,514) (N=2,145) (N=18) 0.365
workplace 194 (35) 231 (37) 0(0) 109 (48) 178 (60) 2 (67) 124 (50) 169 (51) 3 (50) 65 (38) 102 (41) 19(7) 43(9) 1(20) 511(35) 723(37) 6(33)
Did you (N=606) (N=645) (N=4) (N=230) (N=380) (N=3) (N=261) (N=363) (N=6) (N=184) (N=342)  (N=332) (N=591) (N=6) (N=1,613) (N=2,321) (N=19) 0.010
continue to 508 (84) 507 (75) 4 (100) 198 (67) 332 (73) 2 (67) 198 (72) 258 (67) 4 (67) 144 (74) 244 (60) 295 (85) 469 (74) 4 (67) 1,343 (78) 1,810 (71) 14 (74)
work during
COVID-19?
What are/were your N=704 N=766 N=6 N=298 N=525 N=4 N=261 N=363 N=6 N=222 N=490 N=0 N=366 N=662 N=6 N=2,016 N=3,015 N=27
concerns if advised no
physical contact/not
allowed to go
out/allowed to go out
only for essential needs?
Financial (N=700) (N=760) (N=6) (N=279) (N=492) (N=4) (N=411) (N=529) (N=10) (N=214) (N=464)  (N=361) (N=648) (N=6) (N=1,965) (N=2,893) (N=26) 0.806
592 (85) 619 (86) 4 (67) 155 (62) 261 (59) 3 (75) 113 (34) 154 (31) 4 (40) 113 (44)202 (38) 110 (27) 188 (29) 4 (67) 1,083 (54) 1,424 (53) 15 (58)
Professional/  (N=675) (N=733) (N=6) (N=270) (N=485) (N=4) (N=409) (N=523) (N=10) (N=211) (N=459)  (N=354) (N=641) (N=6) (N=1,919) (N=2,841) (N=26) 0.597
career 278 (41) 326 (42) 3(50) 137 (53)279 (51) 2 (50) 84 (26) 108 (22) 6(60) 92 (26) 132 (18) 77 (14) 141 (19) 1(17) 668 (32) 986 (31) 12 (46)
progression
6
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Suppl. Table 4 Breakdown of economic impacts of COVID-19 and concerns by country and education level

P/S = primary or lower/secondary education; T = tertiary education. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand
Education level P/S T
If you were working before COVID- N=785 N=470
19, has COVID-19 created any
inconvenience for you?
Loss of earnings (N=780)  (N=468)
725(90) 287 (62)
Loss of job (N=744)  (N=447)
164 (24) 69 (16)
Reduction of (N=762)  (N=448)
working hours 332 (43) 160 (37)
Closure of workplace (N=753) (N=454)
262 (36) 163 (37)
Did you continue to work (N=785)  (N=470)
during COVID-19? 613 (78) 406 (86)
What are/were your concerns if  N=909 N=567
advised no physical contact/not
allowed to go out/allowed to go
out only for essential needs?
Financial (N=904) (N=562)
828 (89) 387 (68)
Professional/ (N=865)  (N=549)
career progression 326 (39) 281 (54)

P/s

N=53

(N=50)
21 (42)
(N=50)
9(19)

(N=48)
25 (55)
(N=48)
28 (55)
(N=53)
34 (65)
N=82

(N=75)
46 (62)
(N=72)
36 (50)

Malaysia

T

N=560

(N=506)
134 (28)
(N=482)
35(7)

(N=498)
203 (40)
(N=514)
261 (49)
(N=560)
498 (90)
N=745

(N=700)
373 (55)
(N=687)
382 (59)

P/s

N=122

(N=116)
55 (58)
(N=108)
12 (13)
(N=110)
42 (49)
(N=116)
51 (48)
(N=122)
73 (59)
N=247

(N=232)
64 (34)
(N=228)
21 (16)

UK

T

N=508

(N=468)
171 (34)
(N=443)
39 (9)

(N=460)
159 (32)
(N=475)
245 (52)
(N=508)
387 (77)
N=762

(N=718)
207 (31)
(N=714)
177 (31)

P/s

N=136

(N=126)
75 (58)
(N=123)
18 (14)
(N=125)
63 (47)
(N=130)
59 (44)
(N=136)
75 (59)
N=217

(N=205)
96 (39)
(N=198)
42 (15)

Italy

Slovenia
T P/S T
N=390 N=160 N=769

(N=370) (N=150)
185 (52) 56 (36)
(N=348) (N=140)
41(12) 7(4)
(N=359) (N=144)
170 (49) 72 (46)
(N=354) (N=137)
108 (31) 14 (8)
(N=390) (N=160)
313 (79) 115 (74)
N=495 N=202

(N=473) (N=193)
219 (46) 71 (29)
(N=472) (N=192)
182 (37) 37(13)

(N=717)
163 (24)
(N=692)
8 (1)
(N=718)
247 (35)
(N=696)
49 (7)
(N=769)
653 (85)
N=832

(N=822)
231 (27)
(N=809)
182 (22)

Total
P/S T P-value
(for total)
N=1,256 N=2,697

(N=1,222) (N=2,529) <0.001
932 (65) 940 (38)
(N=1,165) (N=2,412) <0.001
210(17) 192 (8)

(N=1,189) (N=2,483) <0.001
534 (47) 939 (37)
(N=1,184) (N=2,493) 0.180
414 (37) 826 (34)
(N=1,256) (N=2,697) <0.001
910 (71) 2,257 (83)
N=1,657 N=3,401

(N=1,609) (N=3,275) <0.001
1,105 (59) 1,417 (41)
(N=1,555) (N=3,231) 0.004
462 (30) 1,204 (36)
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Suppl. Table 5 Breakdown of economic impacts of COVID-19 and concerns by country and age group

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Suppl. Table 5a Breakdown of economic impacts of COVID-19 and concerns by country and age group

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia
Age group 18-24 25-34 35-64 65+ 18-24 25-34 35-64 65+ 18-24 25-34
If you were working before COVID- N=35 N=120 N=1,027 N=73 N=43 N=176 N=378 N=16 N=34 N=70

19, has COVID-19 created any
inconvenience for you?

Loss of earnings (N=34) (N=120) (N=1,021)  (N=73) (N=41) (N=166)  (N=334) (N=15) (N=31) (N=69)

28 (61) 75 (76) 851 (89) 58 (80) 15 (54) 33 (38) 98 (34) 9 (57) 16 (71) 16 (38)

Loss of job (N=34) (N=114) (N=972) (N=71) (N=40) (N=164)  (N=314) (N=14) (N=30) (N=68)
15 (32) 21 (25) 183 (20) 14 (22) 10 (42) 12 (14) 20 (10) 2 (13) 5(19) 5 (8)

Reduction of (N=34) (N=113) (N=991) (N=72) (N=38) (N=168)  (N=325) (N=15) (N=32) (N=68)

working hours 18 (42) 55 (54) 401 (42) 18 (23) 18 (44) 67 (75) 136 (49)  7(50) 17 (74) 14 (27)

Closure of workplace (N=34) (N=117) (N=984) (N=72) (N=40) (N=167)  (N=340) (N=15) (N=32) (N=68)

21 (60) 45 (42) 340 (35) 19 (24) 29 (65) 64 (51) 184 (48)  12(83) 19 (75) 38 (52)

Did you continue to work (N=35) (N=120) (N=1,027)  (N=73) (N=43) (N=176)  (N=378) (N=16) (N=34) (N=70)

during COVID-19? 19 (70) 101 (82) 838(80) 61 (81) 32 (40) 163 (67) 330(82) 7(43) 19 (33) 60 (85)
What are/were your concerns if N=83 N=140 N=1,152 N=101 N=139 N=211 N=442 N=35 N=54 N=86

advised no physical contact/not
allowed to go out/allowed to go
out only for essential needs?

Financial (N=81)  (N=139) (N=1,145) (N=101) (N=134) (N=204) (N=408)  (N=29) (N=52) (N=82)

59(69) 102 (84) 985(89)  69(78) 83(51)  115(82) 211(64)  10(42) 30 (62) 29 (37)
Professional/ (N=82)  (N=133) (N=1,106) (N=93) (N=130)  (N=206) (N=395)  (N=28) (N=51) (N=83)
career progression 58 (61) 68 (48) 452 (39) 29 (31) 96 (64) 142 (68) 173(43) 7(26) 40 (64) 36 (40)

UK
35-64
N=466

(N=427)
168 (41)
(N=401)
35 (9)

(N=416)
145 (36)
(N=434)
215 (49)
(N=466)
346 (72)
N=616

(N=581)
195 (35)
(N=572)
118 (17)

65+
N=60

(N=57)
26 (46)
(N=52)
6(8)

(N=54)
25 (45)
(N=57)
24 (44)
(N=60)
35 (56)
N=253

(N=235)
17 (6)
(N=236)
4(2)
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Suppl. Table 5b Breakdown of economic impacts of COVID-19 and concerns by country and age group

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Italy Slovenia Total
Age group 18-24 25-34 35-64 65+ 18-24 25-34 35-64 65+ 18-24 25-34 35-64 65+ P-value
(for total)
If you were working before COVID-N=31 N=159 N=324 N=12 N=37 N=222 N=646 N=24 N=180 N=747 N=2,841 N=185
19, has COVID-19 created any
inconvenience for you?
Loss of earnings (N=31) (N=154) (N=299) (N=12) (N=37) (N=216) (N=595)  (N=19) (N=174) (N=725) (N=2,676) (N=176) 0.044
24 (67) 73 (47) 155 (54) 8 (87) 15 (45) 52 (25) 144 (29) 8(39) 98 (59) 249 (47) 1,416 (56) 109 (67)
Loss of job (N=30) (N=151) (N=282) (N=8) (N=37) (N=211) (N=567) (N=17) (N=171) (N=708) (N=2,536) (N=162) 0.053
4 (10) 18 (12) 35(12) 2 (42) 2 (5) 4(2) 9(3) 0 (0) 36 (25) 60 (13) 282 (12) 24 (17)
Reduction of (N=30) (N=152)  (N=292)  (N=10) (N=36) (N=213)  (N=593) (N=20) (N=170) (N=714) (N=2,617) (N=171) 0.016
working hours 18 (58) 69 (47) 143 (50)  3(1e) 22 (67) 77 (40) 212 (39) 8(38) 93(55) 282(51) 1,037(43) 61(31)
Closure of workplace (N=31) (N=154) (N=289) (N=10) (N=36) (N=210) (N=570)  (N=17) (N=173) (N=716) (N=2,617) (N=171) <0.001
22 (66) 54 (43) 85 (32) 6 (86) 8 (25) 19 (12) 35 (6) 1(3) 99(59) 220(40) 859(32)  62(35)
Did you continue to work (N=31) (N=159) (N=324) (N=12) (N=37) (N=222) (N=646) (N=24) (N=180) (N=747) (N=2,841) (N=185) <0.001
during COVID-19? 16 (66) 118 (71) 250 (70) 4(13) 22 (56) 187 (83) 540(81) 19(72) 108 (54) 629(78) 2,304(78) 126 (68)
What are/were your concerns if N=75 N=197 N=383 N=57 N=62 N=246 N=676 N=50 N=413 N=880 N=3,269 N=496
advised no physical contact/not
allowed to go out/allowed to go
out only for essential needs?
Financial (N=75) (N=195) (N=356) (N=52) (N=62) (N=243) (N=664)  (N=46) (N=404) (N=863) (N=3,154) (N=463) <0.001
36 (46) 102 (52) 168 (48) 9 (20) 26 (45) 66 (24) 205(36) 5(4) 234 (57) 414 (60) 1,764 (58) 110 (30)
Professional/ (N=75) (N=194)  (N=350)  (N=51) (N=61) (N=242)  (N=654) (N=44) (N=399) (N=858)  (N=3,077) (N=452) <0.001
career progression 25 (30) 97 (48) 99 (23) 3(1) 28 (44) 80 (29) 109 (15) 2(1) 247 (57) 423 (48) 951(28) 45 (11)
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Suppl. Table 6 Breakdown of economic impacts of COVID-19 and concerns by country and household size

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Th
Household size (number of persons in the 1-4
household)

If you were working before COVID-19, has N=862
COVID-19 created any inconvenience for

you?

Loss of earnings (N=857)

685 (84)
Loss of job (N=821)

150 (21)
Reduction of (N=835)
working hours 335 (41)
Closure of workplace (N=832)

278 (34)
Did you continue to work during  (N=862)
COVID-19? 703 (78)

What are/were your concerns if advised N=1,038
no physical contact/not allowed to go
out/allowed to go out only for essential

needs?
Financial (N=1,031)
860 (87)
Professional/ (N=996)
career progression 411 (38)

ailand
25

N=393

(N=391)
327 (85)
(N=370)
83 (26)

(N=375)
157 (44)
(N=375)
147 (40)
(N=393)
316 (81)
N=438

(N=435)
355 (82)
(N=418)
196 (49)

Malaysia

14 25
N=376 N=237
(N=348)  (N=208)
97 (36) 58 (45)
(N=335)  (N=197)
22(13)  22(22)
(N=346)  (N=200)
143 (50) 85 (56)
(N=349)  (N=213)
168 (45) 121 (67)
(N=376)  (N=237)
330(72) 202 (67)
N=494 N=333
(N=461) (N=314)
234(59) 185 (62)
(N=454)  (N=305)
228 (47) 190 (59)

N=592

(N=547)
213 (43)
(N=515)
49 (9)

(N=532)
185 (37)
(N=553)
280 (51)
(N=592)
430 (71)
N=961

(N=906)
258 (32)
(N=899)
187 (23)

UK

N=38

(N=37)
13 (51)
(N=36)
2(21)

(N=38)
16 (59)
(N=38)
16 (42)
(N=38)
30 (58)
N=48

(N=44)
13 (34)
(N=43)
11 (32)

N=491

(N=464)
243 (55)
(N=442)
59 (14)

(N=454)
216 (47)
(N=451)
153 (38)
(N=491)
363 (67)
N=659

(N=627)
285 (40)
(N=620)
200 (21)

Italy

N=35

(N=32)
17 (68)
(N=29)
0(0)

(N=30)
17 (68)
(N=33)
14 (55)
(N=35)
25 (63)
N=53

(N=51)
30 (66)
(N=50)
24 (46)

Slovenia
1-4 25
N=743 N=186
(N=693)  (N=174)
181(30) 38(32)
(N=666) (N=166)
13 (3) 2(3)
(N=686)  (N=176)
247 (39) 72 (50)
(N=666)  (N=167)
51 (8) 12 (8)
(N=743)  (N=186)
612 (79) 156 (79)
N=827 N=207
(N=813) (N=202)
249 (26) 53 (37)
(N=799)  (N=202)
180 (16) 39 (20)

1-4

N=3,064

(N=2,909)
1,419 (53)
(N=2,779)
293 (12)

(N=2,853)
1,126 (42)
(N=2,851)
930 (34)

(N=3,064)
2,438 (75)
N=3,979

(N=3,838)
1,886 (50)
(N=3,768)
1,206 (28)

Total
25

N=889

(N=842)
453 (64)
(N=798)
109 (20)
(N=819)
347 (49)
(N=826)
310 (41)
(N=889)
729 (75)
N=1,079

(N=1,046)
636 (66)
(N=1,018)
460 (46)

P-value
(for total)

0.003
0.005
0.037
0.057

0.873

<0.001

<0.001
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Suppl. Table 7 Breakdown of economic impacts of COVID-19 and concerns by country and whether or not living with children under 18

Y = living with children under 18; N = not living with children under 18. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total
Living with children under 18 Y N Y N Y N Y N Y N Y N P-value
(for total)
If you were working before COVID-19, has N=546 N=709 N=276 N=337 N=158 N=472 N=112 N=414 N=462 N=467 N=1,554 N=2,399
COVID-19 created any inconvenience for
you?
Loss of earnings (N=545) (N=703) (N=239) (N=317) (N=144) (N=440) (N=98) (N=398) (N=428) (N=439) (N=1,454) (N=2,297) 0.005
483(91) 529(79) 66(44) 89(37) 52(46) 174(43) 58(61) 202 (54) 100(30) 119(31) 759(62) 1,113(53)
Loss of job (N=525) (N=666) (N=227) (N=305) (N=139) (N=412) (N=92) (N=379) (N=409) (N=423) (N=1,392) (N=2,185) 0.008
121(27) 112(19) 20(26) 24(10) 10(13) 41(9) 12 (9) 47 (14)  6(3) 9(3) 169 (18) 233 (12)
Reduction of (N=531) (N=679) (N=230) (N=316) (N=145) (N=425) (N=99) (N=385) (N=427) (N=435) (N=1,432) (N=2,240) 0.047
working hours 240 (47) 252(38) 102(55) 126(50) 48(38) 153(39) 48(52) 185(49) 165 (45) 154(38) 603(47) 870 (41)
Closure of workplace (N=528) (N=679) (N=247) (N=315) (N=151) (N=440) (N=96) (N=388) (N=413) (N=420) (N=1,435) (N=2,242) 0.268

216 (43) 209 (30) 141(66) 148 (44) 73 (46) 223 (52) 39 (44) 128 (38) 27(7) 36 (9) 496 (38) 744 (35)
Did you continue to work during (N=546) (N=709) (N=276) (N=337) (N=158) (N=472) (N=112) (N=414) (N=462) (N=467) (N=1,554) (N=2,399) 0.655
COVID-19? 412 (74) 607 (84) 242 (65) 290 (74) 124(71) 336(69) 85(73) 303 (65) 386(81) 382(78) 1,249 (74) 1,918 (75)
What are/were your concerns if advised N=664 N=812 N=346 N=481 N=186 N=823 N=144 N=568 N=497 N=537 N=1,837 N=3,221
no physical contact/not allowed to go
out/allowed to go out only for essential

needs?
Financial (N=660) (N=806) (N=323) (N=452) (N=174) (N=776) (N=135) (N=543) (N=486) (N=529) (N=1,778) (N=3,106) <0.001
594 (92) 621(80) 194 (59) 225(62) 59(35) 212(32) 76(61) 239(37) 139(33) 163(24) 1,062 (64) 1,460 (47)
Professional/ (N=637) (N=777) (N=315) (N=444) (N=171) (N=771) (N=134) (N=536) (N=483) (N=518) (N=1,740) (N=3,046) 0.033
career progression 230(37) 377(45) 182(53) 236(51) 58(35) 140 (21) 46(35) 178 (19) 98(19) 121 (15) 614 (35) 1,052 (30)
11
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Suppl. Table 8 Breakdown of economic impacts of COVID-19 and concerns by country and type of income

FBP = fixed salary, benefits/pension; CF = contract and freelance; O = other/no income. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and Thailand Malaysia UK Italy Slovenia Total
categories
Type of income FBP CF (o] FBP CF o FBP CF (o) FBP CF (o) FBP CF (o] FBP CF (o) P-value
(for
total)
If you were working N=495 N=738 N=22 N=475 N=125 N=13 N=397 N=210 N=23 N=278 N=228 N=20 N=788 N=101 N=40 N=2,433 N=1,402 N=118
before COVID-19, has
COVID-19 created
any inconvenience
for you?
Loss of (N=493) (N=733) (N=22) (N=428) (N=117) (N=11) (N=361) (N=200) (N=23) (N=253) (N=224) (N=19) (N=731) (N=96) (N=40) (N=2,266)(N=1,370)(N=115) <0.001
earnings 320 (74)674 (91) 18 (89) 69 (26) 79 (65) 7(92) 91(28) 125(67)10(50) 87 (39) 157 (75)16(95) 128 (21) 70 (77) 21 (53) 695 (38) 1,105 72 (69)

(81)
Loss of job  (N=478) (N=692) (N=21) (N=420) (N=101) (N=11) (N=350) (N=179) (N=22) (N=247) (N=206) (N=18) (N=709) (N=83) (N=40) (N=2,204)(N=1,261)(N=112) <0.001
78 (21) 148(23) 7(47) 18(8) 24(31) 2(78) 20(6) 30(17) 1(e6) 6(3) 45(27) 8(36) 6(2) 5(6) 4(10) 128(8) 252(22) 22(27)
Reduction of (N=479) (N=710) (N=21) (N=429) (N=106) (N=11) (N=358) (N=189) (N=23) (N=256) (N=210) (N=18) (N=735) (N=89) (N=38) (N=2,257)(N=1,304)(N=111) 0.042
working 226 (52) 259 (36) 7 (45) 163 (51) 60 (56) 5(12) 89 (24) 102 (60) 10 (48) 111 (45) 113 (56) 9(26) 227 (33) 67 (81) 25(70) 816 (41) 601 (47) 56 (49)
hours
Closure of  (N=480) (N=706) (N=21) (N=438) (N=113) (N=11) (N=376) (N=192) (N=23) (N=252) (N=213) (N=19) (N=710) (N=85) (N=38) (N=2,256)(N=1,309)(N=112) 0.015
workplace 195 (44) 224 (30) 6 (43) 214 (52) 67 (54) 8(89) 188 (47) 98 (56) 10(51) 63 (27) 94 (54) 10(68) 33(5) 20(20) 10(23) 693 (33) 503 (40) 44 (46)
Did you (N=495) (N=738) (N=22) (N=475) (N=125) (N=13) (N=397) (N=210) (N=23) (N=278) (N=228) (N=20) (N=788) (N=101) (N=40) (N=2,433)(N=1,402) (N=118) <0.001
continue to 418 (83)584 (77) 17 (78) 437 (83) 86 (42) 9(25) 319(79) 126 (57) 15 (62) 234 (81) 146 (51) 8 (15) 682 (84) 63 (57) 23(59) 2,090 1,005 72 (53)
work during (82) (65)
COVID-19?
What are/were your N=546 N=849 N=81 N=524 N=158 N=145 N=705 N=227 N=77 N=347 N=244 N=121 N=847 N=103 N=84 N=2,969 N=1,581 N=508
concerns if advised
no physical
contact/not allowed
to go out/allowed to
go out only for
essential needs?
Financial  (N=543) (N=843) (N=80) (N=488) (N=149)(N=138) (N=658) (N=219) (N=73) (N=324) (N=238)(N=116) (N=830) (N=102) (N=83) (N=2,843)(N=1,551) (N=490) <0.001
402 (81) 753 (89) 60 (76) 231 (58) 110 (83) 78 (39) 131 (22) 116 (56) 24 (34) 102 (30) 165 (66) 48 (43) 190 (23) 74 (61) 38 (40) 1,056 1,218 248 (46)

(40) (79)
Professional/(N=530) (N=804) (N=80) (N=481) (N=142) (N=136) (N=657) (N=212) (N=73) (N=319) (N=235)(N=116) (N=821) (N=97) (N=83) (N=2,808)(N=1,490) (N=488) <0.001
career 221 (43) 348 (41) 38 (37) 247 (41) 81(71) 90 (56) 104 (17) 66 (36) 28 (40) 71 (15) 112 (38) 41 (22) 156 (14) 35 (23) 28 (33) 799 (24) 642 (43) 225 (40)

progression
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Suppl. Table 9 Breakdown of concerns if advised/not allowed physical contact by country

’

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total P-value
(for total)
What are/were your concerns if advised no physical contact/not N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058
allowed to go out/allowed to go out only for essential needs?
Caring responsibilities (e.g. childcare, caring for elderly (N=1,454) (N=772) (N=946) (N=681) (N=1,006) (N=4,859) <0.001
parents, not having access to care) 890 (62) 456 (57) 325(31) 312 (46) 423 (35) 2,406 (47)
Physical health (e.g. not being able to attend doctor (N=1,457) (N=782) (N=961) (N=687) (N=1,007) (N=4,894) <0.001
appointments, medication supply for illnesses, 910 (61) 501 (66) 587 (61) 393 (63) 437 (45) 2,828 (59)
lack of exercise)
Recreational (e.g. not being able to access recreational (N=1,425) (N=763) (N=963) (N=683) (N=1,011) (N=4,845) <0.001
facilities like cinemas or restaurants, cancelled 580 (38) 407 (49) 571 (58) 352 (47) 636 (65) 2,546 (51)
sports or cultural events)
Sports (e.g. participating in competitive or professional sports (N=1,400) (N=755) (N=943) (N=675) (N=997) (N=4,770) <0.001
activities) 546 (38) 302 (39) 214 (22) 174 (24) 331 (36) 1,567 (32)
Mental health and wellbeing (e.g. boredom, loneliness, (N=1,427) (N=769) (N=970) (N=691) (N=1,008) (N=4,865) <0.001
anxiety, depression) 798 (55) 476 (61) 699 (75) 448 (60) 436 (43) 2,857 (58)
Living arrangements (e.g. not enough living space, passing on (N=1,419) (N=753) (N=943) (N=674) (N=999) (N=4,788) <0.001
illness to family members, domestic abuse) 646 (45) 289 (46) 215 (24) 114 (16) 177 (15) 1,441 (31)
Infrastructure (e.g. access to transport, network services, (N=1,409) (N=750) (N=935) (N=672) (N=996) (N=4,762) <0.001
internet access) 651 (46) 308 (45) 212 (24) 163 (28) 195 (19) 1,529 (33)
Social (e.g. not being able to see friends or attend social or (N=1,440) (N=773) (N=974) (N=686) (N=1,015) (N=4,888) <0.001
family events) 768 (52) 474 (56) 768 (79) 525 (70) 725 (69) 3,260 (64)
Religious and spiritual (e.g. not being able to go to church, (N=1,433) (N=769) (N=942) (N=670) (N=998) (N=4,812) <0.001
mosque, temple etc.) 591 (42) 393 (58) 162 (17) 95 (18) 201 (19) 1,442 (31)
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Suppl. Table 10 Breakdown of concerns if advised/not allowed physical contact by country and gender

M = male; F = female; O = other/prefer not to say. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total
Gender M F o ™M F o ™ F o M F oM F o ™ F o P-value
(for
total
Mvs F)
What are/were your concerns N=704 N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11 N=222 N=490 N=0ON=366 N=662 N=6 N=2,016 N=3,015 N=27
if advised no physical
contact/not allowed to go
out/allowed to go out only for
essential needs?
Caring responsibilities (N=697)(N=751)(N=6)(N=282) (N=486)(N=4) (N=407) (N=529)(N=10) (N=213)(N=468)  (N=356) (N=644) (N=6) (N=1,955) (N=2,878)(N=26) <0.001
430 456 4 170(53) 284  2(50)124(27) 197  4(40) 82(36) 230 124 (25) 297 (44)2 (33) 930 (42) 1,464 12 (46)
(61) (62) (67) (62) (35) (56) (52)
Physical health (N=698)(N=753)(N=6)(N=282) (N=496)(N=4) (N=414) (N=537)(N=10) (N=213)(N=474)  (N=356) (N=645) (N=6) (N=1,963) (N=2,905)(N=26) 0.058
443 463 4  184(59) 314  3(75)255(62) 323 9(90) 106 287 148 (44) 287 (46)2 (33) 1,136 (56) 1,674  18(69)
(60) (61)  (67) (74) (61) (56)  (70) (61)
Recreational (N=681)(N=738)(N=6)(N=275) (N=484)(N=4) (N=411) (N=542)(N=10) (N=215)(N=468)  (N=359) (N=646) (N=6) (N=1,941) (N=2,878)(N=26) 0.007
267 310 3  160(54) 246  1(25)253(61) 309  9(90) 126 226 239 (71) 395 (59)2 (33) 1,045 (54) 1,486 15 (58)
(39) (38) (50) (44) (56) (54)  (41) (47)
Sports (N=670)(N=724)(N=6)(N=275) (N=476)(N=4) (N=410) (N=524)(N=9) (N=212)(N=463)  (N=353) (N=638) (N=6) (N=1,920) (N=2,825)(N=25) <0.001
276 268 2 131(47) 170  1(25)104(23) 105 5(56) 76(32) 98(17) 150 (44) 179 (28)2 (33) 737 (38) 820 (27) 10 (40)
(40)  (35)  (33) (29) (21)
Mental healthand  (N=684)(N=737)(N=6)(N=279) (N=486)(N=4) (N=414) (N=545)(N=11) (N=216)(N=475)  (N=357) (N=645) (N=6) (N=1,950) (N=2,888)(N=27) 0.326
wellbeing 377 418 3 167(62) 307  2(50)287(73) 402  10(91) 122 326 128 (40) 305 (46)3 (50) 1,081 (57) 1,758 18 (67)
(55)  (55)  (50) (61) (77) (56)  (63) (60)
Living arrangements  (N=679)(N=734)(N=6)(N=275) (N=474)(N=4) (N=409) (N=525)(N=9) (N=211)(N=463)  (N=354) (N=639) (N=6) (N=1,928) (N=2,835)(N=25) 0.948
323 320 3 106(48) 182 1(25)79(21) 131  5(56) 40(19) 74 (14) 53(12) 121(18)3(50) 601 (31) 828 (31) 112 (48)
(46)  (44)  (50) (42) (27)
Infrastructure (N=672)(N=731)(N=6)(N=276) (N=470)(N=4) (N=407) (N=520)(N=8) (N=209)(N=463)  (N=353) (N=637) (N=6) (N=1,917) (N=2,821)(N=24) 0.536
316 332 3 129(42) 177 2(50)102(27) 106  4(50) 51 (29) 112 60 (14) 1133 (24)2(33) 658 (32) 860 (34) 11 (46)
(46)  (47)  (50) (48) (21) (27)
Social (N=689)(N=745)(N=6)(N=280) (N=489)(N=4) (N=412) (N=551)(N=11) (N=215)(N=471)  (N=360) (N=649) (N=6) (N=1,956) (N=2,905)(N=27) 0.503
369 395 4  179(62) 294  1(25)321(79) 438 9(82) 163 362 245 (70) 475 (69)5 (83) 1,277 (65) 1,964 19 (70)
(53) (51) (67) (48) (79) (66) (74) (63)
Religious and spiritual (N=689)(N=738)(N=6)(N=279) (N=486)(N=4) (N=408) (N=524)(N=10) (N=208)(N=462) (N=355) (N=637) (N=6) (N=1,939) (N=2,847)(N=26) 0.367
290 298 3 140 (55) 251 2(50)73(19) 86(14) 3(30) 33(21) 62(15) 77 (24) 124 (14)0(0) 613(33) 821(30) 8(31)
(41) (44) (50) (61)
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Suppl. Table 11 Breakdown of concerns if advised/not allowed physical contact by country and age group

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories
Age group

What are/were your concerns
if advised no physical
contact/not allowed to go
out/allowed to go out only for
essential needs?

Caring responsibilities

Physical health

Recreational

Sports

Mental health and

wellbeing

Living arrangements

Infrastructure

Social

Religious and spiritual

Thailand Malaysia UK Italy Slovenia Total

18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+ P-
value
(for
total)

N=223 N=1,152 N=101 N=350 N=442 N=35 N=140 N=616 N=253 N=272 N=383 N=57 N=308 N=676 N=50 N=1,293 N=3,269 N=496

(N=217)(N=1,138)(N=99) (N=333)(N=407)(N=32)(N=131)(N=581)(N=234)(N=270)(N=361)(N=50)(N=304)(N=656) (N=46) (N=1,255) (N=3,143) (N=461)<0.001
137  717(64) 36(37) 189 249 18  27(20) 242  56(23) 83(30) 208 21  98(30) 317  8(16) 534 (46) 1,733 139
(71) (56) (57) (66) (41) (55)  (43) (44) (53) (32)
(N=218)(N=1,139)(N=100)(N=336)(N=413) (N=33)(N=134) (N=586) (N=241) (N=270) (N=365) (N=52) (N=305) (N=655) (N=47) (N=1,263) (N=3,158) (N=473)0.044
150  712(63) 48(47) 205 269 27 76(61) 354 157 137 217 39 131 284  22(59)699(56) 1,836 293
(63) (60) (65)  (98) (60)  (64) (45) (57)  (90) (40) (42) (57) (66)
(N=212)(N=1,118)(N=95) (N=331)(N=403)(N=29)(N=136)(N=589)(N=238)(N=270)(N=362)(N=51)(N=302)(N=663) (N=46) (N=1,251) (N=3,135)(N=459)0.003
121  425(35) 34(34) 183 209 15 96(66) 339 136 169 166 17 213 395 28(70)782(59) 1,534 230
(47) (55)  (44) (40) (57) (53) (66) (44) (38) (71) (60) (47) (48)
(N=212)(N=1,096)(N=92) (N=329)(N=397)(N=29)(N=133)(N=575)(N=235)(N=269)(N=356)(N=50)(N=301)(N=653) (N=43) (N=1,244) (N=3,077) (N=449)<0.001
99 (47) 428 (38) 19(18) 140 154  8(29) 40(28) 133  41(14) 93 (40) 74 (19) 7(20) 114 206  11(31)486(42) 995 (31) 86 (21)

(47)  (31) (22) (41)  (36)
(N=212)(N=1,118)(N=97) (N=335)(N=402)(N=32)(N=136)(N=591)(N=243)(N=270)(N=366)(N=55)(N=304)(N=657) (N=47) (N=1,257) (N=3,134) (N=474)<0.001
146  613(55) 39(42) 230 227 19 118 439 142 191 227 30 169 253 14 (40)854 (67) 1,759 244
(63) (69) (52) (69) (86) (74) (62) (65) (59) (57) (52)  (40) (56) (51)
(N=213)(N=1,111)(N=95) (N=330)(N=394)(N=29)(N=134)(N=576)(N=233)(N=270)(N=353)(N=51)(N=304)(N=651) (N=44) (N=1,251) (N=3,085) (N=452)<0.001
105  518(48) 23(26) 142 137 10 47(35) 144  24(10) 60 (21) 52 (16) 2 (14) 76 (22) 100  1(1) 430(38) 951(32) 60 (15)
(50) (47) (45)  (40) (24) (17)
(N=214)(N=1,101)(N=94) (N=331)(N=390)(N=29)(N=134)(N=569)(N=232)(N=269)(N=353)(N=50)(N=302)(N=649) (N=45) (N=1,250) (N=3,062) (N=450)0.112
117 502 (46) 32(34) 149 152  7(47) 37(31) 133  42(16) 59(22) 91(28) 13  63(18) 121  11(19)425(37) 999 (33) 105
(54) (42)  (46) (23) (35) (19) (28)
(N=216)(N=1,126)(N=98) (N=334)(N=408)(N=31)(N=136)(N=592)(N=246)(N=268)(N=366)(N=52)(N=304)(N=662) (N=49) (N=1,258) (N=3,154) (N=476)0.156
147  573(50) 48(46) 212 240 22 115 459 194 220 266 39 239 453  33(69)933(69) 1,991 336
(59) (55) (55) (60) (83) (77) (79) (84) (69) (63) (79)  (65) (62) (64)
(N=213)(N=1,120)(N=100)(N=334)(N=406) (N=29)(N=133) (N=574) (N=235) (N=268) (N=352) (N=50) (N=304) (N=650) (N=44) (N=1,252) (N=3,102) (N=458) 0.198
86 (45) 468 (43) 37(37) 180 198 15  14(15) 111  37(13) 27(12) 64 (17) 4(25) 51(15) 142  8(24) 358 (35) 983 (31) 101

(65)  (51)  (61) (19) (19) (28)
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Suppl. Table 12 Breakdown of concerns if advised/not allowed physical contact by country and education level

P/S = primary or lower/secondary education; T = tertiary education. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total
Education level P/S T P/S T P/S T P/S T P/S T P/S T P-value
(for total)
What are/were your concerns if advised no N=909 N=567 N=82 N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401
physical contact/not allowed to go
out/allowed to go out only for essential
needs?
Caring responsibilities (N=894) (N=560) (N=74) (N=698) (N=231) (N=715) (N=204) (N=477) (N=190) (N=816) (N=1,593) (N=3,266) 0.002
571(63) 319(57) 42(57) 414(60) 78(30) 247(32) 98(47) 214(45) 67(31) 356(40) 856(49) 1,550 (43)
Physical health (N=894) (N=563) (N=75) (N=707) (N=238) (N=723) (N=208) (N=479) (N=191) (N=816) (N=1,606) (N=3,288) 0.045
565 (60) 345(63) 53(66) 448 (63) 146(63) 441(59) 123(66) 270(56) 78(47) 359(43) 965 (60) 1,863 (56)
Recreational (N=870) (N=555) (N=72) (N=691) (N=236) (N=727) (N=204) (N=479) (N=192) (N=819) (N=1,574) (N=3,271) <0.001
281 (34) 299(57) 33(47) 374(55) 120(52) 451(64) 95(45) 257(52) 123(66) 513(62) 652(46) 1,894 (60)
Sports (N=855) (N=545) (N=71) (N=684) (N=230) (N=713) (N=203) (N=472) (N=190) (N=807) (N=1,549) (N=3,221) 0.953
317(36) 229(43) 25(38) 277(43) 34(17) 180(26) 44(23) 130(27) 75(39) 256(32) 495(32) 1,072 (32)
Mental health and wellbeing (N=877) (N=550) (N=74) (N=695) (N=238) (N=732) (N=209) (N=482) (N=190) (N=818) (N=1,588) (N=3,277) 0.256
486 (54) 312(59) 46(61) 430(62) 174(76) 525(74) 137(58) 311(63) 90(45) 346(40) 933(58) 1,924 (60)
Living arrangements (N=866) (N=553) (N=71) (N=682) (N=232) (N=711) (N=204) (N=470) (N=189) (N=810) (N=1,562) (N=3,226) <0.001
422 (46) 224 (42) 32(47) 257(39) 46(23) 169(25) 37(17) 77(15) 36(14) 141(16) 573(33) 868(26)
Infrastructure (N=858) (N=551) (N=70) (N=680) (N=229) (N=706) (N=203) (N=469) (N=189) (N=807) (N=1,549) (N=3,213) 0.004
396 (46) 255(48) 32(45) 276(44) 44(23) 168(24) 55(30) 108(23) 35(18) 160(21) 562(35) 967 (29)
Social (N=887) (N=553) (N=72) (N=701) (N=242) (N=732) (N=207) (N=479) (N=194) (N=821) (N=1,602) (N=3,286) <0.001
440 (49) 328 (62) 38(54) 436(63) 183(77) 585(80) 157(67) 368(77) 137(69) 588(70) 955 (60) 2,305 (73)
Religious and spiritual (N=882) (N=551) (N=71) (N=698) (N=232) (N=710) (N=202) (N=468) (N=190) (N=808) (N=1,577) (N=3,235) <0.001
391(44) 200(36) 42(60) 351(51) 36(17) 126(17) 36(20) 59(13) 28(18) 173(21) 533(35) 909 (24)
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Suppl. Table 13 Breakdown of concerns if advised/not allowed physical contact by country and household size

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total

Household size (number of persons in 1-4 >=5 1-4 >=5 1-4 >=5 1-4 >=5 1-4 >=5 1-4 >=5 P-value
household) (for total)
What are/were your concerns if advised N=1,038 N=438 N=494 N=333 N=961 N=48 N=659 N=53 N=827 N=207 N=3,979 N=1,079

no physical contact/not allowed to go
out/allowed to go out only for essential

needs?

Caring responsibilities (N=1,019) (N=435) (N=461) (N=311) (N=900) (N=46) (N=630) (N=51) (N=806) (N=200) (N=3,816) (N=1,043) 0.002
618 (62) 272 (61) 246(59) 210(56) 299 (30) 26 (44) 286 (46) 26(52) 329 (33) 94 (44) 1,778 (45) 628 (56)

Physical health (N=1,022) (N=435) (N=467) (N=315) (N=916) (N=45) (N=637) (N=50) (N=805) (N=202) (N=3,847) (N=1,047) 0.153
639 (61) 271(59) 293(73) 208(56) 557(61) 30(65)  363(63) 30(56) 360(47) 77(38) 2,212 (60) 616 (55)

Recreational (N=1,002) (N=423) (N=456) (N=307) (N=918) (N=45) (N=633) (N=50) (N=809) (N=202) (N=3,818) (N=1,027) 0.896
385(35) 195 (46) 241(47) 166(51) 549(59) 22(53)  327(47) 25(50)  518(65) 118(61) 2,020 (51) 526 (50)

Sports (N=984)  (N=416) (N=447) (N=308) |(N=900) (N=43) (N=625)  (N=50) (N=798)  (N=199) (N=3,754) (N=1,016) 0.008
379(38) 167(38) 169(33) 133(45) 207(22) 7(8) 155(23) 19(42)  262(35) 69(41)  1,172(30) 395 (39)

Mental health and wellbeing (N=1,007) (N=420) (N=458) (N=311) (N=925) (N=45) (N=641) (N=50) (N=807) (N=201) (N=3,838) (N=1,027) 0.031
567 (57) 231(51) 282(64) 194(58) 672(76) 27(63) 414(59) 34(62) 363 (44) 73(41)  2,298(60) 559 (53)

Living arrangements (N=1,000) (N=419) (N=448) (N=305) |(N=899) (N=44) (N=624)  (N=50) (N=798) (N=201) (N=3,769) (N=1,019) <0.001
465 (47) 181(42) 164 (40) 125(53) 199(23) 16(45) 107 (16) 7(16) 143 (14) 34(18) 1,078 (28) 363 (41)

Infrastructure (N=995)  (N=414) (N=445) (N=305) (N=892) (N=43) (N=622)  (N=50) (N=796)  (N=200) (N=3,750) (N=1,012) 0.007
455 (46) 196 (47) 170 (42) 138(48) 204(23) 8(35) 154 (28) 9 (19) 165(20) 30(15) 1,148 (31) 381 (40)

Social (N=1,012) (N=428) (N=461) (N=312) |(N=928) (N=46) (N=636)  (N=50) (N=811)  (N=204) (N=3,848) (N=1,040) 0.120
534 (51) 234(53) 277(50) 197(62) 736(80) 32(66) 491 (70) 34 (70) 584 (69) 141 (72) 2,622 (65) 638 (60)

Religious and spiritual (N=1,008) (N=425) (N=457) (N=312) (N=898) (N=44) (N=621) (N=49) (N=797) (N=201) (N=3,781) (N=1,031) <0.001

405 (42) 186(44) 211(58) 182(58) 151(16) 11(30) 86 (18) 9 (24) 134 (17) 67 (27) 987 (28) 455 (44)

Suppl. Table 14 Breakdown of concerns if advised/not allowed physical contact by country and whether or not living with children under 18

Values in cells are n (weighted %) of respondents who replied ‘yes’.
Variable and categories Thailand Malaysia UK Italy Slovenia Total

Living with children under 18 Y N Y N Y N Y N Y N Y N P-value
(for total)
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What are/were your concerns if advised noN=664
physical contact/not allowed to go

out/allowed to go out only for essential

needs?

Caring responsibilities (N=657)
487 (73)
Physical health (N=659)
458 (67)
Recreational (N=644)
220 (36)
Sports (N=633)
267 (41)
Mental health and wellbeing (N=641)
415 (63)
Living arrangements (N=641)
366 (54)
Infrastructure (N=632)
322 (50)
Social (N=651)
347 (52)
Religious and spiritual (N=641)
307 (49)

N=812

(N=797)
403 (51)
(N=798)
452 (55)
(N=781)
360 (41)
(N=767)
279 (35)
(N=786)
383 (48)
(N=778)
280 (37)
(N=777)
329 (43)
(N=789)
421 (52)
(N=792)
284 (36)

N=346

(N=318)
217 (65)
(N=321)
199 (60)
(N=316)
169 (48)
(N=318)
137 (45)
(N=318)
190 (56)
(N=311)
118 (55)
(N=310)
131 (48)
(N=322)
194 (53)
(N=319)
174 (58)

N=481

(N=454)
239 (52)
(N=461)
302 (70)
(N=447)
238 (49)
(N=437)
165 (34)
(N=451)
286 (65)
(N=442)
171 (39)
(N=440)
177 (42)
(N=451)
280 (57)
(N=450)
219 (58)

N=186

(N=177)
109 (49)
(N=179)
103 (61)
(N=179)
102 (55)
(N=173)
52 (24)
(N=180)
139 (80)
(N=174)
56 (36)
(N=172)
37 (29)
(N=179)
141 (82)
(N=171)
30 (19)

N=823

(N=769)
216 (27)
(N=782)
484 (61)
(N=784)
469 (59)
(N=770)
162 (21)
(N=790)
560 (74)
(N=769)
159 (21)
(N=763)
175 (23)
(N=795)
627 (78)
(N=771)
132 (16)

N=144

(N=138)
88 (63)
(N=138)
77 (56)
(N=139)
66 (40)
(N=135)
38 (29)
(N=139)
91 (60)
(N=134)
24 (19)
(N=135)
30 (18)
(N=140)
109 (77)
(N=133)
23 (20)

N=568 N=497 N=537 N=1,837 N=3,221

(N=543) (N=484) (N=522) (N=1,774)(N=3,085) <0.001
224 (43) 278(53) 145(22) 1,179 (64)1,227 (38)

(N=549) (N=484) (N=523) (N=1,781)(N=3,113) 0.984
316 (64) 217 (44) 220 (46) 1,054 (59)1,774 (59)

(N=544) (N=486) (N=525) (N=1,764)(N=3,081) 0.013
286 (49) 284 (60) 352 (68) 841(46) 1,705 (53)

(N=540) (N=478) (N=519) (N=1,737)(N=3,033) <0.001
136 (23) 175 (41) 156(33) 669 (39) 898 (29)

(N=552) (N=481) (N=527) (N=1,759)(N=3,106) 0.841
357 (60) 197 (44) 239 (43) 1,032 (59)1,825 (58)

(N=540) (N=479) (N=520) (N=1,739)(N=3,049) <0.001
90 (16) 93(21) 84(11) 657 (42) 784 (24)

(N=537) (N=477) (N=519) (N=1,726)(N=3,036) 0.018
133 (30) 81(17) 114(20) 601 (37) 928 (31)

(N=546) (N=488) (N=527) (N=1,780)(N=3,108) 0.098
416 (69) 341(69) 384 (70) 1,132 (61)2,128 (66)

(N=537) (N=479) (N=519) (N=1,743)(N=3,069) <0.001
72(18) 118(20) 83(18) 652(39) 790 (28)
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Suppl. Table 15 Breakdown of concerns if advised/not allowed physical contact by country and income type

FBP = fixed salary, benefits/pension; CF = contract and freelance; O = other/no income. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total

Type of income

What are/were your
concerns if advised no
physical contact/not
allowed to go
out/allowed to go out
only for essential
needs?

Caring

responsibilities

Physical health

Recreational

Sports

Mental health

and wellbeing

Living
arrangements

Infrastructure

Social

Religious and
spiritual

FBP CF (0) FBP CF o FBP CF (o) FBP CF o FBP CF (0) FBP CF o

N=546 N=849 N=81 N=524 N=158 N=145 N=705 N=227 N=77 N=347 N=244 N=121 N=847 N=103 N=84 N=2,969 N=1,581 N=508

(N=540)(N=836) (N=78)(N=490) (N=145)(N=137) (N=661)(N=213)(N=72)(N=328)(N=236)(N=117) (N=826) (N=97) (N=83)(N=2,845)(N=1,527)(N=487)
372 481 37 307 78(64) 71(47) 223  83(32) 19 167 101 44 (44) 362  42(31) 19(23)1,431  785(51) 190 (38)
(72) (570 (39) (58) (32) (26) (49)  (41) (36) (47)

(N=543)(N=835) (N=79) (N=497)(N=146)(N=139) (N=672)(N=216) (N=73) (N=333) (N=236)(N=118) (N=826)(N=98) (N=83)(N=2,871)(N=1,531)(N=492)
381 482 47 324 89(71) 88(66) 415 124 48 204 122  67(59) 345  56(58) 36(42)1,669 873 (58) 286 (57)
(70)  (56)  (49) (63) (62) (60) (63) (68) (51) (44) (59)

(N=535)(N=812) (N=78)(N=483)(N=143)(N=137) (N=671)(N=218) (N=74) (N=331)(N=236)(N=116) (N=828) (N=101) (N=82) (N=2,848) (N=1,510) (N=487)
243 296 41 253  78(48) 76(56) 386 134 51 153 136  63(47) 511  63(75) 62(75)1,546 707 (46) 293 (58)
(43) (35) (42) (46) (54) (65) (71) (46)  (50) (62) (52)

(N=531)(N=791) (N=78)(N=474) (N=145)(N=136) (N=660)(N=213)(N=70)(N=325)(N=234)(N=116) (N=818) (N=96) (N=83)(N=2,808)(N=1,479)(N=483)
264 249 33 190  63(47) 49(39) 133 57(28) 24  72(22) 70(26) 32(28) 265 34 (46) 32(45)924 (32) 473 (32) 170(36)
(53)  (29) (32) (35) (18) (30) (34)

(N=533)(N=816) (N=78)(N=485) (N=146)(N=138) (N=676)(N=221)(N=73)(N=335)(N=238)(N=118) (N=826) (N=99) (N=83)(N=2,855)(N=1,520)(N=490)
339 410 49 297 86(58) 93(66) 485 157 57 213 147 88(68) 346  42(38) 48(53)1,680 842 (55) 335 (63)
(65)  (50)  (50) (61) (75)  (74) (80) (60)  (55) (43) (59)

(N=533)(N=808) (N=78)(N=474) (N=142)(N=137) (N=655)(N=216)(N=72)(N=325)(N=233)(N=116) (N=821) (N=95) (N=83)(N=2,808) (N=1,494)(N=486)
268 352 26 181  54(55) 54(27) 128  65(34) 22 57(17) 38 (16) 19 (14) 138  15(13) 24 (29)772 (27) 524 (38) 145 (26)
(51)  (43) (27) (48) (19) (30) (14)

(N=530)(N=800) (N=79)(N=473)(N=141)(N=136) (N=654)(N=210) (N=71)(N=325)(N=230)(N=117) (N=819) (N=94) (N=83)(N=2,801)(N=1,475)(N=486)
279 335 37 179  55(39) 74(48) 134  56(30) 22  74(30) 56(23) 33 (26) 157  15(13) 23 (25)823 (32) 517 (36) 189 (35)
(56)  (42) (35) (46) (21) (29) (19)

(N=537)(N=824) (N=79)(N=491) (N=146)(N=136) (N=681)(N=219) (N=74) (N=335)(N=233)(N=118) (N=834) (N=98) (N=83)(N=2,878)(N=1,520)(N=490)
322 398 48 303 81(59) 90(52) 531 177 60 256 173  96(78) 589  66(67) 70(86)2,001 895 (58) 364 (67)
(58) (48)  (51) (55) (78) (79) (81) (72) (63) (68) (67)

(N=532)(N=823) (N=78)(N=486) (N=145)(N=138) (N=659)(N=210) (N=73)(N=322)(N=231)(N=117) (N=821)(N=94) (N=83)(N=2,820) (N=1,503)(N=489)
235 326 30 254 68(57) 71(62) 121  31(16) 10  43(20) 36(14) 16 (17) 168  22(31) 11(14)821(29) 483 (34) 138(33)
(49) (39) (35) (57) (17) (12) (18)

P-value
(for total)

0.028

0.826

0.024

0.582

0.125

<0.001

0.370

0.004

0.195
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Suppl. Table 16 Breakdown of maximum number of days that people thought they could cope by country
Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total P-value
What is the maximum number of days N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058 <0.001
you think you could cope without

meeting family or friends not living in

your household in person?

1to 14 days 957 (66) 201 (31) 192 (21) 127 (23) 261 (34) 1,738 (39)
>14 to 28 days 223 (13) 110 (16) 98 (11) 95 (14) 169 (16) 695 (14)
29 days+ 296 (21) 516 (52) 719 (68) 490 (63) 604 (50) 2,625 (47)
What is the maximum number of days N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058 <0.001

you think you could cope with not
going out in public, assuming that you
have sufficient supplies of food,
medicines and other essential items?

1to 14 days 805 (54) 270 (41) 393 (40) 304 (45) 601 (61) 2,373 (49)
>14 to 28 days 249 (17) 114 (16) 124 (14) 161 (21) 151 (13) 799 (16)
29 days+ 422 (29) 443 (43) 492 (46) 247 (34) 282 (26) 1,886 (35)
What is the maximum number of days N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058 <0.001

you think you could cope with going
out only for essential needs/work?

1to 14 days 808 (56) 268 (40) 272 (29) 205 (33) 310 (37) 1,863 (41)
>14 to 28 days 258 (17) 98 (14) 100 (10) 110 (17) 182 (18) 748 (15)
29 days+ 410 (26) 461 (46) 637 (60) 397 (51) 542 (45) 2,447 (44)
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Suppl. Table 17 Breakdown of maximum number of days that people thought they could cope by country and gender

M = male; F = female; O = other/prefer not to say. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total

Gender M F O ™M F O M F (0] M F O ™M F O ™M F (o) P-value
(for total
M vs F)

What is the maximum number of days you think you could N=704 N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11N=222 N=490 N=0N=366 N=662 N=6 N=2,016N=3,015 N=27 0.381
cope without meeting family or friends not living in your
household in person?

1to 14 days 479 476 2 68(29)132 1 87(23)102 3  46(28)81(18) 113 147 1 793 (40)938 (37) 7 (26)
(66) (66) (33) (34) (25) (19) (27) (38) (31) (17)

>14 to 28 days 99 123 1 40(14)69(18)1 43 (13)54(9) 1(9) 28(11)67 (17) 49 (14)120 0(0)259 (13)433 (15) 3 (11)
(12) (15) (17) (25) (18)

29 days+ 126 167 3 190 324 2 296 416 7 148 342 204 395 5 964 (47)1,644 17
(23) (19) (50)(57) (48) (50)(64) (72) (64) (61) (65) (48) (51) (83) (47) (63

What is the maximum number of days you think you could N=704 N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11N=222 N=490 N=366 N=662 N=6 N=2,016N=3,015 N=27 0.890
cope with not going out in public, assuming that you have
sufficient supplies of food, medicines and other essential

items?
1to 14 days 398 405 2 96(41)173 1 170 219 4 100 204 217 382 2 981(49)1,383 9(33)
(53) (55) (33) (40) (25) (42) (38) (36) (48) (42) (57) (65) (33) (50)
>14 to 28 days 116 132 1 47(18)66(14)1 53 (14)71(13)0(0) 46 (18)115 40(14)111 0(0)302 (16)495 (16) 2 (7)
(18) (16) (17) (25) (24) (12)
29 days+ 190 229 3 155 286 2 203 282 7 76 (34)171 109 169 4 733(35)1,137 16
(30) (29) (50) (41) (46) (50)(43) (49) (64) (34) (29) (23) (67) (35) (59)

What is the maximum number of days you think you could N=704 N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11N=222 N=490 N=366 N=662 N=6 N=2,016N=3,015 N=27 0.680
cope with going out only for essential needs/work?

1to 14 days 418 388 2 94(41)173 1 127 141 4  72(35)133 125 183 2 836(42)1,018 9(33)
(57) (55) (33) (38) (25)(32) (27) (36) (31) (35) (40) (33) (40)

>14 to 28 days 114 142 2 35(11)62(17)1 40 (10)60 (10)0(0) 31 (17)79 (17)  73(23)109  0(0)293 (16)452 (15) 3 (11)
(17) (17) (33) (25) (13)

29 days+ 172 236 2 169 290 2 259 371 7 119 278 168 370 4 887(42)1,545 15
(25) (27) (33)(47) (45) (50)(58) (62) (64) (49) (52) (43) (47) (67) (45) (56)
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Suppl. Table 18 Breakdown of maximum number of days that people thought they could cope by country and age group

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories

Age group

What is the maximum number of days you think
you could cope without meeting family or friends
not living in your household in person?

1to 14 days

>14 to 28 days

29 days+

What is the maximum number of days you think
you could cope with not going out in public,
assuming that you have sufficient supplies of food,
medicines and other essential items?

1to 14 days

>14 to 28 days

29 days+

What is the maximum number of days you think
you could cope with going out only for essential

needs/work?

1to 14 days

>14 to 28 days

29 days+

Thailand
18-34 35-64 65+

N=223 N=1,152N=101N=350 N=442 N=35 N=140 N=616 N=253 N=272 N=383 N=57 N=308 N=676 N=50 N=1,293N=3,269 N=496 0.409

115 774 (70)68
(57) (67)
29  179(15)15
(10) (15)
79 199 (15)18
(33) (18)

N=223 N=1,152N=101N=350 N=442 N=35 N=140 N=616 N=253 N=272 N=383 N=57 N=308 N=676 N=50 N=1,293N=3,269 N=496 0.335

113 643 (58)49
(48) (50)
33 192 (16)24
(17) (20)
77 317(26)28
(35) (30)

N=223 N=1,152N=101N=350 N=442 N=35 N=140 N=616 N=253 N=272 N=383 N=57 N=308 N=676 N=50 N=1,293N=3,269 N=496 0.255

107 648 (59)53
(52) (56)
43 195(17)20
(18) (17)
73 309 (24)28
(30) (27)

Malaysia

18-34 35-64 65+ 18-34 35-64 65+

9%
(32)
51

(19)
203
(49)

116
(42)
43

(13)
191
(45)

91
(32)
40
(13)
219
(55)

9%
(25)
53

(13)
293
(62)

141
(36)
65

(17)
236
(47)

163
(43)
54

(14)
225
(43)

9
(55)
6
(22)
20
(23)

13
(56)
6
(28)
16
(16)

14
(62)

(15)
17
(22)

UK

22
(22)
16

(13)
102
(65)

62
(42)
19
(17)
59
(40)

33
(28)
17
(12)
90
(60)

112
(18)
55

(10)
449
(72)

222
(37)
85

(14)
309
(50)

161
(27)
58

(10)
397
(63)

Italy

58 37 81 9
(24) (19) (26) (19)
27 42 42 11
(12) (20) (11) (17)
168 193 260 37
(64) (62) (63) (64)

109 111 170 23
(47) (45) (44) (47)
20(9) 65 82 14
(19) (19) (27)
124 96 131 20
(45) (36) (37) (26)

78 62 126 17
(36) (27) (36) (32)
25(8) 48 52 10
(20) (14) (20)
150 162 205 30
(56) (53) (51) (48)

Slovenia

78
(29)
49

(17)
181
(54)

192
(61)
36
(11)
80
(28)

98
(34)
53

(17)
157
(49)

167
(31)
112
(15)
397
(54)

382
(59)
107
(14)
187
(28)

189
(33)
121
(17)
366
(50)

Total

18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+

16 348(36)1,230 160

(49) (39)  (42)
8  187(10)441(13) 67

(18) (16)
26 758(50)1,598 269
(34) (48)  (42)

27 594 (47)1,558 221

(67) (49)  (53)
8 196 (15)531(16) 72

(15) (18)
15 503 (37)1,180 203
(19) (36)  (29)

23 391(37)1,287 185

(51) (42)  (46)
8  201(16)480 (15) 67

(19) (16)
19 701(48)1,502 244
(29) 43) (38

P-value
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Suppl. Table 19 Breakdown of maximum number of days that people thought they could cope by country and household size

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand
Household size (number of persons in 1-4
household)

What is the maximum number of days N=1,038
you think you could cope without meeting

family or friends not living in your

household in person?

1to 14 days 674 (68)
>14 to 28 days 150 (13)
29 days+ 214 (19)

What is the maximum number of days N=1,038
you think you could cope with not going

out in public, assuming that you have

sufficient supplies of food, medicines and

other essential items?

1to 14 days 594 (59)
>14 to 28 days 158 (14)
29 days+ 286 (27)

What is the maximum number of days N=1,038
you think you could cope with going out
only for essential needs/work?

1to 14 days 579 (58)
>14 to 28 days 172 (15)
29 days+ 287 (27)

N=438

283 (61)
73 (15)
82 (24)
N=438

211 (44)
91(22)
136 (34)
N=438

229 (54)
86 (21)
123 (25)

Malaysia
1-4 25
N=494 N=333
105 (26) 96 (38)
67(12)  43(22)
322(62) 194 (40)
N=494 N=333
160 (29) 110 (56)
68 (19) 46 (12)
266 (52) 177 (32)
N=494 N=333
165 (35) 103 (47)
63(20)  35(6)
266 (46) 195 (46)

UK

N=961

185 (21)
95 (12)
681 (67)
N=961

375 (40)
114 (14)
472 (47)
N=961

262 (30)
96 (11)
603 (60)

N=48

7 (12)
3(3)
38(85)
N=48

18 (49)
10 (14)
20 (37)
N=48

10 (24)
4(5)
34(72)

Italy

N=659

118 (23)
93 (15)
448 (62)
N=659

285 (45)
146 (21)
228 (34)
N=659

197 (33)
104 (17)
358 (50)

N=53

9 (24)
2(2)
42 (75)
N=53

19 (46)
15 (24)
19 (30)
N=53

8 (21)
6(8)
39(72)

Slovenia

1-4 25
N=827 N=207
216 (36) 45(28)
139 (17) 30(12)
472 (47) 132(59)
N=827 N=207
487 (61) 114 (63)
123 (14) 28(11)
217 (26) 65 (26)
N=827 N=207
255(37) 55 (40)
146 (18) 36 (14)
426 (45) 116 (46)

Total
1-4 25
N=3,979 N=1,079
1,298 (37) 440 (44)
544 (14) 151 (16)
2,137 (49) 488 (40)
N=3,979 N=1,079
1,901 (49) 472 (51)
609 (16) 190 (17)
1,469 (36) 417 (32)
N=3,979 N=1,079
1,458 (39) 405 (47)
581 (16) 167 (14)
1,940 (45) 507 (39)

P-value
(for total)
0.023

0.492

0.079
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Suppl. Table 20 Breakdown of maximum number of days that people thought they could cope by country and whether or not living with children under 18

Y = living with children under 18; N = not living with children under 18. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total

Living with children under 18 Y N Y N Y N Y N Y N Y N P-value
(for total)

What is the maximum number of days you N=664 N=812 N=346 N=481 N=186 N=823 N=144 N=568 N=497 N=537 N=1,837 N=3,221 <0.001

think you could cope without meeting

family or friends not living in your

household in person?

1to 14 days 490 (72) 467 (60) 97(40) 104 (25) 24(14) 168(22) 24(18) 103 (24) 115(30) 146(38) 750(46) 988 (35)
>14 to 28 days 80(10) 143(17) 37(12) 73(19) 18(12) 80(11) 13(9)  82(16) 79(14) 90(18) 227(12) 468 (16)
29 days+ 94 (18) 202 (23) 212(47) 304(56) 144 (74) 575(67) 107(73) 383(61) 303(57) 301(45) 860 (42) 1,765 (50)

What is the maximum number of days you N=664 N=812 N=346 N=481 N=186 N=823 N=144 N=568 N=497 N=537 N=1,837 N=3,221 <0.001
think you could cope with not going out in

public, assuming that you have sufficient

supplies of food, medicines and other

essential items?

1to 14 days 412 (59) 393(49) 120(57) 150(29) 60(36) 333 (41) 62(44) 242(45) 290(62) 311(60) 944 (56) 1,429 (46)
>14 to 28 days 100 (16) 149 (18) 45(11) 69(20) 34(19) 90(12) 33(26) 128(20) 73(13) 78(14) 285(15) 514(17)
29 days+ 152(25) 270(33) 181(33) 262(51) 92(46) 400 (46) 49(31) 198(34) 134(25) 148(26) 608(29) 1,278 (38)

What is the maximum number of days you N=664 N=812 N=346 N=481 N=186 N=823 N=144 N=568 N=497 N=537 N=1,837 N=3,221 0.004
think you could cope with going out only
for essential needs/work?

1to 14 days 407 (63) 401(51) 117(47) 151(35) 33(21) 239(31) 42(35) 163(32) 139(35) 171(39) 738(47) 1,125 (38)
>14 to 28 days 112 (16) 146(18) 37(8)  61(18) 17(8)  83(11) 20(11) 90(18) 90(16) 92(18) 276(14) 472(16)
29 days+ 145 (21) 265(31) 192 (45) 269 (47) 136(71) 501(58) 82(53) 315(50) 268 (49) 274 (42) 823 (40) 1,624 (46)

24

Osterrieder A, et al. BMJ Open 2021; 11:€046863. doi: 10.1136/bmjopen-2020-046863



BMJPuinshiF;?%CGrou Limited Fg%ﬂeﬁtdixldmsdl li iIi%gnegr{gjonsibili%arisin from any reliance

Supplemental material ed on this supp al materia which h: pplied by the author(s) BMJ Open

Suppl. Table 21 Breakdown of maximum number of days that people thought they could cope by country and education level
P/S = primary or lower/secondary education; T = tertiary education. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total

Education level P/S T P/S T P/S T P/S T P/S T P/S T P-value
(for total)

What is the maximum number of days you N=909 N=567 N=82 N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401 <0.001

think you could cope without meeting family

or friends not living in your household in

person?
1to 14 days 659 (69) 298 (51) 27(33) 174(23) 55(24) 137(18) 53(26) 74(16) 69(41) 192 (24) 863 (45) 875 (25)
>14 to 28 days 122 (12) 101(17) 15(17) 95(13) 30(13) 68(9) 31(15) 64(13) 33(16) 136(16) 231(15) 464 (13)
29 days+ 128 (18) 168(32) 40(50) 476 (64) 162(63) 557(73) 133(59) 357(72) 100 (43) 504 (60) 563 (41) 2,062 (62)

What is the maximum number of days you N=909 N=567 N=82 N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401 0.004
think you could cope with not going out in

public, assuming that you have sufficient

supplies of food, medicines and other essential

items?
1to 14 days 541 (56) 264 (47) 34(43) 236(32) 101(41) 292 (40) 95(46) 209 (43) 119(63) 482(58) 890(51) 1,483 (45)
>14 to 28 days 144 (17) 105(18) 15(17) 99(13) 31(15) 93(13) 41(20) 120(24) 23(12) 128(15) 254(16) 545 (16)
29 days+ 224 (28) 198(35) 33(40) 410(55) 115(44) 377(48) 81(34) 166(33) 60(25) 222(27) 513(33) 1,373 (39)

What is the maximum number of days you N=909 N=567 N=82 N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401 <0.001
think you could cope with going out only for
essential needs/work?

1to 14 days 564 (59) 244 (43) 35(43) 233(29) 87(35) 185(24) 70(35) 135(29) 75(42) 235(31) 831(46) 1,032(30)
>14 to 28 days 156 (17) 102(19) 12(14) 86(11) 26(10) 74(10) 39(18) 71(14) 33(17) 149(18) 266 (16) 482 (14)
29 days+ 189 (24) 221(38) 35(43) 426(59) 134(54) 503 (66) 108 (48) 289(57) 94 (41) 448(51) 560 (38) 1,887 (56)
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Suppl. Table 22 Breakdown of maximum number of days that people thought they could cope by country and type of income

FBP = fixed salary, benefits/pension; CF = contract and freelance; O = other. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total
Type of income FBP CF (0] FBP CF (0] FBP CF o FBP CF (0] FBP CF (0] FBP CF (o} P-value
(for
total)
What is the maximum number N=546 N=849 N=81 N=524 N=158 N=145 N=705 N=227 N=77 N=347 N=244 N=121 N=847 N=103 N=84 N=2,96 N=1,58 N=508 <0.001
of days you think you could 9 1
cope without meeting family or
friends not living in your
household in person?
1to 14 days 344 577 36 (43) 135 35(37) 31(48) 134 36 (17) 22 (24) 58 (22) 47 (27) 22 (18) 208 35 (44) 18 (26) 879 730 129
(64) (69) (23) (22) (34) (33) (50) (34)
>14 to 28 days 74 (11) 134 15(17) 57 (15) 24 (16) 29(19) 69 (11) 25(14) 4(7) 46(15) 30(12) 19 (15) 141 19(16) 9(9) 387 232 76 (14)
(14) (17) (14) (14)
29 days+ 128 138 30 (41) 332 99 (47) 85 (33) 502 166 51 (69) 243 167 80 (66) 498 49 (40) 57 (65) 1,703 619 303
(25)  (16) (62) (68)  (69) (63)  (60) (49) (53) (350  (51)
What is the maximum number N=546 N=849 N=81 N=524 N=158 N=145 N=705 N=227 N=77 N=347 N=244 N=121 N=847 N=103 N=84 N=2,96 N=1,58 N=508 0.471
of days you think you could 9 1
cope with not going out in
public, assuming that you have
sufficient supplies of food,
medicines and other essential
items?
1 to 14 days 313 461 31(39) 183 46 (39) 41 (49) 273 87 (41) 33 (42) 147 108 49 (40) 485 66 (75) 50(59) 1,401 768 204
(55) (55) (38) (40) (45) (47) (560 (49) (51) (46)
>14 to 28 days 85 (16) 148 16 (20) 70(18) 22 (17) 22 (10) 90(13) 28 (17) 6(9) 84 (24) 55(17) 22 (14) 129 12 (7) 10(14) 458 265 76 (13)
(17) (14) (16)  (16)
29 days+ 148 240 34 (40) 271 90 (44) 82 (41) 342 112 38 (49) 116 81 (36) 50 (46) 233 25(18) 24 (27) 1,110 548 228
(29)  (28) (44) (47)  (43) (30) (27) (35) (33)  (41)
What is the maximum number N=546 N=849 N=81 N=524 N=158 N=145 N=705 N=227 N=77 N=347 N=244 N=121 N=847 N=103 N=84 N=2,96 N=1,58 N=508 <0.001
of days you think you could 9 1
cope with going out only for
essential needs/work?
1to 14 days 297 478 33 (43) 181 56 (53) 31(29) 186 64 (31) 22 (22) 99 (33) 78 (34) 28(27) 250 41 (45) 19(27) 1,013 717 133
(59)  (56) (38) (29) (38) (39) (49  (30)
>14 to 28 days 81(16) 159 18 (23) 54 (14) 23(4) 21(25) 68(10) 20(10) 12 (16) 55(18) 30(12) 25(19) 150 17 (21) 15(17) 408 249 91 (21)
(18) (17) (15)  (14)
29 days+ 168 212 30 (34) 289 79 (43) 93 (46) 451 143 43 (62) 193 136 68 (54) 447 45 (34) 50(57) 1,548 615 284
(25)  (26) (48) (61)  (58) (49)  (53) (45) (46)  (37)  (50)
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Suppl. Table 23 Breakdown of behavioural changes and acceptance of government public health measures by country

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total P-value
N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058
Did you change your social behaviour before the 1,374 (93) 538 (64) 712 (68) 356 (47) 584 (47) 3,564 (67) <0.001

implementation of government restrictions?
If you answered 'yes' to the previous question:
how did you change your social behaviour?

No physical contact with anyone (N=1,374) (N=506) (N=657) (N=342) (N=576) (N=3,455) <0.001
1,302 (94) 362 (82) 325 (51) 243 (74) 516 (93) 2,748 (82)
No physical contact only with elderly and (N=1,374) (N=494) (N=644) (N=332) (N=566) (N=3,410) <0.001
those with serious underlying medical 1,200 (88) 292 (63) 393 (60) 272 (79) 516 (91) 2,673 (79)
conditions
Going out only for essential needs (N=1,374) (N=525) (N=681) (N=346) (N=562) (N=3,488) <0.001
1,291 (94) 489 (95) 571 (83) 263 (82) 381(71) 2,995 (87)
Moving home to stay with (N=1,374) (N=489) (N=627) (N=326) (N=552) (N=3,368) <0.001
parents/relatives 677 (54) 99 (26) 30 (8) 27 (6) 33 (5) 866 (30)
Use of personal protection equipment (N=1,374) (N=527) (N=651) (N=339) (N=564) (N=3,455) <0.001
(e.g. masks and gloves) 1,334 (96) 488 (95) 225 (33) 165 (55) 366 (67) 2,578 (76)
Use of sanitizer products and alcohol (N=1,374) (N=529) (N=685) (N=350) (N=569) (N=3,507) <0.001
1,321 (95) 504 (96) 559 (83) 307 (91) 521 (94) 3,212 (92)
“I would comply with government enforced N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058 <0.001
quarantine/ isolation/social distancing.”
Agree 1,344 (92) 708 (86) 822 (80) 606 (78) 871 (75) 4,351 (83)
Neither agree nor disagree 92 (5) 18 (0) 48 (4) 36 (7) 68 (14) 262 (6)
Disagree 40 (3) 101 (14) 139 (15) 70 (15) 95 (11) 445 (10)
“l would enter voluntary N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058 <0.001

quarantine/isolation/social distancing for
social/self-responsibility.”

Agree 1,354 (92) 674 (81) 815 (78) 566 (76) 838 (76) 4,247 (82)
Neither agree nor disagree 100 (7) 48 (4) 50 (5) 59 (10) 91 (13) 348 (8)
Disagree 22 (1) 105 (15) 144 (17) 87 (14) 105 (11) 463 (10)
How much do you agree with N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058 <0.001

quarantine/isolation/social distancing? “It is a
necessary strategy to help control COVID-19.”

Agree 1,383 (94) 739 (88) 853 (83) 608 (80) 846 (74) 4,429 (85)
Neither agree nor disagree 65 (4) 12 (0) 27 (3) 28 (5) 76 (11) 208 (5)
Disagree 28 (2) 76 (12) 129 (14) 76 (15) 112 (15) 421 (10)
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Suppl. Table 24 Breakdown of behavioural changes and acceptance of government public health measures by country and gender

M = male; F = female; O = other/prefer not to say. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories
Gender

Did you change your social behaviour before660

the implementation of government
restrictions?
If you answered 'yes' to the previous
question: how did you change your social
behaviour?

No physical contact with anyone

No physical contact only with
elderly and those with serious
underlying medical conditions

Going out only for essential needs

Moving home to stay with
parents/relatives

Use of personal protection
equipment (e.g. masks and gloves)

Use of sanitizer products and
alcohol

“I would comply with government enforced
quarantine/ isolation/social distancing.”
Agree

Neither agree nor disagree
Disagree

Thailand Malaysia UK Italy
M F (o) M F (o) M F (o) M F

Slovenia Total
M F (o] M F (o] P-value
(for total
M vs F)

N=704 N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11 N=222 N=490 N=0N=366 N=662 N=6 N=2,016 N=3,015 N=27

709
(92)

5(83)184
(60)

351
(68)

3(75)288
(64)

415
(71)

9 (82)99 (43)257

(94) (52)

(N=660) (N=709) (N=5) (N=173)(N=330) (N=3) (N=271) (N=379) (N=7) (N=94) (N=248)

626 671 5 122 237 3 141 181 3(43)63(68) 180
(93)  (95)  (100) (75) (87) (100) (51)  (50) (78)
(N=660) (N=709) (N=5) (N=170)(N=321) (N=3) (N=268) (N=370) (N=6) (N=90) (N=242)
584 611 5 104 186 2(67) 148 243 2(33)75(75) 197
(88) (89)  (100) (59)  (67) (58)  (62) (81)

(N=660) (N=709) (N=5) (N=177)(N=345) (N=3) (N=277) (N=396) (N=8) (N=95) (N=251)
612 674 5 164 322 3 234 330 7(88)71(84) 192
(93)  (94)  (100) (91) (99) (100) (84) (82) (81)
(N=660) (N=709) (N=5) (N=167)(N=319) (N=3) (N=267) (N=354) (N=6) (N=91) (N=235)

359 316  2(40)39(27) 59(24)1(33) 8(3) 22(11) 0(0) 7(3) 20(9)
(59)  (49)

(N=660) (N=709) (N=5) (N=178) (N=346) (N=3) (N=272) (N=371) (N=8) (N=93) (N=246)
639 690 5 160 325 3 101 121 3(38)38(59) 127
(97) (95)  (100) (96) (95) (100) (33) (33) (52)

(N=660) (N=709) (N=5) (N=178) (N=348) (N=3) (N=278)(N=398) (N=9) (N=96) (N=254)

628 688 5 167 334 3 223 329 7(78)80(92) 227
(95)  (95)  (100) (96) = (96) (100) (80) = (85) (91)
N=704 N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11 N=222 N=490
636 705 3(50) 262 442 4 334 480 8(73) 176 430
(92)  (93) (93)  (78) (100) (76) = (85) (69)  (86)
49(6) 40(4) 3(50) 9(1) 9(0) 0(0) 26(6) 19(3) 3(27)14(10) 22 (5)
19(2) 21(3) 0(0) 27(7) 74(22) 0(0) 66 (18) 73 (12) 0(0) 32 (21) 38(9)

179
(42)

402
(51)

3(50)1,410
(65)

2,134 (70)20 (74)0.039

(N=175)(N=398) (N=3) (N=1,373) (N=2,064) (N=18)0.227
162 351 3 1,114 1,620(83)14(78)
(94) (892 (100) (80)

(N=171)(N=392) (N=3) (N=1,359) (N=2,034) (N=17)0.124
152 361 3 1,063 1,598(81)12(71)
(88)  (94) (100) (77)

(N=172)(N=387) (N=3) (N=1,381) (N=2,088) (N=19)0.327
113 265 3 1,194 1,783 (88)18(95)
(65)  (76) (100) (87)

(N=167)(N=382) (N=3) (N=1,352) (N=1,999) (N=17)0.207
11(3) 21(6) 1(33) 424(32) 438(28) 4(24)

(N=173)(N=388) (N=3) (N=1,376) (N=2,060) (N=19) 0.079
122 241 3 1,060 1,504 (74)14 (74)
(73)  (63) (100) (78)

(N=173)(N=393) (N=3) (N=1,385) (N=2,102) (N=20)0.474
164 354 3 1,262 1,932(93)18(90)
(94)  (94) (100) (92)

N=366 N=662 N=6 N=2,016 N=3,015 N=27 0.631

295 571 5(83)
(75) = (75) (82)

24 (10) 44 (17) 0(0) 122(6) 134 (6)
47 (15) 47(8) 1(17) 191 (11) 253 (10)

1,703 2,628 (84)20 (74)

6(22)
1(4)
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“l would enter voluntary N=704
quarantine/isolation/social distancing for
social/self-responsibility.”
Agree 644
(91)
Neither agree nor disagree 50 (8)
Disagree 10 (1)
How much do you agree with N=704

quarantine/isolation/social distancing? “It is
a necessary strategy to help control COVID-

19.”
Agree 653
(93)
Neither agree nor disagree 38 (5)
Disagree 13 (1)

N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11 N=222 N=490

707 3(50) 258 412 4 340 465 10 163 403
(92) (93)  (68) (100) (78) (78) (91) (67) (85)
47(7) 3(50) 14(1) 34(8) 0(0) 22(5) 27(5) 1(9)21(14) 38 (6)
12(1) 0(0) 26(6) 79 (25) 0(0) 64 (17) 80 (16) 0 (0) 38 (19) 49 (9)
N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11 N=222 N=490

725 5(83) 272 463 4 342 502 9(82) 169 439

(95) (93)  (83) (100) (77) (88) (68)  (91)
26(3) 1(17) 6(0) 6(0) 0(0) 16(4) 11(3) 0(0) 15(9) 13(2)
15(2) 0(0) 20(6) 56(17) 0(0) 68(19) 59 (10) 2 (18)38 (23) 38 (8)

N=366 N=662 N=6 N=2,016 N=3,015 N=27 0.761

285 548 5(83) 1,690 2,535 (81)22(81)
(76) = (77) (83)

36(9) 55(15) 0(0) 143(7) 201(8) 4(15)

45 (15) 59 (8) 1(17) 183 (10) 279 (10) 1(4)
N=366 N=662 N=6 N=2,016 N=3,015 N=27 0.191

285 557 4(67) 1,721 2,686 (87)22(81)

(75) | (74) (83)
28(7) 47(15) 1(17) 103 (5)
53 (18) 58 (12) 1(17) 192 (12)

103 (5)
226 (9)

2(7)
3(11)
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Suppl. Table 25 Breakdown of behavioural changes and acceptance of government public health measures by country and education level
P/S = primary or lower/secondary education; T = tertiary education. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and Categories Thailand Malaysia UK Italy Slovenia Total
Education level P/S T P/S T P/S T P/S T P/S T P/S T P-value
(for total)
N=909 N=567 N=82  N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401
Did you change your social behaviour before the 849 (93) 525(92) 52(64) 486(65) 147 (60) 565 (74) 99 (46) 257 (52) 99(41) 485(56) 1,246(67)2,318 (69)0.369
implementation of government restrictions?
If you answered 'yes' to the previous question: how did
you change your social behaviour?
No physical contact with anyone (N=849) (N=525) (N=47) (N=459) (N=138) (N=519) (N=90) (N=252) (N=97) (N=479) (N=1,221)(N=2,234)<0.001
816 (95) 486(91) 41(85) 321(70) 80(59) 245 (45) 67(76) 176(71) 92(96) 424 (90) 1,096 (87)1,652 (70)
No physical contact only with elderly and those (N=849) (N=525) (N=43) (N=451) (N=131) (N=513) (N=87) (N=245) (N=91) (N=475) (N=1,201)(N=2,209)0.003
with serious underlying medical conditions 771(90) 429 (81) 29(64) 263 (59) 76(58) 317(61) 73(77) 199(82) 83(93) 433(90) 1,032 (81)1,641(74)
Going out only for essential needs (N=849) (N=525) (N=49) (N=476) (N=143) (N=538) (N=93) (N=253) (N=93) (N=469) (N=1,227)(N=2,261)<0.001
798 (94) 493 (92) 47(96) 442 (93) 122(84) 449(82) 69(84) 194 (79) 66(75) 315(67) 1,102 (90)1,893 (82)
Moving home to stay with parents/relatives (N=849) (N=525) (N=42) (N=447) (N=131) (N=496) (N=84) (N=242) (N=91) (N=461) (N=1,197)(N=2,171)<0.001
515(58) 162(32) 11(26) 88(23) 5(8) 25 (8) 10 (6) 17 (6) 4(3) 29 (6) 545 (37) 321 (15)
Use of personal protection equipment (e.g. (N=849) (N=525) (N=49) (N=478) (N=136) (N=515) (N=89) (N=250) (N=94) (N=470) (N=1,217)(N=2,238)<0.001
masks and gloves) 819 (96) 515(98) 47(96) 441(91) 55(35) 170(32) 49(59) 116(47) 57(67) 309 (68) 1,027 (82)1,551 (62)
Use of sanitizer products and alcohol (N=849) (N=525) (N=48) (N=481) (N=142) (N=543) (N=94) (N=256) (N=96) (N=473) (N=1,229)(N=2,278)<0.001
813 (95) 508 (97) 46(96) 458 (95) 120(83) 439(81) 84(94) 223(87) 92(96) 429(92) 1,155 (94)2,057 (89)
“I would comply with government enforced quarantine/ N=909 N=567 N=82 N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401 0.315
isolation/social distancing.”

Agree 843 (93) 501(87) 70(85) 638(87) 190(77) 632(83) 178(75) 428(84) 148 (68) 723 (87) 1,429 (82)2,922 (85)
Neither agree nor disagree 43(4) 49(10) 0(0) 18(3) 14(5) 34(4) 9(7) 27(7) 22(19) 46(6) 88(7) 174 (6)
Disagree 23(3) 17(3) 12(15) 89(11) 43(18) 96(13) 30(17) 40(9) 32(14) 63(7)  140(11) 305(9)

“I would enter voluntary quarantine/isolation/social N=909 N=567 N=82 N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401 0.370
distancing for social/self-responsibility.”

Agree 842 (92) 512(89) 65(80) 609 (83) 180(73) 635(83) 165(75) 401(80) 151(72) 687 (82) 1,403 (81)2,844 (84)
Neither agree nor disagree 55 (7) 45(10) 3(4) 45 (6) 17 (6) 33 (4) 24 (11) 35(7) 24 (15) 67 (9) 123 (8) 225(7)
Disagree 12 (1) 10 (2) 14(16) 91(11) 50(21) 94(13) 28(14) 59(13) 27(13) 78(9) 131 (11) 332(10)

How much do you agree with N=909 N=567 N=82 N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401 0.304

quarantine/isolation/social distancing? “It is a
necessary strategy to help control COVID-19.”

Agree 858 (95) 525(91) 72(88) 667 (90) 201(80) 652(85) 179 (78) 429 (84) 145 (768 701 (85) 1,455 (84)2,974 (87)
Neither agree nor disagree 34 (4) 31(7) 0(0) 12 (2) 8 (4) 19 (3) 6 (5) 22 (5) 23 (14) 53(6) 71 (5) 137 (5)
Disagree 17(2) 11(2) 10(12) 66(8) 38(17) 91(12) 32(17) 44(10) 34(19) 78(9)  131(11) 290(9)
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Suppl. Table 26 Breakdown of behavioural changes and acceptance of government public health measures by age group

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories
Age group

Did you change your social behaviour
before the implementation of
government restrictions?
If you answered 'yes' to the previous
question: how did you change your
social behaviour?
No physical contact with
anyone

No physical contact only
with elderly and those with
serious underlying medical
conditions

Going out only for essential
needs

Moving home to stay with
parents/relatives

Use of personal protection
equipment (e.g. masks and
gloves)

Use of sanitizer products
and alcohol

“l would comply with government
enforced quarantine/ isolation/social
distancing.”

Agree

Neither agree nor disagree
Disagree

Thailand Malaysia UK Italy Slovenia Total

18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+ 18-34 35-64 65+ P-
value
(for
total)

N=223 N=1,152 N=101N=350 N=442 N=35 N=140 N=616 N=253 N=272 N=383 N=57 N=308 N=676 N=50 N=1,293N=3,269 N=496

202 1,079 93 233 287 18 104 448 160 124 202 30 178 386 20 841 (70) 2,402 321 0.004

(92)  (94) (93) (63) (71) (37) (71) (69) (61) (44) (44) (57) (54) (53)  (25) (70) (57)

(N=202)(N=1,079)(N=93) (N=225) (N=265) (N=16) (N=99) (N=412)(N=146)(N=120)(N=196)(N=26)(N=176)(N=380)(N=20) (N=822) (N=2,332)(N=301)0.204
180 1,037 85 156 193 13  35(43) 200 90(61) 79(72) 143 21 151 345 20  601(78)1,918 229
(91)  (96) (90) (84) (80)  (81) (51) (74)  (75) (87) (94)  (100) (84) (82)
(N=202)(N=1,079)(N=93)(N=218) (N=261)(N=15) (N=98) (N=416)(N=130)(N=120)(N=187)(N=25)(N=174)(N=374)(N=18) (N=812) (N=2,317)(N=281)0.152

168  956(90) 76 127 158  7(73) 60(60) 271  62(46) 100 150 22 163 340 13  618(78)1,875 180
(88) (83) (85)  (61) (65) (89) (80) (69) (90) (92) (87) (81) (73)
(N=202)(N=1,079)(N=93) (N=230) (N=278) (N=17) (N=102) (N=427)(N=152) (N=121)(N=198) (N=27) (N=174) (N=370) (N=18) (N=829) (N=2,352)(N=307)0.153
186 1,022 83 212 262 15 79(76) 362 130 79(68) 159 25 102 266 13  658(85)2,071 266
(94)  (95) (89) (98) (94) (82) (86)  (86) (79)  (99) (55) (75)  (87) (88) (89)

(N=202)(N=1,079)(N=93)(N=219) (N=256) (N=14) (N=98) (N=398)(N=131)(N=120)(N=184)(N=22)(N=172)(N=363)(N=17)(N=811) (N=2,280)(N=277)<0.001
88 (59) 556 (56) 33  65(38) 32(16) 2(22) 21(21) 8(2) 1(2) 16(11) 11(7) 0(0) 16(8) 17(4) 0(0) 206 (37)624(29) 36(17)

(34)
(N=202)(N=1,079)(N=93) (N=230) (N=279) (N=18) (N=100) (N=417) (N=134)(N=121)(N=191) (N=27) (N=174) (N=371) (N=19) (N=827) (N=2,337)(N=291)0.067

198 1,050 86 212 262 14  23(20) 157 45(35) 48(39) 100 17  88(52) 260 18  569(72)1,829 180

(98) (97) (90) (93) (99) (80) (40) (54) (69) (68) (97) (79) (74)
(N=202)(N=1,079)(N=93) (N=230) (N=281) (N=18) (N=102) (N=436) (N=147) (N=122) (N=199) (N=29) (N=174) (N=377) (N=18) (N=830) (N=2,372)(N=305)0.613
197 1,037 87 218 271 15 88(84) 352 119 103 177 27 157 346 18  763(92)2,183 266

(96)  (96) (91) (94) (99)  (81) (82) (84) (84) (90) (99) (92) (94)  (100) (93) (91)

N=223 N=1,152 N=101N=350 N=442 N=35 N=140 N=616 N=253 N=272 N=383 N=57 N=308 N=676 N=50 N=1,293N=3,269 N=496 0.003
189 1,058 97 307 371 30 120 493 209 247 311 48 272 559 40 1,135 2,792 424

(90) (92) (96) (82) (88) (91) (85) (78) (80) (88) (77) (72) (85) (75) (65) (86) (83) (80)

28(8) 63(5) 1(1) 7(1) 11(1) 0(0) 3(1) 33(6) 12(5) 7(2) 24(5) 5(14) 16(7) 44(8) 8(34) 61(4) 175(5) 26(13)
6(2) 31(3) 3(3) 36(18) 60(11) 5(9) 17 (14) 90 (17) 32 (14) 18 (10) 48 (17) 4 (14) 20(8) 73(17) 2(1) 97(10) 302 (12) 46 (8)
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“I would enter voluntary N=223 N=1,152 N=101N=350 N=442 N=35 N=140 N=616 N=253 N=272 N=383 N=57 N=308 N=676 N=50 N=1,293N=3,269 N=496 0.327
quarantine/isolation/social

distancing for social/self-

responsibility.”

Agree 188 1,068 98 294 353 27 114 497 204 211 306 49 247 550 41 1,054 2,774 419
(86)  (93) (96) (79) (86) (68) (79) (78) (78) (70) (75) (84) (80) (75) (74) (80) (83) (82)
Neither agree nor disagree 33 (13) 64 (5) 3(4) 23(7) 23(1) 2(9) 6(4) 30(5) 14(7) 28(15) 28(8) 3(10) 28(9) 57(11) 6(20) 118(9) 202 (6) 28(10)
Disagree 2(1) 20(2) 0(0) 33(15) 66(13) 6(24) 20 (17) 89 (17) 35 (15) 33 (16) 49 (17) 5(6) 33 (11) 69 (13) 3(7) 121 (11)293 (11) 49 (8)
How much do you agree with N=223 N=1,152 N=101N=350 N=442 N=35 N=140 N=616 N=253 N=272 N=383 N=57 N=308 N=676 N=50 N=1,293N=3,269 N=496 0.271

quarantine/isolation/social
distancing? “It is a necessary strategy
to help control COVID-19.”

Agree 203 1,083 97 313 393 33 120 521 212 243 315 50 254 549 43 1,133 2,861 435
(93)  (94) (96) (85) (89) (100) (83) (83) (82) (86) (78) (79) (79) (76) (67) (86)  (85) (82)

Neither agree nor disagree 18(7) 45(4) 2(2) 5(0) 6(0) 1(0) 3(3) 16(3) 8(4) 10(4) 14(3) 4(11) 28(12) 45(7) 3(18) 64(5) 126(4) 18(8)

Disagree 2(0) 24(2) 2(2) 32(15) 43(11) 1(0) 17 (14) 79 (15) 33 (14) 19 (10) 54 (19) 3 (10) 26 (10) 82 (17) 4 (15) 96 (9) 282 (11) 43 (10)
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Suppl. Table 27 Breakdown of behavioural changes and acceptance of government public health measures by self-reported level of understanding of COVID-19

H = high/very high/expert level; S = some; N = a little/none at all. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total
Self-reported level of H S N H S N H S N H S N H S N H S N
understanding of COVID-19

N=965 N=459 N=52 N=435 N=359 N=33 N=647 N=336 N=26 N=368 N=324 N=20 N=713 N=279 N=42 N=3,128 N=1,757 N=173
Did you change your social 898 430 46 285 232 21 468 232 12 200 146 10 429 137 18 2,280 1,177 107 (65)
behaviour before the (94) (92) (91) (64) (66) (58) (69) (66) (68) (52) (43) (60) (52) (37) (46) (70) (64)
implementation of
government restrictions?
If you answered 'yes' to the
previous question: how did
you change your social
behaviour?

No physical contact  (N=898)(N=430)(N=46)(N=272)(N=214) (N=20)(N=428) (N=217) (N=12) (N=194) (N=138) (N=10) (N=423) (N=135)(N=18) (N=2,215)(N=1,134)(N=106)

with anyone 849 411 42 204 143 15 221  99(47) 5(52) 137 99(67) 7(88) 380 119 17 1,791  871(77) 86(78)
(94)  (95) (9187)(90) (73) (69) (53) (78) (95)  (87) (96) (85)

No physical contact  (N=898)(N=430)(N=46)(N=266)(N=209) (N=19)(N=417)(N=215)(N=12) (N=192)(N=130) (N=10)(N=418) (N=131)(N=17)(N=2,191)(N=1,115)(N=104)

only withelderlyand 765 394 41 162 119 11 261 128 4(49) 163 101  8(94) 379 122 15 1,730 864 (77) 79(79)

those with serious  (87) (92) (87) (63) (60) (74) (61) (59) (85) (67) (91) (92) (95) (80)

underlying medical

conditions

Going out only for  (N=898)(N=430)(N=46)(N=280)(N=225)(N=20)(N=444) (N=225)(N=12)(N=196) (N=140)(N=10)(N=415) (N=129)(N=18) (N=2,233)(N=1,149) (N=106)

essential needs 844 405 42 266 205 18 381 182 8(66) 145 109 9(95) 283  87(73) 11 1,919 988 (87) 88(84)
(93) (95) (87) (99) (89) (99) (86)  (80) (80)  (83) (72) (60) (88)

Moving home to stay (N=898)(N=430)(N=46)(N=261)(N=209)(N=19)(N=404)(N=212)(N=11)(N=189)(N=127) (N=10)(N=405) (N=129)(N=18)(N=2,157)(N=1,107)(N=104)
with parents/relatives345 298 34 45 (24) 48(25) 6(40) 17(5) 12(10) 1(24) 17(6) 9(7) 1(10) 19(3) 14(9) 0(0) 443 (25) 381 (36) 42 (42)
45)  (67) (73)

Use of personal (N=898)(N=430)(N=46)(N=280)(N=227)(N=20)(N=421) (N=218)(N=12) (N=194)(N=135) (N=10) (N=416) (N=130) (N=18) (N=2,209) (N=1,140) (N=106)

protection equipment874 418 42 266 203 19 153  68(28) 4(17) 90 (46) 69 (66) 6 (66) 289  71(59) 6(38) 1,672 829 (74) 77 (69)

(e.g. masks and (97)  (96)  (81) (99)  (90) (99) (38) (71) (78)

gloves)

Use of sanitizer (N=898)(N=430)(N=46)(N=281)(N=228)(N=20)(N=447)(N=226)(N=12)(N=198)(N=142) (N=10)(N=418) (N=133)(N=18)(N=2,242) (N=1,159) (N=106)

products and alcohol 863 416 42 270 215 19 374 179 6(30) 170 129 8(94) 385 125 11 2,062 1,064 86 (78)
(96)  (95) (81) (99) (91) (100) (85)  (85) (90)  (93) (95)  (95) (70) (94) (92)

P-value
(for
total)

0.091

0.033

0.744

0.711

<0.001

0.172

<0.001
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“l would comply with
government enforced
quarantine/ isolation/social
distancing.”

Agree

Neither agree nor
disagree
Disagree

“l would enter voluntary
quarantine/isolation/social
distancing for social/self-
responsibility.”

Agree

Neither agree nor
disagree
Disagree

How much do you agree with
quarantine/isolation/social
distancing? “It is a necessary
strategy to help control
COVID-19.”

Agree

Neither agree nor
disagree
Disagree

N=965

903
(95)

39 (3)
23(2)

N=965

909
(95)
41 (4)
15 (1)

N=965

920
(96)
26 (2)

19 (1)

N=459 N=52
402 39
(88)  (81)
44.(9) 9(10)
13(3) 4(9)
N=459 N=52
401 44
(85)  (90)
51(13) 8(10)
7(1) 0(0)
N=459 N=52
418 45
(91)  (90)
33(8) 6(8)
8(2) 1(2)

N=435

378
(93)
5(0)
52(7)

N=435

357
(86)
21 (1)
57 (13)

N=435

392
(91)
5(0)

38 (9)

N=359 N=33

305 25
(79)  (76)
9(1) 4(1)
45 (20) 4 (23)
N=359 N=33
294 23
(76)  (75)
21(10) 6 (1)
44 (14) 4 (23)
N=359 N=33
319 28
(85)  (86)
5(0) 2(1)

35 (15) 3 (13)

N=647 N=336 N=26

511 291 20
(79)  (83) (87)
29(3) 18(6) 1(2)
107 27(12) 5(11)
(18)

N=647 N=336 N=26
516 284 15
(78)  (80)  (60)
29(5) 18(5) 3(8)
102 34(15) 8(32)
(17)

N=647 N=336 N=26
540 293 20
(82)  (83) (85)
16 (3) 10(3) 1(2)

91 (15) 33 (13) 5(13)

N=368

303
(76)

17 (4)
48 (21)

N=368

293
(78)
27 (8)
48 (15)

N=368

304
(77)
10 (2)

54 (21)

N=324 N=20

284 19
(79)  (97)
18 (11) 1(3)

22 (10) 0(0)

N=324 N=20

258 15
(74)  (91)
30(12) 2 (6)

36 (13) 3 (4)

N=324

285
(82)
18 (9)

19
(82)
0(0)

21(9)

N=20

N=713

607
(75)

45 (16)
61(9)

N=713

587
(78)
58 (14)

68 (9)

N=713

589
(73)
45 (12)

N=279 N=42

232 32
(75)  (70)
19 (10) 4 (7)

28 (15) 6 (24)

N=279 N=42

219
(74)
26 (9)

32
(69)
7 (23)

34 (17) 3(7)

N=279 N=42

226
(78)
27 (9)

31
(72)
4(7)

1(18) 79 (16) 26 (13) 7 (21)

N=3,128

2,702
(85)
135 (6)
291 (10)

N=3,128

2,662
(84)

176 (6)
290 (9)

N=3,128

2,745
(85)
102 (4)

281 (11)

N=1,757

1,514
(82)
108 (7)
135 (11)

N=1,757

1,456
(79)
146 (10)
155 (11)

N=1,757

1,541
(85)
93 (6)

123 (10)

N=173 0.370
135 (80)
19 (4)
19 (16)
N=173 0.091
129 (77)

26 (8)

18 (15)

N=173 0.688

143 (84)
13 (4)

17 (12)
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Suppl. Table 28 Breakdown of self-reported level of understanding of COVID-19 by country

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total P-value
N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058 <0.001

High/very high/expert level understanding 965 (63) 435 (51) 647 (59) 368 (47) 713 (66) 3,128 (59)

Some understanding 459 (33) 359 (38) 336 (38) 324 (50) 279 (30) 1,757 (36)

A little/none at all 52 (4) 33(11) 26 (4) 20 (3) 42 (4) 173 (5)
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Suppl. Table 29 Breakdown of self-reported level of understanding of COVID-19 by demographic characteristics

H = high/very high/expert level; S = some; N = a little/none at all. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories

Self-reported understanding of

COVID-19

Gender
Male

Female

Other/prefer not to say

Age group
18-34

35-64
65+
Education level
Primary or
lower/secondary

Tertiary

Healthcare worker status

Healthcare worker

Non-healthcare worker

Thailand

H S N
458 224 22 (4)
(65) (31)

504 232 30(4)
(61) (35)

3(50) 3(50) 0(0)
143 69(34) 11(4)
(62)

746 371 35(3)
(62) (35)

76 (68) 19 (25) 6 (7)
537 341 31 (4)
(60) (36)

428 118  21(4)
(74) (22)

172 59 (26) 8(3)
(72)

793 400 44 (4)
(61) (33)

Malaysia

H S N
153 130 15 (15)
(55)  (30)

280 228 17(7)
(47) (46)

2(50) 1(25) 1(25)
170 167  13(9)
(48)  (48)

244 179 19 (14)
(54) (32)

21(52) 13 (42) 1(6)
42 (51) 30(36) 10(13)
393 329 23(3)
(51)  (46)

128 79 (50) 6 (1)
(49)

307 280 27(13)
(52) (35)

UK

280
(61)
358
(56)
9(82)

74 (44)

411
(67)
162
(59)

140
(52)
507
(64)

90 (76)

557
(57)

134
(35)
200
(40)
2 (18)

58 (48)

193
(32)
85 (39)

101
(44)
235
(32)

24 (21)

312
(39)

Italy

N H S N

12 (4) 130 87 (46) 5(3)
(51)

14(3) 238 237 15(3)
(44)  (53)

0 (0)

8(8) 119 143 10 (5)
(39)  (57)

12 (2) 220 153 10 (4)
(54) (42)

6(2) 29(42) 28(58) 0(0)

6(4) 92(43) 114 11 (4)

(53)

20(3) 276 210 9(2)
(58) (41)

4(3) 45(67) 18(29) 1(4)

22(4) 323 306 19(3)
(46) (50)

Slovenia
H S N
269 84 (31) 13 (5)
(64)
439 194  29(3)
(68) (29)
5(83) 1(17) 0(0)
186 106 16 (6)
(59) (35)
492 158  26(5)
(69) (27)
35 (68) 15 (32) 0(0)
124  67(33) 11 (4)
(63)
589 212  31(3)
(71) (26)
291 44(21) 6(1)
(78)
422 235 36(5)
(63) (32)

1,290
(60)
1,819
(57)

19 (70)

692
(52)
2,113
(62)
323
(60)

935
(56)
2,193
(66)

726
(70)
2,402
(57)

Total

659
(34)
1,091
(39)
7 (26)

543
(41)
1,054
(33)
160
(38)

653
(39)
1,104
(31)

224
(28)
1,533
(38)

N P-value
(for
total)
0.058

67 (6)

105 (4)

1(4)

0.033

58 (6)

102 (5)

13 (3)

<0.001
69 (6)

104 (3)

0.001
25(2)

148 (5)
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Suppl. Table 30 Breakdown of self-reported understanding of public health measures by self-reported level of understanding of COVID-19

H = high/very high/expert level; S = some; N = a little/none at all). Values in cells are n (weighted %) of respondents who replied ‘yes’.
( g y high/exp ; ; 8 p plied ‘y

Variable and categories Thailand Malaysia UK Italy Slovenia Total

Self-reported level of understanding H S N H S N H S N H S N H S N H S N P-value
of COVID-19

How would you rate your level of N=965 N=459 N=52 N=435 N=359 N=33 N=647 N=336 N=26 N=368 N=324 N=20 N=713N=279 N=42 N=3,128 N=1,757 N=173 <0.001

understanding of the current
quarantine/isolation/social
distancing requirements for

COVID-19?
H 855 116 19 399 193 9(21)532 182 8(21)338 213 7(36)652 212 24 2,776 916 (50) 67 (27)
(89) (23) (24) (89) (52) (81) (57) (93) (71) (89) (59) (46) (88)
S 102 323 11 31(7) 157 15 98 129 11 22(5) 106 10 50 55 12 303 (10) 770 (43) 59 (39)
(10) (71) (12) (39) (52) (15) (35) (46) (28) (38) (10) (32) (44)
N 8(1) 20(6) 22 5(4) 9(9) 9(27)17(4) 25(8) 7(33)8(2) 5(1) 3(26)11(1) 12(9) 6 49(2) 71(6) 47(34)
(64) (10)
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Suppl. Table 31 What were the three most common ways people received communication on COVID-19, and what are the three most preferred ways to
receive COVID-19 communications? Breakdown by country

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total P-value
N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058
How do/did you receive information about COVID-19?
Face-to-face (e.g. doctors or health workers) 1,096 (78) 275 (19) 155 (15) 276 (32) 413 (34) 2,215 (40) <0.001
Traditional media (TV, radio, newspapers) 1,407 (95) 795 (93) 940(93)  650(85) 994 (95) 4,786 (93) 0.012
Print materials (leaflets, brochures) 803 (55) 256 (32) 403 (36) 119 (23) 479 (43) 2,060 (40) <0.001
Online (websites, email) 1,101 (69) 779 (90) 918 (89) 651 (88) 964 (87) 4,413 (83) <0.001
Social media and messenger apps 1,279 (83) 786 (95) 773 (77) 528 (75) 731 (66) 4,097 (79) <0.001
Government/institution’s web page 1,134 (74) 682 (75) 698 (70) 580 (79) 784 (60) 3,878 (71) <0.001
WHO web page 367 (20) 550 (56) 380(36)  334(39)  397(30) 2,028 (34) <0.001
How would you prefer to receive information about COVID-19?
Face-to-face (e.g doctors or health workers) 1,200 (83) 417 (44) 361 (36) 584 (77) 577 (55) 3,139 (61) <0.001
Traditional media (TV, radio, newspapers) 1,347 (90) 759 (91) 648 (64) 467 (62) 806 (76) 4,027 (78) <0.001
Print materials 893 (63) 340 (40) 418 (41) 149 (29) 481 (52) 2,281 (48) <0.001
Online (websites, email) 1,105 (71) 742 (88) 812(75)  473(71)  856(79) 3,988 (76) <0.001
Social media and messenger apps 1,245 (82) 659 (85) 330 (31) 292 (50) 470 (50) 2,996 (61) <0.001
Government/institution’s web page 1,181 (77) 731 (86) 741 (74) 605 (77) 845 (71) 4,103 (77) 0.009
WHO web page 586 (36) 703 (82) 609 (58) 531 (64) 678 (55) 3,107 (56) <0.001
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Suppl. Table 32 What were the three most common ways people received communications on COVID-19, and what are the three most preferred ways to
receive COVID-19 communications? Breakdown by country and gender

M = male; F = female; O = other/prefer not to say. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total
Gender M F (0] M F (0] M F (0] M F (o I V] F (o] M F (o] P-value
(for total
Mvs F)

N=704 N=766 N=6 N=298 N=525 N=4 N=426 N=572 N=11 N=222 N=490 N=0ON=366 N=662 N=6 N=2,016 N=3,015 N=27

How do/did you receive information

about COVID-19?

Face-to-face 563 529  4(67) 93(17) 180 2 (50) 68 (16) 84 (14) 3 (27) 82 (29) 194 126 285  2(33) 932(40) 1,272 (41)11 (41) 0.591
(81)  (75) (21) (34) (31) (37)

Traditional media (TV, radio, 669 732  6(100)284 507 4(100)390 539 11 199 451 353 635 6 (100) 1,895 (92) 2,864 (94) 27 (100) 0.468

newspapers) (94)  (96) (92)  (93) (92) (95) (100) (82) (88) (98)  (93)

Print materials (leaflets, brochures) 398 402  3(50) 94(37) 162 0(0) 171 227 5(45) 31(27) 88(20) 168 307  4(67) 862(42) 1,186 (39)12 (44) 0.265
(54)  (56) (26) (37)  (36) (44)  (41)

Online (websites, email) 509 586 6 (100) 281 495 3(75) 379 528 11 201 450 336 622 6 (100) 1,706 (82) 2,681 (84) 26 (96) 0.332
(69) (69) (92) (89) (87) (91) (100) (85) (90) (84) (90)

Social media and messenger apps 595 678 6(100) 281 502 3(75) 312 450 11 154 374 256 470 5(83) 1,598 (78)2,474 (80)25 (93) 0.589
(84) (82) (96) (94) (74) (79) (100) (70) (80) (66) (67)

Government/institution’s web page 540 589 5(83) 246 432 4 (100) 282 409 7 (64) 170 410 260 518 6 (100) 1,498 (71)2,358 (71) 22 (81) 0.881
(73)  (74) (80)  (69) (69)  (71) (74)  (83) (59) (61)

WHO web page 150 214 3(50) 173 374 3(75) 136 239 5(45) 81(27) 253 108 286 3(50) 648(30) 1,366 (38)14 (52) 0.003
(18)  (22) (52)  (60) (34) (39) (50) (26)  (33)

How would you prefer to receive

information about COVID-19?

Face-to-face 504 603 3(50) 146 270 1(25) 163 195 3(27) 171 413 182 389  6(100) 1,256 (59)1,870 (63)13 (48) 0.209
(85)  (82) (39) (50) (36) (37) (75)  (79) (53)  (57)

Traditional media (TV, radio, 644 697 6(100)267 488  4(100) 278 365 5(45) 134 333 274 530  2(33) 1,597 (77)2,413(79)17 (63) 0.395

newspapers) (89)  (91) (91)  (92) (66)  (63) (57)  (67) (76)  (77)

Print materials 446 442 5(83) 115 223 2(50) 177 237  4(36) 46(33) 103 165 314  2(33) 949(49) 1,319 (47)13 (48) 0.408
(65)  (61) (39)  (41) (41)  (41) (25) (53)  (51)

Online (websites, email) 516 583 6 (100) 269 469 4(100) 334 470 8(73) 151 322 290 561 5(83) 1,560 (75)2,405 (77)23 (85) 0.403
(70)  (71) (92) (83) (71)  (78) (72)  (70) (74)  (84)

Social media and messenger apps 589 650 6(100) 239 416 4(100) 134 195 1(9) 88(52) 204 161 307 2(33) 1,211 (60)1,772 (63)13 (48) 0.364
(84) (80) (85) (87) (29)  (34) (48) (43)  (57)

Government/institution’s web page 575 601 5(83) 270 457 4 (100) 293 440 8(73) 181 424 278 561 6 (100) 1,597 (75) 2,483 (78) 23 (85) 0.335
(78)  (75) (93) (79) (69)  (78) (73)  (82) (64)  (77)

WHO web page 248 334 4(67) 242 457 4(100) 234 370 5(45) 143 388 209 466 3(50) 1,076 (52)2,015 (59)16 (59) 0.020
(36) (36) (80) (83) (54) (62) (54)  (74) (49)  (60)
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Suppl. Table 33 What were the three most common ways people received communications on COVID-19, and what are the three most preferred ways to
receive COVID-19 communications? Breakdown by country and age group

Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories
Age group

How do/did you receive
information about COVID-
19?

Face-to-face

Traditional media (TV, radio,
newspapers)

Print materials (leaflets,
brochures)

Online (websites, email)

Social media and messenger
apps
Government/institution’s
web page

WHO web page

How would you prefer to
receive information about
COVID-19?

Face-to-face

Traditional media (TV, radio,
newspapers)
Print materials

Online (websites, email)

Social media and messenger
apps
Government/institution’s
web page

WHO web page

Thailand

18-34 35-64
N=223 N=1,152
125 892 (82)
(68)

210 1,099
(94)  (95)

107 652 (59)
(54)

199 853 (71)
(84)

206 1,008
(91) (86)

166 902 (78)
(73)

100  256(19)
(31)

152 965 (87)
(77)

194 1,056
(85)  (91)

118 720 (65)
(64)

187 867 (73)
(83)

196 986 (85)
(91)

177 936 (80)
(79)

145  415(31)
(55)

Malaysia

65+ 18-34 35-64

N=101 N=350 N=442

79(82) 141 124
(20)  (16)

98 (96) 337 424
(89)  (95)

44 (44) 104 146
(31) (35)

49 (35) 328 418
(86)  (94)
65(55) 329 424
(93) (98)

66 (61) 298 360
(71)  (81)

11 (6) 260 (62274
(53)

83(84) 198 203
(53) (34)
97(93) 327 402
(90) (91)
55(54) 143 179
(41)  (37)
51(41) 312 399
(87)  (91)

63 (55) 285 349
(88) (86)

68 (60) 323 381
(93) (81)
26(20)320 357
(92) (72)

UK

65+ 18-34 35-64

N=35 N=140 N=616

10 (23) 25 (17) 107
(17)

34 130 567
(100) (93) (92)
6(20) 34(22) 258
(40)

33(91)129 575
(89)  (92)
33(91)104 485
(76)  (78)

24 (61)108 459
(77)  (74)

16 (39) 60 (45) 271
(40)

16 (53) 48 (33) 218
(37)
30(99) 89 (65) 396
(64)

18 (45) 40 (27) 256
(44)
31(77) 98 (59) 522
(84)

25 (75) 34 (21) 219
(37)

27(82) 108 468
(71)  (77)

26 (77) 98 (65) 387
(60)

Italy
65+ 18-34 35-64 65+

N=253 N=272 N=383 N=57

23(8) 112 152 12
(37)  (34) (23)
243 247 352 51
(97) (92) (90) (70)
111 34(12) 71(19) 14
(43) (41)
214 242 358 51
(82) (90) (89) (82)
184 214 274 40
(74) (79) (73) (77)
131 219 318 43
(53) (73) (81) (78)
49(18)129 176 29
(39) (38) (42
95(39)230 313 41
(78) (80) (71)
163 179 247 41
(64) (60) (58) (72)
122 43(15) 88 (24) 18
(52) (50)
192 180 253 40
(74) (74) (68) (75)
77(31) 105 156 31
(38) (48) (65)
165 235 325 45
(71) (83) (82) (65)
124 226 266 39
(46) (79) (64) (53)

Slovenia
18-34 35-64

N=308 N=676

111 282
(32) (30)
299 647
(98)  (96)
140 319
(45)  (46)
289 632
(93)  (91)
243 462
(80)  (70)
226 528
(68)  (71)
127 255
(39) (30)
187 365
(57)  (53)
228 534
(73)  (75)
149 308
(50)  (48)
250 567
(79)  (83)
134 317
(48)  (51)
252 557
(75)  (76)
231 427
(73)  (59)

65+

N=50

20
(48)
48
(91)
20
(31)
43
(74)
26
(42)
30
(29)
15
(19)

25
(59)
44
(83)
24
(63)
39
(71)
19
(49)
36
(56)
20
(26)

Total
18-34

N=1,293

514 (37)

1,223
(93)
419 (37)

1,187
(87)
1,096
(86)
1,017
(72)
676 (44)

815 (59)

1,017
(78)
493 (44)

1,027
(78)
754 (64)

1,095
(81)
1,020
(72)

35-64

N=3,269

1,557
(42)
3,089
(94)
1,446
(43)
2,836
(85)
2,653
(81)
2,567
(77)
1,232
(33)

2,064
(61)
2,635
(78)
1,551
(48)
2,608
(79)
2,027
(64)
2,667
(79)
1,852
(53)

65+

N=496

144 (40)
474 (90)
195 (38)
390 (69)
348 (63)
294 (54)

120 (22)

260 (62)
375 (80)
237 (54)
353 (66)
215 (52)
341 (64)

235 (39)

P-value
(for total)

0.424
0.336
0.106
<0.001
<0.001
<0.001

<0.001

0.785
0.712
0.073
<0.001
0.005
<0.001

<0.001

40

Osterrieder A, et al. BMJ Open 2021; 11:€046863. doi: 10.1136/bmjopen-2020-046863



Supplemental material

BMJ Publishing Gi L_imited (BM
! I[;?%ceaog th%?lsuppfeme‘rjgt

disclaims all liability and responsihility arising from any reliance
allmaterigl whliclﬁaégneenggjplisédlbl)ythégut or(s) y el

BMJ Open

Suppl. Table 34 What were the three most common ways people received communications on COVID-19, and what are the three most preferred ways to
receive COVID-19 communications? Breakdown by country and education level

P/S = primary or lower/secondary education; T = tertiary education. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories

Education level

Thailand
P/S

N=909

How do/did you receive information about

COVID-19?
Face-to-face

Traditional media (TV, radio, newspapers)
Print materials (leaflets, brochures)
Online (websites, email)

Social media and messenger apps
Government/institution’s web page

WHO web page

781 (83)
865 (95)
547 (57)
605 (65)
757 (81)
689 (73)
139 (15)

How would you prefer to receive information

about COVID-19?
Face-to-face

Traditional media (TV, radio, newspapers)

Print materials

Online (websites, email)
Social media and messenger apps
Government/institution’s web page

WHO web page

806 (87)
830 (90)
608 (66)
632 (68)
753 (81)
711 (75)
246 (30)

T

N=567

315 (55)
542 (95)
256 (45)
496 (87)
522 (91)
445 (78)
228 (42)

394 (68)
517 (90)
285 (49)
473 (82)
492 (86)
470 (83)
340 (61)

Malaysia
P/S

N=82

13 (14)
76 (92)
26 (32)
74 (89)
78 (95)
59 (73)
44 (53)

36 (42)
75 (91)
35 (40)
71 (87)
72 (87)
69 (86)
66 (81)

T

N=745

262 (37)
719 (97)
230 (31)
705 (95)
708 (94)
623 (85)
506 (67)

381 (53)
684 (92)
305 (40)
671 (90)
587 (79)
662 (90)
637 (85)

UK
P/s T
N=247 N=762
32(14) 123(16)
234 (95) 706 (92)
90 (34) 313 (38)

212 (85) 706 (93)
196 (79) 577 (75)
171 (70) 527 (71)
68 (30) 312 (42)

104 (39) 257 (34)
149 (63) 499 (66)
126 (47) 292 (37)
186 (68) 626 (81)
90 (32) 240 (31)
194 (75) 547 (72)
122 (50) 487 (65)

Italy
P/S T

N=217 N=495

72(28) 204 (39)
192 (82) 458 (93)
39(26) 80 (16)
190 (85) 461 (93)
173 (78) 355 (70)
166 (77) 414 (81)
84 (35) 250 (49)

170 (75) 414 (81)
133 (60) 334 (68)
48 (32) 101(21)
156 (74) 317 (64)
106 (55) 186 (38)
173 (74) 432 (86)
149 (60) 382 (74)

Slovenia
P/S

N=202

48 (29)
196 (95)
91 (40)
179 (83)
150 (65)
123 (49)
59 (24)

111 (56)
145 (74)
105 (57)
160 (77)
111 (55)
138 (63)
123 (49)

T

N=832

365 (43)
798 (96)
388 (47)
785 (94)
581 (68)
661 (78)
338 (39)

466 (54)
661 (80)
376 (45)
696 (83)
359 (42)
707 (84)
555 (64)

Total
P/S

N=1,657

946 (43)
1,563 (92)
793 (42)
1,260 (79)
1,354 (80)
1,208 (69)
394 (29)

1,227 (65)
1,332 (79)
922 (52)

1,205 (74)
1,132 (67)
1,285 (75)
706 (50)

T

N=3,401

1,269 (35)
3,223 (94)
1,267 (38)
3,153 (92)
2,743 (77)
2,670 (77)
1,634 (44)

1,912 (53)
2,695 (76)
1,359 (39)
2,783 (80)
1,864 (49)
2,818 (81)
2,401 (67)

P-value
(for total)

<0.001
0.155
0.062
<0.001
0.146
<0.001
<0.001

<0.001
0.100

<0.001
<0.001
<0.001
0.001

<0.001
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Suppl. Table 35 Most prevalent topic areas with unclear or conflicting COVID-19 information, and most prevalent ‘fake news’, breakdown by country
Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total P-value
N=1,476 N=827 N=1,009 N=712 N=1,034 N=5,058

Have you seen any unclear or conflicting

information about COVID-19 in the last month?

Ways to avoid the infection 564 (36) 409 (47) 679 (68) 410 (64) 682 (64) 2,744 (54) <0.001
Symptoms of COVID-19 568 (36) 353 (42) 590 (62) 328 (44) 494 (44) 2,333 (45) <0.001
What to do in case of symptoms 506 (34) 295 (37) 438 (43) 293 (45) 435 (42) 1,967 (40) 0.058
Social distancing guidance 490 (33) 292 (42) 568 (56) 314 (42) 559 (51) 2,223 (44) <0.001
Quarantine/isolation 529 (36) 314 (39) 547 (54) 292 (41) 559 (52) 2,241 (44) <0.001
Penalties if disobey restrictions 614 (41) 384 (42) 620 (60) 378 (52) 508 (45) 2,504 (47) <0.001
Risks in case of infection 527 (34) 327 (37) 542 (54) 330 (49) 493 (46) 2,219 (43) <0.001
Numbers of coronavirus cases/deaths related to 563 (37) 284 (47) 741 (72) 457 (66) 463 (46) 2,508 (52) <0.001
COVID-19

Government support schemes (e.g. financial) 779 (51) 432 (53) 438 (46) 492 (69) 572 (51) 2,713 (53) <0.001
Testing 531 (34) 376 (39) 734 (72) 520 (72) 534 (49) 2,695 (51) <0.001
Travel restrictions (e.g. curfew, restricted hours of 520 (33) 407 (43) 641 (62) 382 (55) 533 (45) 2,483 (46) <0.001
movement)

Have you come across news about the following
COVID-19 topics that seemed fake to you?

General spread of fear 668 (42) 606 (70) 693 (72) 382 (58) 771 (69) 3,120 (60) <0.001
Coronavirus as an engineered modified virus 543 (32) 613 (65) 819 (81) 613 (82) 864 (75) 3,452 (63) <0.001
Minimisation of risks 440 (27) 416 (39) 579 (55) 540 (69) 731 (62) 2,706 (48) <0.001
Numbers of infected/deceased people 512 (33) 400 (47) 615 (61) 475 (75) 574 (54) 2,576 (51) <0.001
Unreasonable health recommendations 517 (32) 545 (55) 574 (57) 385 (50) 650 (60) 2,671 (49) <0.001
Pharmaceutical conspiracy 490 (32) 440 (50) 525 (54) 489 (63) 673 (61) 2,617 (49) <0.001
Home-made recipes to make sanitizer products 538 (32) 573 (61) 557 (56) 516 (70) 603 (51) 2,787 (51) <0.001
Alternative drugs/cure 537 (33) 581 (60) 697 (67) 444 (58) 612 (51) 2,871 (51) <0.001
Fear toward products coming from infected 458 (29) 549 (63) 483 (49) 425 (56) 519 (48) 2,434 (46) <0.001
countries
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Suppl. Table 36 Most prevalent topic areas with unclear or conflicting COVID-19 information, and most prevalent ‘fake news’, breakdown by country and
education level

P/S = primary or lower/secondary education; T = tertiary education. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and categories Thailand Malaysia UK Italy Slovenia Total
Education level P/S T P/S T P/S T P/S T P/S T P/S T P-value
(for total)
N=909 N=567 N=82 N=745 N=247 N=762 N=217 N=495 N=202 N=832 N=1,657 N=3,401
Have you seen any unclear or conflicting
information about COVID-19 in the last
month?
Ways to avoid the infection 276 (33) 288 (51) 37 (46) 372 (49) 153 (66) 526 (69) 119 (65) 291 (60) 125 (63) 557 (67) 710 (50) 2,034 (62) <0.001
Symptoms 268 (33) 300 (53) 36 (43) 317 (41) 146 (65) 444 (59) 94 (42) 234 (48) 96 (44) 398 (46) 640 (42) 1,693 (51) <0.001
What to do in case of symptoms 245 (31) 261 (47) 32 (38) 263(36) 96(42) 342 (44) 94 (46) 199 (43) 80(42) 355(41) 547 (38) 1,420 (43) 0.026
Social distancing guidance 249 (31) 241 (42) 36(44) 256 (34) 113 (51) 455 (61) 92 (41) 222 (46) 109 (50) 450 (53) 599 (41) 1,624 (51) <0.001
Quarantine/isolation 278 (34) 251 (45) 32 (40) 282 (38) 123 (51) 424 (56) 84 (41) 208 (43) 102 (50) 457 (55) 619 (41) 1,622 (50) <0.001
Penalties if disobey restrictions 315 (38) 299 (52) 34 (40) 350(48) 143 (56) 477 (62) 103 (50) 275 (56) 101 (44) 407 (47) 696 (44) 1,808 (55) <0.001
Risks in case of infection 257 (31) 270 (49) 32(36) 295(39) 127 (54) 415 (55) 105 (50) 225 (46) 93 (45) 400 (47) 614 (40) 1,605 (49) <0.001
Numbers of coronavirus cases/deaths related 284 (33) 279 (52) 42 (50) 242 (33) 172 (70) 569 (74) 140 (67) 317 (65) 107 (50) 356 (41) 745(49) 1,763 (56) 0.001
to COVID-19
Government support schemes (e.g. financial) 402 (47) 377 (69) 44 (54) 388 (52) 103 (50) 335 (43) 138 (69) 354 (71) 108 (50) 464 (54) 795 (52) 1,918 (55) 0.257
Testing 258 (31) 273 (49) 31(38) 345 (45) 161 (68) 573 (75) 145 (70) 375 (76) 95 (48) 439 (51) 690 (46) 2,005 (62) <0.001
Travel restrictions (e.g. curfew, restricted 248 (30) 272 (49) 36 (42) 371(49) 142 (59) 499 (65) 112 (55) 270(55) 96 (41) 437 (51) 634 (42) 1,849 (56) <0.001
hours of movement)
Have you come across news about the
following COVID-19 topics that seemed fake
to you?
General spread of fear 308 (37) 360 (64) 56 (69) 550(73) 182 (76) 511 (68) 116 (60) 266 (54) 147 (66) 624 (74) 809 (57) 2,311 (67) <0.001
Coronavirus as an engineered modified virus 209 (26) 334 (61) 52 (62) 561 (76) 193 (80) 626 (82) 174 (80) 439 (89) 156 (70) 708 (84) 784 (56) 2,668 (79) <0.001
Minimisation of risks 178 (23) 262 (47) 31(36) 385(51) 128(52) 451 (59) 141 (63) 399 (81) 122 (56) 609 (71) 600 (41) 2,106 (62) <0.001
Numbers of infected/deceased people 231 (29) 281 (51) 40(47) 360 (49) 152 (62) 463 (61) 153 (719 322 (67) 118 (55) 456 (54) 694 (49) 1,882 (57) <0.001
Unreasonable health recommendations 204 (27) 313 (57) 45(52) 500 (66) 131 (55) 443 (59) 101 (46) 284 (60) 122 (58) 528 (64) 603 (44) 2,068 (61) <0.001
Pharmaceutical conspiracy 239 (29) 251 (45) 41(49) 399 (54) 131 (56) 394 (52) 138 (60) 351 (71) 125 (58) 548 (64) 674 (46) 1,943 (57) <0.001
Home-made recipes to make sanitizer 230 (27) 308 (55) 51(59) 522 (69) 158 (62) 399 (51) 149 (68) 367 (75) 104 (46) 499 (59) 692 (47) 2,095 (59) <0.001
products
Alternative drugs/cure 240 (28) 297 (53) 48 (57) 533(71) 168 (65) 529 (69) 125 (55) 319 (66) 105 (44) 507 (61) 686 (46) 2,185 (64) <0.001
Fear toward products coming from infected 197 (25) 261 (46) 52 (62) 497 (67) 127 (52) 356 (46) 126 (55) 299 (59) 100 (46) 419 (51) 602 (44) 1,832 (51) <0.001
countries
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Suppl. Table 37 Most prevalent topic areas with unclear or conflicting COVID-19 information, and most prevalent ‘fake news’, breakdown by country and self-
reported level of understanding of COVID-19

H = high/very high/expert level; S = some; N = a little/none at all. Values in cells are n (weighted %) of respondents who replied ‘yes’.

Variable and Thailand Malaysia UK Italy Slovenia Total

categories

Self-reported level of H S N H S N H S N H S N H S N H S N P-value
understanding of (for
COVID-19 total)

N=965 N=459 N=52 N=435 N=359 N=33 N=647 N=336 N=26 N=368 N=324 N=20 N=713 N=279 N=42 N=3,128 N=1,757 N=173
Have you seen any
unclear or conflicting
information about
COVID-19 in the last

month?

Ways to avoid the 401(40) 145 18 197 191 21 416 248 15(53)202 193 15(73) 445(61) 211(73) 26(53) 1,661 (51) 988(58) 95(51) 0.094

infection (32) (19) (43) (46) (63) (63) (76) (54) (72)

Symptoms of COVID-19 400 (40) 150 18 170 167 16 363 210 17(79)147 163 18(81) 312(40) 164 (54) 18(41) 1,392 (42) 854 (50) 87 (49) 0.026
(33) (19) (36) (49) (51) (58) (66) (31)  (53)

Whattodoincase of 361(37) 129 16 134 145 16 272 156 10(59)138 144 11(49) 285(37) 130(52) 20 (40) 1,190 (37) 704 (44) 73(37) 0.041

symptoms (30) (17) (34) (41) (39) (39) (49) (34) (55)

Social distancing 349(37) 124 17 132 144 16 355 199 14(70)163 140 11(65) 362 (47) 170(58) 127 (64) 1,361 (42) 777 (46) 85(54) 0.168

guidance (27) (19) (36) (43) (62) (52) (62) (38) (45)

Quarantine/isolation  379(39) 139 11 153 145 16 338 193 16(76)148 135 9(39) 372(50) 165(58) 22 (41) 1,390 (43) 777 (46) 74(50) 0.397
(32) (11) (33) (39) (71) (49) (59) (39) (44)

Penalties if disobey 477 (49) 126 11 186 180 18 381 225 14(66)187 180 11(69) 324 (44) 162 (48) 22(53) 1,555 (47) 873 (48) 76(47) 0.906

restrictions (28) (11) (35) (46) (56) (54) (68) (47)  (56)

Risks in case of 381(38) 132 14 152 158 17 337 191 14(46)158 156 16(73) 312(46) 159 (45) 22 (45) 1,340 (41) 796 (46) 83 (42) 0.343

infection (29) (15) (29) (43) (50) (50) (62) (43)  (53)

Numbers of coronavirus416 (42) 134 13 129 137 18 463 261 17(77)233 214 10(57) 284(43) 156(53) 23(57) 1,525(50) 902 (54) 81(54) 0.276

cases/deaths related to (29) (15) (41) (50) (68) (66) (81) (67) (66)

COVID-19

Government support 583 (60) 178 18 208 203 21 269 158 11(56)248 227 17(78) 372(48) 176(59) 24 (48) 1,680 (52) 942(55) 91(50) 0.590

schemes (e.g. financial) (38) (20) (46) (61) (62) (40) (53) (67) (71)

Testing 392(39) 124 15 181 179 16 467 249 18(77)266 239 15(86) 357 (48) 154(55) 23(31) 1,663 (50) 945(53) 87(39) 0.108
(29) (15) (36) (46) (32) (70) (74) (71)  (71)

Travel restrictions (e.g. 391(39) 118 11 209 178 20 398 228 15(52)192 176 14(78) 341(43) 167(50) 25(41) 1,531 (44) 867 (49) 85(47) 0.356

curfew, restricted hours (25) (11) (37) (46) (62) (60) (71) (50) (58)

of movement)
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Have you come across

news about the

following COVID-19

topics that seemed

fake to you?

General spread of fear 488 (47)

Coronavirus as an 390 (37)
engineered modified

virus

Minimisation of risks 305 (30)

Numbers of 345 (34)
infected/deceased

people

Unreasonable health 387 (36)
recommendations
Pharmaceutical 358 (36)
conspiracy

Home-made recipes to 400 (38)
make sanitizer products
Alternative drugs/cure 409 (39)

Fear toward products 330 (33)
coming from infected
countries

158
(36)
134
(26)

120
(24)
148
(33)

113
(26)
112
(25)
122
(24)
112
(24)
109
(23)

22
(23)

(19)

15
(13)
19

(18)

17
(17)
20
(21)
16
(15)
16
(16)
19
(20)

320
(65)
327
(71)

222
(38)
206
(49)

286
(54)
238
(53)
309
(62)
305
(57)
297
(65)

266
(80)
266
(62)

176
(41)
174
(48)

237
(53)
188
(48)
241
(62)
257
(75)
234
(68)

20
(56)

(46)

18
(32)
20

(39)

22
(63)
14
(38)
23
(57)
19
(20)
18
(39)

449
(70)
532
(83)

377
(56)
392
(58)

375
(55)
355
(55)
366
(56)
468
(72)
317
(50)

228
(73)
268
(79)

191
(56)
207
(66)

186
(58)
158
(51)
179
(55)
214
(62)
155
(48)

16 (81) 208
(57)
19 (70) 320
(87)

11 (39) 277
(64)
16 (75) 252
(76)

13 (71) 211
(57)
12 (56) 266
(69)
12 (68) 274
(78)
15 (50) 243
(64)
11 (44) 226
(58)

163
(59)
277
(80)

249
(74)
214
(75)

163
(44)
209
(57)
227
(62)
188
(52)
187
(55)

11 (61)

16 (60)

14 (54)

9 (63)

11 (54)
14 (65)
15 (71)
13 (66)

12 (64)

518 (71)

598 (80)

510 (64)

377 (51)

440 (59)
453 (61)
411 (52)
430 (53)

352 (47)

222 (65)

231 (65)

196 (57)

172 (62)

186 (65)
192 (61)
170 (51)
159 (45)

145 (49)

31 (66)

35 (75)

25 (47)

25 (61)

24 (48)
28 (45)
22 (45)
23 (58)

22 (46)

1,983 (61) 1,037 (60) 100 (54) 0.594

2,167 (66) 1,176 (60) 109 (49) 0.007

1,691 (48) 932 (49)

1,572 (49) 915 (55)

1,699 (50) 885 (47)
1,670 (52) 859 (46)
1,760 (52) 939 (49)
1,855 (54) 930 (49)

1,522 (47) 830 (46)

83 (33)

89 (45)

87 (50)
88 (40)
88 (48)
86 (33)

82 (39)

0.063

0.105

0.538

0.059

0.390

0.004

0.456
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Supplementary Figure 1: Diagram showing the level of coordination of public information campaigns on COVID-
19 in the five study countries.

Levels of coordination: 0 = no COVID-19 public information campaign; 1 = public officials urging caution about COVID-19;
2 = coordinated public information campaign (e.g. across traditional and social media). All countries ran public
information campaigns at level 2 during the study period from 1t May to 30" June 2020. Data was provided by the Oxford
COVID-19 Government Response Tracker®? and downloaded from ‘Our World in Data’3.
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