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Abstract
Historically, college campuses have been vulnerable to the spread of diseases and infection [1].
University students contributed significantly to the spread of the COVID-19 virus, and it is important to
understand how those in high-spreading environments respond to public health crises [2]. This cross-
sectional study uses a stratified random sample of 614 college students from a Midwestern public
university to explore what perspectives, experiences, and attributes predict compliance with
recommended COVID-19 prevention guidelines. Data were gathered in November, 2020 as initial
vaccines were being trialed [3]. Results found high degrees of compliance with mask-wearing guidelines
and avoiding large gatherings, but less compliance with social distancing. This study found several
variables associated with at least one type of COVID-19 prevention behavior: political ideology, religious
service attendance, age, socioeconomic status, and social support. More research is needed to further
understand these findings as implications concern public health officials and university administrators in
their efforts to keep their communities safe during public health crises.

Introduction
When the World Health Organization declared an end to the COVID-19 public health emergency in May of
2023, over 700 million cases had been reported worldwide [4]. As of October 2025, the global number of
estimated COVID-19 cases is about 779 million, where the United States experienced approximately
103 million of those total cases [5]. Before tracking ended, university students had accounted for over
700,000 of the confirmed cases in the US [2]. Early modeling suggested that in the United States, young
adults may have been responsible for COVID-19 resurgence in summer 2020 [6]. Historically, universities
have been aware that campus life creates a unique risk for spreading infectious diseases and have been
proactive in their efforts to fight infection among their student populations [1]. Whether measles
outbreaks [7], the seasonal flu [8], the Ebola virus [9], the SARS epidemic [10], or the emerging Mpox virus
[11], universities have exercised strategies such as quarantining, contact tracing, and online learning to
decrease transmission in their communities.

Despite the unprecedented nature of COVID-19, universities’ responses to the pandemic mostly mirrored
previous efforts to prevent the spread of infectious disease. However, university campuses and their
local communities were at a significantly high risk of becoming COVID-19 super-spreading locations
early in the pandemic [12]. The spread of COVID-19 among students may have been attributed to factors
specific to campus life and residential settings [13].

Public health officials and university administrators need to understand what predicts public health
compliance and which audiences need tailored messaging for pandemic prevention behaviors. This is
particularly true for university students, a population both at low risk of serious or fatal complications
from COVID-19, but at a high risk of super-spreader events. Because universities face unique challenges
characteristic of their population, knowledge collected during the COVID-19 pandemic may also provide
greater insight for future public health crises in these communities. The purpose of this study is to
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investigate the perspectives, experiences, and attributes that might predict compliance with prevention
behaviors among university students.

The following summarizes previous research that explores themes such as ideology, race, and gender,
and how they relate to behaviors and reactions to infectious diseases and public health crises.

Ideology
Political ideology is an important variable in understanding prevention behaviors. Some research found
that political conservatism was associated with less perceived personal vulnerability to COVID-19 [14],
and prevention behavior recommendations given by government leaders in Democratic-leaning counties
were more effective in increasing social distancing than Republican-leaning counties [15]. Other research
suggests that trust in government officials does not predict compliance with precautionary guidelines;
rather, beliefs regarding effectiveness of prevention behaviors are associated with stronger compliance
[16]. Differences in beliefs and behaviors about COVID-19 prevention translated into different
consequences. In 2020, COVID-related deaths did not differ in red and blue states; however, in 2021,
there were significantly less COVID-related deaths in blue-states [17].

Some studies found that religion does not predict compliance with COVID-19 precautions [18], while
others found that state stay-at-home orders weakened the impact on mobility in more religious states
[19]. This may be due to more religious states permitting in-person religious services. Kranz and
colleagues note that high religiosity is associated with unreasonable COVID-19 coping behaviors
(avoiding 5G networks, hoarding of toilet paper, etc.) and not with reasonable ones (mask wearing, social
distancing, etc.) [20].

Stigmatizing attitudes toward others may create more willingness to socially distance or engage in other
prevention behaviors. Tomczyk and colleagues demonstrated that stigmatizing attitudes were
associated with higher compliance to prevention behaviors. The perception that others are not engaging
in adequate prevention behaviors may elicit an increase in prevention behaviors [21].

Lastly, ideology about immunizations may be predictive of other public health mandates or guidelines.
During the COVID-19 pandemic, 60% of one college sample reported uncertain intention of receiving a
vaccination [22], while another sample reported only 28% were uncertain [23]. Riggs and colleagues
found that students reported overall positive attitudes toward mask-wearing, yet over half of the
students did not believe that those fully vaccinated should have to wear a mask, even though college
campuses still had mask-mandates [24].

Race
There is evidence that race plays a role in compliance to disease prevention guidelines. Several studies
have demonstrated that non-white individuals were more likely to practice COVID-19 prevention
behaviors than white individuals [25–26]. While there is support that Black, Hispanic, and Indigenous
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communities were not as quick to adopt social distancing practices at the start of the COVID-19
pandemic [27], other findings demonstrate Black and Latinx individuals responded to the pandemic
initially with higher overall prevention compliance compared to White individuals [25]. It is possible that
more specific prevention behaviors vary by race or ethnicity. For example, Orom and colleagues found
identifying as Latinx was associated with avoiding in-person work, whereas identifying as Black was
associated with social distancing, both significantly greater than among those identifying as White [26].

It should be noted that Black and Latinx Americans were disproportionately burdened with COVID-related
outcomes [28]. The relationship between race and COVID-19 prevention behaviors may be mediated by
other factors. When comparing compliance with COVID-19 prevention behaviors between Black and
White respondents, one study found that the respondents’ perceived risk to others and importance of
protecting their community mediated the relationship between race and prevention [26]. Moreover, other
factors outside attitudes and behaviors regarding COVID-19 may disproportionately affect communities
of color. There were significantly higher rates of COVID-19 infections and deaths among Black and Latinx
Americans [28–29], with Black Americans being the most heavily impacted racial demographic [29]. This
trend may be the result of high medical distrust caused by the historical marginalization of the Black
community [30–31] and medical malpractices concerning Black individuals [32]. Other research
suggests that minority communities with low SES or limited English proficiency may have less access to
current, adequate public health communication during national pandemics compared to non-Hispanic,
White adults and those of affluent backgrounds [27].

Gender
The literature shows that gender plays a role in compliance with prevention behaviors. Women are more
likely than men to participate in behaviors intended to prevent infection such as hand washing and
sanitizing surfaces [21, 33–34], adopting new personal health and dietary behaviors, and changing their
social activities [34]. Additionally, women perceive themselves as more susceptible to risk and infection
[21; 33–35], despite men being at a higher risk of COVID-19 complications [36]. While some studies
depict a difference between genders and compliance with preventative measures, other studies find no
differences [18], specifically mask-wearing intentions, mask-wearing behavior, and avoidance of crowds
and public places [33].

This study seeks to contribute by answering the following research question: What perspectives,
experiences, and attributes predict compliance with recommended COVID-19 prevention behaviors
among university students?

Materials and Methods
This cross-sectional study utilized a stratified random sample, consisting of students from a Midwestern
university. Prior to participating, all participants gave consent, were informed that all responses would be



Page 5/18

anonymous and confidential, and reminded that participation was voluntary. The IRB from Grand Valley
State University approved all procedures.

Sample and Data Collection
Data were collected through an online survey (Qualtrics) of university students in November 2020. At the
beginning of the survey, participants were provided with information regarding the study, including
purpose, procedures, voluntary participation, privacy and confidentiality, and agreement to participate.
Informed consent was obtained from all subjects in the study, implied by voluntary continuation of the
survey after the opening remarks. Participants were randomly selected from four strata: 2000 from the
student population, 1000 from the college of business, 1000 from psychology majors, and all social work
students (n = 467) were included. Of the 23,350 students enrolled in the university, 4,467 were invited to
participate through one initial invitation email (November 2nd), and one reminder email (November 9th).
This study used a participatory approach by including undergraduate and graduate students in all
aspects of the study design, as well as in piloting survey items [37]. This study represents just one
portion of the overall project which explored other topics related to COVID-19, childhood adversity, and
racism. One article has previously been published from this dataset [23].

The final sample was 614 (response rate = 13.7%). Most participants identified as White (74.3%) and
female (71.5%, Table 1). This was consistent with university demographics of majority female (62%) and
White (82%). The mean age of participants was 22.9 years old with a range of 18–57 (Table 2). Half of
participants reported having a family member in the medical field (Table 1) and most participants
identified as middle class (Table 2). Politically, two-thirds of the sample expressed liberal affiliation, while
less than a quarter expressed conservative affiliation (Table 1).

At the time of this study, most respondents were undergraduate students (72.2%) and participants had a
mean GPA of 3.49 (Table 2). Of participants who reported employment status, over half held some
degree of employment (51.5% part-time, 11.7% full-time). Prior to COVID-19 restrictions, 52.2% reported
attending 0 monthly religious services or events, 38.1% reported attending 1–4, and 9.6% reported
attending 5 or more services a month (Table 1).

Measures
The survey included 3 sections composed of 44 total questions: demographics, compliance with COVID-
19 prevention guidelines, and covariates.

Demographics
Twelve demographic questions were developed for this study, including items such as: age,
race/ethnicity, employment status, and socio-economic status, which was operationalized through the
MacArthur Scale of Subjective Social Status [38]. For Gender, participants were asked if they identified
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as male, female, or to specify if they identified as another gender. Additional demographic information
included GPA and whether they had a family member that worked in the medical field. For analysis,
academic status was modified to investigate differences between undergraduate and graduate students
and differences between grade level of undergraduate students.

Political identity was assessed by participants reporting the extent to which they affiliate with a political
ideology and party. Political ideologies included “Liberal,” “somewhat Liberal,” “Neutral,” “somewhat
Conservative,” and “Conservative.” Political parties included “Democratic,” “Democratic-leaning,”
“Independent,” “Republican-leaning,” “Republican,” and “Other” with the opportunity to specify.

Dependent Variable: Compliance to COVID-19 Prevention Guidelines
COVID-19 prevention guidelines included in this study consisted of wearing a mask in required locations,
practicing safe social distancing by staying 6 feet apart from people who are not a part of the
participant’s household, and avoiding large gatherings of people (more than 10) where social distancing
is not possible. Participants were asked to describe the frequency of their participation in the previous
week on a 5-point Likert scale ranging from Never (0), Some of the Time (1), Almost Half of the Time (2),
Most of the Time (3), to Always (4). It should be noted that data were collected in early November 2020,
which was a time when COVID-19 infections, hospitalizations, and deaths were rising at very high rates in
many regions of the U.S.A.

In order to gain an overall snapshot of how participants followed the prevention guidelines, a COVID-19
Prevention Guidelines Score was calculated by summing the scores or mask-wearing, social distancing,
and avoiding large gatherings. Internal reliability of the score total was acceptable (ɑ = 0.72). This score
was used in bivariate analysis, but it was not used for multivariate analysis so that each prevention
behavior could be included and understood separately.

Independent Variables
Researchers explored religiosity by looking at participants’ frequency of religious attendance, which was
measured by asking participants to identify the typical number of religious services they attended each
month before the COVID-19 pandemic, excluding weddings and funerals.

To capture general beliefs about vaccinations, participants were asked, “If you have children, or if you
plan to have children in the future, how hesitant about childhood shots/vaccines do you consider
yourself to be?” Responses ranged from Not Hesitant (1) to Very Hesitant (5). This is a modified
question from one item on the Parent Attitudes about Childhood Vaccines survey [39].

Other covariates used in this study included the Adverse Childhood Experiences questionnaire [40],
Patient Health Questionnaire-4 (“Mental Health Score”) [41], the Lubben Social Network Scale (“Social
Support”) [42], the Perceived Stress Scale [43], (pp. 31–67), and the Rosenberg Self-Esteem Scale [44]. A
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single-item question was created to assess participant’s stigma toward mental illness as a proxy for
stigmatizing attitudes.

Analysis
All analyses were conducted using IBM SPSS v.24. Bivariate analyses included Pearson correlations,
Spearman’s correlations, Fisher’s exact test, Chi-Square, t-tests, and ANOVA. Multivariate analyses
employed ordinal linear regression.

Results
Mask-wearing was the most consistently practiced prevention behavior, with nearly 98% reporting that
they wore a mask most of the time (10.2%) or always (87.5%). Over 80% reported avoiding large
gatherings most of the time or always, while 71% reported social distancing most of the time or always
(Table 1). When these three prevention behaviors were combined into an overall prevention guidelines
score by summing the scores, the mean was 9.79 (SD = 2.15) out of a possible score of 12. About 70%
scored a 10 or higher, which includes a 20% who received the maximum score of 12, indicating complete
compliance with the prevention guidelines (See Table 2 for descriptive statistics).

Bivariate Analysis
Bivariate analysis investigated associations between prevention behaviors and several independent
variables. Table 3 displays results of correlation analyses and Table 4 displays associations with
categorical variables.

Spearman’s correlation was used for analysis of individual prevention behaviors and continuous
variables (Table 3). There were many variables with significant correlations to all three prevention
behaviors as well as the overall prevention guidelines score. Childhood vaccine hesitancy and attending
religious services were the only variables that had a significant correlation with all three prevention
behaviors (p < 0.01). As expected, the prevention guidelines were moderately correlated with each other,
although social distancing and avoiding large groups were more correlated with each other than either
was correlated with mask-wearing (See Table 3).
Table 4 demonstrates bivariate results. Men had lower compliance to overall prevention guidelines score
than women (MD = 0.66, p < 0.01). Additionally, there were significant differences in compliance to
overall prevention guidelines when analyzing both political ideology groups and childhood vaccine
hesitancy groups (p < 0.01). When childhood vaccine hesitancy was defined and analyzed as three
groups (hesitant, neutral, and not hesitant) individuals who had a neutral childhood vaccine hesitancy
had a 1.13 decrease in overall prevention guidelines score than those not hesitant (p < 0.01), however,
there were no differences in prevention guidelines score between those hesitant and non-hesitant.

Bonferroni post-hoc tests showed that political ideology played an important role. Those who identified
as conservative, had a mean score on overall prevention guidelines score that was 1.94 lower than those
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who identified as liberals (p < 0.01), and 1.32 lower than neutral political alignment. Moreover, those with
neutral political alignment had a mean score on overall prevention guidelines less than 0.62 lower than
those who identified as liberal (p < 0.05)

In Chi-Square analyses, childhood vaccine hesitancy and political ideology were associated with social
distancing, avoiding large gatherings, and mask-wearing (p < 0.01). Gender was only associated with
mask-wearing (p < 0.05). Because there was very low variability in mask-wearing, Fisher’s exact tests
were conducted for childhood vaccine hesitancy and political ideology, both of which were significantly
correlated with Mask-Wearing (p < 0.01).

Ordinal Multivariate Models for COVID-19 Prevention
Guidelines
Multivariate models used ordinal logistic regression with each dependent variable having 3 levels: Half
the Time or Less, Most of the Time, or Always (reference variable). Covariate inclusion was based on
bivariate associations. Participants who answered 51% or less of the survey, were excluded from the
models (n = 550). Model results are reported for individual prevention behaviors in Table 5, Table 6, and
Table 7. The most common variables to predict compliance were political ideology and religious service
attendance. Some of the social and medical variables were significant predictors of compliance, but
none of the mental health variables were significant in final models. Noted in Tables 5, 6, and 7, all
models show an acceptable Goodness-of-Fit. The proportional odds assumption is met in all models
with the exception to our model for mask-wearing. We discuss the limitations of this model later.

Mask-Wearing
The model for mask-wearing demonstrated that identifying as liberal increased the odds of being in a
higher category of mask-wearing compliance by 3.49 times, compared to identifying as conservatives
(Wald χ2(1) = 10.37, p < 0.01). Identifying with a neutral political ideology did not significantly predict
different mask-wearing behaviors. An increase in religious service attendance (expressed in services per
month) was associated with a decrease in the odds of being at a higher level of mask-wearing behavior
(OR = 0.86; Wald χ2(1) = 8.61, p < .01). No other variables in the model significantly predicted mask-
wearing.

Social Distancing
An increase in religious service attendance (expressed in services per month) was associated with a
decrease in the odds of being at a higher level of social-distancing behavior (OR = 0.91, Wald χ2(1) = 5.3,
p < 0.5). Those who identified as liberal were 2.08 times more likely to be in a higher level of social
distancing compliance than those who identified as conservative (Wald χ2(1) = 7.21, p < 0.01). An
increase in SES (expressed as a unit-increase in perceived social standing) was associated with a
decrease in the odds of being at a higher level of social-distancing behavior (OR = 0.88, Wald χ2(1) = 4.27,
p < 0.05). Age significantly predicted social distancing compliance, with every year increase in age
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predicting a 5% increase in reporting a higher compliance with social distancing. (Wald χ2(1) = 9.37, p < 
0.01).

Avoiding Large Gatherings
The model investigating predictors of avoiding large social gatherings showed that an increase in social
support (expressed as a unit-increase in perceived social support) was associated with a decrease in the
odds of being at a higher level of avoiding large gatherings (OR = 0.96, Wald χ2(1) = 4.61, p < 0.05). Those
who identified as liberal were 3.2 times more likely to be in a higher level of avoiding large gatherings
compared to those who identified as conservative (Wald χ2(1) = 21.2, p < 0.001). Additionally, those who
identified as politically neutral were 2.27 times more likely than conservatives to be in a higher level of
avoiding large gatherings (Wald χ2(1) = 7.57, p < 0.01).

Discussion
This study investigates the attributes, perspectives, and experiences of university students that predict
compliance with COVID-19 prevention behaviors, as well as to inform university responses through
future public health crises. Bivariate analyses revealed many statistically significant associations, and
multivariate models demonstrated that one of the most important predictors was political ideology,
which significantly affected all three prevention behavior variables. Moreover, monthly religious service
attendance was predictive of both mask-wearing and social distancing behaviors. Major findings and
implications for public health officials and university administrators are discussed below.

Despite the divisiveness of mask wearing, nearly all participants reported compliance with mask-
wearing, making it the most consistently practiced behavior (10.2% most of the time, 87.5% always).
This is consistent with national surveys that have found that around 80% of Americans reported at the
time of the study wearing masks frequently or always when they expect to be within six feet of other
people [45]. Future research should consider the reasoning behind mask wearing as public health
officials and higher education administrators encourage higher compliance with other prevention
behaviors in future health crises.

Over three-fourths of participants reported avoiding large gatherings most of the time or always, while
almost one-third reported social distancing “about half the time” or less, making social distancing the
prevention behavior with the least degree of compliance. The decrease in compliance with social
distancing is consistent with research during the early stages of the pandemic (2020) attributing social
activities outside of academic settings to being a key contributor to the heavy spread of COVID-19
among college campuses [13]. Our study found that having a lower SES was associated with being in a
higher level of social distancing compliance. Individuals with low SES may be more inclined to prevent
infection due to limited financial and healthcare resources. Since social distancing was the only
individual prevention behavior that had a significant relationship with SES in bivariate and multivariate
analysis, particular attention should be given to this prevention behavior in future studies.
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Age was also related to social distancing. As age increased, the likelihood of participants to be in a
higher level of social distancing compliance also increased. Other studies have found older age to relate
to higher health adherence regarding COVID-19 [46]. However, this literature regards differences in the
general population, providing a larger age range than a university sample. Further research should seek
to understand why the age differences exist, and whether they are primarily explained by structural
factors. Younger students may be more likely to live on or closer to their university campus. It’s also
possible that older students are less likely to engage in social events, such as university clubs, due to
other obligations (i.e., work or childcare obligations).

Political ideology is an important predictor of compliance with recommended COVID-19 prevention
behaviors. Identifying as liberal was associated with an increase in compliance with COVID-19
prevention behaviors. This is consistent with studies reporting that non-compliance of COVID-19
prevention behaviors is highest among Republicans [14–15]. Health officials and university
administrators should tailor messages to address the specific concerns of Conservative-identifying
students, and messaging should be presented in an apolitical manner utilizing primary care physicians,
religious leaders, local and state public health officials, and national or international medical
associations.

Moreover, some literature suggests that the overwhelming disparity is not directly related to political
party or ideology, but rather the political lean of the news source or modality that individuals receive their
health information [47–48]. This could be attributed to informal sources or misinformation based on
ideological lean, as criticism and skepticism of prevention behaviors was prominent from right-leaning
officials at the beginning of the pandemic [47]. The role of accessing public health information through
social media should be investigated. Public health officials should strategize in communicating the
effectiveness of these prevention behaviors. Some studies have shown that rather than political figures
endorsing mandates, beliefs that the mandate is effective and from a trustworthy source is a large
determining factor in willingness to comply with preventive behaviors [16].

In the event of another pandemic or infectious outbreak, health and university officials should keep in
mind the social motives behind action. One study finds that Republicans are 6.19 more likely to be
vaccinated if their friends are vaccinated, which is a phenomenon not statistically significant among
Democrats [49]. Groups may differ in motivation based on attitudes, experiences, and beliefs. They may
be motivated by perceived risk to others, belief that they need to protect others, or peer diffusion.
Nevertheless, the literature does provide evidence that no matter the demographic, health officials can
cater to the individual’s motivation to comply with behaviors that promote public health.

Similar research suggests men were 66% more likely to report non-compliance with recommended
COVID-19 prevention behaviors compared to women [35, 50]. Research shows that men tend to perceive
themselves as being at lower risk of infection and illness than women are [21, 33, 35], and are less likely
to engage in infection preventive behaviors [21, 33–34]. However, men have been seen to be at a greater
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risk of COVID-19 complications [36], and it is important that efforts to communicate and enforce COVID-
19 prevention behaviors include presentation of these findings.

Results from this study suggest that those who do not participate in religious services regularly have a
greater degree of compliance with recommended COVID-19 prevention behaviors. It is unsurprising that
those who do not comply with prevention behaviors recommended by officials would also express
greater attendance at religious services, as these events tended to breach social distancing and large
gathering mandates. Additionally, some have argued that religious freedom has been infringed upon due
to state mandates suspending in-person religious service or limiting capacities of these events [51].
Because protection of religious freedom is often associated with conservative political platforms, clear
and consistent messaging that avoids politicization and debates may be effective as university
administrators promote compliance among those who do not comply with prevention behaviors.

Limitations
External validity is limited in this study due to a sampling frame of one university, low response rate, and
a disproportionate number of participants identifying as White and/or female. We did not find
differences regarding race and compliance with prevention behaviors, but other studies have [25–27].
Sampling from a predominantly white institution narrowed the ability to study this relationship. Future
research should recruit a more diverse sample to more confidently explore the role of race in compliance
with prevention behaviors during public health crises, especially as it historically had a role in trust of
government and health officials.

Moreover, slight unknown error potentially was introduced through the sampling method, as this study
belongs to a bigger project that stratified based on major. Our study did not account for the stratification
process in analysis due to major not significantly affecting mask-wearing (p = 0.20), social distancing (p 
= 0.36), avoiding large gatherings (p = 0.45).

The study also used cross-sectional data, which introduces a risk to internal validity. Covariates are
described as predictors because they chronologically preexist compliance with prevention behaviors.
Causation is theoretically assumed not based on study design.

The study’s methodology operationalizes compliance to COVID-19 prevention guidelines based on three
attributes: mask-wearing, social distancing, and avoiding large gatherings. However, at the time of the
study, the CDC recommended more COVID-19 public health strategies in addition to these [52]. The three
variables to measure compliance with COVID-19 prevention guidelines were chosen given their relevance
to campus life and the sample population as well as their emphasis from government officials at the
time.

Participants reported mark-wearing most of the time (10.2%) or always (87.5%). These results show a
ceiling effect and may be due to mask-wearing being mandated on the university’s campus during this
time period. This effect may hinder the ability to determine accurate variability and accurate findings that
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regard the relationship between mask-wearing and other variables. Moreover, the sample size and
number of variables in the model may have negatively impacted the proportional odds assumption (p < 
0.01). This implies that slope coefficients in relation to the independent variables were not consistent
across all levels of mask-wearing.

Collecting data during the 2020 presidential election captured the highly politicized environment but also
may have produced obstacles for generalization in less polarized circumstances. Moreover, the focus of
this study is compliance with COVID-19 prevention guidelines as it relates to individuals’ perspectives,
attitudes, and experiences, but these things were measured in the early months of the pandemic, when
confirmed COVID-19 infections were rapidly increasing in the United States [53]. Some participants may
have been biased by a desire to seem more compliant than they were, while others may have desired to
appear resistant to government recommendations and mandates. It is also possible that new data, new
guidelines, and changing trends in prevalence, incidence, and lethality after these data were collected
could influence the generalizability of the findings presented here.

Conclusion
The COVID-19 pandemic has impacted the well-being of people around the world, as well as disrupted
many facets of life. While wide-spread compliance with prevention behaviors across the globe allowed
successful containment of the virus, the U.S. struggled to produce similar results in the early stages of
the pandemic. Although university administrators work to provide education and opportunities to their
students while keeping their communities safe, campuses may always be at high risk of being super-
spreading environments in the event of another pandemic. Public health crises are no novelty to
university administrators, but COVID-19 posed greater difficulty in containing transmission among
university communities. Fostering compliance with recommended prevention behaviors among a large,
polarized population was an immense challenge. Thus, messaging of recommended prevention
behaviors must be driven by the best available data to garner compliance. Because university students
are at low-risk for serious complications of a COVID-19 infection but at high-risk for infecting others, it is
important to understand what characteristics predict or inform compliance with recommended COVID-
19 prevention behaviors for future public health crises.

This study found several variables associated with at least one type of COVID-19 prevention behavior:
political ideology, religious service attendance, age, SES, and social support. Public health officials and
university administrators should consider how best to tailor messaging to create a safe learning
environment while reducing community transmission for future public health crises that impact
university communities. Future research should explore motivations and reasons for compliance with
prevention behaviors and ensure a diverse sample to increase external validity.
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