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Objectives: The Indonesian government issued large-scale social restrictions (called Pembatasan Sosial Berskala Besar, or PSBB) at the 

beginning of the coronavirus disease 2019 (COVID-19) pandemic to control the spread of COVID-19 in Jakarta, Bogor, Depok, Tangerang, 

and Bekasi (Greater Jakarta). Public compliance poses a challenge when implementing large-scale social restrictions, and various fac-

tors have contributed to public non-compliance with the regulation. This study aimed to determine the degree of non-compliance 

and identify the factors that contributed to public non-compliance with the PSBB in Greater Jakarta, Indonesia. 

Methods: This was a quantitative study with a cross-sectional design. A total of 839 residents of Greater Jakarta participated in this 

study. Data were collected online using a Google Form, and convenience sampling was undertaken. Univariate and multivariate anal-

yses were performed to explore the relationships between public non-compliance with the PSBB regulation and socio-demographic 

variables, respondents’ opinion of the PSBB, and social capital. 

Results: A total of 22.6% of subjects reported participating in activities that did not comply with the PSBB. The variables that most af-

fected non-compliance with the PSBB were age, gender, income, opinion of the PSBB, and social capital. 

Conclusions: Strengthening social capital and providing information about COVID-19 prevention measures, such as washing one’s 

hands with soap, wearing masks properly, and maintaining social distancing, is essential. Robust public understanding will foster trust 

and cooperation with regard to COVID-19 prevention efforts and provide a basis for mutual agreement regarding rules/penalties.
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INTRODUCTION

By early 2020, coronavirus disease 2019 (COVID-19) had 
spread to almost every country in the world, which led the 
World Health Organization (WHO) to classify COVID-19 as a 
pandemic [1]. By the end of January 2021, the number of peo-
ple infected with COVID-19 in Indonesia reached 1 million 
people [2]. To reduce the transmission of COVID-19, the WHO 
issued comprehensive guidelines that included practicing so-
cial/physical distancing [3]. In April 2020, the Indonesian gov-
ernment issued Government Regulation No. 21 of 2020—a set 
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of large-scale social restrictions (called Pembatasan Sosial Ber-
skala Besar, referred to from here on as “PSBB”) issued in an at-
tempt to control the spread of COVID-19. The PSBB included 
measures restricting certain activities in public areas such as 
schools, workplaces, and public transportation facilities that 
were considered high-risk for the spread of COVID-19. The re-
strictions also applied to all activities that could potentially 
endanger Indonesia’s defense and security [4,5]. The PSBB was 
first implemented by the Special Capital District of Jakarta in 
April 2020 and later implemented in surrounding satellite ar-
eas (Greater Jakarta) [6]. 

Public participation and compliance are required for the 
successful implementation of the PSBB. However, a recent 
study found that public compliance remains low. The results of 
a recent survey in Indonesia showed that 58.6% of respon-
dents found it difficult to practice physical distancing [7]. Fail-
ure to comply with social distancing recommendations is the 
primary cause of the massive spread of COVID-19 across re-
gions and can result in a steep increase in the number of ac-
tive cases and COVID-19-related deaths. Several factors may 
influence public compliance, such as public awareness of the 
restrictions, the severity of penalties for non-compliance, pub-
lic support and trust of regulatory authorities, and economic 
and psychological conditions [8]. Other factors related to ad-
herence to health-related precautions during the COVID-19 
pandemic include socio-cultural factors, income, occupation, 
social capital, and gender [9]. Some of these factors are modi-
fiable variables, such as social capital, knowledge of the PSBB, 
and opinion of the PSBB, while other variables are not modifi-
able, including age, gender, occupation, income, and educa-
tion level, all of which are known to influence individuals’ 
health status [10].

Strategies should be undertaken to address modifiable vari-
ables such as individuals’ beliefs and social factors to ensure 
that people comply with regulations intended to reduce the 
transmission of COVID-19. One of the social factors that affect 
compliance with regulations within communities is social cap-
ital. Social capital plays an important role in COVID-19 preven-
tion in communities. Social capital refers to the behaviors of 
individuals in the context of their communities and their rela-
tionships with community members, which include collective 
customs, norms, public trust, and social networks, to achieve 
common goals [11,12]. In public health, social capital has been 
found by researchers to be a variable that improves health out-
comes and can serve as a framework for evaluating public 

health interventions [13]. Strong social capital in communities 
is important for successfully implementing public policies such 
as the PSBB examined in this study. Mutual trust, mutual re-
spect, community awareness, cooperation between commu-
nity members, adherence to existing rules and customs, public 
disclosure of information, and examples of model behavior 
from policy-makers and leaders will nurture a strong sense of 
collective motivation in communities which leads to collective 
action. However, if a community has weak social capital, it can 
reduce public cooperation, raise suspicions, enable violation 
of regulations, and undermine efforts made to prevent the 
spread of COVID-19 [14]. In this study, we aimed to determine 
the degree of public non-compliance with the PSBB and ex-
amined the factors affecting community non-compliance in 
Greater Jakarta, Indonesia.

METHODS 

Study Design
This is a quantitative study with a cross-sectional design for 

which questionnaires were distributed online using a Google 
Form. The inclusion criteria included residence in 1 of 5 cities 
(Jakarta, Bogor, Depok, Tangerang, or Bekasi), being aged 15 
or above, and having access to social media (WhatsApp/Face-
book). Non-probability sampling was conducted using the 
convenience sampling method. 

Sampling and Data Collection Procedures
Data from a total of 900 respondents were entered into a 

database. After performing data cleaning, the final number of 
participants involved in the study was 839 people. Duplication 
checking was carried out based on matching names and re-
sponses (Figure 1). 

Study Variables
The dependent variable in this study was non-compliance 

with the PSBB, which was measured based on participants’ re-
sponses to 7 questions related to working or studying from 
home, worshipping at home, attending celebrations/parties, 
spending time with friends outside the home, attending gath-
erings, physical distancing on public transportation, and travel 
outside of one’s town. The cut-off point used to determine 
compliance or non-compliance with the PSBB was the aver-
age/mean value of 6 points, with scores of ≥6 points indicat-
ing compliance and scores of <6 indicating non-compliance. 
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The independent variables were socio-demographic charac-
teristics such as age (classified as participants from the ages  
of 15 to 35 and participants >35 years old), gender (women 
and men), education level (high school graduates and above 
or non-high school graduates), occupation (those with regular 
income, such as private and government employees, or those 
with irregular income, such as laborers, merchants, motorcycle 
or taxi drivers, farmers, fishermen, respondents who were un-
employed due to the COVID-19 pandemic, household assistants, 
or students), place of residence (city or district), residence type 
(housing complex or non-housing complex), the level of in-
volvement of community leaders as providers of information 
(sufficient or insufficient), and if participants received cash or 
non-cash social assistance from the government after being 
infected with COVID-19 (beneficiaries or non-beneficiaries). 
The other variables included in this study were knowledge and 
opinion of the PSBB. There were 3 groups of questions related 
to one’s knowledge of the PSBB, opinion of the PSBB, and be-
havior. Participants’ level of knowledge was assessed using 10 
questions for which respondents were categorized as “knowl-
edgeable” if they scored ≥8 points and “compliant with the 
PSBB” if they scored ≥6 points. They were considered non-
compliant if they scored <6 points. In addition, the respon-
dents’ opinions of the PSBB were measured based on 8 ques-
tions, and they were considered to have a positive opinion if 
they scored ≥6 points. The questions about participants’ opin-
ions asked about restrictions to movements outside the home, 
prevention of virus transmission, penalties for violating the 

PSBB, social assistance offered by the government, one’s sense 
of his or her susceptibility to COVID-19 infection, the implemen-
tation of restrictions, limitations to public transportation ca-
pacity, and support for implementing restrictions. 

The other independent variable in this study was social capi-
tal, which was assessed by asking respondents about their 
opinions regarding community trust, cooperation, and the en-
forcement of penalties for non-compliance. Trust-related ques-
tions asked respondents whether he or she believed that the 
PSBB made the response to COVID-19 more effective, had trust 
in community leaders to be able to manage the community 
response to the pandemic, had trust in community leaders to 
implement policies, and believed in the community’s ability to 
implement social/physical distancing. Respondents were also 
asked cooperation-related questions related to cooperation in 
helping affected communities, cooperation between commu-
nity leaders and the public, and cooperation between com-
munities, community leaders, and health workers. Lastly, re-
spondents were asked if their community leaders effectively 
communicated that non-compliance with the PSBB was con-
sidered a violation of community rights and that penalties 
would be issued to offenders. Scores were calculated for each 
of the 3 indicators of social capital. An indicator was considered 
to be positive if the mean value of the total score for that indi-
cator was equal to or greater than 2. Otherwise, it was consid-
ered to be negative. Social capital was considered strong if a 
minimum of 2 indicators were positive and weak if fewer than 
2 indicators were positive.

Statistical Analysis
Univariate, bivariate, and multivariate analyses were con-

ducted for this study. Univariate analysis was intended to de-
scribe the distribution of data, meaning the frequency of each 
independent and dependent variable. Bivariate analysis was 
performed by constructing a 2×2 table between each inde-
pendent variable and dependent variable to obtain the odds 
ratio (OR). The Pearson chi-square test was conducted, and any 
variables found to be statistically significant at the level of 0.25 
were also included in the multivariate logistic regression mod-
el. Subsequently, the backward elimination method was used. 
The regression analysis results were presented as ORs and ad-
justed ORs with 95% confidence intervals (CIs). Data analysis 
was performed using IBM SPSS version 20.0 (IBM Corp., Armonk, 
NY, USA).

Figure 1. Flow diagram for the inclusion of study partici-
pants.

Respondents who accessed the questionnaire link 
(https://forms.gle/2PQoVdHyKKPF6yp3A)

Respondents did not complete the questionnaire 
(n=22)

Respondents completed the questionnaire twice with 
inconsistent answers (n=11)

   -  As a result, all 22 records had to be deleted from 
 the database

Respondents filled out the questionnaire twice with 
consistent answers (n=17)

   -  As a result, only one of the two questionnaires 
 from each of these 17 respondents were deleted

n=900

n=878

n=856

n=839

https://forms.gle/2PQoVdHyKKPF6yp3A
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Ethics Statement
Ethical approval for this study was obtained from the Na-

tional Health Research Ethics Commission of the National In-
stitute of Health Research and Development (LB.02.01/2/KE. 
311/2020). Respondents were permitted to refuse to partici-
pate in the study after reading the informed consent form. To 
maintain confidentiality, no personal identifiers were included 
on the questionnaire and the answer sheets.

RESULTS

Table 1 shows the characteristics of the 839 participants in-
cluded in the study. In total, 78.5% of participants lived in cit-
ies. The proportion of respondents living in housing complex-
es (48.7%) and non-housing complexes (51.3%) was similar. 
Nearly 78% of respondents were women. Approximately 64% 
of the respondents ranged from 15 years to 35 years old. About 

Table 1. Participants’ characteristics

Characteristics n (%)

Place of residence

   City 659 (78.5)

   District 180 (21.5)

Residence type     

   Housing complex 409 (48.7)

   Non-housing complex 430 (51.3)

Gender

   Women 653 (77.8)

   Men 186 (22.2)

Age (y)

   15-35 533 (63.5)

   >35 306 (36.5)

Education

   Low 177 (21.1)

   Medium to high 662 (78.9)

Occupation

   Regular income 418 (49.8)

   Irregular income 421 (50.2)

Knowledge of PSBB 

   Good 750 (75.7)

   Poor 89 (24.3)

Opinion of PSBB

   Positive 486 (57.9)

   Negative 353 (42.1)

Compliance with PSBB 

   Compliant 646 (77.4)

   Non-compliant 189 (22.6)

Social capital 

   Strong 711 (84.7)

   Weak 128 (15.3)

The role of community leaders 

   Sufficient   544 (64.8)

   Insufficient   295 (35.2)

Social assistance

   Beneficiaries 77 (9.2)

   Non-beneficiaries 762 (90.8)

PSBB, large-scale social restrictions.

Table 2. Compliance with the practices and associated fac-
tors (PSBB) and associated factors

Characteristics
Compliance with the PSBB

p-value
Compliant Non- 

compliant Total

Place of residence 0,02

   City 521 (79.1) 138 (20.9) 659 (100)

   District 128 (71.1) 52 (28.9) 180 (100)

Residence type     0.15

   Housing complex 325 (79.5) 84 (20.5) 409 (100)

   Non-housing complex 324 (75.3) 106 (24.7) 430 (100)

Gender 0.01

   Women 518 (79.3) 135 (20.7) 653 (100)

   Men 131 (70.4) 55 (29.6) 186 (100)

Age (y) 0.02

   15-35 399 (74.9) 134 (25.1) 533 (100)

   >35 250 (81.7) 56 (18.3) 306 (100)

Education 0.82

   Low 138 (78.0) 39 (22.0) 177 (100)

   Medium to high 511 (77.2) 151 (22.8) 662 (100)

Occupation 0.01

   Regular income 308 (73.7) 110 (26.3) 418 (100)

   Irregular income 341 (81.0) 80 (19.0) 421 (100)

Knowledge of PSBB 0.56

   Good 578 (77.1) 172 (22.9) 750 (100)

   Poor 71 (79.8) 18 (20.2) 89 (100)

Opinion of PSBB 0.01

   Positive 390 (80.2) 96 (19.8) 486 (100)

   Negative 259 (73.4) 94 (26.6) 353 (100)

Social capital 0.01

   Strong (0) 561 (78.9) 150 (21.1) 711 (100)

   Weak (1) 88 (68.8) 40 (31.3) 128 (100)

The role of community leaders 0.37

   Sufficient   426 (78.3) 118 (21.7) 544 (100)

   Insufficient   223 (75.6) 72 (24.4) 295 (100)

Social assistance 0.20

   Beneficiaries 64 (83.1) 13 (16.9) 77 (100)

   Non-beneficiaries 585 (76.8) 177 (23.2) 762 (100)

Values are presented as number (%). 
PSBB, large-scale social restrictions.
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79% of respondents had a medium to high education level, 
and almost 50% had a job with regular income. More than 76% 
of respondents were knowledgeable regarding the PSBB. How-
ever, only 58% of respondents had a positive opinion of PSBB 
practices. More than 77% of respondents were compliant with 
the PSBB. Additionally, nearly 85% of respondents lived in neigh-
borhoods with strong social capital, with about 65% of respon-
dents stating that the role of community leaders made a suffi-
cient effort to stem COVID-19 transmission. Lastly, about 9% 
of respondents reported receiving social assistance from the 
government.

Bivariate analysis was conducted to examine the relation-
ship between the dependent and independent variables. The 
results showed that the variables with statistically significant 
(p<0.05) associations with PSBB compliance were place of 
residence, gender, age, occupation, opinion of PSBB, and so-
cial capital (Table 2). 

The main finding of our study was that respondents who 
lived in communities with weak social capital were 1.58 times 
less likely to comply with PSBB regulations than respondents 
who lived in communities with strong social capital. Among 
the social variables, social capital was more influential than re-
spondents’ opinions. Respondents with a negative opinion of 
the PSBB were 1.45 times more likely to be non-compliant 
than respondents whose opinion of the PSBB was positive. Re-
spondents aged 15 years to 35 years old were 1.64 times more 
likely to be non-compliant than respondents older than 35 
years. Men respondents were 1.63 times more likely to be non-

compliant than women respondents. Respondents with irreg-
ular income were more likely to be compliant with the PSBB 
(OR=0.55 for non-compliance) than respondents who had 
jobs with regular income (Figure 2).

DISCUSSION

These results regarding social capital and public compliance 
with PSBB practices show that respondents who lived in com-
munities with weak social capital were 1.58 times more likely 
to be non-compliant with the PSBB (OR, 1.58; 95% CI, 1.03 to 
2.41) than respondents who lived in communities with strong 
social capital. This may indicate that non-compliant behavior 
is a result of living in a community with weak social capital 
and limited information about the PSBB. Leaders in communi-
ties with weak social capital may not strictly enforce PSBB reg-
ulations, such as wearing masks or holding in-person gather-
ings, or issue penalties for non-compliance. In addition, com-
munities with weak social capital tend to be less active socially 
and show poorer cooperation in mitigating the effects of the 
COVID-19 pandemic. People in these communities may not 
believe that COVID-19 is dangerous and do not comply with 
the PSBB as a result. The concept of social capital as an individ-
ual characteristic may contribute to health promotion inter-
ventions that incorporate recent knowledge about how to de-
sign interventions for social networks to meet target groups’ 
needs. The concept of social capital as a distinct characteristic 
of communities provides a useful framework for policy-makers 
to develop community guidelines to enforce the implementa-
tion of health promotion activities. Social capital is related to 
the idea that a healthy social environment needs to be nur-
tured collectively through the active participation of commu-
nity members to achieve common goals. Social capital might 
provide a basis for various aspects of health promotion, as it 
relates to human interaction, cooperation, and community ac-
tion [15]. The heterogeneity of a population does not pose an 
obstacle to improving the status of public health with strate-
gic utilization of social capital. A community’s ability to build 
social networks is based on mutual trust, mutual concern, 
people’s willingness to help other community members, ad-
herence to shared values and norms, and proactive participa-
tion in community activities. Community matters can be ad-
dressed using collective action to solve numerous ongoing 
health problems [16]. Social capital gives strength to commu-
nities facing difficult times through collective norms that nur-

Figure 2. Factors that influenced practices and associated 
factors compliance. Values are presented as odds ratio (95% 
confidence interval).

15-35 y old
1.64 (1.14, 2.38)

1.45 (1.04, 2.02)

1.58 (1.03, 2.41)

 0.5 1.0 1.5 2.0 2.5

1.63 (1.12, 2.37)

0.55 (0.39, 0.78)

Men

Irregular income

Negative opinion

Weak social capital
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ture trust among community members and help them to 
build large social networks. A study of the United States dur-
ing the COVID-19 pandemic found that regions with high 
peer-to-peer trust had significantly lower mobility during the 
lockdown than regions where public trust levels were low [17]. 

Moreover, this study showed that respondents with nega-
tive opinions of PSBB guidelines were 1.45 times more likely to 
be non-compliant (OR, 1.45; 95% CI, 1.04 to 2.02) than those 
with positive opinions. Negative opinions of the PSBB are like-
ly due to respondents feeling like their ability to engage in 
public life outside their homes, such as going to work, attend-
ing a place of worship, and socializing with other people, is 
limited. In addition, the COVID-19 pandemic has posed many 
additional challenges to everyday life since working outside 
one’s home has largely been restricted or banned, and many 
people have chosen not to comply or were unable to comply 
with this particular regulation. Though public opinion is usual-
ly related to public behavior, it can also be contradictory. A 
study in Italy showed that respondents who believed that 
stay-at-home orders would be lifted sooner than predicted 
were more likely to comply with regulations than those who 
believed the opposite [8]. Unlike before, online surveys con-
ducted in the United Kingdom showed that public compliance 
with stay-at-home recommendations and lockdowns was a 
result of individuals’ compliance with their own privately-held 
beliefs about the pandemic and public health, rather than 
simply obeying government advice during the lockdown [18]. 
Our findings regarding public opinion of the PSBB were also in 
line with an online survey conducted in the Netherlands that 
showed that respondents who observed strong moral con-
straints were more likely to comply with the Dutch govern-
ment’s lockdown rules [19]. Additionally, an online survey of 
respondents with a mean age of 16 years old in the United 
States showed that United States adolescents with strong 
senses of social responsibility showed better adherence to so-
cial distancing and hand washing policies [20].

In addition, this study found that respondents aged 15-35 
years old were 1.64 times more likely to be non-compliant 
with the PSBB (OR, 1.64; 95% CI, 1.14 to 2.38) than older re-
spondents. Young people may tend to disobey lockdown reg-
ulations due to having highly active lifestyles that cause them 
to prioritize their work and social lives over PSBB regulations. 
Young people also may feel they have stronger immune sys-
tems than older people, making them less worried about CO-
VID-19 infection and leading them to continue their activities 

outside the home. In contrast, a survey in the United States 
found no significant relationship between age and social dis-
tancing compliance [21]. However, several studies have shown 
that age was associated with behavioral adherence during the 
COVID-19 pandemic. An online study in the United Kingdom 
have found that the highest degree of compliance to social 
distancing regulations was by participants aged 60 and above, 
followed by people aged 30-59, then people aged 18-29. 
Younger people tended to be less compliant with social dis-
tancing regulations in that study [22]. A survey conducted via 
a social media platform in the United States also showed simi-
lar results. In total, 39.8% of respondents reported that they 
did not comply with social distancing recommendations, with 
the youngest group (aged 18-31) showing the lowest level of 
compliance (52.4%) [23]. Moreover, a survey in France showed 
significant differences in adherence to recommendations 
among study participants, with those in the younger age 
group (≤24 years old) having lower adherence scores than 
those in the older age group [24]. In addition, one study found 
a positive association between age group and law-abiding ori-
entation, showing that older respondents (>45 years old) 
were more likely to practice social distancing than younger re-
spondents. The finding that older people were more likely to 
practice social distancing may indicate a mediating effect; old-
er Americans practiced social distancing more often than 
younger Americans, but this difference may be largely influ-
enced by age-related differences such as awareness of, atti-
tudes toward, and beliefs about the COVID-19 pandemic [25].

Gender can also affect behavior in society. Our study found 
differences in compliance according to gender, with men be-
ing 1.63 times more likely to be non-compliant with PSBB 
practices (OR, 1.63; 95% CI, 1.12 to 2.37) than women. In line 
with our study, an online survey in 2016 in the United States 
showed that moral beliefs and understanding of the signifi-
cance of regulations reduced the likelihood of someone violat-
ing those regulations, and different trends in responses and 
underlying moral issues were observed between men and 
women. Men and women were made different ethical judg-
ments concerning moral issues related to compliance with 
regulations. In addition, gender was found to have only a mod-
erate impact on compliance with regulations and did not di-
rectly impact compliance [26]. Another online survey from 
France conducted before the peak of the COVID-19 pandemic 
and after the lockdown found that women participants had 
better adherence to recommended health behaviors to pre-
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vent COVID-19 than men participants [24]. In addition, a study 
of 8 countries (Australia, Austria, France, Germany, Italy, New 
Zealand, the United Kingdom, and the United States) found 
that women were more likely to perceive COVID-19 as a very 
significant health problem and comply with public policy 
measures [27]. There are several possible reasons for this dif-
ference. Men are disproportionately responsible for working 
to support their families and may have had to continue carry-
ing out work duties to earn money despite lockdown regula-
tions. In addition, men may believe that they have stronger 
immune systems than women and are less worried about CO-
VID-19 infection.

The results of this study also show that respondents with ir-
regular income (laborer, merchants, motorcycle or taxi drivers, 
people who were unemployed due to the COVID-19 pandem-
ic, household assistants, and students) tended to be more 
non-compliant with the PSBB (OR, 0.55; 95% CI, 0.39 to 0.78) 
than those who with jobs that generated a regular income. 
This finding contradicts the results of other study. A study con-
ducted in China found that white-collar workers tended to 
comply with COVID-19 prevention measures in the post-pan-
demic period [28]. This result from our study may have been 
due to having a high number of respondents with jobs that 
generate regular income as opposed to those with irregular 
income. In addition, it is possible that a disproportionate num-
ber of respondents in our study with irregular income were 
household assistants. Since household assistants work mainly 
at home, they likely tended to have better compliance with 
the PSBB. Meanwhile, respondents who had jobs with regular 
income may have faced challenges when trying to comply 
with the PSBB since some companies or offices may have still 
required or allowed employees to be present in the office de-
spite work-from-home rules.

There are limitations to this study. First, online research can 
only reach people with internet access and who use social me-
dia, so the distribution of respondents was limited to specific 
groups. An unequal distribution of respondents could lead to 
selection bias, which may in turn affect the generalizability of 
the findings. However, this study provides the following con-
tributions: (1) identifying the correlation between PSBB com-
pliance with respondents’ perceptions and social capital in the 
area of Greater Jakarta; (2) providing strategic recommenda-
tions for improving public compliance with the PSBB in Great-
er Jakarta. 

In conclusion, this study found that 22.6% of respondents 

did not comply with the PSBB. Factors related to PSBB compli-
ance were age, gender, occupation, opinion of the PSBB, and 
social capital. This study’s findings reveal an urgent need to 
improve community compliance to stem the transmission of 
COVID-19 by strengthening social capital and providing the 
general public with knowledge or information related to COV-
ID-19 prevention, such as information about washing one’s 
hands with soap, wearing masks properly, and maintaining 
social/physical distancing to build trust and cooperation with-
in communities. Community-driven social efforts should be 
undertaken to stem the spread of COVID-19 and develop col-
lective social agreements regarding rules and penalties.
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