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A B S T R A C T   

We examine how trust shapes compliance with public health restrictions during the COVID- 19 pandemic in 
Uganda. We use an endorsement experiment embedded in a mobile phone survey to show that messages from 
government officials generate more support for public health restrictions than messages from religious author-
ities, traditional leaders, or international NGOs. We further show that compliance with these restrictions is 
strongly positively correlated with trust in government, but only weakly correlated with trust in local authorities 
or other citizens. We use measures of trust from both before and during the pandemic to rule out the possibility 
that trust is a function of the pandemic itself. The relationship between trust and compliance is especially strong 
for the Ministry of Health and—more surprisingly—the police. We conclude that trust is crucial for encouraging 
compliance but note that it may be difficult to sustain, particularly in settings where governments and police 
forces have reputations for repression.   

The COVID-19 pandemic has laid bare the crucial role that trust plays 
in generating and sustaining compliance with public health directives 
during times of crisis. It has also brought into stark relief the many 
“varieties” of trust that shape behavior when public health is at stake. 
Citizens are expected to trust public health authorities to diagnose 
public health threats accurately and recommend policies to mitigate 
them effectively. They are expected to trust elected officials to enact 
those policies quickly and faithfully, and trust law enforcement agencies 
to enforce them equitably. They are expected to trust the safety and 
efficacy of treatments and vaccines, many of which are developed by the 
private sector (e.g. pharmaceutical companies). Especially in lower in-
come countries, citizens are also expected to trust international NGOs 
and foreign aid agencies that are involved in disseminating vaccines and 
treatments to the public. 

Trust in these various institutions matters because it increases the 
likelihood that citizens will take actions that are costly and disruptive for 
them as individuals, but necessary for public health (Kahan, 2003). 
Especially in the early stages of the COVID-19 pandemic, when access to 
testing was limited and treatments and vaccines had not yet been 
developed, compliance with social distancing policies, masking, and 
other public health measures was crucial for reducing the transmission 

of the virus (Haug et al., 2020; Kraemer et al., 2020). Because these 
policies imposed tight constraints on citizens’ social and economic lives, 
compliance was imperfect, and some degree of resistance was likely 
unavoidable. But the consequences of non-compliance were often se-
vere, and refusal to adhere to COVID-19 public health restrictions has 
been linked to spikes in caseloads in countries around the world (Flax-
man et al., 2020; Yilmazkuday, 2021). 

A small but growing body of research has documented the impor-
tance of trust as a predictor of compliance during previous public health 
emergencies, especially the 2013–16 Ebola epidemic in West Africa 
(Blair et al., 2017; Tsai et al., 2020) and the 2018–19 Ebola crisis in the 
Democratic Republic of Congo (Vinck et al., 2019). Others have 
demonstrated the importance of trust during the COVID-19 pandemic 
(Bargain and Aminjonov 2020). These studies have taught us much 
about the relationship between trust and compliance with public health 
measures. But most have operationalized trust in rather coarse ways, 
ignoring potentially significant variation in the types of agencies and 
authorities that citizens do and do not trust, and the types of public 
health messages they do and do not find persuasive (for exceptions 
focused on Guinea and Malawi, respectively, see Arriola and Grossman, 
2020; Kao et al., 2021). 
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We argue that trust is important at four distinct but interrelated 
stages of pandemic response, which we call diagnosis, regulation, pro-
mulgation, and enforcement. Various governmental and non- 
governmental actors are responsible for each of these steps. First, pub-
lic health officials and international NGOs must diagnose the causes and 
transmission pathways of a new public health threat. Next, government 
officials must pass new regulations to contain the threat. A variety of 
state and non-state actors—including government officials, religious 
authorities, local civil society leaders, and the media—then must pro-
mulgate information about the threat and the new regulations. Finally, 
government institutions—most commonly the police—must enforce 
these new regulations to ensure compliance. Citizens may express 
varying levels of trust in these distinct actors and institutions, with 
potentially important implications for their willingness to comply with 
public health restrictions. But most existing studies use measures of trust 
that are too broad to capture these subtle but crucial distinctions. 
Moreover, existing studies typically overlook the importance of trust in 
institutions that are only tangentially involved in public health in high- 
income countries, but that serve as the primary (and sometimes only) 
enforcers of public health restrictions in many low-income countries—in 
particular, the police. 

We extend the existing literature by asking two interrelated ques-
tions. First, which authorities are most effective in persuading citizens to 
accept costly and disruptive restrictions on their behavior during public 
health emergencies? Are messages from local religious leaders more 
effective than messages from international NGOs? Are messages from 
traditional (or “customary”) authorities more persuasive than messages 
from the government? Second and related, of the varieties of trust 
described above, which is most important in generating actual compli-
ance with public health restrictions? In the context of low-income 
countries where reliable information is often hard to come by, is trust 
in public health authorities more important than trust in government as 
a whole? Is trust in the police more important than trust in other com-
munity members? 

We answer these questions through interconnected observational 
and experimental studies in Uganda. Using an endorsement experiment 
embedded in a mobile phone survey conducted during the pandemic, we 
first show that messages from government officials are more effective at 
generating support for public health restrictions than messages from 
religious authorities, traditional leaders, or international NGOs. We then 
show that compliance with these restrictions is strongly positively 
correlated with trust in government, but only weakly (and in some cases 
negatively) correlated with trust in local authorities or other citizens. 
One key advantage of our study is that we employ measures of trust 
collected before the onset of the pandemic, demonstrating that pre- 
pandemic levels of trust—in addition to measures of trust from during 
the pandemic—help explain variation in individuals’ compliance with 
costly measures to contain the virus’s spread. 

The correlation between compliance and trust in government does 
not appear to be an artifact of misinformation or misunderstanding of 
the virus among less trusting respondents: if anything, respondents who 
express less trust in government are more knowledgeable about COVID- 
19. This echoes similar findings from research on the Ebola epidemic in 
Liberia (Blair et al., 2017). The correlation also does not appear to be an 
artifact of social desirability bias: using a pair of list experiments, we 
show that respondents do not overreport compliance with public health 
restrictions in the context of the survey. Disaggregating these results 
further, we show that while trust in all government agencies is positively 
correlated with compliance, the relationship appears to be especially 
strong for trust in the Ministry of Health and—perhaps more sur-
prisingly—the police. This latter result may reflect the pivotal (yet 
controversial) role that the police have played in enforcing social 
distancing policies in Uganda and other African countries, often result-
ing in human rights abuses (Aborisade, 2021; Grasse et al., 2021). 
However, as a recent study of community policing in six low-income 
countries—including Uganda—suggests, it is far from easy to build 

trust in state institutions where it is lacking (Blair et al., 2021). We 
conclude that trust is crucial but sticky, and that changing it may require 
more intensive interventions before a crisis strikes (Haim et al., 2021). 

1. Theoretical framework 

Recent studies have documented the myriad ways that trust in gov-
ernment has shaped citizens’ willingness to comply with public health 
directives during the COVID-19 pandemic (Lalot et al., 2022; Pagliaro 
et al., 2021). In the US, for example, one study finds that counties with 
high trust in government decreased their mobility significantly more 
than counties with low trust after lock-downs were imposed (Brodeur 
et al., 2020). In the UK, another study demonstrates that citizens who 
expressed greater trust in government were more likely to comply with 
government-imposed social distancing policies (Moxham-Hall and 
Strang 2020). Trust has been shown to correlate with COVID-19 mor-
tality and other important outcomes as well. For example, one study 
finds that trust in government is negatively correlated with COVID-19 
deaths across 25 European countries (Oksanen et al., 2020). While in 
some settings (e.g. the US) this correlation is mediated by partisanship 
(Goldstein and Wiedemann 2021; Grossman et al., 2020), overall, the 
relationship between trust and compliance is clear. These studies com-
plement and extend an existing literature focused on the relationship 
between trust and compliance during earlier epidemics, including Ebola 
(Blair et al., 2017; Dhillon and Kelly 2015; Tsai et al., 2020; Van der 
Windt and Voors, 2020), HIV/AIDS (Dionne and Poulin, 2013), and 
H1N1 (Freimuth et al., 2014). 

Most existing studies characterize the relationship between trust in 
government and compliance with public health guidelines as simple and 
straightforward. We argue, instead, that trust may shape citizens’ 
behavior at four distinct but interrelated links in a more complex causal 
chain consisting of diagnosis, regulation, promulgation, and enforce-
ment. At the first link in the chain, the nature of a given public health 
threat must be diagnosed, and mechanisms for curtailing it must be 
identified. This role is typically played by public health officials (e.g. a 
Ministry of Health), supported in many cases by international or 
multinational NGOs (e.g. the World Health Organization). At the second 
link, regulations must be passed to codify and systematize measures for 
containing the threat. 

This role is usually played by government officials at all levels—not 
just the central government, but state, district, and municipal govern-
ment officials (e.g. mayors) as well. At the third link in the chain, in-
formation about these regulations must be promulgated to the public. 
This role tends to be more widely shared. In highly religious commu-
nities, for example, priests, imams, and other religious leaders may 
encourage their congregations to abide by public health laws by 
canceling services or encouraging congregants to worship in private. In 
rural areas of low-income countries, where information and communi-
cation technologies may be unreliable or inaccessible, local leaders, 
chiefs, and other traditional or “customary” authorities may communi-
cate information to ensure that citizens are aware of new public health 
regulations (Dionne, 2017; Van der Windt and Voors, 2020). Finally, at 
the fourth link in the chain, compliance with these regulations must be 
enforced, and non-compliance must be punished. This role falls most 
obviously on the police, who can use or threaten coercion to induce 
compliance. Less obviously but potentially equally important, other 
community members can engender compliance through social sanctions 
(e.g. naming and shaming). 

Trust may be critical at each link in this chain. If citizens do not trust 
public health authorities to accurately diagnose a given public health 
threat and propose effective mechanisms to mitigate it, they may refuse 
to comply with subsequent public health regulations even if they trust 
the government officials responsible for enacting them. Conversely, if 
citizens do not trust government officials to pass laws that faithfully 
adhere to public health authorities’ recommendations, they may 
circumvent any new restrictions on their behavior, even if they trust the 
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recommendations on which those restrictions are (ostensibly) based. If 
citizens do not trust local leaders to disseminate information about 
public health laws accurately, then they may ignore the information 
they receive, even if they trust the government officials responsible for 
passing public health laws in the first place. Finally, if citizens do not 
trust the police or other community members to enforce public health 
restrictions fairly, they may choose to comply only when their behavior 
is easily observable, even if they trust the information they receive about 
the restrictions being imposed and the government officials responsible 
for imposing them. 

To fix ideas, consider the example of face masks, which have been 
repeatedly shown to be effective for limiting the transmission of COVID- 
19 (Chu, Derek K., et al., 2020). Despite this record of effectiveness, 
many citizens around the world resisted (and continue to resist) wearing 
face masks, even before the availability of vaccines. Some did so because 
they did not trust public health authorities and their claims about the 
efficacy of face masks; others resisted because they did not trust the 
government officials responsible for passing laws mandating the use of 
face masks in public (Taylor and Asmundson, 2021). Some resisted 
because they did not trust the actors responsible for disseminating in-
formation about mask mandates. In the US, for example, some analysts 
have attributed low levels of masking in Orthodox Jewish neighbor-
hoods in part to the lack of trusted, Yiddish-speaking contact tracers who 
could disseminate information about masks’ effectiveness (Armus, 
2020). Finally, some citizens resisted because they distrusted the in-
stitutions responsible for enforcing mask mandates. Again in the US, 
some Black Americans refused to wear face masks because they believed 
doing so would invite harassment by the police (McFarling, 2020; 
Taylor, 2020). 

Most studies of trust and compliance during the COVID-19 pandemic 
focus on aggregate, highly generalized measures of trust in government 
(Bargain and Aminjonov 2020) or other citizens (Goldstein and Wie-
demann 2021). We argue that this approach may obscure theoretically 
and empirically significant variation in citizens’ attitudes towards 
different individuals and institutions. Variation of this sort may have 
especially important implications for compliance in settings where 
different authorities at different levels of government enact conflicting 
policies, and where those policies attract opposition or support from 
conflicting civil or religious groups. In Brazil, for example, state gover-
nors and city mayors imposed restrictions on public gatherings that 
would have forced many churches to close, at least temporarily. Church 
leaders resisted these measures, encouraging their congregations to 
gather in person. The Brazilian Supreme Court sided with the governors 
and mayors; President Jair Bolsonaro sided with the church (Pooler, 
2021; Dunn and Laterzo, 2021). Similar clashes over policy emerged in 
many countries. Under these conditions, the magnitude and even the 
direction of the correlation between trust and compliance may depend 
crucially on the object of that trust—a possibility that existing scholars 
generally have not explored (Devine et al., 2021). 

2. Setting 

Our study focuses on Uganda, an electoral authoritarian regime that 
has been ruled by the same party (the National Resistance Movement, or 
NRM) and president (Yoweri Museveni) since 1986. Uganda is an 
instructive setting for our study due to its similarities with many other 
low-income countries. Uganda is in the mid-range of the World Bank’s 
ranking of low-income countries in terms of economic development (as 
captured by GDP per capita) and human development (as captured by 
HDI). Authoritarian regimes that hold periodic elections like the one in 
Uganda are common throughout the Global South, and are the modal 
regime type in sub-Saharan Africa (Weghorst, 2022). As with any study 
of a single country, we cannot know for certain how far our results will 
travel. Nonetheless, these similarities suggest that lessons learned in 
Uganda may be generalizable to other African countries, and potentially 
to other developing countries as well. 

The Ugandan government’s reliance on international NGOs and 
domestic non-state actors to respond to past public health crises high-
lights the importance of examining citizens’ attitudes towards these 
actors. For example, Youde (2007) argues that one reason why Uganda 
was more effective than South Africa at battling HIV/AIDS was the high 
value that Museveni and the NRM placed on interdependence and 
connections with Western states. Others have highlighted the critical 
role that local NGOs (Kaleeba et al., 1997) and donor relations played in 
Uganda relative to South Africa (Parkhurst and Lush, 2004). Uganda’s 
effective response to the HIV/AIDS epidemic appears to have bolstered 
the state’s legitimacy both domestically and internationally (Parkhurst, 
2005). However, examining Uganda’s level of preparedness in 
responding to an Ebola outbreak in 2019, Schmidt-Sane et al. (2020) 
suggest that lingering distrust in political authorities negatively affected 
(distrusting) communities’ responses. 

Whether and how this lingering distrust has shaped compliance 
during the COVID-19 pandemic remains an open question. Early in the 
pandemic, the Ugandan central government oversaw the implementa-
tion of public health directives in partnership with district governments, 
which are the highest tier of government below the national level. On 
March 24, 2020, three days after the pandemic was formally announced 
in Uganda, the government published a comprehensive set of regula-
tions to control the transmission of the virus (The Public Health Control 
of COVID-19 Rules, 2020). These rules specified the responsibilities of 
government officials and health and medical practitioners, and also 
imposed a set of restrictions on individual behavior punishable by law. 
These included a duty to report COVID-19 cases to the authorities 
(article 3) and a ban on attending large public gatherings such as bars 
and movie theaters (article 9b), churches and mosques (article 9c), 
wedding parties, vigils, and funerals (article 9e), and political rallies and 
cultural conferences (article 9f). The regulations also mandated quar-
antines for anyone with direct contact with COVID-19 patients. On May 
4, Museveni announced a mask mandate and extended a lockdown that 
had already been in place since April 1 (Reuters, 2020; XinhuaNet, 
2020). 

The Uganda Police Force (UPF) has been actively involved in 
enforcing these policies, and has in some cases engaged in excessive 
force to punish non-compliance. UPF officers have also used the 
pandemic as a pretext to suppress protests by opposition politicians and 
their supporters, including, most notably, the musician-turned-activist 
Bobi Wine (Burke and Okiror 2020). The police have justified these 
abuses as necessary to contain the transmission of the virus, but in many 
cases their actions have disproportionately targeted critics of the ruling 
party (Okiror and Burke 2020). This is part of a more general pattern in 
which Museveni and the NRM deploy the UPF to harass, intimidate, 
imprison, and in some cases kill members of the opposition (Curtice and 
Behlendorf, 2021). Some UPF officers also helped distribute food aid, at 
least early in the crisis. 

Other actors and institutions also played a key role in educating the 
public about ways to reduce the risk of COVID-19 transmission. These 
include Local Council chairpersons (LC1s), traditional leaders, religious 
authorities, and local and international NGOs. Following the govern-
ment’s guidelines, several traditional leaders—most notably the Kabaka 
(king) of the Buganda Kingdom, Ronald Muwenda Mutebi II—issued 
public statements about the importance of respecting social distancing 
measures and mask mandates (The Independent, 2020). 

Top clerics of various Christian denominations also issued procla-
mations banning church gatherings across the country (Isiko, 2020). 
These efforts by traditional and religious leaders continued as the 
pandemic progressed. In March 2021, for example, the Archbishop of 
the Church of Uganda, Dr. Stephen Kaziimba Mugalu, appealed to 
leaders at all levels to help debunk fears and misconceptions about the 
AstraZeneca vaccine and to encourage their followers to get vaccinated 
(The Independent, 2021). Whether these messages have been effective 
remains an open question. 
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3. Research design 

3.1. Sample 

To test which authorities are most effective in generating support for 
public health restrictions, we use both experimental and observational 
data from an original panel survey conducted both before and during the 
pandemic in Uganda. Our sample includes 2587 respondents across 288 
villages spanning 13 districts and all four regions of Uganda—north, 
central, east, and west. (Uganda is divided into 134 districts; our survey 
covers Mbarara, Lira, Mbale, Gulu, Mityana, Kamuli, Jinja, Tororo, 
Iganga, Kabale, Rakai, Arua, and Ntungamo.) We selected these districts 
in coordination with the government to ensure equal representation of 
Uganda’s four regions in an unrelated community policing study 
completed prior to the onset of the pandemic. The 13 study districts look 
roughly similar to other districts in Uganda based on 2014 census data, 
as shown in Table B.1. The districts in our sample have slightly higher 
average population, age, and education but are similar on other 
dimensions. 

We randomly sampled six male and six female respondents in each 
village to participate in a survey in June and July 2018 (baseline), for a 
total of 3456 respondents. These same respondents were resurveyed 
between July and September 2020 (endline). Both survey rounds were 
administered by Innovations for Poverty Action (IPA), Uganda. The 
baseline survey was conducted in person; the endline was implemented 
during the pandemic amidst the government’s recently imposed re-
strictions on travel and public gatherings, and was therefore conducted 
by mobile phone in order to mitigate any potential risks to the health of 
our enumerators and respondents. Further details on these surveys and 
sample composition can be found in the appendix.. 

Given the upheaval of the pandemic, and the change in survey 
method, it is perhaps unsurprising that we observed an attrition rate of 
roughly 35% between baseline and endline. Of the 3456 respondents 
interviewed at baseline, 2245 could be reached to complete the mobile 
phone survey at endline. Differences produced by this attrition rate are 
shown in Table A.2 in the appendix. Compared to the baseline re-
spondents lost to attrition, endline respondents are more likely to be 
married and have children, have more education, and have higher 
employment and income. Baseline measures of trust are typically more 
balanced but we also see that the endline sample is somewhat less 
trusting of the district government, the central government, and the 
police. 

3.2. Endorsement experiment 

Our mobile phone survey included an endorsement experiment that 
allows us to test whether respondents’ support for public health guide-
lines varies with the identity of the authority with whom those guide-
lines are associated. Respondents were randomly assigned to hear two 
messages attributed to one of four authorities: the government, inter-
national NGOs, traditional leaders, or religious authorities. Importantly, 
attrition between baseline and endline cannot bias our analysis of the 
endorsement experiment, as treatment assignment was randomized at 
the individual level at endline only. The two messages included en-
dorsements of two policies: a ban on public gatherings and a recom-
mendation that citizens maintain six feet of social distance while 
interacting with anyone other than family members. Respondents were 
randomly assigned to the same condition (and thus the same endorser) 
in both experiments. 

They were then asked how much they support each of the two pol-
icies on a 5-point scale. Specifically, they were asked, first, “[Govern-
ment/International NGOs/Traditional leaders/Religious leaders] say 
there can be no large public gatherings and no church or mosque at this 
time. Do you disagree or agree with this rule?” And second, “[Govern-
ment/International NGOs/Traditional leaders/Religious leaders] say we 
should maintain a distance of 2 m between people outside of the same 

household. Do you disagree or agree with this suggestion?” 

3.3. Observational design 

The survey also included modules of questions on trust in a variety of 
state and non-state actors, knowledge of COVID-19, perceptions of 
public health restrictions, and compliance with those restrictions. We 
use these modules to test the observational relationship between 
compliance and different “varieties” of trust, and between trust and 
knowledge of COVID-19. To measure knowledge of COVID-19, re-
spondents were asked a series of simple factual questions about who can 
contract the virus, whether there is a “cure,” and the symptoms of 
infection. To measure public health compliance, respondents were asked 
seven questions about their behavior over the preceding seven days, 
including avoiding large public gatherings and wearing masks. 

3.4. List experiments 

To address potential social desirability concerns, we also adminis-
tered two list experiments designed to measure violations of Uganda’s 
mask mandate and its ban on attending religious services outside the 
home. Respondents were randomly assigned to the same condition, 
treatment or control, for both experiments. In the first experiment, re-
spondents were asked whether they had engaged in each of four activ-
ities in the last seven days. The list included three non-sensitive items 

Table 1 
Correlates of public health compliance.  

Top Panel: Baseline Measures of Trust  

(1) (2) (3) (4) 

Trust in Government (Index) 0.07*   0.06* 
(0.03)   (0.03) 

Trust LC1  0.03  0.01  
(0.02)  (0.03) 

Trust People in Community   0.04 0.02   
(0.03) (0.03) 

Female 0.27*** 0.28*** 0.29*** 0.27*** 
(0.05) (0.05) (0.05) (0.05) 

Age 0.04 0.04+ 0.04 0.04 
(0.03) (0.03) (0.03) (0.03) 

Education − 0.00 − 0.00 − 0.00 − 0.00 
(0.03) (0.03) (0.03) (0.03) 

Income − 0.01 − 0.00 − 0.00 − 0.00 
(0.04) (0.04) (0.04) (0.04) 

Constant − 0.66*** − 0.57*** − 0.62*** − 0.63*** 
(0.05) (0.08) (0.05) (0.08) 

Village Fixed Effects YES YES YES YES 
Observations 1905 1905 1905 1905 
Bottom Panel: Follow-up Measures of Trust  

(5) (6) (7) (8) 

Trust in Govt (Index) 0.10***   0.09** 
(0.03)   (0.03) 

Trust LC1  0.05+ 0.01  
(0.03)  (0.03) 

Trust People in Community   0.05* 0.03   
(0.03) (0.03) 

Female 0.25*** 0.29*** 0.29*** 0.26*** 
(0.05) (0.05) (0.05) (0.05) 

Age 0.04 0.04+ 0.04 0.04 
(0.03) (0.03) (0.03) (0.03) 

Education 0.00 − 0.00 − 0.00 0.00 
(0.03) (0.03) (0.03) (0.03) 

Income 0.00 − 0.01 − 0.00 0.00 
(0.04) (0.04) (0.04) (0.04) 

Constant − 0.72*** − 0.69*** − 0.72*** − 0.76*** 
(0.05) (0.05) (0.06) (0.06) 

Village Fixed Effects YES YES YES YES 
Observations 1905 1905 1905 1905 

Notes: OLS regression models with S.E.‘s clustered at the village level (in pa-
rentheses). DV: Index of public health compliance. 
+p < 0.10, *p < 0.05, **p < 0.01, ***p < 0.001. 
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(“You went for a stroll outside the house;” “You asked a relative for a 
small loan; ” “You sent someone mobile money”) and one sensitive item 
(“You walked around the village without a face mask”). 

For the second experiment, respondents were again asked whether 
they had engaged in each of four activities in the last seven days, 
including three non-sensitive items (“You were asked by a relative for a 
large loan;” “You had to skip some meals;” “You spoke about corona-
virus with a friend or family member”) and one sensitive item (“You 
attended church or mosque service”). Respondents were asked to report 
the number of activities they had engaged in without specifying which 
ones, thus allowing them to report any non-compliance indirectly. 

4. Results 

4.1. Endorsement experiment 

Our endorsement experiment is designed to address whether some 
authorities are more effective than others at convincing citizens to 
adhere to restrictions during public health crises. Fig. 1 plots predicted 
values and 95% confidence intervals based on the regression results 
reported in Table D.1. The dependent variables in panels 1 and 2 are 5- 
point Likert scales measuring support for the government’s ban on 
public gatherings (panel 1) and its recommendations for social 
distancing outside the home (panel 2). The dependent variable in panel 
3 is a mean index of support for the two policies. We regress each 
dependent variable on dummies indicating endorsement by interna-
tional NGOs, religious authorities, and traditional leaders; the base 
category is endorsement by the government. Standard errors are clus-
tered at the village level. We do not include any control variables, 
though our results are substantively similar if we do. 

On average, we find that respondents expressed greater support for 
the ban on public gatherings when it was endorsed by the government 
than when it was endorsed by any of the other three authorities (panel 
1). The differences between the government’s endorsement and those of 

religious leaders and traditional leaders are statistically significant at the 
95% confidence level. As we show in Figure D.1, predicted levels of 
support for the ban are not statistically distinguishable across the three 
non-governmental treatment groups. A similar but weaker pattern holds 
for social distancing guidelines (panel 2), though in this case our 
treatment effect estimates are not statistically different from one another 
at conventional thresholds. This could be due in part to ceiling effects, 
since overall support for social distancing was higher than support for 
the ban on gatherings. The ban on gatherings is also arguably more 
onerous than the guidelines on social distancing, especially in a rural 
setting; it could be that government endorsement is especially important 
for public health restrictions that severely curtail citizens’ activities. 
Respondents also expressed greater support for the two policies com-
bined when they were endorsed by the government, rather than by in-
ternational NGOs, traditional leaders, or religious authorities (panel 3). 
Finally, it appears these differences are indeed driven by the endorse-
ment and not imbalance in characteristics across experimental condi-
tions. Table D.2 shows that the treatment conditions are well-balanced 
across demographic categories, partisanship, and trust. 

4.2. Observational analysis 

Our endorsement experiment suggests that government officials are 
more effective at generating support for public health restrictions than 
other domestic (e.g. traditional leaders and religious authorities) or 
foreign (e.g. international NGOs) actors, even in an autocracy in which 
citizens may have cause to distrust the government. Is trust in govern-
ment also important for ensuring actual compliance with these public 
health policies? Is it more important than trust in more localized (and 
less overtly politicized) authorities? Is it more important than trust in 
other citizens—i.e. “social trust?” As we discuss in our theoretical 
framework, even within the government, a variety of different actors 
and agencies are responsible for enacting and enforcing public health 
restrictions. Which “variety” of trust is most important for promoting 

Fig. 1. Endorsement Experiment. Notes: Predicted values estimated with 95% confidence intervals based on the regression results reported in Table D.1.  
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compliance? Observational analysis of our mobile phone survey data 
allows us to answer these questions. 

We measure compliance with a standardized summary index 
(following Anderson (2008)) comprising seven items, scaled such that 
larger values indicate greater compliance: 1) number of days spent at 
home without leaving; 2) number of times attending church or mosque; 
3) number of times going to a restaurant, bar, or cafe; 4) number of times 
attending a community meeting; 5) number of times attending large 
social gatherings like weddings, funerals, or parties; 6) frequency 
practicing social distancing; and 7) frequency of using a mask when in 
public. These measures are positively correlated (Cronbach’s alpha =
0.36). The summary index maximizes the amount of information it 
captures by using a weighted mean of the standardized outcomes, where 
the weights are the inverse of the covariance matrix. 

We measure trust in government with a standardized additive index 
comprising trust in government institutions. Our in-person baseline 
survey included questions about four government institutions: trust in 
the central government, district government, subcounty (or LC3) gov-
ernment, and the police (Cronbach’s alpha = 0.65). In our follow-up 
mobile phone survey we included questions about trust in the central 
government, the Ministry of Health, the district government, and the 
police (Cronbach’s alpha = 0.70). As we show in Table D.3 in the ap-
pendix, there is a positive correlation between these different varieties 
of trust, but they are not so highly correlated as to suggest that they are 
simply proxies for the same underlying phenomenon. We also measure 
trust in other members of the community and trust in the village head 
(referred to in Uganda as LC1 chairperson). These are potentially 
important local forms of trust that are less directly related to trust in 
government, both theoretically and—as we show in 
Table D.3—empirically. 

Table 1 presents results from a series of OLS regressions where the 
dependent variable is our compliance index. The key independent var-
iables of interest are 1) trust in government, 2) trust in the LC1 chair-
person, and 3) trust in other community members. The top panel uses 
baseline measures of these trust variables, while the bottom panel uses 
endline measures from our mobile phone survey. While these are cor-
relations rather than relationships of cause and effect, we include a host 
of covariates and village fixed effects to mitigate confounding. Cova-
riates include information on respondents’ gender, age, education, and 
average monthly income over the last 3 months as measured at baseline 
(i.e. pre-pandemic). To facilitate comparison, all continuous and cate-
gorical variables (including our three measures of trust) are standard-
ized such that a one unit increase is equivalent to a shift of one standard 
deviation on that variable. 

As in the endorsement experiment, we find that trust in government 
is consistently positively correlated with compliance with public health 
restrictions. Across all models, the point estimate on trust in government 
is about twice the size of the point estimates on trust in the village head 
(LC1 chairperson) or trust in other community members. At baseline, 
these more local varieties of trust appear to have little to no relationship 
with compliance, though the correlation becomes positive and weakly 
statistically significant at endline. 

In contrast, trust in government remains strongly positively corre-
lated with compliance even after accounting for demographics, village 
fixed effects, and the other types of trust. It remains robust to specifi-
cations that account for NRM partisanship (Table D.4), those that 
exclude control variables (see Table D.6), and those that cluster standard 
errors at the district level (Table D.8). While noting that our measure of 
NRM support was gathered after the onset of the pandemic, this result is 
important given that NRM support is key to understanding citizens’ 
perceptions of government in Uganda, where the ruling party system-
atically favors its own loyalists over supporters of the opposition. Our 
results suggest that trust in government still helps explain public health 
compliance even when conditioning on this key predictor of citizens’ 
perceptions. 

Table 1 tests the relationship between compliance and trust in 

government broadly defined. But as noted above, the state is not a 
unitary actor, and perceptions of different government institutions may 
vary in ways that are consequential for compliance with public health 
measures. It is also possible that specific government agencies may vary 
in their importance for promoting compliance with public health re-
strictions. To explore this possibility, in Table 2 we disaggregate our 
index of trust in government into its constituent parts. At baseline, we 
use measures of trust in the central government, the district government, 
the LC3 government, and the UPF. At endline, we use measures of trust 
in the central government, the Ministry of Health, the district govern-
ment, and the UPF. While these four measures are moderately positively 
correlated with one another in both survey waves, there is enough 
variation in perceptions that we can generate at least suggestive evi-
dence about the relative importance of different varieties of trust for 
explaining public health compliance. 

We find that the most consistent correlates of compliance are trust in 
the police and the Ministry of Health. As shown in Table 2, trust in the 
police is statistically significantly correlated with compliance even when 
controlling for other types of trust in government (column 5). Mean-
while, trust in the central, district, and LC3 governments are only weakly 
correlated with compliance. The point estimates for these variables are 
small across baseline specifications, and are typically not statistically 
significant. Using endline measures, trust in the Ministry of Health and 
the UPF are more strongly positively correlated with compliance (both 
statistically significant at the 99% confidence level), with larger point 
estimates. (We note, however, that contemporaneous measures of trust 
may suffer from “post-treatment” bias in that trust in the government 
may be affected by the government’s pandemic response.) 

When combining all endline measures of trust (column 10), the 
Ministry of Health variable remains statistically significant at the 90% 

Table 2 
Disaggregating trust in the state.  

Top Panel: Baseline Measures of Trust  

(1) (2) (3) (4) (5) 

Trust Central 
Govt 

0.05+ 0.03 
(0.03)    (0.03) 

Trust Police  0.06*   0.05+

(0.03)   (0.03) 
Trust District 

Govt   
0.03  0.00   
(0.02)  (0.03) 

Trust in LC3 
Govt    

0.04 0.02    
(0.03) (0.03) 

Constant − 0.65*** − 0.65*** − 0.66*** − 0.66*** − 0.66*** 
(0.05) (0.05) (0.05) (0.05) (0.05) 

Demographic 
Controls 

YES YES YES YES YES 

Village FE YES YES YES YES YES 
Observations 1905 1905 1905 1905 1905 
Bottom Panel: Follow-up Measures of Trust  

(6) (7) (8) (9) (10) 

Trust Central 
Govt 

0.07*    0.02 
(0.03)    (0.03) 

Trust Police  0.08**   0.05  
(0.03)   (0.03) 

Trust District 
Govt   

0.05+ 0.02   
(0.03)  (0.03) 

Trust MoH    0.08** 0.05+

(0.03) (0.03) 
Constant − 0.69*** − 0.62*** − 0.72*** − 0.68*** − 0.69*** 

(0.05) (0.05) (0.06) (0.05) (0.07) 
Demographic 

Controls 
YES YES YES YES YES 

Village FE YES YES YES YES YES 
Observations 1905 1905 1905 1905 1905 

Notes: OLS regression models with S.E. clustered at the village level (in paren-
theses). Each model includes covariates for gender, age, education, and average 
monthly income levels at baseline. 
DV: Index of public health compliance. 
+ p < 0.10, *p < 0.05, **p < 0.01, ***p < 0.001. 
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confidence level (p ≤ 0.08), while the police variable falls just outside 
that level (p ≤ 0.14). These results remain similar when examining 
alternative specifications with NRM support as a covariate (see 
Table D.5), with no control variables (see Table D.7), and with standard 
errors clustered at the district level (see Table D.9). The UPF and the 
Ministry of Health have been at the forefront of the government’s 
response to COVID-19, though with different roles. In the language of 
our theoretical framework, the Ministry of Health has led efforts to di-
agnose the nature of the crisis and the restrictions needed to reduce its 
transmission, while the UPF has assumed responsibility for enforcing 
those restrictions (sometimes with excessive force). Our results suggest 
that trust in these two institutions may be especially important for 
generating compliance. 

4.3. Ruling out alternative explanations 

Our survey also allows us to probe two possible alternative expla-
nations for the results above. First, it is possible that respondents who 
express higher levels of trust in government are simply more knowl-
edgeable about COVID-19 and ways to avoid contracting it. In this case, 
trust in government may be spuriously correlated with compliance. We 
explore this possibility by regressing two indices of knowledge about 
COVID-19 on our measures of trust. The first index is the sum of re-
spondents’ correct answers to a series of three simple true/false ques-
tions about the virus; the second is the number of COVID-19 symptoms 
that respondents were able to identify. As we show in Tables D.10 and 
D.11 in the appendix, respondents who expressed higher levels of trust 
in government knew as much or less about COVID-19 than those who 
expressed lower levels of trust. In most cases, trust is not significantly 
related to knowledge about COVID-19. While not conclusive, these re-
sults suggest that the positive correlation between compliance and trust 
in government is unlikely to reflect a simple informational channel. 

Second, it is possible that the correlation between compliance and 
trust is an artifact of social desirability bias, especially if more trusting 
respondents are prone to over-reporting their compliance with 
government-imposed public health restrictions. To probe this possibil-
ity, we use two list experiments that should mitigate social desirability 
concerns by allowing respondents to report non-compliance indirectly 
(Tourangeau and Yan, 2007). Table D.12 in the appendix reports results 
from the first list experiment, which includes a sensitive item for 
“walking around the village without a mask.” We find that an estimated 
51% of respondents reported walking around the village without a mask 
in the last seven days. This is in line with our estimate from a direct 
question in which 47% of respondents said they wore a mask “every time 
they left the home” in the past seven days (compared to 26% saying 
“most of the time,” 14% “sometimes,” and 13% “not at all”). 

Table D.13 in the appendix reports results from our second list 
experiment, which includes a sensitive item for “attending church or 
mosque service.” Based on the list experiment, we estimate that 
approximately 5% of respondents attended a religious service in the past 
week. Again, this is close to our direct question estimate in which 4.68% 
of respondents reported attending church or mosque at least once in the 
last seven days. While we cannot conclusively test whether the gap be-
tween our direct and indirect estimates of compliance is larger for more 
trusting respondents, taken together, our results in Tables D.12 and D.13 
suggest that our direct questions are capturing the prevalence of non- 
compliance relatively accurately, and that social desirability bias is 
therefore unlikely to explain the correlation between compliance and 
trust in government in our observational analyses. We also acknowledge 
that the list experiment cannot confirm that respondents answered all 
other questions free of social desirability bias. 

5. Discussion 

In this study, we examine the role of trust in shaping citizens’ 
compliance with public health restrictions in an electoral autocracy. Our 

study is motivated by the idea that citizens’ responses to public health 
emergencies are shaped by their trust in multiple state and non-state 
institutions, not just the government in general. We extend existing 
research by distinguishing between multiple potential targets of trust, 
and by assessing whether some of these targets are more important than 
others in generating support for, and compliance with, costly and 
disruptive public health policies. We answer these questions in the 
context of the COVID-19 pandemic in Uganda. Through interconnected 
experimental and observational studies, we show that (1) endorsements 
by the government are more effective in generating support for public 
health restrictions than endorsements by traditional leaders, religious 
authorities, or international NGOs; (2) trust in government is strongly 
positively correlated with compliance with these restrictions, while trust 
in local authorities and other citizens is not; (3) the correlation between 
compliance and trust in government is unlikely to be a function of dif-
ferential knowledge of COVID-19 among more and less trusting in-
dividuals, and is also unlikely to be an artifact of social desirability bias; 
and (4) trust in the Ministry of Health and trust in the police appear to be 
especially important predictors of compliance. 

Taken together, our results suggest that the relationship between 
trust and compliance during public health crises is complex and multi-
faceted. Our theory posits that individuals’ trust matters at several links 
along a complicated causal chain of pandemic response, including 
diagnosis, regulation, promulgation, and enforcement. One of the 
empirical advantages of our study is that we examine how trust in 
multiple state and non-state actors correlates with compliance with 
public health restrictions. Another empirical advantage is that the panel 
structure of our data allows us to explore how varying levels of trust 
measured both before and during the pandemic relate to public health 
compliance. 

Our study has several limitations, however. First, we consider just a 
subset of actors that matter for the theoretical process we describe. The 
initial waves of our survey were conducted before the pandemic began 
and we did not anticipate needing other measures of trust. Our endline 
mobile phone survey conducted during the pandemic needed to be 
short, and so we focused on the set of authorities we thought would be 
most relevant in Uganda. There are other types of trust we did not 
measure. Future work could explore the potential mechanisms that 
explain why trust in each of these institutions matters at each link in 
pandemic response. 

Second, the endorsement experiment lacks a pure control. We 
designed the endorsements based on real policies that were in effect at 
the time of the survey, and real messages that Ugandan authorities were 
already transmitting to citizens. One of our concerns was that it would 
be impossible to create a “pure” control condition, since respondents 
very likely would have associated the endorsements with a particular 
actor—most likely the central government. To the extent that re-
spondents associated the endorsements with the government even in the 
absence of a pure control, they may have interpreted endorsements by 
the other actors as representing a combined endorsement (e.g. by the 
government and also traditional leaders). In this case, the fact that we 
find a treatment effect from the government endorsement is telling, 
since a government endorsement may have been implicit in the other 
endorsements as well, biasing us towards the null. 

Third, our study does not explicitly test the causal pathways that 
explain why trust matters at each stage in pandemic response for each 
government actor. We suspect there are two possible mechanisms that 
link trust and compliance across the chain of diagnosis, regulation, 
promulgation, and enforcement. First, people may be more likely to 
believe that public health restrictions are appropriate and necessary 
when they trust the actors responsible for recommending, legislating, 
disseminating, and enforcing them. Second, individuals who trust the 
actors involved in diagnosis, regulation, promulgation, and enforcement 
may be less likely to believe conspiracy theories about the intentions of 
those actors. We do not explicitly measure these pathways. Importantly, 
however, we do show that our results are unlikely to be driven either by 
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an informational mechanism or by social desirability bias. 
A robust and important finding in our study is the correlation be-

tween compliance and trust in the police and the Ministry of Health. The 
latter result is perhaps unsurprising: as in most other countries, the 
Ministry of Health in Uganda plays a key role in diagnosing the nature of 
public health crises and recommending measures to contain them. The 
former result is perhaps more surprising; indeed, research on the COVID- 
19 pandemic (and previous epidemics) has largely ignored the rela-
tionship between compliance and trust in the actors who are specifically 
tasked with enforcing compliance. 

Understanding the importance of citizens’ trust in the police during 
public health crises is especially important because the extant literature 
suggests that distrust is “sticky,” perhaps especially in a setting where 
the government in general—and the police in particular—has a repu-
tation for repression. This stickiness is evident in Uganda, where a recent 
community policing program failed to improve citizens’ trust in the 
police (Blair et al., 2021)—though it is of course possible that a more 
intensive intervention might have yielded a larger and more sustained 
improvement in police-community relations. Other recent studies 
similarly point to the difficulties of building trust in widely distrusted 
police forces in the Global South (Blair et al., 2019; Blair et al., 2021). 
Further exploration of the important but underappreciated link between 
policing and public health in low-income countries strikes us a fruitful 
avenue for future research. 

Finally, while our study highlights the importance of fostering trust 
in “normal” times so the government can rely on that trust to generate 
compliance in times of crisis, it is important to note that governments 
can bolster or erode trust in the ways they respond to crises as well. For 
example, if the police enforce public health restrictions by abusing 
human rights, then trust in the police may decline, which may have the 
paradoxical effect of decreasing compliance and making enforcement 
even more costly. This risk is especially salient given the tendency of 
governments throughout the developing world to rely on their police 
forces to enforce compliance during public health (and other) emer-
gencies (Grasse et al., 2021). 
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