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Objectives: Many studies have shown that social distancing, as a non-pharmaceutical intervention (NPI) that is one of the various
measures against coronavirus disease 2019 (COVID-19), is an effective preventive measure to suppress the spread of infectious diseases.
This study explored the relationships between traditional health-related behaviors in Korea and social distancing practices during the
COVID-19 pandemic.

Methods: Data were obtained from the 2020 Community Health Survey conducted by the Korea Disease Control and Prevention Agency
(n=98 149). The dependent variable was the degree of social distancing practice to cope with the COVID-19 epidemic. Independent
variables included health-risk behaviors and health-promoting behaviors. The moderators were vaccination and unmet medical needs.
Predictors affecting the practice of social distancing were identified through hierarchical multiple logistic regression analysis.

Results: Smokers (adjusted odds ratio [aOR], 0.924) and frequent drinkers (aOR, 0.933) were more likely not to practice social distancing.
A greater degree of physical activity was associated with a higher likelihood of practicing social distancing (aOR, 1.029). People who
were vaccinated against influenza were more likely to practice social distancing than those who were not (aOR, 1.150). However, peo-
ple with unmet medical needs were less likely to practice social distancing than those who did not experience unmet medical needs
(aOR, 0.757).

Conclusions: Social distancing practices were related to traditional health behaviors such as smoking, drinking, and physical activity.
Their patterns showed a clustering effect of health inequality. Therefore, when establishing a strategy to strengthen social distancing,
a strategy to protect the vulnerable should be considered concomitantly.
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very important in order to suppress the spread of infection in
a situation where the COVID-19 pandemic continues for a long
time. NPIs are practical strategies that can protect individuals
or communities from contracting diseases independent of vac-
cination [3]. NPIs include hand washing, mask wearing, venti-
lation, social distancing, isolation, and school closure. They are
relatively simple and cost-effective methods [4]. Of course, in
order to end a new infectious disease such as COVID-19, phar-
maceutical interventions, such as vaccination, are absolutely
necessary. However, since vaccine development and dissemi-
nation take a considerable amount of time, NPIs are also need-
ed to slow the spread of the disease as much as possible. Most
countries have introduced quarantine measures centered on
NPIs in response to COVID-19 [5]. However, there is substantial
variation in the practice rate of NPIs among different popula-
tion groups, and insufficient studies have been conducted on
thisissue [6,7].

Social distancing consists of maintaining a 2-m distance from
others and avoiding social gatherings [2]. Among NPIs, social
distancing is an action that can minimize contact by maintain-
ing distance between people, which can reduce the number
of deaths from infection [8]. It has been reported that social
distancing, as an NPI that is one of various countermeasures
against COVID-19, is an effective preventive measure to sup-
press the spread of infectious diseases [9]. Moreover, social dis-
tancing not only can prevent COVID-19 spread, but can also
prevent the spread of infectious respiratory diseases such as
influenza, insofar as COVID-19 is mainly spread through drop-
lets emitted from an infected person through actions such as
coughing or sneezing [10,11]. Although governments around
the world recommend or enforce social distancing as part of
quarantine measures, some people do not follow it. Very few
studies have focused on people who do not observe social dis-
tancing, although many studies have focused on those who
do not wear masks.

Factors that can predict social distancing practices need to
be studied in order to prepare for the post-COVID-19 era. Is
social distancing a conventional health practice like smoking
cessation and physical exercise? Health promotion behaviors
are self-directed practices that can help people maintain a
higher level of health through regular activities in daily life [12].
Representative health-promoting behaviors include smoking
cessation, abstinence from alcohol, and physical activity. These
health behaviors have been mainly explained by the health
belief model, a cognitive model of the relationship between
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an individual’s health beliefs and health behaviors [13]. Accord-
ing to the health belief model, higher levels of perceived sen-
sitivity, severity, and benefit are associated with a higher likeli-
hood of healthy behavior. Human behavior is influenced not
only by an individual’s cognitive level, but also by social rela-
tionships and norms. Therefore, the unhealthy effects and neg-
ative social perceptions that can result from not practicing NPIs
during the COVID-19 pandemic situation can affect an individ-
ual’s participation in preventive behavior [14]. A health promo-
tion behavior is an action that a person practices to manage
health and prevent infection, and practicing health promotion
behavior can strengthen the immune system and reduce neg-
ative impacts on health [15]. Therefore, we need to determine
whether social distancing can also be considered a health-pro-
moting action. If so, according to previous studies showing that
health behavior can affect other health behaviors [16,17], it is
possible to predict whether social distancing is practiced using
traditional health promotion behavioral variables.

It is known that there are disparities in the practice of health
behavior according to socioeconomic status, which influences
access to medical services [18]. Furthermore, lower socioeco-
nomic status is associated with a higher risk of smoking and
drinking and a lower amount of physical activity [19]. There-
fore, if social distancing is analogous to conventional health
behavior, it is also necessary to examine how it is associated
with an individual’s socioeconomic status. It is known that so-
cially and economically vulnerable groups have a higher risk
of infection with COVID-19 and lower access to medical care
[20-23]. In addition, as medical resources are concentrated on
confirmed COVID-19 patients, unmet medical needs for exist-
ing patients with underlying diseases is also a serious issue [24].
Therefore, we need to understand the relationship between
individual access to medical care and the practice of social dis-
tancing.

Korea has been a model country for quarantine. It respond-
ed to COVID-19 with high acceptance of NPIs by the people
without the need for a major lockdown. However, in March
2022, the daily number of confirmed COVID-19 cases reached
200 000, the highest in the world [25]. Based on the high vac-
cination rate of nearly 90%, the Korean government is lifting
quarantine measures and requesting individuals to voluntarily
practice NPIs. In this study, we explored the relationship be-
tween traditional health promotion practices in Korea and so-
cial distancing practices during the COVID-19 pandemic. We
also examined whether individuals’ pre-COVID-19 medical use
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behaviors were related to current social distancing practices. In
particular, it is important to identify the determinants of social
distancing practice in that social distancing is a relatively novel
behavior among NPIs. Moreover, in order to promote the prac-
tice of social distancing, it is necessary to identify determinants
that can be targeted in messages or campaigns for behavioral
interventions. Through this study, we intend to develop an NPI
strategy to prepare for the post-COVID-19 era.

METHODS

Sample

We used secondary national datasets from the 2020 Com-
munity Health Survey conducted by the Korea Disease Control
and Prevention Agency (previously known as the Korea Centers
for Disease Control and Prevention). Samples were collected
using probability proportional cluster sampling. The sample
size was 900 people each from 253 public health centers na-
tionwide, and had £3% desired sampling error with a 95%
confidence level. At the sampling point, 5 households on aver-
age were selected as samples, and all household members
aged =19 years in the sample household were interviewed.
According to the stratification of the surveyed population, the
first stratum was dong/eup/myeon (small administrative units),
where 253 community health centers are located across the
country; the second one was made up of housing units (apart-
ments and houses). The sample design aimed to produce ac-
curate statistics with a small-scale sample survey, with the help
of the stratification of the surveyed population [26]. Thus, the
Community Health Survey used a multistage, stratified, ran-
dom sampling method to be representative of the wider Kore-
an population [27]. In the stratification of the survey popula-
tion, dong/eup/myeon units located in the jurisdictions of 253
health centers nationwide were divided into primary sampling
units (tiers), and housing type (apartments, general houses)
units were divided into secondary sampling units [26]. We used
2020 data in which 45-item modules related to COVID-19 were
added for the analysis, except for participants with missing in-
formation and individuals who responded “not applicable” to
medical questions and social distancing (n=98 149).

Analytical Framework
We designed a research model based on the theoretical ba-

sis that positive health behaviors could influence other healthy
behaviors [15,16]. Positive health behavior is a lifestyle where-
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in a person predicts health risks and actively responds to such
risks. Therefore, it can be assumed that the practice of social
distancing, which is a health behavior to protect oneself from
infectious diseases during the COVID-19 pandemic, is also pos-
itively related to health behavior. Conversely, it can be assumed
that unhealthy behaviors are negatively related to social dis-
tancing practices. The integrated behavior model is a model
developed by combining the theories of reasoned action and
planned behavior. According to the integrated behavior mod-
el, the most important determinant of an individual’s behavior
is the intention to perform it [28]. Knowledge and skills are also
required to perform actions. A person is highly likely to prac-
tice behavior when there are no environmental restrictions on
behavioral performance, when the behavior is salient, and when
he or she has previous experience of performing the behavior.
In addition, the intention to act is determined by attitude, per-
ceived norms, perceived control, and self-efficacy. Past behav-
ior can also be a determinant of behavior [29]. Therefore, it is
necessary to consider all these components and their interac-
tions when designing interventions to promote health behav-
ior. Based on this theoretical framework that explains tradition-
al health behavior, exploring the effect of individuals' tradition-
al health behavior on social distancing—a health behavior
that is practiced to prevent infections in infectious disease sit-
uations—can help to prepare effective interventions to pro-
mote social distancing. Through the results of this study, we
intend to contribute to preparing an intervention plan to pro-
mote social distancing by examining the specific behaviors of
people who do not practice social distancing. Meanwhile, since
existing health behaviors are associated with socioeconomic
status, influenza vaccination experience and unmet medical
needs should be considered as potential confounders to re-
flect health inequalities (Figure 1).

Measures
Dependent variables

The dependent variable was the degree to which an individ-
ual practiced social distancing to cope with the epidemic of
COVID-19. In response to the question “Have you practiced the
following social distancing during the past week?’, respondents
provided information about 4 specific items (“maintain a 2-m
healthy distance between people,” “refrain from visits,” “refrain
from going out, gatherings, and events,” and “even if we don't
meet, keep in contact with family and close people frequently”),
for each of which they responded on a 3-point scale. For each
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sub-item, answers of “not applicable” were excluded from the
analysis. Responses were quantified from “disagree” (1 point) to
“strongly agree” (3 points). They were then summed and con-
verted into a continuous variable. Since the distribution of re-
sponses appeared to be bimodal, we reclassified social distanc-
ing into a binary variable of “non-compliance” (0) and “compli-
ance” (1) and used it for statistical analysis (Cronbach 0.=0.803).

Independent variables

The independent variables were health-risk behavior and
health-promoting behavior. Respondents answered the fol-
lowing 3 questions: “How many cigarettes have you smoked in
your lifetime?”, “Have you ever smoked an e-cigarette?”, and
“Have you ever used a heated tobacco products?” We catego-
rized respondents as smokers if they answered “yes” to any of
these 3 questions or non-smokers if they answered “no” to all
three questions. For the frequency of drinking, when asked,
“How often have you drank alcohol in the past year?’, respon-
dents who had never drunk in their lives or who had not drunk
alcohol in the past year were classified as “not at all.” Other cat-
egories for the frequency of drinking were less than once a
month, 2-3 times a month, 2-3 times a week, and more than
4 times a week.

Regarding health promotion activities, the degree of physi-
cal activity was measured with the following 2 questions: “In
the past week, how many days did you engage in vigorous
physical activity for more than 10 minutes that made you feel
very tired or out of breath?” and “How many days did you en-
gage in more than 10 minutes of moderate-intensity physical

activity that made you a little tired or out of breath?” In the
Community Health Survey, physical activity was measured in
3 areas: vigorous physical activity, moderate physical activity,
and walking exercise. However, considering the statistical char-
acteristics of overlapping response tendencies for vigorous
and moderate physical activity, we summed up days of physi-
cal activity for these 2 types of physical activity and reclassified
them into 5 groups: best, upper, middle, lower, and lowest.

Moderators

The moderators were vaccination and unmet medical needs.
Respondents were asked, “Have you been vaccinated against
influenza in the past year?” They answered either “yes” or “no.’
Unmet medical needs were measured by the following ques-
tion: “Did you ever need treatment (exam or treatment) at a
hospital (except dentistry) in the past year without receiving
it?” Respondents answered either “yes” or “no.”

Potential confounders
Respondents’ gender, education level, and age as potential
confounding variables were controlled in the model.

Statistical Analysis
First, descriptive statistical analysis was conducted for respon-

dents’ general characteristics. Second, the chi-square test was
used to examine the relationship between social distancing
practice and the major variables of this study. Third, predictors
affecting the practice of social distancing were identified through
hierarchical multiple logistic regression analysis. All statistical
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analyses were performed using SPSS version 25.0 (IBM Corp., Table 2. Associations between health-related behaviors and
Armonk, NY, USA). practicing social distancing
Variables Non- Compliance  Total
compliance

Ethics Statement

Socio-demographic characteristics
Gender
Men 24889 (562) 19429 (43.8) 44318 (100)
cause of the anonymous sample. Women 27675(51.4) 26156 (48.6) 53831 (100)
12=220.402%**

This study was deemed exempt by the Korea Disease Con-
trol and Prevention Agency Institutional Review Board, be-

Table 1. General characteristics of the sample (n=98 149) Educational attainment

Characteristics Frequency (%) Elementary school or less 11902 (56.2) 9258 (43.8) 21 160 (100)
Socio-demographic characteristics Middle school 5849 (53.6) 5069 (46.4) 10918 (100)
Gender High school 17883 (53.2) 15704 (46.8) 33587 (100)
Men 14318 (45.2) College or post-graduate 16 930 (52.1) 125 554 (47:3)* 32 484 (100)
Women 53 831 (54.8) 1'=89.9%6
Educational attainment Age ()
‘ oolor| 21160216 19-29 5859 (55.0) 4795 (45.0) 10654 (100)
ementary school or [ess (21.6) 30-39 5507 (51.4) 5297 (48.6) 10834 (100)
Middle school 10918 (11.1) 40-49 8601(53.5) 7476 (465) 16077 (100)
High school 33587 (34.2) 50-59 10703 (53.1) 9459 (46.9) 20162 (100)
College or post-graduate 32484(33.1) 60-69 10297 (52.4) 9343 (47.6) 19640 (100)
Age (y) >70 11507 (55.5) 9215 (44.5) 20722 (100)
19-29 10654 (10.9) 2=73.975***
30-39 10894 (11.1) Health-risk behaviors
40-49 16 077 (16.4) Smoking
50-59 20 162 (20.5) Non-smokers 33586 (51.8) 31211(48.2) 64797 (100)
60-69 19,640 (20.0) Smokers 18978 (56.9) 14374 (43.1) 33352 (100)
>70 20722(211) N x=227.5007
Mgl el aias Frequency of drinking alcohol
Smoking None 21183 (51.2) 20224 (48.8) 41407 (100)
<1/mo 11448 (53.3) 10047 (46.7) 21495 (100)
Non-smok 4797 (66.
Sonksmo e 53 322 fgi 8; 2-3 times/mo 9935(55.7) 7909 (44.3) 17844 (100)
mokers : 23 times/wk 6992(56.9) 5293 (43.1) 12285 (100)
Frequency of drinking alcohol > 4 times/wk 3006(58.7) 2112(413)  5118(100)
None 41 407 (422) Xz:239649***
<1/mo 21435(21.9) Health promotion behaviors
2-3 times/mo 17844(18.2) Degree of physical activity
2-3 times/wk 12285(12.5) Lowest 37159(53.7) 32082 (46.3) 69241 (100)
>4 times/wk 5118 (5.2) Lower 8061(54.2) 6803 (45.8) 14864 (100)
Health promotion behaviors Middle 4889(51.9) 4529 (48.1)  9418(100)
Degree of physical activity Upper 1375(54.6)  1145(45.4)  2520(100)
Lowest 69 241 (70.5) Best 1080(51.3) 1026 (48.7) ~ 2106 (100)
Lower 14 864 (15.1) X=18.716""
Middle 9418 (9.6) Influenza v§ccination
Upper 2520 (26) Not vaccinated 22500 (55.3) 18215 (44.7) 40715(100)
Vaccinated 30064 (52.3) 27370(47.7) 57 434(100)
Best 2106 (2.1)
- 2=81.496"**
Influenza vaccination .
N ] Unmet medical needs
SEEEAREY 40715{41.5) Experienced 19740(53.2) 43713(46.8) 93 453 (100)
Vaccinated 57 434(58.9) Did not experience 2824(60.1)  1872(39.9) 4696 (100)
Unmet medical needs 2=85.874%**
Did not experi 453 (95.2
d n(‘) Sxpenience 83453 (%52) Values are presented as number (%).
Experienced 4696 (4.8) **p<0.01, ***p<0.001.

572
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RESULTS

Descriptive Statistics of the Sample

Respondents’ general characteristics are summarized in Ta-
ble 1. Regarding gender, men and women accounted for 45.2%
and 54.8%, respectively. The most common category of edu-
cation level comprised high school graduates at 34.2%. The
age group with the highest frequency was 50-59 years (20.5%).
Non-smokers accounted for 66.0% of the sample and smokers
accounted for 34.0%. Slightly fewer than half (42.2%) of the
respondents did not drink at all. Most respondents (70.5%)
rarely exercised. Those who had been vaccinated against influ-
enza in the last year accounted for 58.5% of total subjects. The
proportion of people who had experienced unmet medical
needs in the past year was 4.8%.

Associations Between Health-related Behaviors
and Practicing Social Distancing

The results of examining the associations between health-
related behaviors and social distancing practice are shown in
Table 2. Women practiced social distancing better than men
(x*=220.402, p<0.001). A higher education level was associated
with better practice of social distancing (x*=89.956, p<0.001).
Those in their 30s practiced social distancing more than other
age groups (x*=79.975, p<0.001). Non-smokers (y*=227.500,
p<0.001) and those with lower drinking frequency (x*=239.649,
p<0.001) were more likely to practice social distancing than
their counterparts. The group with the most physical activity
practiced social distancing well (x*=18.716, p<0.01). Mean-

Variables Model |
Socio-demographic characteristics
Gender (Ref: women) 0.801(0.780, 0.822)***
Educational attainment 1.099 (1.083, 1.115)***
Age 1.029 (1.019, 1.040)***
Health-risk behaviors
Smoking (Ref: non-smokers)
Frequency of drinking alcohol
Health promotion behaviors
Degree of physical activity
Influenza vaccination (Ref: not vaccinated)
Unmet medical needs (Ref: did not experience)
Values are presented as odds ratio (95% confideince interval).

Ref, reference.
**p<0.01, ***p<0.001.

0.888(0.858, 0.920)***
1.106 (1.090, 1.123)***
1.021(1.010, 1.031)***

Determinants of Social Distancing During the COVID-19 Pandemic

while, people who had been vaccinated against influenza
practiced social distancing relatively well (x>=81.496, p<0.001).
In contrast, the group with unmet medical needs did not prac-
tice social distancing relatively well (x*=85.874, p<0.001).

Predictors of Social Distancing Practice
Hierarchical multiple logistic regression analysis was per-
formed for factors affecting the practice of social distancing of
all respondents (Table 3). As a result, in model |, women were
more likely to practice social distancing than men (odds ratio
[OR], 0.801; 95% Cl, 0.780 to 0.822). A higher education level
(OR, 1.099; 95% Cl, 1.083 to 1.115) and older age (OR, 1.029;
95% Cl, 1.019 to 1.040) were associated with a higher likelihood
of practicing social distancing. In model Il, smokers (adjusted
odds ratio [aOR], 0.924; 95% Cl, 0.891 to 0.959) and frequent
drinkers (aOR, 0.933; 95% Cl, 0.922 to 0.944) were more likely
not to practice social distancing. In model Ill, a greater degree
of physical activity was associated with a higher likelihood of
practicing social distancing (aOR, 1.029; 95% Cl, 1.015 to 1.043).
Next, in model IV, people who were vaccinated against influ-
enza, adjusting for socio-demographic characteristics and health
behaviors, were more likely to practice social distancing than
those who were not (aOR, 1.150; 95% Cl, 1.118 to 1.183). In
contrast, people with unmet medical needs were less likely to
practice social distancing than those who had not experienced
unmet medical needs (aOR, 0.757; 95% Cl, 0.712 to 0.803). Thus,
influenza vaccination showed a positive moderating effect on
practicing social distancing, whereas unsatisfactory medical
experiences showed a negative moderating effect.

Model Il Model 1lI Model IV
0.882(0.852, 0.914)***
1.106 (1.090, 1.123)***

1.022 (1.012, 1.032)***

0.876 (0.846, 0.908)***
1.113(1.097, 1.129)***
1.007 (0.996, 1.018)

0.924 (0.891, 0.959)***
0.933(0.922, 0.944)***

0.925(0.892, 0.960)***
0.932 (0.922, 0.943)***

1.029 (1.015, 1.043)***

0.938 (0.904, 0.973)**
0.936 (0.926, 0.947)***

1.030(1.016, 1.044)***
1.150(1.118, 1.183)***
0.757(0.712, 0.803)***
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DISCUSSION

Health-promoting behaviors such as smoking cessation, ab-
stinence from alcohol, and physical activity are important dis-
ease-preventing behaviors that can prevent chronic diseases
and prolong life [30]. Practicing social distancing, one of the
NPIs in the COVID-19 situation, is an important action to pre-
vent infection. This study investigated how conventional health-
related behaviors such as smoking, drinking alcohol, and phys-
ical activity were associated with prevention behaviors against
new infectious diseases, such as the practice of social distancing.

The major findings of this study are as follows. Results showed
that women gender, a higher education level, and older age
were positively correlated with practicing social distancing.
Smokers and frequent drinkers were more likely not to prac-
tice social distancing. A greater degree of physical activity was
associated with a higher likelihood of practicing social distanc-
ing. After controlling for potential confounding variables, peo-
ple who were vaccinated against influenza were more likely to
practice social distancing than those who were not. However,
people with unmet medical needs were less likely to practice
social distancing than those without such experience. A previ-
ous study revealed associations between conventional health
behaviors and social distancing practices at the community
level [31]. However, it did not identify individuals’ actual prac-
tices or intentions because social distancing was measured us-
ing global positioning system-enabled devices. Compared to
previous studies, this study was significant in that it used data
that could grasp the actual degree of social distancing carried
out by individuals. The results of this study are similar to those
of previous studies showing that smoking negatively affects
COVID-19 prevention behavior [32], and this study confirmed
that in addition to smoking, other health-related behaviors
such as drinking and physical activity were related to COVID-19
prevention behavior. Therefore, practicing health-promoting
behavior can increase the ability to promote infection preven-
tion behavior. Because healthy behavior has a clustering char-
acteristic, non-smokers are more likely to drink less and exer-
cise regularly [17,33]. It is necessary to examine the clustering
phenomenon of health behaviors because several health-risk
behaviors show a synergistic effect on individual health rather
than a simple sum of effects [34]. In this study, we determined
whether population groups with this cluster characteristic
would practice social distancing. The findings could help us
design intervention measures to suppress the spread of virus-
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es by understanding the relationship between health-promot-
ing and health-risk behaviors.

The results of this study indicate that social distancing prac-
tices are also closely related to health promotion behaviors
systematically based on an empirical dataset. Social distancing
is not a conventional disease prevention practice. It is distinct
from other NPIs, such as handwashing and wearing a mask,
which are primarily health behaviors of individuals themselves.
Instead, social distancing is a matter of interpersonal relation-
ships and social norms, as it is an action for the community.
This fact shows that whether or not to practice social distanc-
ing might be a matter of social structure or health inequality,
not an individual’s choice. Therefore, this study attempted to
explore the social context that might affect social distancing.
This study also examined social distancing as an act of pre-
venting diseases by focusing on socioeconomic inequality. In
this study, the effect of unmet medical needs or influenza vac-
cination, which we added as moderators, showed health in-
equalities during COVID-19. That is, according to this study,
the group with no influenza vaccination experience or unmet
medical needs was statistically significantly less likely to prac-
tice social distancing than their counterparts. These results
showed that social structural factors such as access to medical
care were obstacles to the practice of social distancing. In ad-
dition, as existing health inequalities are intensified in the CO-
VID-19 situation, vulnerability is also intensified due to com-
plex interactions with other social health determinants such
as access to medical care. Therefore, there is a need for a policy
approach that can alleviate these discriminatory effects and
improve the fundamental social structure.

Health behaviors are influenced by social networks and in-
dividual cognition. For example, people have a tendency to
smoke with others rather than alone [35]. Thus, we can con-
clude that smoking is an important social context that hinders
the practice of social distancing. In particular, collectivist ten-
dencies are strong in East Asian cultures, and reference groups
are important. People’s behaviors are strongly influenced by
social norms [36]. Targeting these reference groups could help
us slow the spread of infection because doing so can dissemi-
nate positive interventions such as social distancing to a wide
range of people [37]. However, social norms can also work the
other way around. Just as smoking and drinking alcohol are
problems of socioeconomic status and class, the structural
problem of inequality can intervene in the practice of social
distancing. In other words, there might be people who do not
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practice social distancing at their own will. There are also peo-
ple for whom it is structurally impossible to practice social dis-
tancing. For example, people with low socioeconomic status
who work in essential industries are relatively vulnerable to
chronic diseases [38]. Because the pandemic might have am-
plified inequity in society, people with low income might not
have a practical choice to stay at home. In the midst of this sit-
uation, as the COVID-19 pandemic prolongs, health-risk be-
haviors such as alcohol consumption, smoking, and reduced
physical activity have increased overall [39,40]. In addition, re-
strictions on medical use and an increase in unmet medical
needs due to COVID-19 have had negative impacts on existing
underlying diseases such as cancer [24]. Just as various exist-
ing inequality problems in the education and medical fields
have been exacerbated through COVID-19, health inequalities
are also expected to increase. Social distancing is a policy that
suspends daily life and economic activities. It can be a great
damage and burden to vulnerable socioeconomic groups.
Therefore, we need to check these inequalities through indica-
tors that can predict whether social distancing is practiced.
Based on such findings, measures to protect the vulnerable
should be considered together when social distancing is en-
forced.

This study has several limitations. First, it could not examine
all variables that revealed conventional health behaviors. There-
fore, more follow-up studies are necessary to understand this
mechanism. Second, social distancing is a governmental poli-
cy that has been implemented since June 2020. It has been
subdivided step-by-step according to the severity of the COV-
ID-19 epidemic and the intensity of quarantine measures. Dur-
ing the COVID-19 pandemic, because the government enforced
social distancing, the responses about practicing social distanc-
ing could be affected by the timing of the survey. Thus, future
studies are necessary to apply a multilevel model. Third, social
distancing is a new rule implemented in the COVID-19 situa-
tion. It was impossible to compare with previous behaviors
because there was no existing social distancing practice rate.
Therefore, follow-up studies are needed for ongoing monitor-
ing of social distancing in the future.

Many studies have shown that social distancing in NPIs is an
effective preventive measure to suppress the spread of infec-
tious diseases among various countermeasures against COV-
ID-19. However, there is a large variation in the practice rate of
NPIs by population group, and related studies are insufficient.
We explored the relationship between traditional health pro-
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motion practices in Korea and social distancing practices dur-
ing the COVID-19 pandemic. We also examined whether indi-
viduals’ pre-COVID-19 medical use behaviors were related to
current social distancing practices. This study revealed that so-
cial distancing practices were related to traditional health be-
haviors such as smoking, drinking, and physical activity and
that their patterns showed a clustering effect of health inequal-
ity. Therefore, when establishing a strategy to strengthen so-
cial distancing, a strategy to protect the vulnerable should be
considered concomitantly, and governments need to identify
groups that tend to avoid complying with recommendations.
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