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Abstract
Objective
To investigate rates of adherence to the UK’s test,
trace, and isolate system over the initial 11 months of
the covid-19 pandemic.
Design
Series of cross sectional online surveys.
Setting
37 nationally representative surveys in the UK, 2
March 2020 to 27 January 2021.
Participants
74 697 responses from 53 880 people living in the UK,
aged 16 years or older (37 survey waves, about 2000
participants in each wave).
Main outcome measures
Identification of the main symptoms of covid-19
(cough, high temperature or fever, and loss of sense
of smell or taste), self-reported adherence to selfisolation if symptoms were present and intention to
self-isolate if symptoms were to develop, requesting
a test for covid-19 if symptoms were present and
intention to request a test if symptoms were to
develop, and intention to share details of close
contacts.
Results
Only 51.5% of participants (95% confidence interval
51.0% to 51.9%, n=26 030/50  570) identified the
main symptoms of covid-19; the corresponding
values in the most recent wave of data collection
(25-27 January 2021) were 50.8% (48.6% to 53.0%,
n=1019/2007). Across all waves, duration adjusted
adherence to full self-isolation was 42.5% (95%
confidence interval 39.7% to 45.2%, n=515/1213); in
the most recent wave of data collection (25-27 January
2021), it was 51.8% (40.8% to 62.8%, n=43/83).
Across all waves, requesting a test for covid-19 was
18.0% (95% confidence interval 16.6% to 19.3%,

What is already known on this topic
Test, trace, and isolate systems are one of the cornerstones of a national
covid-19 recovery strategy
The success of any test, trace, and isolate system relies on people adhering to
isolation if they have symptoms, getting a test if symptoms are present, and
passing on details of close contacts if infection is confirmed

What this study adds
Self-reported adherence to test, trace, and self-isolate behaviours in the UK
population is low; intention to carry out these behaviours is higher
In the UK, identification of covid-19 symptoms is low
Continued improvements to support are likely to be crucial in encouraging more
people to adhere to test, trace, and self-isolate behaviours
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n=552/3068), increasing to 22.2% (14.6% to 29.9%,
n=26/117) from 25 to 27 January. Across all waves,
intention to share details of close contacts was
79.1% (95% confidence interval 78.8% to 79.5%,
n=36 145/45 680), increasing to 81.9% (80.1% to
83.6%, n=1547/1890) from 25 to 27 January. Nonadherence was associated with being male, younger
age, having a dependent child in the household,
lower socioeconomic grade, greater financial hardship
during the pandemic, and working in a key sector.
Conclusions
Levels of adherence to test, trace, and isolate are low,
although some improvement has occurred over time.
Practical support and financial reimbursement are
likely to improve adherence. Targeting messaging and
policies to men, younger age groups, and key workers
might also be necessary.

Introduction
Governments around the world have relied on test,
trace, and isolate strategies to separate infected people
from non-infected people and prevent the spread of
covid-19.1 Test, trace, and isolate is a less disruptive
measure than alternative population-wide restrictions
in activity. Within the UK, guidance for people who
might have covid-19 has evolved over time but has
focused on the need for people with a persistent
new onset cough, fever, or loss of sense of taste or
smell to remain at home for at least seven days from
the onset of symptoms (self-isolate), request a test to
confirm whether they have covid-19, and, if the test
result is positive, provide details of close contacts to
a dedicated service. These principles are the same in
each of the four UK nations (England, Wales, Scotland,
and Northern Ireland), although each nation has its
own test, trace, and isolate system.2-5
The ability of the test, trace, and isolate system to
keep rates of infection under control relies on how well
people adhere to guidance on testing, provide details
of contacts, and self-isolate, which in turn depends
on their knowledge, motivation, and opportunity
to do so.6 7 From when an infected person develops
symptoms to when their contacts are allowed to
come out of quarantine, adherence might break
down at multiple stages.8 In the UK, knowledge of the
symptoms of covid-19 has been shown to be poor.9 10
Financial constraints and cramped accommodation
have been identified as factors that affect whether
people will remain at home during the pandemic.10-12
Some evidence suggests that men and younger age
groups are less adherent to covid-19 restrictions,13
as are those who think they have been infected with
SARS-CoV-2.14
1
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Adherence to the test, trace, and isolate system in the UK:
results from 37 nationally representative surveys

RESEARCH

Methods
Design
BMG Research, a Market Research Society company
partner, conducted a series of cross sectional online
surveys on behalf of the Department of Health and
Social Care starting on 28 January 2020, which we
analysed as part of the CORSAIR (the COVID-19 Rapid
Survey of Adherence to Interventions and Responses)
study. Surveys were conducted weekly until 1 July
(wave 23), after which survey waves were fortnightly;
the weekly survey was resumed between 9 November
2020 and 13 January 2021. No data were collected
in mid-August 2020. We used data from surveys
conducted between 2 March 2020 (wave 6) and 27
January 2021 (wave 42). Data were collected over a
three day period (Monday to Wednesday) for each
survey wave, except for wave 6 (collected Monday
to Thursday) and waves 12, 18, and 27 (collected
Tuesday to Wednesday). As prompt turnaround of data
collection is essential during a rapidly evolving crisis,15
the surveys used standard opinion polling methods
using non-probability sampling, an approach common
within market research, political polling, and social
science.16 Quota samples aim to minimise response
bias by filling predetermined targets so that the
social and personal characteristics of the participants
match those of the national population. As such,
participants who belong to a quota that has already
been met are prevented from completing the survey.
Therefore, response rates are not useful indicators of
response bias in quota samples and are not usually
reported.
Participants
This study reports on 74 697 responses from 53 880
participants across the four UK nations. Participants
(about 2000 in each wave) were recruited from
two specialist research panel providers, Respondi
(n=50 000) and Savanta (n=31 500).17 18 Participants
in the first seven waves were recruited from Respondi
only; subsequent waves included roughly equal
numbers from each panel. Participants were eligible
for the study if they were aged 16 years or older and
2

lived in the UK. Respondents who completed the
survey were unable to participate in the following
three waves. Owing to an error, a few people completed
waves more often than others; 55 people (0.1% of
our sample) completed 10 waves or more. Quotas
were applied based on age and sex (combined) and
government office region and reflected targets based
on data from the Office for National Statistics.19
Therefore, the sociodemographic characteristics of
participants in each survey wave were broadly similar
to those in the UK general population. Participants
were reimbursed in points, which could be redeemed
in cash, gift vouchers, or charitable donations (up to
£0.70 ($0.98; €0.81) for each survey).

Outcome measures
Identification of covid-19 symptoms—One question
asked participants to identify the most common
symptoms of covid-19, with multiple response options
allowed (up to four initially, up to five from 25 May
2020, wave 18). We coded participants as having
identified symptoms of covid-19 if they selected cough,
high temperature or fever, and, from 18 May 2020
(wave 17), either loss of sense of smell or loss of sense
of taste. In government guidance these symptoms are
actively promoted to members of the UK public as the
“main” symptoms of covid-19.20
Fully self-isolating—We measured self-reported selfisolation in participants who indicated that they had
experienced symptoms of covid-19 (high temperature
or fever, cough, or loss of sense of smell or taste) in
the past seven days. Participants were asked for what
reason, if any, they had left home since the development
of symptoms. We categorised people as non-adherent
if they reported leaving home for any reason since
symptoms developed. From 26 October 2020 (wave 31)
we also asked participants how soon (in days) they had
first left home after symptoms developed. We used this
to create a second outcome variable (duration adjusted
adherence) and categorised people as non-adherent if
they reported leaving home for any reason in the first
10 days after symptoms developed. This adjustment
allowed for the fact that, during that period, selfisolation was only required for 10 days after symptom
onset. We measured intended full self-isolation in
participants who had not experienced covid-19
symptoms in the past week. Participants were asked
to imagine they developed symptoms of covid-19 (high
temperature or fever, new continuous cough, or loss
of sense of taste or smell) the next morning and what
would cause them to leave home, if anything.
Requesting a test—Participants who reported
covid-19 symptoms were asked what actions they had
taken when symptoms developed. Response options
included “I requested a test to confirm whether I
have coronavirus.” In data collected between 1 June
and 5 August 2020 (waves 19 to 26), participants
who reported requesting a test after symptoms had
developed were asked whether the test indicated
they had or did not have covid-19 or if they were still
waiting for the test results. Participants who reported
doi: 10.1136/bmj.n608 | BMJ 2021;372:n608 | the bmj
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Identifying key factors that increase or decrease
adherence can be used to inform policies to improve the
functioning of the test, trace, and isolate system. Since
the start of the covid-19 pandemic, we have worked
with England’s Department of Health and Social
Care to develop and analyse a series of regular cross
sectional surveys tracking relevant behaviours and
their potential predictors in the UK public. We report
data from 37 of these surveys that tracked adherence
to the key components of the system over time and
investigate personal and clinical characteristics that
might be related to adherence to full self-isolation
when someone has symptoms, requesting a test if
symptoms are present, and intending to share details
of close contacts if symptomatic. We also investigated
variables associated with correctly identifying the
main symptoms of covid-19.

RESEARCH

Personal and clinical characteristics
We asked participants to report their age, sex,
employment status, socioeconomic grade, highest
educational or professional qualification, ethnicity,
and marital status, and the number of people living
in their household. Participants also reported whether
a dependent child lived in the household, they or
a household member had a chronic illness, they
worked in a key sector, or they were self-employed.
Participants were asked for their full postcode, from
which we determined region and indices of multiple
deprivation.21
We coded participants as having a chronic illness
that made them clinically vulnerable to covid-19 using
guidance from the NHS website.22 Participants were
categorised as working in a key sector if they worked
in one of several sectors specified in government
guidance.23
Participants were asked if they thought they “had,
or currently have, coronavirus.” Those who reported
having experienced symptoms of covid-19 in the
past week were asked what they thought had caused
their symptoms (symptom attribution). We measured
financial hardship by asking participants to what
extent in the past seven days they had been struggling
to make ends meet, skipping meals, and finding their
current living situation difficult (Cronbach’s α=0.75).
Power calculation
We determined that a sample size of 2000 in each
survey would allow a 95% confidence interval of plus
or minus 2% for the prevalence estimate for a survey
item with a prevalence of around 50%. In practice,
power was considerably better as we pooled data from
survey waves.
Statistical analysis
Owing to an error in collecting data about chronic
illness on 26 to 28 October 2020 (wave 31), these
data were excluded from analyses investigating
factors associated with outcome variables. We
used generalised estimating equations (with an
exchangeable correlation structure) to correct for some
participants being in more than one wave. Generalised
the bmj | BMJ 2021;372:n608 | doi: 10.1136/bmj.n608

estimating equations were used to investigate factors
associated with identifying cough, high temperature or
fever, and loss of sense of smell or taste (25 May 2020
to 27 January 2021, excluding data collected 26-38
October 2020; wave 31), full self-isolation (14 April
2020 to 27 January 2021, excluding data collected
26-38 October; wave 31), duration adjusted adherence
to full self-isolation (9 November 2020 to 27 January
2021), requesting a test (25 May 2020 to 27 January
2021, excluding data collected 26-38 October; wave
31), and intention to share details of close contacts
if a covid-19 test result was positive (1 June 2020 to
27 January 2021, excluding data collected 26-38
October 2020; wave 31). Between 14 April 2020 and
27 January 2021 (waves included in generalised
estimating equations analyses), 38 667 participants
answered one survey and 7065 participants (15.4%)
answered more than one survey.
For each set of analyses, we ran univariable and
multivariable analyses. Multivariable regressions
adjusted for survey wave, region (with East Midlands
arbitrarily allocated as reference category), sex,
age (raw and quadratic term), a dependent child
in the household, being clinically vulnerable to
covid-19, having a household member with a chronic
illness, employment status (working v not working),
socioeconomic grade (ABC1 (high) v C2DE),24 index of
multiple deprivation (fourths), highest educational or
professional qualification (degree or higher v less than
degree), ethnicity (white British (reference category),
white other, mixed, Asian or Asian British, black or
black British, Arab or other, don’t know or prefer not
to say), and living alone. Loess plots of age effects
suggested quadratic relations would be appropriate.
Only participants who reported covid-19 symptoms
in the past week were included in analyses of full selfisolation (n=3457); duration adjusted self-isolation
(n=1103) and requesting a test (n=2958).
It is permissible to leave home during the selfisolation period to get tested or if a covid-19 test
result is negative.25 For self-isolation analyses, we
excluded those who reported a negative test result in
one of several closed questions or in free text since
their symptoms developed or in the past week (see
supplementary file).
In analyses of factors associated with self-reported
self-isolation and requesting a test, we recoded
ethnicity into three categories owing to small numbers
of cases: white British (reference category), white
other and black, Asian, mixed, or other (people who
preferred not to say were excluded). For analyses of
factors associated with self-reported self-isolation
accounting for duration of isolation, we also merged
participants in the north east and north west and
participants in Scotland, Wales, and Northern Ireland
into single groups.
Many analyses were conducted on each outcome
variable (about 47). Uncorrected P values are given
shown in the table; we only report narratively on results
that remained statistically significant after applying a
conservative Bonferroni correction (P<0.001).
3

BMJ: first published as 10.1136/bmj.n608 on 31 March 2021. Downloaded from http://www.bmj.com/ on 7 July 2022 by guest. Protected by copyright.

no covid-19 symptoms were asked what actions they
would take if they were to develop symptoms.
Sharing details of close contacts—Participants who
had not experienced covid-19 symptoms in the past
seven days were asked to imagine they had tested
positive for covid-19 and had been prompted by the
National Health Service contact tracing service. We
asked participants how likely they would then be to
share details of people they had been in close contact
with on a 5 point scale from “definitely would” to
“definitely would not.” We recoded intention to
share details of close contacts into a binary variable
(probably or definitely would share details versus
not sure, probably, or definitely would not). Too few
participants indicated that they had tested positive to
analyse separately.
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of covid-19 (adjusted odds ratio 0.76, 95% confidence
interval 0.69 to 0.83, compared with the baseline
region, East Midlands; see supplementary file).
Variation by survey wave was significant, although no
individual wave reached our significance level.

Patient and public involvement
Lay members served on the advisory group for the
project that developed our prototype survey material;
this included three rounds of qualitative testing.26
Owing to the rapid nature of this research during the
covid-19 pandemic, the public was not involved in
further developments of the materials.

Fully self-isolating when symptomatic
Combining data from 14 April 2020 to 27 January
2021 (waves 12 to 42), of those who reported having
experienced symptoms of covid-19 in the past seven
days (excluding those who reported receiving a
negative covid-19 test result since having developed
symptoms), only 20.2% (95% confidence interval
18.8% to 21.5%, n=720/3567) said they had not left
home since developing symptoms. The percentage
of people who reported full self-isolation was largely
stable until October 2020 and then increased (fig 2).
In the latest wave of data collection (wave 42, 25-27
January 2021), the percentage of people who reported
not leaving home after symptoms developed was 31.3%
(21.1% to 41.5%, n=26/83). From 26 October 2020 to
27 January 2021 (waves 31 to 42), duration adjusted
adherence to full self-isolation was 42.5% (39.7%
to 45.2%, n=515/1213). In the latest wave of data
collection (wave 42, 25-27 January 2021), duration
adjusted adherence was 51.8% (40.8% to 62.8%,
n=43/83). Intention to fully self-isolate if symptoms of
covid-19 were to develop was much higher, at around
70%, and was 71.0% (68.9% to 73.0%, n=1341/1890)
in the latest wave of data collection (wave 42).
No associations between duration adjusted self
isolation and any personal or clinical characteristic
were significant after applying a conservative
Bonferroni correction (table 2).
Adherence to full self-isolation was associated with
not working in a key sector (working in a key sector:
adjusted odds ratio 0.50, 95% confidence interval
0.39 to 0.66), thinking you had not experienced
covid-19 (thinking you had experienced covid-19 or
covid-19 had been confirmed: 0.58, 0.47 to 0.71), not
having a dependent child in the household (having a

Percentage

Results
Identification of covid-19 symptoms
When data from 26 May 2020 to 27 January 2021
(waves 18-42) were combined, 51.5% of participants
(95% confidence interval 51.0% to 51.9%, n=
26 030/50 570) identified cough, high temperature or
fever, and loss of sense of smell or taste as symptoms
of covid-19. Recognition initially increased at the start
of data collection and when loss of sense of smell or
taste was introduced into government guidance,20
after which it remained relatively stable (fig 1). In
the latest available wave of data collection (wave
42, 25-27 January 2021), 50.8% (48.6% to 53.0%,
n=1019/2007) of participants identified the symptoms
of cough, high temperature or fever, and loss of sense
of smell or taste. When analysis was restricted to
recognition of cough and high temperature or fever
alone, the results were similar. The supplementary file
presents rates of recognition for individual symptoms.
Correct identification of covid-19 symptoms was
associated with being female, older (see supplementary
file), identifying as white British, a belief of not having
had covid-19, lesser financial hardship, higher
socioeconomic grade, living in less deprived areas, no
dependent child in the household, not living alone,
and not working in key sectors (table 1). Those who
lived in London were less likely to identify symptoms
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Fig 1 | Percentage of people who correctly identified the most common symptoms of covid-19. Error bars are 95%
confidence intervals
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Before the analyses reported here, we analysed
survey results at multiple time points. Results were
reported regularly to the Department of Health and
Social Care and the UK Scientific Advisory Group for
Emergencies (SAGE).
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Table 1 | Associations between personal and clinical characteristics and correctly identifying high temperature or fever, cough, and loss of sense of
smell or taste as main symptoms of covid-19

Characteristics
Survey wave overall
Region overall
Male
Female
Raw age (per decade) (years)
Age: quadratic (age−mean)2
Dependent child in household:
No
15 161 (46.0)
Yes
8477 (54.5)
Clinically vulnerable to covid-19:
No
18 613 (49.0)
Yes
4373 (46.3)
Household member has chronic
illness:
No
19 193 (48.6)
Yes
3793 (47.7)
Employed:
No
10 039 (46.2)
Yes
13 186 (50.4)
Socioeconomic grade†:
ABC1 (high)
15 699 (46.5)
C2DE
7428 (54.1)
Index of multiple deprivation fourth:
4544 (43.4)
1st (least deprived)
2nd
5319 (45.5)
3rd
6422 (49.8)
7353 (54.6)
4th (most deprived)
Overall
Highest educational or professional qualification:
 GCSE, vocational, A level, or no
15 489 (48.5)
formal qualifications
 Degree or higher (bachelors,
8149 (49.1)
masters, or PhD)
Ethnicity:
18 780 (46.2)
White British
White other
1961 (59.8)
Mixed
661 (63.1)
Asian or Asian British
1340 (61.2)
Black or black British
620 (68.3)
Arab or other
104 (55.9)
Don’t know or prefer not to say
172 (61.4)
Overall
Live alone:
No
19 002 (48.9)
Yes
4636 (48.1)
Work in key sector:
No
6283 (49.7)
Yes
8515 (52.5)
Self-employed‡:
No
12 283 (50.4)
Yes
903 (49.7)
Marital status:
 Single, separated, divorced, or
9804 (51.3)
widowed
13 430 (46.5)
Married or partnered
Ever had covid-19:
Think not
19 357 (46.6)
Think so, or confirmed
4281 (61.1)
n=22 510;
Hardship§
mean 8.4 (SD 3.0)

Correctly identified
(n=24 889)
9963 (44.9)
14 861 (56.7)
Mean 50.9 (SD 17.0)
-

Odds ratio (95% CI) for
correct identification
X2(24)=115.6
X2(11)=263.9
Reference
1.54 (1.48 to 1.60)
1.20 (1.19 to 1.21)
-

P value
<0.001
<0.001
<0.001
<0.001
-

Adjusted odds ratio (95% CI)
for correct identification*
X2(23)=79.1
X2(11)=65.1
Reference
1.78 (1.71 to 1.86)
1.17 (1.15 to 1.19)
0.9997 (0.9996 to 0.9997)

P value
<0.001
<0.001
<0.001
<0.001
<0.001

17 800 (54.0)
7089 (45.5)

Reference
0.72 (0.69 to 0.75)

<0.001

Reference
0.87 (0.83 to 0.91)

<0.001

19 356 (51.0)
5072 (53.7)

Reference
1.11 (1.05 to 1.16)

<0.001

Reference
0.98 (0.93 to 1.03)

0.36

20 276 (51.4)
4152 (52.3)

Reference
1.03 (0.98 to 1.09)

0.22

Reference
1.00 (0.94 to 1.05)

0.90

11 669 (53.8)
12 979 (49.6)

Reference
0.81 (0.78 to 0.84)

<0.001

Reference
1.08 (1.03 to 1.13)

0.002

18 087 (53.5)
6309 (45.9)

Reference
0.73 (0.70 to 0.77)

<0.001

Reference
0.82 (0.78 to 0.86)

<0.001

5919 (56.6)
6361 (54.5)
6484 (50.2)
6125 (45.4)
-

1.59 (1.50 to 1.68)
1.44 (1.37 to 1.52)
1.22 (1.15 to 1.28)
Reference
X2(3)=318.7

<0.001
<0.001
<0.001
<0.001

1.27 (1.19 to 1.35)
1.19 (1.13 to 1.26)
1.11 (1.05 to 1.17)
Reference
X2(3)=63.7

<0.001
<0.001
<0.001
<0.001

16 438 (51.5)

Reference

-

Reference

-

8451 (50.9)

0.98 (0.94 to 1.02)

0.25

1.05 (1.01 to 1.10)

0.02

21 857 (53.8)
1316 (40.2)
387 (36.9)
851 (38.8)
288 (31.7)
82 (44.1)
108 (38.6)
-

Reference
0.56 (0.52 to 0.61)
0.50 (0.44 to 0.58)
0.55 (0.50 to 0.60)
0.40 (0.34 to 0.46)
0.67 (0.50 to 0.91)
0.57 (0.44 to 0.73)
X2(6)=550.4

<0.001
<0.001
<0.001
<0.001
0.01
<0.001
<0.001

Reference
0.70 (0.64 to 0.76)
0.63 (0.54 to 0.72)
0.74 (0.67 to 0.82)
0.54 (0.46 to 0.64)
0.78 (0.56 to 1.09)
0.84 (0.60 to 1.18)
X2(6)=162.4

<0.001
<0.001
<0.001
<0.001
0.15
0.32
<0.001

19 879 (51.1)
5010 (51.9)

Reference
1.00 (0.96 to 1.05)

0.86

Reference
0.85 (0.81 to 0.90)

<0.001

6364 (50.3)
7705 (47.5)

Reference
0.89 (0.85 to 0.93)

<0.001

Reference
0.90 (0.85 to 0.95)

<0.001

12 065 (49.6)
914 (50.3)

Reference
0.99 (0.89 to 1.09)

0.78

Reference
0.93 (0.83 to 1.03)

0.17

9323 (48.7)

Reference

-

Reference

-

15 427 (53.5)

1.23 (1.18 to 1.28)

<0.001

1.07 (1.02 to 1.13)

0.01

22 168 (53.4)
2721 (38.9)
n=24 089;
mean 7.4 (SD 2.8)

Reference
0.58 (0.55 to 0.61)
0.893 (0.887 to 0.899)

<0.001
<0.001

Reference
0.69 (0.65 to 0.73)
0.924 (0.917 to 0.931)

<0.001
<0.001
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Identification of covid-19 symptoms
Not correctly identified
(n=23 638)
12 229 (55.1)
11 333 (43.3)
Mean 45.4 (SD 17.7)
-

For continuous variables, odds ratios represent a one unit increase in the explanatory variable, apart from age, when odds ratios represent a 10 year increase in age.
*Adjusted for survey wave, region, sex, age (raw and quadratic term), dependent child in household, clinically vulnerable to covid-19, household member has chronic illness, employment status,
socioeconomic grade, index of multiple deprivation, highest educational or professional qualification, ethnicity, and living alone.
†For most analyses, an exchangeable correlation structure was used—this failed to converge for the univariable analysis for region, so an unstructured correlation structure was used.
‡Not adjusted for employment status as by definition all people who were asked whether they were self-employed were working.
§From 3 (least hardship) to 15 (most hardship).
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Fig 2 | Percentage of people who reported not leaving home since developing symptoms of covid-19 (in those who
had experienced covid-19 symptoms in the past seven days, excluding those who had received a negative covid-19
test result since developing symptoms) and who reported no intention to leave home if they were to develop covid-19
symptoms (in people who had not had covid-19 symptoms in the past seven days). Prevalence estimates, using the
Office for National Statistics (ONS) covid-19 survey are also included. Error bars are 95% confidence intervals

dependent child in the household: 0.61, 0.49 to 0.75),
female sex (1.92, 1.58 to 2.33), older age (1.27, 1.18
to 1.36), poorer education (degree or higher: 0.63,
0.52 to 0.77), higher socioeconomic grade (0.66, 0.54
to 0.81), and lesser financial hardship (0.91, 0.87 to
0.94; see supplementary file).
When data from 26 October 2020 to 27 January
2021 (waves 31 to 42) were combined, the most
frequently reported reasons for not fully self-isolating
were to go to the shops for groceries or to a pharmacy
(21.5%), to go to work (15.8%), to go to the shops
for things other than groceries or pharmacy goods
(15.6%), because symptoms did not persist or were
temporary (15.2%), to go out for a medical need other
than covid-19 (15.0%), to go for a walk or for some
other exercise (14.8%), believing symptoms were only
mild (14.5%), because symptoms got better (13.9%),
thinking it was not necessary to stay at home (13.2%),
being too bored (12.2%), to help or provide care for a
vulnerable person (11.9%), to meet up with friends or
family, or both (11.3%), and being too depressed or
anxious (11.2%; see supplementary file).

Requesting a test when symptomatic
When data from 26 May 2020 to 27 January 2021
(waves 18 to 42) were combined, of those who reported
experiencing covid-19 symptoms in the past seven days,
only 18.0% (95% confidence interval 16.6% to 19.3%,
n=552/3068) reported requesting a test. In the latest
wave of data collection (wave 42, 25-27 January 2021),
the percentage of people requesting a test after symptoms
developed was 22.2% (14.6% to 29.9%, n=26/117).
Self-reported behaviour and intention to request a test
when symptomatic increased over time. In the latest
wave of data collection (wave 42, 25-27 January 2021),
intention to request a test when symptomatic was 62.3%
(60.1% to 64.5%, n=1178/1890) (fig 3).
6

Survey waves varied considerably. Participants in
later waves were more likely to report requesting a test
when symptomatic compared with those in wave 18
(see supplementary file). Requesting a test for covid-19
was associated with people thinking that their current
symptoms could be due to covid-19 (adjusted odds
ratio 1.73, 95% confidence interval 1.37 to 2.19) and
being a woman (1.47, 1.20 to 1.81; see supplementary
file).
Self-reported reasons for not requesting a test
were included from 8 June 2020 (wave 20). When
data from 8 June 2020 to 27 January 2021 (wave 42)
were combined, the most common reasons for not
requesting a test were thinking the symptoms were
not due to covid-19 (20.9%), symptoms had improved
(16.9%), symptoms were only mild (16.3%), having
no contact with anyone who had covid-19 recently
(13.0%), thinking that only self-isolation was needed
(11.5%), not wanting to use a test that someone
needed more (11.1%), not thinking you were eligible
to get a test (11.0%), and being worried about how
colleagues or employers would react if a test result was
positive (10.0%; see supplementary file).

Sharing details of close contacts
When data from 1 June 2020 to 27 January 2021
(wave 19 to 42) were combined, of those who had not
experienced covid-19 symptoms in the past seven days,
79.1% (78.8% to 79.5%, n=36 145/45 680) reported
that they probably or definitely would share details of
close contacts with the NHS contact tracing service if
they tested positive for covid-19 and were prompted by
the NHS contact tracing service (fig 4). Intention to share
details of close contacts increased slightly over time.
In the latest wave of data collection (wave 42, 25-27
January 2021), 81.9% (80.1% to 83.6%, n=1547/1890)
intended to share details of close contacts.
doi: 10.1136/bmj.n608 | BMJ 2021;372:n608 | the bmj
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Table 2 | Associations between personal and clinical characteristics and full self-isolation adjusted for duration of isolation after developing symptoms
of covid-19

Characteristics
Survey wave overall
Region overall
Male
Female
Raw age (per decade) (years)
Age: quadratic (age−mean)2
Dependent child in household:
No
257 (53.0)
Yes
391 (63.3)
Clinically vulnerable to covid-19:
No
464 (58.8)
Yes
167 (58.4)
Household member has chronic illness:
No
513 (58.3)
Yes
118 (60.5)
Employed:
No
198 (55.0)
Yes
444 (61.3)
Socioeconomic grade:
ABC1 (high)
342 (57.3)
C2DE
296 (60.9)
Index of multiple deprivation fourth:
88 (59.1)
1st (least deprived)
2nd
111 (52.1)
3rd
189 (60.4)
4th (most deprived)
260 (60.7)
Overall
Highest educational or
professional qualification:
358 (57.4)
 GCSE, vocational, A level, or no
formal qualifications
 Degree or higher
290 (60.5)
(bachelors, masters, or PhD)
Ethnicity:
454 (59.1)
White British
White other
90 (65.2)
Black and minority ethnicity
102 (53.7)
Overall
Live alone:
No
550 (59.2)
Yes
98 (56.3)
Work in key sector:
No
119 (54.3)
Yes
383 (63.3)
Self-employed†:
No
408 (61.4)
Yes
36 (61.0)
Marital status:
 Single, separated, divorced,
263 (56.8)
or widowed
Married or partnered
363 (59.9)
Ever had covid-19:
Think not
368 (57.5)
Think so, or confirmed
280 (60.5)
Attribute current symptoms
to covid-19:
No
493 (60.6)
Yes
155 (53.6)
n=622; mean
Hardship‡
10.3 (SD 2.6)

Fully self-isolating
(n=455)
223 (36.9)
226 (46.1)
Mean 39.6 (SD 16.1)
-

Odds ratio (95% CI)
for fully self-isolating
X2(11)=19.2
X2(8)=3.0
Reference
1.46 (1.15 to 1.87)
1.13 (1.04 to 1.22)
-

P value
0.06
0.94
0.002
0.003
-

Adjusted odds ratio (95% CI)
for fully self-isolating*
X2(10)=17.5
X2(8)=2.7
Reference
1.52 (1.17 to 1.99)
1.13 (1.01 to 1.26)
0.9999 (0.9994 to 1.0004)

P value
0.06
0.95
0.002
0.03
0.78

228 (47.0)
227 (36.7)

Reference
0.66 (0.52 to 0.84)

0.001

Reference
0.83 (0.62 to 1.12)

0.22

325 (41.2)
119 (41.6)

Reference
1.01 (0.77 to 1.33)

0.94

Reference
0.93 (0.69 to 1.25)

0.62

367 (41.7)
77 (39.5)

Reference
0.90 (0.66 to 1.24)

0.52

Reference
0.84 (0.58 to 1.20)

0.33

162 (45.0)
280 (38.7)

Reference
0.79 (0.61 to 1.02)

0.07

Reference
0.88 (0.64 to 1.20)

0.41

255 (42.7)
190 (39.1)

Reference
0.86 (0.67 to 1.10)

0.22

Reference
0.95 (0.72 to 1.24)

0.69

61 (40.9)
102 (47.9)
124 (39.6)
168 (39.3)
-

1.07 (0.73 to 1.57)
1.45 (1.04 to 2.03)
1.03 (0.76 to 1.38)
Reference
X2(3)=5.3

0.72
0.03
0.86
0.15

0.92 (0.59 to 1.45)
1.42 (0.97 to 2.08)
0.95 (0.68 to 1.34)
Reference
X2(3)=5.5

0.73
0.07
0.78
0.14

266 (42.6)

Reference

-

Reference

-

189 (39.5)

0.88 (0.69 to 1.12)

0.28

0.97 (0.74 to 1.28)

0.83

314 (40.9)
48 (34.8)
88 (46.3)
-

Reference
0.78 (0.53 to 1.12)
1.24 (0.90 to 1.71)
X2(2)=4.3

0.18
0.19
0.12

Reference
0.89 (0.59 to 1.36)
1.54 (1.07 to 2.2)
X2(2)=6.6

0.60
0.02
0.04

379 (40.8)
76 (43.7)

Reference
1.12 (0.81 to 1.56)

0.49

Reference
0.96 (0.66 to 1.41)

0.84

100 (45.7)
222 (36.7)

Reference
0.68 (0.50 to 0.94)

0.02

Reference
0.87 (0.61 to 1.25)

0.46

257 (38.6)
23 (39.0)

Reference
1.03 (0.60 to 1.78)

0.91

Reference
1.08 (0.56 to 2.11)

0.81

200 (43.2)

Reference

-

Reference

-

243 (40.1)

0.89 (0.69 to 1.13)

0.34

0.94 (0.69 to 1.27)

0.69

272 (42.5)
183 (39.5)

Reference
0.89 (0.70 to 1.14)

0.37

Reference
1.03 (0.78 to 1.34)

0.85

321 (39.4)
134 (46.4)
n=428; mean
10.0 (SD 2.9)

Reference
1.33 (1.02 to 1.75)
0.97 (0.93 to 1.01)

0.04
0.18

Reference
1.49 (1.12 to 2.00)
0.99 (0.94 to 1.04)

0.007
0.68

BMJ: first published as 10.1136/bmj.n608 on 31 March 2021. Downloaded from http://www.bmj.com/ on 7 July 2022 by guest. Protected by copyright.

Self-isolating status
Not fully
self-isolating (n=648)
381 (63.1)
264 (53.9)
Mean 36.7 (SD 14.4)
-

For continuous variables, odds ratios represent a one unit increase in the explanatory variable, apart from age, when odds ratios represent a 10 year increase in age.
*Adjusted for survey wave, region, sex, age (raw and quadratic term), dependent child in household, clinically vulnerable to covid-19, household member has chronic illness, employment status,
socioeconomic grade, index of multiple deprivation, highest educational or professional qualification, ethnicity, and living alone.
†Not adjusted for employment status as by definition all people who were asked whether they were self-employed were working.
‡From 3 (least hardship) to 15 (most hardship).
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Fig 3 | Percentage of people who reported requesting a test after developing covid-19 symptoms (in those who had
experienced covid-19 symptoms in the past seven days), and who reported intending to request a test if they were to
develop covid-19 symptoms (in people who had not had covid-19 symptoms in the past seven days). Pillar 2 testing
capacity is also included.27 Error bars are 95% confidence intervals

(13.9%), and not knowing what would happen to the
data (13.0%; see supplementary file).

Percentage

Intending to share details of close contacts
was associated with being female, older, living
in less deprived areas, higher education, higher
socioeconomic grade, being clinically vulnerable
to covid-19, being married or partnered, working,
thinking that you had previously had covid-19, not
living alone, and lesser financial hardship (table 3).
Not intending to share details of close contacts was
associated with preferring not to disclose ethnicity.
Survey waves varied considerably, with participants
showing greater intention to share details of
close contacts in later waves (see supplementary
file).
When data from 1 June 2020 to 27 January 2021
(wave 19 to 42) were combined, the most commonly
reported reasons for not intending to share details
of close contacts were not knowing if data would be
secure and confidential (14.6%), thinking that the
contact tracing system was not accurate and reliable

Discussion
As in other countries, the test, trace, and isolate system
should be a cornerstone of the UK’s public health
strategy for coping with the covid-19 pandemic.1 Its
success relies on adherence to multiple behaviours.8
Our data suggest that self-reported rates of full
adherence to isolating and testing are low, as are rates
of recognition of the main symptoms of covid-19.
Rates of intended isolation and testing are higher. The
percentage of people who intend to report details of
close contacts is also high. However, given that the gap
between intended and actual behaviour is a general
phenomenon,28 the percentage of people who do share
details of all close contacts after receiving a positive
test result is likely to be lower. With such low rates for
symptom recognition, testing, and full self-isolation,
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Fig 4 | Percentage of people who reported that they probably or definitely would share details of close contacts if
contacted by the NHS contact tracing service (in people who had not had covid-19 symptoms in the past seven days).
Error bars are 95% confidence intervals
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Table 3 | Associations between personal and clinical characteristics and intending to share details of close contacts with the NHS contact tracing
service

Characteristics
Survey wave overall
Region overall
Male
Female
Raw age (per decade) (years)
Age: quadratic (age−mean)2
Dependent child in household:
No
6076 (19.9)
Yes
3119 (23.6)
Clinically vulnerable to covid-19:
No
7429 (21.6)
Yes
1358 (16.4)
Household member has chronic illness:
No
7461 (20.9)
Yes
1326 (18.9)
Employed:
No
3757 (18.9)
Yes
5192 (22.3)
Socioeconomic grade:
ABC1
6090 (19.7)
C2DE
2890 (24.3)
Index of multiple deprivation fourth:
1587 (16.5)
1st (least deprived)
2nd
2055 (19.2)
3rd
2618 (22.6)
4th (most deprived)
2935 (24.8)
Overall
Highest educational or professional qualification:
 GCSE, vocational, A level, or no
6350 (21.8)
formal qualifications
 Degree or higher (bachelors,
2845 (19.5)
masters, or PhD)
Ethnicity:
White British
7406 (20.0)
White other
665 (24.4)
Mixed
228 (26.6)
Asian or Asian British
486 (26.0)
Black or black British
234 (30.0)
Arab or other
47 (28.8)
Don’t know or prefer not to say
129 (50.8)
Overall
Live alone:
No
7255 (20.8)
Yes
1940 (21.9)
Work in key sector:
No
2781 (24.0)
Yes
2996 (21.5)
Self-employed†
No
4811 (22.2)
Yes
381 (23.8)
Marital status:
Single, separated, divorced, or
4082 (23.8)
widowed
4958 (18.9)
Married or partnered
Ever had covid-19:
8009 (20.9)
Think not
Think so, or confirmed
1186 (21.6)
n=8712; mean 8.2
Hardship‡
(SD 2.7)

Probably or definitely
would (n=34 552)
15 146 (76.6)
19 327 (81.0)
Mean 50.3 (SD 17.5)
-

Odds ratio (95% CI)
for sharing details
X2(23)=105.0
X2(11)=83.2
Reference
1.27 (1.21 to 1.34)
1.21 (1.19 to 1.22)
-

P value
<0.001
<0.001
<0.001
<0.001
-

Adjusted odds ratio (95%
CI) for sharing details*
X2(22)=84.3
X2(11)=27.3
Reference
1.38 (1.31 to 1.46)
1.23 (1.21 to 1.26)
1.0006 (1.0005 to 1.0007)

P value
<0.001
0.004
<0.001
<0.001
<0.001

24 432 (80.1)
10 120 (76.4)

Reference
0.80 (0.76 to 0.85)

<0.001

Reference
1.03 (0.96 to 1.09)

0.40

27 004 (78.4)
6942 (83.6)

Reference
1.40 (1.31 to 1.50)

<0.001

Reference
1.25 (1.17 to 1.35)

<0.001

28 238 (79.1)
5708 (81.1)

Reference
1.10 (1.03 to 1.18)

0.004

Reference
1.02 (0.95 to 1.10)

0.51

16 142 (81.1)
18 061 (77.7)

Reference
0.85 (0.81 to 0.89)

<0.001

Reference
1.20 (1.13 to 1.27)

<0.001

24 830 (80.3)
9010 (75.7)

Reference
0.78 (0.74 to 0.83)

<0.001

Reference
0.89 (0.84 to 0.94)

<0.001

8053 (83.5)
8623 (80.8)
8984 (77.4)
8892 (75.2)
-

1.75 (1.62 to 1.89)
1.40 (1.31 to 1.51)
1.16 (1.08 to 1.23)
Reference
X2(3)=219.4

<0.001
<0.001
<0.001
<0.001

1.41 (1.30 to 1.53)
1.16 (1.07 to 1.25)
1.04 (0.97 to 1.12)
Reference
X2(3)=73.6

<0.001
<0.001
0.28
<0.001

22 804 (78.2)

Reference

-

Reference

-

11 748 (80.5)

1.18 (1.11 to 1.24)

<0.001

1.23 (1.15 to 1.31)

<0.001

29 686 (80.0)
2066 (75.6)
629 (73.4)
1383 (74.0)
547 (70.0)
116 (71.2)
125 (49.2)
-

Reference
0.79 (0.72 to 0.88)
0.66 (0.57 to 0.78)
0.78 (0.69 to 0.88)
0.55 (0.46 to 0.65)
0.62 (0.42 to 0.90)
0.34 (0.26 to 0.45)
X2(6)=156.1

<0.001
<0.001
<0.001
<0.001
0.01
<0.001
<0.001

Reference
0.96 (0.86 to 1.08)
0.81 (0.68 to 0.97)
1.02 (0.90 to 1.17)
0.75 (0.62 to 0.9)
0.71 (0.47 to 1.08)
0.32 (0.22 to 0.46)
X2(6)=54.0

0.52
0.02
0.72
0.002
0.11
<0.001
<0.001

27 647 (79.2)
6905 (78.1)

Reference
0.93 (0.88 to 0.99)

0.03

Reference
0.82 (0.76 to 0.88)

<0.001

8812 (76.0)
10 946 (78.5)

Reference
1.13 (1.06 to 1.20)

<0.001

Reference
1.12 (1.04 to 1.19)

0.001

16 842 (77.8)
1219 (76.2)

Reference
0.94 (0.83 to 1.06)

0.33

Reference
0.83 (0.73 to 0.95)

0.008

13 061 (76.2)

Reference

-

Reference

-

21 234 (81.1)

1.33 (1.26 to 1.40)

<0.001

1.21 (1.13 to 1.29)

<0.001

30 250 (79.1)
4302 (78.4)
n=33 320; mean 7.6
(SD 2.9)

Reference
0.98 (0.91 to 1.05)
0.935 (0.927 to 0.943)

0.60
<0.001

Reference
1.15 (1.06 to 1.24)
0.97 (0.96 to 0.98)

<0.001
<0.001
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Intention to share details of close contacts
Probably or
definitely would not
or not sure (n=9195)
4628 (23.4)
4522 (19.0)
Mean 44.5 (SD 16.1)
-

For continuous variables, odds ratios represent a one unit increase in the explanatory variable, apart from for age, when odds ratios represent a 10 year increase in age.
*Adjusted for survey wave, region, sex, age (raw and quadratic term), dependent child in household, clinically vulnerable to covid-19, household member with a chronic illness, employment
status, socioeconomic grade, index of multiple deprivation, highest educational or professional qualification, ethnicity, and living alone.
†Not adjusted for employment status as by definition all people who were asked whether they were self-employed were working.
‡From 3 (least hardship) to 15 (most hardship).
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the effectiveness of the current form of the UK’s test,
trace, and isolate system is limited.

10

Implications of the findings
It has been proposed that better financial and practical
support might improve rates of adherence to test,
trace and isolate behaviours.40 The importance of
support is reflected in the associations we observed
in the data, with financial hardship, index of multiple
deprivation, lower socioeconomic status, and having a
dependent child in the household showing a pattern of
associations with lower adherence to full self-isolation,
not requesting a test, and poorer symptom recognition.
Evidence from other countries also suggests an
association between greater financial hardship and
poorer self-isolation.41 The disproportionate impact
of the pandemic on people from lower socioeconomic
backgrounds and with carer responsibilities has been
well documented.42 43 Behaviour reflects opportunities
and capabilities as well as motivation: people need
help to achieve their intentions. While intentions to
engage in test, trace, and isolate behaviours are high, a
greater focus on financial and practical support is likely
to enable more people to translate their intentions into
behaviour.11
Males and younger people were less likely to engage
with testing, self-isolate, and intend to provide details
of close contacts. This might reflect poorer health
literacy in males, and, among younger people, a
greater desire to be active and have contact with
peer groups.44 People who believed they had already
experienced covid-19 were less likely to fully selfisolate when symptomatic. Reduced adherence to
social distancing measures has also been reported in
this group.14 Other research has found an association
between higher education and poorer adherence to UK
government guidance.45 Working in a key sector was
also associated with not fully self-isolating. This might
be because key workers have a greater financial need
to work, feel a greater social pressure to attend work,
or are less likely to be able to work from home.46 Key
workers and people from minority ethnic backgrounds
were less likely to identify common symptoms of
covid-19. Engagement and tailored communications
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Comparison with other studies
These low rates of symptom recognition are comparable
to those found in other UK research.9 14 29 Recognising
that symptoms might be indicative of covid-19 is a first
step in the chain that leads to isolation when required.
Greater work to understand why symptom recognition
remains low and how to boost it further is important.
Further emphasis on specific symptoms might be
necessary. In the UK, mass testing of people without
symptoms has been introduced in areas with high case
prevalence. This removes the need for recognition of
symptoms of covid-19, although concerns remain
about the effectiveness of mass testing.30
Our data suggest that the percentage of people with
covid-19 symptoms who request a test has increased
over time. Although media attention on testing
capacity in the UK was considerable, our data show
that increases in capacity were not reflected in the
percentage of people with symptoms who requested a
test. Despite increasing rates of tests being requested,
other research corroborates our finding of a shortfall
between national estimates of covid-19 and uptake
of antigen tests. Our estimates of the percentage of
people requesting a test (eg, 24.5% in late October
2020) is lower than the estimate that can be derived
by dividing the number of daily cases identified in the
community by NHS Test and Trace31 by the estimated
daily incidence recorded by the ONS (32-52% for late
October).32 Estimates of prevalence of covid-19 in
England from the REACT 1 study (a large scale national
study investigating the prevalence of covid-19)33
suggest a greater shortfall. This might be accounted for
by different sample biases, the probable inclusion of
people in our sample with an obvious, non-covid-19
explanation for their symptoms, and the probable
inclusion of people without symptoms in the NHS Test
and Trace data.
When we accounted for duration of isolation, the
rates of people adhering to self-isolation were about
20 percentage points higher than those when we did
not account for duration of isolation. Few associations
reached significance after a Bonferroni correction was
applied owing to the inclusion of fewer survey waves
and the resulting smaller sample sizes, although some
variables showed similar effects to the first analysis.
When accounting for duration of isolation, our
estimates of adherence to self-isolation were higher
than previous data found by our team from May 2020,
which suggested that only 25% of people with covid-19
symptoms in their household had not left home in
the previous 24 hours.10 Our rates of self-reported
adherence are similar to those referred to in a brief note
about a study conducted by the Department of Health
and Social Care, which found that 59% of people who
were asked to isolate by NHS Test and Trace reported
not leaving their home.34
In the latest available wave of data collection (2527 January 2021), 82% of people intended to share

details of close contacts if asked to by NHS Test and
Trace. According to NHS Test and Trace, 25% of people
who test positive for covid-19 do not provide details
of any close contacts, suggesting a slight degree of
underreporting.35
The UK’s implementation of test, trace, and isolate
differs from that of other countries.36 37 Although our
study focused on behaviour in the UK, the associations
found might be generalisable to other countries. For
example, the percentages of people with symptoms
who self-isolated in our study were comparable to
those reported by a similar study in the Netherlands.38
However, higher rates of testing in the Netherlands
means that more people with covid-19 are likely to
be identified and therefore the contact tracing system
might work more effectively than in the UK. Other
factors that might improve the effectiveness of a test,
trace, and isolate system include reducing delays
between requesting a test and receiving the results.39
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with these groups is likely to improve knowledge of
symptoms.
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Conclusions
The spread of covid-19 presents many challenges,
not least asymptomatic spread.54 55 Test, trace, and
isolate will never be a complete solution and will be
more effective when the reproduction rate of the virus
is low.56 However, it remains an important component
of the UK’s national response. For the test, trace, and
isolate system in the UK to succeed, people must
recognise the main symptoms of covid-19 and be
able and motivated to self-isolate, request a test, and
share details of their close contacts when required.
Our results indicate that about half of people know
the symptoms of covid-19, and that adherence to each
stage of test, trace, and isolate is low but improving
slowly. Policies that support people financially and
practically, and improving communication about the
testing system, will be key to increasing uptake both in
the UK and internationally.
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Strengths and limitations of this study
Strengths of this study include the large sample sizes,
allowing us to investigate uncommon behaviours
and to examine uptake of protective behaviours and
knowledge over time. We used quota sampling to ensure
that participant characteristics were representative
of the UK adult population. Although we cannot be
sure that survey respondents are representative of
the general population,47 48 online quota sampling is
a pragmatic approach when a large, demographically
representative sample needs to be obtained in a short
time frame during a crisis.15 49 Odds ratios should thus
be interpreted with some caution. However, issues
about representativeness of participants are unlikely
to undermine the interpretation of the study. Data
were self-reported and so could have been influenced
by social desirability and recall gaps and bias. Social
desirability might have become particularly important
after September 2020, when adherence to self-isolation
became enforceable under law. The anonymity of our
surveys should have mitigated this, however. As data
are cross sectional, we cannot infer causality.
The nature of an online poll might raise questions
as to the level of attention participants pay to their
responses. While this is generally no different to any
other questionnaire study, the possibility of “professional
respondents” is a particular problem in online samples.50
Assuming such respondents introduce random error into
the data, the impact on most items is limited but could
become problematic in small subsamples.
Our study was prone to other specific methodological
limitations. For symptom identification, we asked
participants about the common symptoms of covid-19
and classified responses as symptoms being correctly
identified if they selected symptoms promoted to
members of the UK public as the “main” symptoms of
covid-19 in government guidance.20 This decision was
taken to enable measurement of adherence to policy.
However, we recognise that other common symptoms
of covid-19 exist (eg, fatigue, headache), which we did
not include as being correct. For self-isolation, although
we asked participants if they had left home at all
since developing covid-19 symptoms, technically it is
permissible to leave home under some circumstances,
including to attend a medical appointment, to get a
test, or when a test result is negative. In our sample,
15.0% of people reported leaving home for a medical
need other than covid-19. Therefore, low rates of
full self-isolation cannot be explained by permitted
outings alone. People receiving a positive covid-19 test
result might be more likely to adhere to self-isolation
guidance,51 especially following legal enforcement of
self-isolation on 20 September 2020.52 However, too
few people in the sample reported that their test result
indicated they had covid-19 to be able to conduct any
meaningful analyses. For intention to share details of
close contacts, the survey item did not differentiate
between household and external contacts.

Although we had a large overall sample size,
numbers of participants included in analyses of full
self-isolation and requesting a test were smaller,
resulting in small cell counts for some analyses.
For these variables (region and ethnicity), we used
different groupings. For region, we grouped together
participants from Scotland, Wales, and Northern
Ireland. Test, trace, and isolate systems in the four UK
nations are managed locally and problems with the
system in one nation might not be observed in other
nations. For ethnicity, we grouped together black
people, Asian people, and people of mixed ethnicity.
This might have obscured differences between ethnic
groups.53
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