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Abstract

Background: During the COVID-19 pandemic, there have been significant variations in the level of adoption of
public health recommendations across international jurisdictions and between cultural groups. Such variations have
contributed to the dissimilar levels of risks associated with this world-changing viral infection and have highlighted
the potential role of culture in assigning meaning and importance to personal protective behaviours. The purpose
of this study is to describe the cultural factors during the COVID-19 pandemic that shaped protective health
behaviours in the Chinese-Canadian community, one of the largest Chinese diasporas outside of Asia.

Methods: A qualitative descriptive design was employed. Content analysis was used to analyze the data from semi-
structured virtual interviews conducted with 83 adult Chinese-Canadian participants residing in a metropolitan area
in the Province of Ontario, Canada.

Findings: The cultural factors of collectivism, information seeking behaviour, symbolism of masks, and previous
experience with severe acute respiratory syndrome (SARS) emerged as themes driving the early adoption of
personal protective behaviours within the Chinese-Canadian community during the first wave of COVID-19. These
protective behaviours that emerged prior to the first nation-wide lockdown in Canada included physical distancing,
mask use, and self-quarantine beyond what was required at the time.

Conclusion: These findings have implications for the development of future public health interventions and
campaigns targeting personal protective behaviours in this population and other ethnic minority populations with
similar characteristics.
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Background
First identified in Wuhan, China, the novel SARS-CoV-2
virus is a highly transmissible pathogen responsible for
the 2019 coronavirus disease (COVID-19), an infectious
acute respiratory disease that is potentially fatal [1]. The

World Health Organization [2] declared COVID-19 a
pandemic in March 2020, and owing to its transmissibil-
ity and associated morbidity/mortality, lockdowns and
protective behaviours have been instituted by various
countries in order to restrict the spread of COVID-19.
Protective behaviours are defined as actions carried out
by the public either independently or due to public
health recommendations to control the spread of patho-
gens, such as mask use and hand hygiene, or avoidant
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behaviours such as physical distancing and the avoidance
of crowds [3]. As Hearne and Nino [4] and Margraf,
Brailovskaia and Schneider [5] noted, public health rec-
ommendations on protective behaviours have had vary-
ing success across international jurisdictions and
between cultural groups as their success relies heavily on
norms and beliefs that drive an individual’s commitment
to enact such behaviours.
Culture, which is defined as the beliefs, attitudes, prac-

tices and explanations used to create behavioural norms
in a group, can play a key role in the adoption of pro-
tective behaviours during the COVID-19 pandemic [6].
Researchers have argued for the role of culture in disease
contagion and containment as many factors that are cul-
turally variant can relate to spread, such as styles of
greeting (e.g., kisses versus handshakes versus bows),
family and household size, and social practices [7]. Psy-
chologists have also postulated that cultural characteris-
tics can influence human behaviour for COVID-19
pandemic responses; for instance, tight cultures with
strong social norms and low tolerance for deviance fa-
cilitate the enforcement of stringent measures to miti-
gate transmission of the virus [8]. Additionally, culture
can influence the degree to which citizens willingly sub-
sume their individual needs to collective goals, which
has significant implications for voluntary compliance
with abatement measures during the COVID-19 pan-
demic, including mask-wearing and social distancing [7].
Cultural differences were noted in previous infectious

outbreaks within Chinese diaspora when compared with
their mainstream counterparts. For example, Jiang et al.
[9] found that during the severe acute respiratory syn-
drome (SARS) outbreak in 2003, Chinese respondents
had a higher risk perception, more anxiety, and imple-
mented more protective behaviours than their non-
Chinese counterparts in the Netherlands and the United
Kingdom. This difference was hypothesized to stem
from value systems, cultural environments, and life atti-
tudes that are unique to Chinese culture [9]. In another
study assessing SARS risk perception, Ji et al. [10] found
that although Chinese participants estimated a lower
perceived risk of infection than Canadian participants,
they displayed more protective behaviours to mitigate
infection. The authors hypothesized that a possible ex-
planation for this could be the more direct SARS experi-
ence Chinese participants had from their social circles
[10]. As well, de Zwart et al. [11] noted that though par-
ticipants from European countries perceived SARS with
more severity, Asian participants felt more vulnerable
and displayed more self-efficacy in protective behaviours
for SARS prevention. This was also hypothesized to be
due to the more direct experience with infectious out-
breaks and the experience of overcoming epidemics that
are both more common in Asian cultural groups [11].

For the present COVID-19 pandemic, there is a pau-
city of research on the effect of culture on the adoption
of protective behaviours. Understanding the factors that
affect the adoption of such protective behaviours is im-
perative during this pandemic as its transmission and
the scale of its impact is unprecedented [12]. For con-
text, the SARS epidemic resulted in 8096 cases and a
case mortality rate of 9.6% [12]. Contrastingly, even
though COVID-19 has a lower case mortality rate, this
disease is much more transmissible and at the time of
writing, COVID-19 has resulted in 167 million cases and
3.7 million deaths worldwide [2, 12]. Therefore, the aim
of this study is to describe the cultural factors that
shaped protective behaviours in the Chinese-Canadian
community during the COVID-19 pandemic. Since these
behaviours are a primary tool in current public health
strategies to decrease the spread of COVID-19, it is im-
portant to understand culture’s influence to ensure the
success of such mitigation strategies.

Methods
Design
A qualitative descriptive design was employed to address
the research aim. Qualitative description stems from the
theoretical framework of naturalistic inquiry, where a
truer understanding of a phenomenon in its natural state
is thought to occur because it is studied with minimal
interference [13, 14]. Additionally, qualitative description
offers an analysis that is closer to the data, which yields
higher descriptive validity [13]. This is particularly useful
in the description of phenomena where little is known
due to its use of common terminology understood by re-
searchers and participants [13], thus allowing a rich de-
scriptive summary of the phenomenon of protective
behaviour in the context of culture and COVID-19 that
can be understood by the general public.

Setting and participants
Participants were recruited within the Greater Toronto
Area (GTA), Canada during the beginning phase of the
COVID-19 pandemic in early March 2020. The inclu-
sion criteria were that participants: a) self-identified as
ethnically Chinese, b) resided in the GTA for a mini-
mum of one year prior to the onset of COVID-19 (i.e.,
one year prior to December 2019), and c) did not travel
outside of the GTA for more than 3 weeks since Decem-
ber 2019. Maximum variation was used to select key in-
formants within certain “social vulnerability” categories
[15] such as varying age groups, gender, sexual orienta-
tion, class (via occupation), language and literacy levels,
religious or other cultural affiliations, levels of activism,
and ethnic identities. Various methods of outreach were
also used through the project’s website, television, social
media accounts and snowball sampling to increase
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numbers of participants. This project received ethics ap-
proval from the study investigators’ institutions (REB#
2020–125; REB# 2020–083). Informed consent was ob-
tained prior to conducting interviews with the partici-
pants and confidentiality was maintained throughout the
study.

Data collection
A one-time semi-structured interview format was used,
with an average length of 60 to 90 min per interview.
The interviews were primarily conducted in English (64
interviews); however, Mandarin (5 interviews), and/or
Cantonese (14 interviews) were also used. Due to pan-
demic restrictions, interviews were conducted remotely
using computer-mediated technology (e.g., Zoom) or by
telephone. The interviews were facilitated by trained re-
search assistants or study investigators. All interviews
were audio-recorded, transcribed verbatim, and trans-
lated into English if necessary. All transcripts were
checked for accuracy prior to data analysis and de-
identified through the assignment of interview identifica-
tion numbers.

Data analysis
Content analysis was conducted to organize transcribed
data into a concise summary of key results [16]. Each
transcribed interview was coded to determine themes
that emerged from the data. The investigators performed
an initial coding session across various 10% of the inter-
views, and through triangulation, arrived at general
themes consistent among them. From these themes, key
coding categories were assembled. Two teams of coders
then used these categories and created additional sub-
categories to individually code selected interviews (n =
4). Once a consensus was reached on agreed categories
and subcategories from these interviews, coders indi-
vidually coded a second set of interviews (n = 4). Coding
discrepancies were discussed to establish consensus, en-
sure consistency and intercoder reliability. From this, a
shared coding frame was created.
In addition, back-coding exercises were conducted to

reduce unitization issues between coders [17]. The in-
vestigators selected 40 sentences from an interview and
all coders were instructed to correctly place these sen-
tences in their appropriate coding categories. This
process was repeated until an intercoder-reliability per-
centage of 85 to 90% was obtained. The coding team
met after every 10 interviews to reflect on the process
and discuss the necessity of additional codes emerging
from the data. Meaning units were used (as opposed to
predefined blocks of text) in these back-coding exercises.
Verification of codes was accomplished by two inde-
pendent research assistants who examined and extrapo-
lated relevant codes to the research question. Once

coding was complete, the next phase of analysis involved
an examination of all relevant codes to identify recurring
concepts/themes applicable to the research question.
This was performed by a team consisting of one outsider
and two insiders of the Chinese-Canadian community.
The team met bi-weekly to discuss findings and through
triangulation arrived upon agreed upon themes for the
coded interviews.

Trustworthiness and rigor
The criteria of credibility, transferability, dependability,
and confirmability were used to assess the trustworthi-
ness of the data [18]. Investigator triangulation was used
during the coding process to ensure credibility and con-
firmability. Additionally, the insider and outsider posi-
tionality of investigators allowed for an analysis that was
framed with cultural contexts because of both insiders’
monopolistic access to cultural knowledge and through
cultural detachment due to the outsider’s status [19]. Re-
flexive journaling was performed by the investigators
during content analysis, which also enhanced confirm-
ability. To further enhance credibility, peer debriefing
was performed periodically in regard to analysis and
findings [20]. To ensure dependability, an audit trail of
the research process was maintained through detailed
documentation of coding meeting notes, reflexive jour-
nals, the recruitment protocol, and all transcribed inter-
views. Transferability and rigor in the breadth of
sampling was achieved through rich descriptive data ob-
tained from interviews with participants from seven ‘so-
cial vulnerability categories’ [15], which allowed for a
wide range of perspectives within the Chinese-Canadian
community. The rigor of this study was also enhanced
through plentiful data from 83 different interviews, each
lasting 60–90min, with an average of 20.9 pages of tran-
scribed material per interview. A minimum of 31 ques-
tions were asked per interview to elicit a rich knowledge
of nuances in experiences and a total of 1735 transcribed
pages of interviews were analyzed through line-by-line
data analysis over 8 months. Also contributing to rigor
were 34 pages of field notes collected within 24 h of each
interview to ascertain any implicit (non-verbal) context.

Findings
Participant characteristics
Participants were recruited with a wide range of ages be-
tween 18 years and over 65 years. The length of time
participants resided in the GTA also displayed signifi-
cant diversity from one to over 40 years. There was rep-
resentation from various occupations such as artists,
homemakers, and entrepreneurs; however, the majority
of participants self-identified as professionals. There
were no significant differences between the social vul-
nerability categories assessed. As noted in Table 1, the
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majority of participants (70.2%) obtained information
about COVID-19 from both mainstream and Chinese
news outlets rather than relying on just one cultural
form of media.

Cultural factor 1: collectivism

“One chopstick breaks easily, but 10 chopsticks to-
gether are hard to break” (Participant 31).

Collectivism was a strong and consistent theme in the
data, with participants voicing the importance of under-
standing and meeting the needs of not only the Chinese-
Canadian community, but the Canadian community at-
large. This was represented by one participant who
noted: “I think it’s just kind of a respect thing. So, I re-
spect you, you respect me. We all wear a mask. .. Keep
each other safe” (Participant 52). Another participant
commented on the actions performed for the greater
good: “I know some groups raised money to help hospi-
tals buy respirator[s], [and] helped the healthcare
workers buy PPE [personal protective equipment]. These
actions are good. It shows other people that Chinese
[people] care about. .. society” (Participant 64). This de-
sire to protect others was accomplished through self-
initiated behaviours such as the early adoption of mask
use and voluntary quarantine after international travel at
a time when the Canadian government had not yet man-
dated the use of such measures:

In January to February. .. there was a large commu-
nity awareness of what was going on and a bit of
fear. .. And so, we saw people taking certain protect-
ive measures like wearing masks, etc. (Participant
10).

So, I think at that time [February] I started to wear
face masks. .. I think they [non-Chinese Canadians]
all missed the point that we are wearing mask[s] to
protect others, not to protect ourselves.. .. Not many
people understand that (Participant 77).

Yeah, we had a couple of kids get pulled out [of
school for]. .. a couple of weeks. I think they had

Table 1 Demographic information of interview participants

Variable Frequency Percentage

Age (N = 83)

≤ 24 years 13 15.7

25–34 years 10 12.0

35–44 years 22 26.5

45–54 years 16 19.3

55–64 years 9 10.8

≥ 65 years 8 9.6

Unspecified 5 6.0

Length of time residing in GTA (N = 83)

1–10 years 22 26.5

11–20 years 8 9.6

21–30 years 25 30.1

31–40 years 11 13.3

40+ years 12 14.5

Unspecified 5 6.0

Highest Level of Education (N = 83)

High school diploma 9 10.8

College diploma 5 6.0

Bachelor’s degree 38 45.8

Graduate degree 19 22.9

Professional degree 7 8.4

Unspecified 5 6.0

Occupation (N = 83)

Artist 1 1.2

Entrepreneur 5 6.0

Homemaker 4 4.8

International student 3 3.6

Professional 60 72.3

Retired 5 6.0

Student 3 3.6

Unemployed 2 2.4

Sources of Information (N = 84)a

Chinese news sources only 5 6.0

Western and local English news sources 10 11.9

Chinese-Canadian news sources 5 6.0

Information from others/expert 2 2.4

Mixed sources (Western, local English &
Chinese media)

59 70.2

No news or media exposure 1 1.2

Social media only 2 2.4

Involvement Inside Chinese Community (N = 83)

No 22 26.5

Yes 60 72.3

Unspecified 1 1.2

Table 1 Demographic information of interview participants
(Continued)

Variable Frequency Percentage

Involvement Outside Chinese Community (N = 83)

No 36 43.4

Yes 44 53.0

Unspecified 3 3.6
amultiple response options allowed
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just been on vacation in China for the winter break,
and so they wanted to do a [voluntary] two-week
quarantine. Just for like the safety of their students
and safety of the other parents and stuff (Participant
19).

On a broader level, collectivism was demonstrated by
participants’ involvement in community initiatives to
organize grocery drop-offs for those who were quaran-
tining as well as fundraisers to raise money for PPE for
healthcare workers. For example, one participant noted
that “[WeChat] groups catering [to] people living in
[redacted] and [redacted]. .. [are helping] people who are
self-isolating at home, they usually drop off groceries
and necessities. These are self-organized groups” (Par-
ticipant 40). Collectivistic community actions were also
demonstrated in the surveillance behaviour amongst
Chinese-Canadians. Those who were thought to be sub-
verting social mores during the pandemic were reported
on private social media groups:

For example, [when] someone comes back from
China, they are immediately posted on WeChat
groups. My classmate's neighbour's daughter, she
went on a cruise for March break - after she came
back, she started to attend a tutoring class. At that
time. .. classes were not cancelled. Others reported
her in the WeChat group. I have a good friend; she
has young children at home. .. [the] young children
went to a friend's house to play on a trampoline
[and] immediately this was reported by the neigh-
bour.. .. If people think others’ behaviour will affect
their life, they [are] exposed. .. on the WeChat
group. No one wants to be exposed publicly (Par-
ticipant 40).

This collectivism in both individual and community
actions stems from a sense of social duty or obligation.
Specifically, the obligation encompassed a deep personal
commitment to the well-being of others. Such a sense of
duty was noted by participants to be more pronounced
in Chinese culture as compared to mainstream Canadian
culture:

I felt it was my duty - our duty to make sure that
we don't get other people sick, regardless of what
we have (Participant 28).

There are certain kinds of. .. concepts that run
stronger [within Chinese culture].. .. I see it as
things like filial piety, things like belief in the power
[authority]. .. and the control of the state. Senses of
obligation and duty (Participant 73).

Filial piety as a manifestation of collectivism within
the family Chinese culture recognizes obligations to
others; especially the rule of reciprocity in hierarchical
familial relationships [21]. Labelled as filial piety, this
cultural concept encourages children to place a high pri-
ority on the interests and wishes of their parents [21].
Participants described filial piety through reflecting on
the needs of older family members and the protective
behaviours they engaged in to incorporate these needs
during the pandemic:

I have parents who are 90 years old. They used to
come down to [participant’s workplace]. .. every day.
Now they are home. I won’t let them come out.
When I take food to them every two days, I clean
everything, make sure there’s no plastic. I put it in
the garage. .. They must be away from my eyesight
(Participant 3).

Collectivism promotes adherence with authorities
when trust is developed Participants emphasized the
importance in Chinese culture for following rules and
trusting authority. This was emphasized by a participant
who stated, “I think in China, people are more condi-
tioned. They are more conditioned to follow the rules by
the government because if you don’t, your life won’t be
so easy” (Participant 34). However, outside of their juris-
dictions of origin, participants challenged local and na-
tional public health policies especially regarding the
initial dismissal of mask use and a lack of border restric-
tions. Participants expressed strong wishes for mask use
and border restrictions to control the spread of this
virus:

Public health officials. .. were saying we don’t need
to wear anything. .. Chinese people [were] wear
[ing] masks I think in very early days (Participant
61).

I’ll keep wearing the mask, it's obvious. .. I think the
biggest thing is the government got to educate
people. .. instead of saying don’t wear it (Participant
4).

I don't know why it took so long [to recommend
mask use]. It just doesn't even seem logical when
they were saying wearing a mask doesn't stop the
spread or slow the spread. I don't know what they
were thinking (Participant 47).

We have done that petition. .. we called for closing
borders way back when. .. if you actually close[d]
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the border earlier, I don’t think we’ll be in this kind
of outbreak now (Participant 49).

These quotes reflected preferences for early public
health measures as demonstrated in participants’ home-
lands because they believed such measures would offer
more effective control of viral spread and keep commu-
nities safe.

Cultural factor 2: information seeking behaviour

Information from local and international news
sources influenced risk perception For most partici-
pants, pandemic information was gathered from multiple
news sources. Most commonly, both Western (including
local mainstream media) and Asian news outlets were
used in order to understand and appraise the severity of
COVID-19, particularly in the early stages of the pan-
demic when mainstream news did not provide detailed
coverage of the outbreaks in Asian countries. Although
public health and official government websites were con-
sulted, it is often Chinese and Canadian media outlets
that offered first-hand information:

I got the news from SingTao [a Chinese-Canadian
newspaper]. .. [but] we have to pay attention [to
news in Canada], because we need to live - I have to
know the news here. But it is half and half (Partici-
pant 53).

I have to admit the first sources I [am] sent to. ..
are. .. Canadian-Chinese.. .. I need to double check
because I know it might be. .. biased news. So I’ll go
for Toronto Public Health. .. ontario.ca.. .. if I have
any doubt, I go to those government websites to see
what we should do and what’s the next steps (Par-
ticipant 63).

This pattern of information uptake influenced the
adoption of protective behaviours during the beginning
stages of the pandemic when mainstream news outlets
had little information on COVID-19:

I read news both from here as well as from Hong
Kong and other sources. I can understand Chinese.
.. so I knew from a very very early stage.. .. That’s
the reason why you see a lot of Asians actually start
to protect themselves much earlier than people of
other Western cultures, right? Like we were wearing
masks. .. ahead of what the government is promot-
ing. .. even when they say don’t wear [a] mask, we
still wear [a] mask. .. because we know how to pro-
tect ourselves and. .. people in our community (Par-
ticipant 11).

Some individuals rely solely on Chinese media Due to
language barriers, participants voiced that some individ-
uals are completely dependent on Chinese sources of in-
formation. These sources include news outlets from
Chinese speaking jurisdictions in Asia (e.g., China,
Taiwan, Hong Kong) and Chinese-Canadian newspapers,
which then provide the basis for their assessment of risk
and the consequent adoption of protective behaviours.
Thus, risk perceptions of the pandemic from these indi-
viduals could differ significantly and resulted in drastic,
self-imposed public health measures such as avoiding all
contacts outside of the immediate household when no
community transmission was noted locally.

My grandmother, who starting in December, would
not leave the house, and she only watches Chinese
news.. .. She was in her condo and she didn’t come
out. I don’t even know if she’s gone for like a walk.
.. but she’s barely left the house in months. .. She
watches Chinese news and so we thought she was
overreacting. But maybe not (Participant 83).

Participants then noted a need for official public health
information to be translated in order to reach vulnerable
community members facing language barriers. One par-
ticipant stated:

People like my parents who do not speak much
English - they are receiving information from Chin-
ese sources, so they do not know much from the
Canadian side, and maybe they are just hearing
about the numbers and scared, but they are not
hearing all the other information. Yeah, so I guess
translation is a big thing (Participant 70).

Such information was suggested to be translated and
disseminated in partnership with the Chinese commu-
nity: “I think [public health] can start. .. ethnic-specific
alliances. .. and rely on making those partnerships [with
the community] to disseminate the information. .. Work
with your [community] partners who are choosing to do
that as their passion (Participant 73).

Use of social media to obtain pandemic information
Participants used social media platforms regularly to ob-
tain health information, mainly via WeChat and What-
sApp. The reliance on social media for information was
noted: “70% to 80% of news I consume is from WeChat
including translated news” (Participant 40). Such infor-
mation can be inaccurate and was often acknowledged
as being unreliable. However, as one participant indi-
cated, the younger generation of Chinese-Canadians are
more likely to appraise and fact-check health informa-
tion obtained from social media with official government
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sources as opposed to older generations: “The downside
[to WeChat] is that not to generally stereotype, but
those of the older generation don’t fact check. .. but they
do share a lot through WeChat” (Participant 8).

Cultural factor 3: the cultural symbolism of masks
Masks carried a vastly different cultural meaning with
participants as compared to the broader Canadian com-
munity at the time of the interviews. In Canadian cul-
ture, masks are generally a marker of infection or ill
health whereas for Chinese-Canadian participants, it is
an object that when worn symbolizes practicality, dili-
gence, and personal responsibility:

In Chinese culture. .. people wear masks because
they want to protect themselves even when they are
not ill. But I think in Western [cultures], when they
wear masks that means they are sick (Participant
61).

A Chinese person who’s wearing the mask. .. they
must be sick [from a Canadian perspective] and. ..
going to infect us, [whereas]. . .a lot of Chinese
people just see this as a practical measure, not an
anxiety-inducing measure (Participant 8).

I think it’s also interesting because if you wear a
mask [in Canada], it signifies that it’s not business
as usual. The fact that I’m not seeing so many
masks here is almost, perhaps a weird refusal to ac-
knowledge the severity of the situation (Participant
15).

Tied to this culturally specific interpretation of masks
was what some described as a resultant emotion of com-
fort or reduced anxiety when seeing that others had
masks on: “The thing is, if I see someone with a mask
on, I actually feel more comfortable because I know I’m
potentially protected if they have something” (Partici-
pant 10). This interpretation of masks is also linked to
its ubiquitous use in Asia, whereas one participant
highlighted, “the wearing of masks is common. .. in
China because of the dust in Beijing from the Gobi Des-
ert. .. you have to wear [a] mask, otherwise you can’t
breathe” (Participant 30). Such factors create a different
shared meaning for the symbol of a mask in Chinese
culture as opposed to Canadian culture.

Cultural factor 4: SARS experience
COVID-19 evoked memories of the SARS epidemic for
many participants, which triggered anxiety and a sense
of urgency. Consequently, a hypervigilance, which mani-
fested as increased protective behaviours at the early
stages of the COVID-19 pandemic was apparent. Aside

from an emotional trigger, previous experience of SARS
resulted in knowledge of protective behaviours (e.g.,
mask use, physical distancing and quarantine) and how
these actions fulfilled the collectivistic notion of protect-
ing self and others. Many participants who endured
SARS instinctively adopted protective behaviours early
on:

Because the first SARS epidemic started in China
and also affected Hong Kong and Toronto, very
early on everyone already knew that you should be
wearing masks. It is protective. .. Chinese-Canadians
do [things] differently from the mainstream and
also, they are more nervous (Participant 21).

To some participants, protective actions and public
health policies from SARS forged a set of “gold stan-
dards” in managing the COVID-19 pandemic. They criti-
cized the authorities when public health messages or
policies were not consistent with SARS. One participant
emphasized, “On social media there are groups that try
to be critical of any public health messages that are not
consistent with our SARS experience from 2003.. ..
[International travellers] just get the pamphlet and vol-
untary self-isolation. We did not even have temperature
monitoring like most other countries” (Participant 21).

Discussion
Public health directives that do not adequately account
for the beliefs and cultural behavioural patterns of citi-
zens will lack legitimacy and ultimately fail to meet their
intended purpose [22]. Huynh [23 , p. 2] emphasized
that “human’s behaviours are mainly based on what they
perceive others in the community are doing or approve/
disapprove of”; thus, culture plays an important role in
human behaviour. In the face of the COVID-19 pan-
demic, it is important to understand cultural factors that
influence how the Chinese population behave in order
to mitigate the risk of infection, transmission, and dis-
ease severity. Our study found four cultural factors influ-
enced protective behaviours of Chinese-Canadians,
discussed below.

Cultural factor 1: collectivism
In collectivistic cultures, interdependency is apparent
amongst members within the community [24]. Such
interdependency in turn leads to actions for the greater
good, or the community’s interests [21, 24]. In particu-
lar, collectivism manifests in unified [25] and self-
disciplined actions, which are defined as actions moti-
vated by a deep internal discipline to cultivate the self in
the vision of humanity, diligence and justice [21]. During
the COVID-19 pandemic, many participants in this
study adopted protective behaviours early and beyond
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what was required by the authorities at the time. These
self-disciplined actions were driven by an equal motiv-
ation for self-protection and the duty to protect others
and humanity.
There is recent research to demonstrate that collectiv-

ism is useful in promoting protective behaviours. With
data collected across 69 countries to examine the rela-
tionship between culture and the impact of COVID-19,
Maaravi et al. [26] found that the more collectivistic the
participants were, the higher the chances they would ad-
here to COVID-19 prevention measures and health
guidelines. Another study by Huang et al. [27] revealed
that collectivism can positively predict people’s intention
to prevent COVID-19. Similarly, an empirical study con-
ducted by Jiang et al. [24] demonstrated that the cultural
distinction of individualism and collectivism had better
explanatory power of transmission outcomes of COVID-
19 than other factors, including geographical and popu-
lation factors, religion, and trust. The authors [24] also
found that collectivistic societies had much slower
spread of COVID-19 in the early stages of the pandemic
as they are able to initiate stringent public health mea-
sures more quickly and people are more likely to accept
governmental controls such as quarantine or staying at
home. These results combined with our study findings
indicated that the cultural aspect of collectivism is cru-
cial in understanding adherence to prevention measures
as well as in developing public health communication
strategies. For instance, “mask wearing can protect you
and your family/community from COVID-19” may be a
more effective communication strategy when communi-
cating with the Chinese community as compared to
“mask wearing can protect you from COVID-19.” This
aligns with what Kreuter and McClure [28] asserted,
which is that culture is an essential variable in effective
health communication.
Additionally, a dimension of collectivistic action is ex-

hibited through filial piety in the findings of this study, or
actions that display a respect for family members. As Wills
and Morse [29] noted during the SARS epidemic, older
Chinese-Canadians respondents strongly adhered to filial
piety by taking proactive action to learn how to protect
themselves and their family. Participants in our study also
exhibited filial piety through bringing food to their elders
and limiting their own exposure to the outside world to
minimize risk for elderly members of the household. Col-
lectivistic values such as filial piety are important for
healthcare professionals to understand in order to provide
prevention information that is culturally specific, such as
customizing materials for multi-generational households.

Cultural factor 2: information seeking behaviour
The Canadian experience of SARS has highlighted the
importance of clear, comprehensive and timely public

health information through a variety of strategies in
order to maintain public confidence and decrease anx-
iety [30]. One such strategy used currently by public
health is social media, which allows for bidirectional
communication and increases accessibility and access to
health information [31]. WeChat, LINE and WhatsApp
are the most widely used social media platforms in
China, Taiwan and Hong Kong (the most common juris-
dictions of origin for Chinese immigrants in Canada
[32]) due to characteristics of convenience, promptness
and good cross-platform support, thereby enriching and
simplifying communication [33]. Our findings suggest
that these platforms are also used frequently amongst
Chinese-Canadians; therefore, an official public health
presence would be beneficial for this community. In fact,
Sun and colleagues [33] found that promoting health
education through WeChat to be an effective, sustain-
able and feasible strategy. There is a lack of research re-
garding if there is a difference in social media use for
health information amongst members of the Chinese
community as compared to their mainstream counter-
parts in Canada. Future research addressing this could
assess if targeted strategies are needed for the Chinese
community rather than a one-size-fits-all approach for
all Canadians.
Participants also noted that translation of public health

updates was necessary to target vulnerable individuals in
the community with language barriers. Currently, the
Public Health Agency of Canada and provincial public
health bodies have COVID-19 information available in
multiple languages [34, 35]. However, early in the pan-
demic, many community members did not know where
this information was or how to find it [36]. Regularly
translated statistical information and translated ratio-
nales for particular public health measures may be ef-
fective in aligning the behaviours of the Chinese-
Canadian community with the goals of the broader pub-
lic health response.

Cultural factor 3: cultural symbolism of masks
Historically, the meanings attributed to facial coverings
have varied significantly between cultures from repre-
senting modesty, having cultural significance in particu-
lar ceremonies and processions as well as representing
protection from infection or pollution [37]. In fact, in
some Asian countries, the use of masks parallels folk as-
sumptions of a pure inner self that needs to be protected
from the polluted outside world [38]. Such imagery
starkly contrasted the view of masks in Western societies
early in the pandemic, which resulted in stigma and ten-
sion in the Western world [39]. The findings of this
study mirror this variance in meaning making as masks
symbolized infection and ill health in the broader Can-
adian culture; however, they symbolized practicality and
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responsibility with Chinese-Canadian participants. This
difference in meaning is partly attributable to the extent
of mask use in Chinese culture. In China, as throughout
East Asia, mask wearing is a common practice and
widely adopted as a practical preventative measure [39,
40].
Similar to those in other Asian countries, people from

China wore masks for a variety of reasons prior to the
COVID-19 pandemic, including to protect themselves
from air pollution, to prevent the spread of the flu, to
keep their faces warm in the winter, or to hide their
faces when they want to avoid unnecessary social inter-
action [39]. Mask wearing also became widely popular
due to the outbreak of SARS in 2003 and the develop-
ment of long-term air pollution [39]. In fact, governmen-
tal policy makers and the media encouraged the practice
as years after SARS when severe smog hit parts of China,
official policy and popular opinion reached a consensus
on mask wearing [39]. Additionally, during the COVID-
19 pandemic, an element of collectivism is also at play
as conforming to public concerns for the safety of others
over the inconvenience for the self contributed to high
mask usage in China prior to it becoming widely ac-
cepted internationally [25]. Over time, and particularly
accentuated during the COVID-19 pandemic, mask
wearing has become a cultural symbol as the ubiquitous
image of the masked Chinese citizen in both the Chinese
and international media became widespread [40]. Thus,
understanding the history and symbolism tied to par-
ticular protective behaviours is critical to developing cul-
turally sensitive public health campaigns [41]. For
instance, knowledge about the history and underpin-
nings of masking in East Asian countries may lead to
public health measures that diffuse the tension brought
forth from the stark contrast of masking.

Cultural factor 4: SARS experience
Protection Motivation Theory (PMT) describes which
factors drive the adoption of particular protective health
behaviours in individuals. Originally developed to ex-
plain the effect of threat and coping appraisal for the
adoption of protective behaviours in the prevention of
chronic diseases such as cancer, PMT has since been ap-
plied to injury prevention, political issues, and behav-
iours that protect others [42, 43]. One factor described
by PMT that drives protective behaviour is prior experi-
ences with similar disease processes [42]. In our study, it
was evident that previous experiences with SARS created
a sense of urgency, which ultimately resulted in the early
enactment of protective behaviours. Bowman and col-
leagues [44] corroborated these findings in their cross-
sectional study where they found the adoption of pro-
tective behaviours to be higher in Hong Kong compared
to the United Kingdom as a result of historical exposure

to respiratory disease outbreaks such as SARS and high
baseline level of risk perception and knowledge. The au-
thors [44] asserted that regional context is important in
terms of how people understand risk and how risk drives
behaviour, particularly how population sensitization via
past infectious disease outbreaks can contribute to pro-
tective behaviours. Similarly, Liu [25] noted that the ini-
tial vigilance from the Chinese community was in part
attributable to previous experience with SARS, with
masks in crowded public spaces becoming part of the
collectivist norms in China as a result of those epi-
demics. Such early vigilance in mask use during the
current COVID-19 pandemic being propagated by mem-
ories of SARS was also noted in our study. Public health
officials should account for prior sensitization to infec-
tious disease outbreaks when promoting mitigation
strategies for specific communities and in determining
how to involve community members in such strategies.
For example, during the SARS epidemic, the Chinese-

Canadian community developed a community-led and
volunteer-run SARS telephone support line to provide
emotional and psychological support to callers, basic
knowledge related to SARS, and connected callers to
community resources [45]. The community leaders and
volunteers recognized that such support needed to ac-
count for the different language/cultural barriers within
the Chinese community for those from different origins
(i.e., Hong Kong, mainland China, and Taiwan [45]).
Thus, three separate support lines were created to ac-
count for these differences [45]. By recognizing the com-
munity’s prior sensitization to SARS, public health
officials can not only understand the early vigilance of
protective behaviours amongst Chinese-Canadians, but
also identify past community initiatives that can give
insight into how community empowerment can be in-
corporated into the emergency and disaster response for
future infectious disease outbreaks.

Strengths and limitations
As described in the participant characteristics, strengths
of this study are the large sample size (N = 83) for a
qualitative design as well as the wide variety of age
groups, occupations, jurisdiction of origin (e.g., Hong
Kong, mainland China, Taiwanese) and length of time of
participants in Canada. Such representation provided a
depth of rich, thick qualitative data upon which content
analysis was performed. The data was collected through
an interview format, and thus a limitation is a risk of re-
call bias as self-reported data is based on the accuracy of
participants’ memories [46]. As well, the interviews were
only conducted with Chinese-Canadians in the GTA at a
single time in March 2020. Therefore, the perspectives
and behaviours of Chinese-Canadians in other Canadian
cities, as well as any changes in perspectives and
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behaviours in our participants as the pandemic pro-
gressed are both missing. Additionally, though no sig-
nificant differences between social vulnerability groups
were found, the sample size may not have been adequate
enough to detect such differences. Future research
should investigate the influence of culture on protective
behaviours in Chinese-Canadians in other cities to in-
crease the transferability of findings. As well, research
exploring the influence of these cultural factors on pro-
tective behaviours within other cultures could also ex-
tend the transferability of these results.

Conclusion
The findings of this study suggest that collectivistic
norms, information seeking behaviour, the symbolic
meaning of masks, and previous SARS experience con-
tributed to the early enactment of protective behaviours
in the Chinese-Canadian community during the
COVID-19 pandemic. Therefore, these cultural factors
are important for public health officials to consider
when initiating and maintaining adherence to public
health measures amongst the Chinese-Canadian com-
munity. Future public health recommendations should
consider the utility of culture in aligning the adoption of
specific protective behaviours within targeted communi-
ties with public health guidelines.
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