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Abstract
Recent evidence suggests political polarization in the United States has magnified the role of
political identity in shaping behavioral responses to the COVID-19 pandemic. We merge U.S.
county-level data on mask-wearing, cell-phone mobility, vaccination rates, county
characteristics, and variables reflecting conservative political identity with COVID-19 cases
and deaths from the first 20 months of the pandemic in the United States. State-level
fixed-effect estimations controlling for county characteristics indicate every 10 percentage
point increase in the county popular vote for President Trump in the 2020 election to be
associated with a 3.9 percentage point decrease in mask-wearing, a 5.1 percentage point
decrease in COVID vaccination rates, a 0.23σ reduction in a COVID-safety index, and 1,394
additional COVID cases and 27.6 COVID deaths per 100,000 county residents. Controlling for
the 2020 Trump vote, indices of traditional libertarian conservatism and social conservatism
display little systematic explanatory power over COVID-safety behaviors, cases, and deaths.
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1 Introduction

In the United States, heightened levels of cultural polarization and political partisanship
have magnified the role of political identity in shaping social behavior (West and Iyen-
gar, 2020). Recent work has found political identity to increasingly influence behavior in
unprecedented ways, frequently dictating choices of one’s personal and online social net-
works (Van Bavel and Pereira, 2018), whom one would consider dating (Huber and Mal-
hotra, 2017), and even prompting many Americans to relocate to regions more aligned
with their political sympathies (Hui, 2013). Political identity is shaped by a multiplic-
ity of factors including age, ethnicity, demography, culture, and increasingly, information
sources across both traditional and social media.

There is mounting evidence that political identity in the United States has impacted
safety responses to the COVID-19 pandemic (Allcott et al., 2020; Gollwitzer et al., 2020;
Goodman and Pepinsky, 2020; Makridis and Rothwell, 2020; Druckman et al., 2020; Cor-
nelson and Miloucheva, 2020; Grossman et al., 2020; Painter and Qiu, 2020) as well as how
that risk pertains to their group identity versus individual identity (Kyung et al., 2021).
A Pew Research survey found 35% of Republicans (compared to 64% of Democrats) were
”very” or ”somewhat” concerned that they would become infected with COVID-19 (Van
Kessel and Quinn, 2020). In the same survey, 29% of Republicans (compared to 63% of
Democrats) said that people in their community should ”always wear a mask” in public.

Our research is rooted in the intersection of public health and the vast and grow-
ing literature in political identity. This literature includes earlier work (Mackenzie, 1978;
Mouffe, 1992; Stewart and Cole, 1996; Huddy, 2001), and seminal work by Akerlof and
Kranton (2000, 2010) on the economics of identity, as well as recent work that highlights
the the sharpening and polarization of U.S. political identity under the Trump Adminis-
tration (Sclafani, 2017; Lee, 2017; Smith, 2020; Mason et al., 2021). With respect to the
pandemic, Hornsey et al. (2020), for example, study the effect of presidential tweets on
vaccine hesitancy in the U.S. while Collins et al. (2021) find political identity to exhibit a

1



stronger effect over people’s views of the pandemic than personal impact from COVID-19.
In this research, we (1) present empirical estimates showing how political identity

has shaped COVID-safety responses during the first year of the pandemic; (2) estimate
the health costs of political identity in terms of COVID cases and deaths; and (3) test the
extent to which these COVID behavioral responses and outcomes are associated with a
political identity specifically tied to support for former president Donald Trump relative
to more traditional strains of American conservatism.

We merge U.S. county-level socioeconomic, demographic, and political data to es-
timate the effect of conservative political identity on COVID-safety behaviors, reported
COVID cases, and deaths attributed to the virus in the first 20 months of the pandemic.
After controlling for a host of county-level characteristics, employment, and demographic
variables, we estimate that a 10 percentage point increase in the county popular vote for
President Trump during the 2020 election to be associated with a 3.9 percentage point de-
crease (p < 0.01) in the number of people stating that they wear masks ”all of the time”
in public, a 5.1 percentage point decrease in the COVID vaccination rate, and a 0.23σ (p <
0.01) decline in a COVID-safety behavior index.

Estimates show differences in political identity during the first year of the pandemic
significantly related to differences in COVID cases and deaths. We find a 10 percentage
point increase in the county Trump vote to be associated with 1,394 (p < 0.01) additional
COVID cases and 27.6 (p < 0.01) COVID-related deaths per 100,000 county residents.
Moreover, the statistical relationship that we find between decreased mask-wearing and
elevated COVID cases from differences in political identity is remarkably close to esti-
mates of the average treatment effects of mask-wearing on symptomatic COVID infection
obtained in the most extensive randomized controlled trial on the effects of mask-wearing
(Abaluck et al., 2021).

We test whether observed differences in COVID-safety behaviors, cases, and deaths
can be better explained by either of two strains of traditional conservatism in the United
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States: (1) American social conservatism (created by an equally weighted Kling et al.
(2007) index we construct consisting of state-level prevalence of abortion clinics, restric-
tions on same-sex marriage, and support for prayer in schools) and (2) American libertar-
ian conservatism (created in a similarly constructed index of preference for low state-tax
rates, per capita firearms ownership, and legalization of cannabis). We find that these tra-
ditional strains of American conservatism have little systematic explanatory power over
COVID-safety behaviors, cases and deaths relative to 2020 Trump voter support, which
retains very strong significance (p < 0.01) over these outcomes.

Our estimates on the impact of political identity on COVID-safety behaviors, cases,
and deaths are robust to inclusions of different sets of control variables, demeaning and
interactions of controls to address the potential for fixed-effects bias under heterogeneous
effects (Suárez Serrato et al., 2019), regularization of controls through a machine-learning
(LASSO) algorithm, the use of Conley (1999) spatially correlated errors across states, and
Oster (2018) bounds tests for endogeneity.

2 Data and Methods

2.1 Data

Our COVID-19 cases and deaths data span roughly the first twenty months of the U.S.
experience of the pandemic through October 2021. County-level cases, deaths and mask-
wearing data are taken from the New York Times COVID-19 database. Cases and deaths
are reported from state and county-level health jurisdictions and generally taken from a
person’s residence rather than where a person was tested or died (exceptions are in Hawaii
and Vermont). Mask-wearing data in the database originate from online interviews that
were conducted by the global data and survey firm Dynata. The survey consists of 250,000
responses between July 2, 2020 and July 14, 2020, after the politicization of mask-wearing
responses to the pandemic had taken root. Each survey participant was asked: ”How often

3



do you wear a mask in public when you expect to be within six feet of another person?”
and our data reflect the percent of respondents by county who responded ”all of the time.”

We also incorporate GPS location data from a large number of mobile devices col-
lected by the company SafeGraph to calculate the median number of devices that remained
”at home” (within a Geohash-7 granularity, 153m × 153m square area) in each county
from March 1, 2020 to February 15, 2021 (during the first year of the pandemic when calls
for sheltering in place were most common) relative to the median that remained ”at home”
during the year 2019. The mobility data provides daily observations for the total percent
of devices always at home in a given census block group during the first year of the pan-
demic, in which citizens in many regions were often requested or required to shelter at
home. We first take the median percent of devices at home for each county by day. Based
on the daily median, we calculate the median percent of devices at home by month. To
get the change in devices between the pandemic and pre-pandemic time, we subtract the
median percent of devices at home between the pandemic and pre-pandemic periods by
month. We then use this difference to obtain the change in the median percent of devices
remaining at home during the pandemic months compared to pre-pandemic 2019.

Our county-level vaccination data comes from the Centers for Disease Control (CDC)
along with the CDC’s guidelines that we use to establish our vector of control variables
that are associated with heightened levels of risk for COVID infection. This county-level
data is taken from the U.S. Census Bureau and includes median age, median income, pop-
ulation density, and percent Latino, African-American, and Asian-American in the county
population. We also use the percent of county-level employment in manufacturing, ser-
vices (including education and healthcare) and retail to control for occupations of essen-
tial workers. It is important to control for co-morbidities in our analysis, and to do this we
use the University of Wisconsin Population Health Institute county health rankings data,
where each county receives a percentile score for baseline health.

The data sources for our index of American libertarian conservatism originate from
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the Rand Corporation’s TL-354 state-level estimates of firearms per household, data from
the Tax Foundation giving the highest marginal tax rate for each state, and data from
the National Council of State Legislatures on the stringency of state laws regulating the
private use of cannabis. The data for our index of American social conservatism includes
CDC/Guttmacher Institute data on the number of abortion clinics by state per million
residents, Public Religion Research Institute data on pre-Obergefell restrictions on same-
sex marriage, and the JRANK Legal Encyclopedia’s rating of U.S. state-level support for
the legality of prayer in public schools.

2.2 Empirical Methods

A Directed Acyclic Graph (DAG) illustrating our empirical research framework is given in
Figure 1. Political identity can affect cases and deaths through mask-wearing, sheltering at
home, and potentially other behaviors (such as person-to-person proximity and contact)
not captured in our data. A host of controls affects political identity as well as COVID
cases and deaths. Our estimations with fixed effects at the state level take the following
form:

Yij = α + τTi +X ′
iγ + θj + εij (1)

where Yij represents outcomes that include COVID-safety behaviors, cases, and deaths, Ti
is the county-level popular vote for President Donald Trump in the 2020 general election,
Xi is a vector of county-level controls, and εij is the error term. In our latter estimations
where we include two state-level indices of libertarian and social conservatism, we nec-
essarily omit state-level fixed effects in these estimations. Because fixed-effect estimation
may involve bias in the presence of heterogeneous treatment effects (Suárez Serrato et al.,
2019), we also interact our county Trump vote variable with (demeaned) controls and
state fixed effects in these estimations. Estimations are weighted by county population,
and standard errors are clustered at the state level.
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We include state-level fixed effects because policy responses during the pandemic
are frequently established at the level of the governor’s office, which means that counties
within states are subject to many of the same policy responses. Counties clustered within
the same state also potentially share some common characteristics such as weather, hospi-
tal quality, economic shocks, or other unobserved factors not included in our controls, but
are absorbed within a state fixed-effect. The state-level fixed-effects estimations thus im-
plicitly generate counterfactuals from counties with lower levels of Trump voter support
within the same state.

3 Results

3.1 Political Identity and COVID Safety-Behaviors

Table 1 presents summary statistics of our variables, showing differences in characteristics
and COVID-safety behaviors, cases, and deaths between counties above and below a 50%
county-level Trump vote in the 2020 election. On average counties with a majority Trump
vote are 3.5 years older, have $5,473 lower median household income lower income, have
a smaller percentage of Black, Latino, and Asian residents, have economies that are more
oriented toward manufacturing and less toward services, and have somewhat poorer base-
line health, ranking about 2.7 percentile points below the mean of non-Trump counties.

Raw differences in mask-wearing show a 17.1 percentage point difference in means
for mask-wearing between Trump and non-Trump counties, 0.50σ lower rate of shelter-
ing at home, 12.9 percentage point lower rate of COVID vaccination, and a 1.12σ lower
COVID-safety index, all significant at p< 0.001. Raw differences in health outcomes show
an additional 2,300 COVID cases and 53.4 additional deaths per 100,000 residents across
counties, also both significant at p < 0.001.

Figure 2 shows spacial correlations across U.S. counties by 2020 presidential voting,
COVID-safety behaviors, and COVID deaths per 100,000. Figure 3 provides a series of
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plots by state that show self-reported mask-wearing by county-level Trump voter support.
In nearly each map, the blue dots lie to the northwest of red dots, which show higher levels
of county voter support for President Trump and lower rates of mask-wearing.

Table 2 provides the results of our state-level fixed-effect estimations in which we
regress COVID-safety behaviors on the 2020 Trump vote, controlling for county character-
istics. All estimates use U.S. state-level fixed effects so that identification is off differences
in the Trump vote and COVID-safety behaviors between counties within a given state. Our
results examine three COVID-safety variables: county-level mask-wearing, sheltering at
home, and COVID-vaccination rates. We aggregate these three variables into a COVID-
safety index using the method of Kling et al. (2007), which is the standardized sum of
each of these three individually standardized variables.

The results in Column 1 of Table 2 suggest that a 10 percentage point increase in the
county Trump vote is associated with a 3.9 percentage point decrease (p < 0.01) in the
number of people in a county stating that they wear a mask ”all the time” in public (the
mean in non-majority Trump counties is 64.7%). Column 2 shows a tightly estimated coef-
ficient close to zero for sheltering at home. Column 3 indicates that a 10 percentage point
increase in the county Trump vote is associated with a 5.1 percentage point decrease in the
vaccination rate (p < 0.01). A visualization of the significant mask-wearing and vaccina-
tion results are shown over the scatter plots provided in Figures 4A and 4B, respectively.

Our estimates in Column 4 suggests that a 10 percentage point increase in the county
Trump vote is associated with a 0.23σ (p < 0.01) decline in our COVID-safety index. Es-
timates on control variables across columns indicate that COVID-safety behavior gener-
ally increases with county median age, median income, percent Latino, percent Asian-
American, percent employed in manufacturing, education and health, and baseline level
of county health.

In general the controlled estimates (which also use county population weights) dis-
play COVID-safety behavior associations with the Trump vote that are lower than raw dif-
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ferences between Trump and non-Trump counties, but differences by the county Trump
vote remain and are highly significant. The exception is the sheltering-at-home variable,
which we do not find to be affected by the Trump vote once age, income, and other county-
level covariates are controlled.

3.2 Political Identity, COVID Cases, and Deaths

Table 3 shows the relationship between the county-level 2020 Trump vote and COVID
cases and deaths. Vaccines began to be widely available in the U.S. roughly toward the
end of February 2021, and columns 1 and 2 show the impacts on COVID cases, pre- and
post-vaccine respectively. Here results indicate that a 10 percentage point increase in the
county Trump vote is associated with 789 additional cases per 100,000 residents in roughly
the first year of the pandemic in the U.S., and 1,394 additional cases in the pandemic’s first
twenty months (both p < 0.01).

Columns 3 and 4 of Table 3 show outcomes for COVID deaths pre- and post-vaccine,
where a 10 percentage point increase in the county Trump vote is associated with 11.5 ad-
ditional COVID deaths per 100,000 residents in the pre-vaccine first year of the pandemic
and 27.6 additional COVID deaths per 100,000 country residents in the first twenty months
of the pandemic (p < 0.05 and p < 0.01, respectively). A visualization of these results is
provided in Figures 5A and 5B.

A comparison of the pre- and post-vaccine results in Table 3 is important because
February 2021 represents both the first month after President Trump’s departure from
office as well as the month during which U.S. vaccination rates most quickly accelerated
among the general public. The differences between columns 1-2 and 3-4 show that the
statistical relationship between Trump support and COVID infections and deaths not only
failed to narrow after February 2021, but actually grew, rising from about 65.7 added cases
and 0.96 deaths per month during the first twelve months of the pandemic (for each 10
percentage points of the Trump vote) to 76.2 cases and 2.00 deaths per month during the

8



subsequent eight months. This divergence may have occurred because the easing of public
restrictions that accompanied the vaccination-availability phase of the pandemic may have
actually elevated risks to the unvaccinated and those not wearing masks in public spaces,
a phenomenon likely exacerbated by the deepening political polarization over COVID-
safety behaviors.

3.3 COVID-Safety Behaviors, Cases, and Deaths

How confident can we be that the higher rates of COVID infection in Trump-supporting
counties resulted from reduced COVID-safety behavior? The largest and most influential
controlled study to date estimating the causal effects of mask-wearing on COVID infec-
tion is the extensive randomized trail carried out by Abaluck et al. (2021), who report re-
sults from a (pre-vaccine) mask-wearing intervention implemented among 342,183 adults
across 600 villages in Bangladesh. The Abaluck et al. study, referenced worldwide by gov-
ernments as both motivation and guide for COVID-safety behavior, reports that the 27.9
percentage point difference between treatment and control groups, created by those in-
duced to wear masks through the experiment, reduced symptomatic COVID infection in
the treatment population by 0.91 percentage points within a two-month time-frame, or
that every single percentage point increase in mask-wearing reduced COVID cases by an
average of 0.016 percentage points per month.

Our results for the United States associate a 10 percentage point increase in the
county-level Trump vote with a 5.11 percentage point reduction in mask-wearing and an
increase in COVID cases of 1.39 percentage points over a twenty-month time-frame, or
that every percentage point increase in mask-wearing reduced COVID cases by an
average of 0.014 percentage points per month. (The figure for our 12-month pre-vaccine
period is 0.013 percentage points per month.) Our non-controlled U.S. results are thus
remarkably similar to the Abaluck et al. (2021) controlled estimates of the causal effect of
mask-wearing on symptomatic COVID cases, and they suggest that higher levels of
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COVID infection in the high Trump-vote counties are unlikely to be due to unobserved
county characteristics but rather are substantially mediated by differences in
COVID-safety behaviors.

3.4 COVID-Safety Behavior and Traditional American Conservatism

In this section we ascertain to what degree the COVID-safety behaviors are specifically tied
to a political identity specifically tied to Trump voter support relative to two traditional
strains of conservatism in the United States: American social conservatism and American
libertarian conservatism, which for many decades have formed key parts of the conserva-
tive political coalition embodied within the Republican party.

Our Social Conservatism index is made up of three standardized and equally
weighted state-level variables representing political issues strongly tied to
social-conservative concerns in the United States. They include 1) the availability of
abortion, given in terms of clinics per million residents; 2) restrictions on same-sex
marriage, existing before federal legalization under the Obergefell v. Hodges, 576 U.S.
644 2015 Supreme Court ruling; and 3) the degree of support for public prayer in
schools, as given from ratings by the JRANK Legal Encyclopedia.

Our Libertarian Conservatism index also consists of three standardized and equally
weighted variables, representing issues of concern to libertarian conservatives, which em-
body a preference for minimal taxation, regulation, and interference in personal freedoms
and private life by government: 1) low state taxes at the highest income brackets; 2) esti-
mated per-capita firearms ownership; 3) the stringency of state laws regulating the private
use of Cannabis.

Consistent with the procedure of Kling et al. (2007), after summing each standard-
ized variable within the index, each index itself is then itself subsequently standardized.
(Because these indices are generated at the state level, we omit state-level fixed effects in
these estimations.)
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Table 4 shows our estimates in which we compare associations of our Libertarian
Conservatism index, Social Conservatism indices, and Trump voter support with COVID-
safety behaviors, cases and deaths. To facilitate comparisons with these indices, we also
standardize our Trump-vote variable.

Overall, results show that once the Trump 2020 vote is taken into account, the Social
Conservatism index and Libertarian Conservatism indices have very little systematic ex-
planatory power over COVID-safety behaviors, cases and deaths. In these estimations, a
one-standard deviation difference in Trump support decreases mask-wearing by 5.2 per-
centage points (p < 0.01). While the Social Conservatism index is also statistically signifi-
cant (p < 0.05), it explains less than half the variation of Trump support. A one-standard
deviation difference the Social Libertarian index is statistically insignificant.

While neither standardized Trump support nor the Social Conservatism index is sta-
tistically significant in explaining sheltering at home, the Libertarian Conservatism in-
dex is actually positive and modestly significant (p < 0.10). For vaccination rates, a one-
standard deviation difference in Trump support reduces the percent of adults vaccinated
by 7.9 percentage points while the Social Conservatism and Libertarian Conservatism in-
dices have the unexpected positive sign (but are statistically insignificant). The aggre-
gated COVID-safety index shows that a one-standard deviation increase in Trump support
decreases COVID-safety behavior by 0.45σ (p < 0.01). Once Trump support is controlled,
Libertarian Conservatism is actually positive with about half the effect but in the direction
of increased COVID safety.

As is the COVID-safety index, COVID cases and deaths are strongly associated with
the 2020 Trump vote but are insignificantly associated with Social Conservatism and Lib-
ertarian Conservatism indices. A one-standard deviation increase in Trump voter support
increases COVID cases by 2,075 per 100,000 and COVID deaths by 52.4 per 100,000 resi-
dents.

These results are consistent with the fact that there are relatively weak historical ties
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between, for example, an anti-vaccination stance and traditional American conservatism.
Indeed, some such as Berezow and Campbell (2012) trace the anti-vaccination movement
to the political left rather than the political right, although there is evidence that in the last
decade that anti-vaccination stances have migrated from the libertarian left toward the
libertarian right (Rabinowitz et al., 2016). Rather than being closely tied to conservative
ideology per se, numerous both pre- and post-COVID studies find the factor most strongly
tied to an anti-vaccine stance to be a belief in conspiracy theories (Sunstein and Vermeule,
2009; Jolley and Douglas, 2014; Hornsey et al., 2018; Goldberg et al., 2020; Germani and
Biller-Andorno, 2021).

A number of papers have linked reduced levels of COVID-safety behaviors to the
Trump presidency itself (Hornsey et al., 2020; Grunawalt, 2021; Iwai, 2021; Editorial, The
Lancet: Infectious Diseases, 2021). In a quantitative study of behavioral responses to social
media activity, Germani and Biller-Andorno (2021) find Twitter posts by President Trump
(and their subsequent re-tweets) to be the strongest driver of information contradicting
established scientific evidence regarding the COVID vaccines. Thus rather than originat-
ing from a particular strain of traditional American conservatism, this body of evidence
taken together with our results in Table 4 strongly suggest an identity more specifically
related to Trump political support to principally drive differences in COVID-safety behav-
iors, along with the accompanying COVID infections and deaths.

3.5 Checks for Robustness

We carry out a series of robustness checks on the stability and consistency of our estimates.
We first vary our vector of control variables and find the county Trump vote to retain
significance, and even in some cases sharpen, as we add additional controls that would be
likely to affect COVID-safety behaviors, cases, and deaths.

Even with state-level fixed effects and standard errors clustered at the state level in our
key estimations, there may exist significant spatial correlations of COVID cases and deaths
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that bleed across state lines. As a robustness check, we estimate our models in Tables 2,
3, and 4 with Conley (1999) standard errors that account for large spatial correlations
in COVID cases and deaths. Using longitudinal and latitudinal coordinates, we employ a
Bartlett linear decay of the spatial error correlation to a distance of 500 kilometers from the
center of each county. In estimations without state-fixed effects, we account for spatially
correlated errors 500 km from the center of each state. Standard errors increase slightly in
some estimations and decrease slightly in others, where our estimates in Tables 2, 3 and 4
that are significant at p< 0.01 remain so in every instance and are robust to variation in the
distance of spatial correlation and the decay structure. (Because the procedure precludes
the use of analytical weights, we favor the estimates with state-clustered standard errors
presented here; estimates accounting for 500 km spatial correlation are available upon
request.)

As a check on our controls, we also employ k-fold LASSO (Least Absolute Shrink-
age and Selection Operator), a machine-learning based regularization technique to select
controls based on a penalty function that, along with minimizing the sum of the squared
errors in the regression, penalizes the sum of the absolute values of the coefficients on
variables in the estimation. All our controls are retained under a LASSO estimation with
k=10.

Additionally, we run Oster bounds tests to estimate the likelihood that endogeneity
problems could affect our estimated relationships between COVID outcomes and polit-
ical identity. Oster’s δ reflects the ratio of influence from unobserved variables relative
to observed controls that would have to hold true to render the independent variable of
concern statistically insignificant. We consistently find high and negative deltas in our esti-
mates, with δ >1 holding for all results even at the stringentRmax = 1 standard, indicating
statistical significance through endogeneity to be extremely unlikely.
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4 Summary and Discussion

We highlight three important conclusions from the empirical estimations in our research:
First, our results suggest that the health costs of political identity in the United States

during the COVID-19 pandemic have been high. Using U.S. county-level data, we esti-
mate that a 10 percentage point increase in the county Trump vote to be associated with a
3.9 percentage point decrease in public mask-wearing, a 5.1 percentage point decrease in
COVID vaccination rates, and a 0.23σ reduction in a COVID-safety index.

Second, our results suggest that these differences in safety behavior across political
identities have had large impacts on COVID cases and deaths. For every additional 10
percentage points in the county Trump vote, we estimate an increase of 1,394 COVID cases
per 100,000 county residents (mean in non-majority Trump counties = 12,920) and 27.6
COVID deaths (mean in non-majority Trump counties= 218.3). Thus, our results show a
10 percentage point increase in county-level Trump voter support in the 2020 Presidential
election linked to a roughly 11% increase in COVID cases and 12.6% increase in deaths
during the first twenty months of the pandemic.

Third, we find indices of more traditional strains of American political conservatism–
specifically social conservatism and libertarian conservatism–to exhibit low levels of ex-
planatory power over COVID-safety behaviors, cases, and deaths after controlling for
Trump voter support in the 2020 general election.

Because our U.S. county data are observational rather than experimental, it is
important to consider whether other factors that characterize high-Trump-support
counties–apart from differences in COVID-safety behaviors–could be responsible for
elevated COVID cases. The possibility of such unobservable confounders is included in
our directed acyclic graph in Figure 1. To bias the present results, these unobservable
confounders would have to 1) vary at the county level with Trump support (and hence
remain uncaptured by the state-level fixed effects), 2) fall outside of demographic,
ethnic, economic, and co-morbidity controls in the estimations, and 3) result in higher
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levels of COVID infection.
By the nature of COVID transmission, this unobserved confounder would almost cer-

tainly have to be related to higher levels of human contact. A leading possibility would
be that those living in Trump-voting counties have more frequent social contact with oth-
ers in their communities, for example through higher frequency of church attendance or
social gatherings, than those in non-Trump counties in their state.

We view the possibility of our results being driven by this kind of unobservable con-
founder as unlikely for a number of reasons. One is that our estimates control for dif-
ferences in county population density, which naturally affects the frequency of human
interaction. The second is that church attendance is strongly correlated with the social
conservatism index we include in Table 4. If higher levels of church attendance were re-
sponsible for higher levels of COVID infection, then this estimate would very likely be
positive and significant, yet the estimate is actually negative (and insignificant). Our es-
timates of Oster bounds also appear to preclude results being driven by an unobserved
confounder, where results on Oster’s delta make endogeneity-driven results extremely
unlikely. Finally, the decline in mask-wearing and corresponding increase in COVID cases
that we observe in the U.S., based on differences in political identity, is strikingly similar
to the estimated causal effect of mask-wearing on symptomatic COVID infection found in
the most substantive (Abaluck et al., 2021) randomized trial on the effects of the mask-
wearing intervention. Put simply, there is little variation in U.S. COVID infections left to
explain once one accounts for differences in COVID-safety behavior.

The nature of how COVID-safety behavior became intertwined with political iden-
tity in the United States is outside our present scope, but has been studied closely in other
work. Likely channels linking messaging from the Trump administration to a lack of ad-
herence to COVID-safe behaviors include studies of both social media (Hornsey et al.,
2020) and conservative television outlets (Allcott et al., 2020). This has occurred during
the present social and political era in which issues, that in the past might have been viewed
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as non-partisan, quickly manifest polarizing stances. Indeed the climate of extreme U.S.
political polarization has created a tendency for views about how to address new global
challenges (including issues such as climate change) to become politically polarized, both
legislatively and socially, in ways they otherwise might not be (Van Boven et al., 2018;
McCoy et al., 2018).

That COVID-safety behaviors have become subject to this U.S. political polarization
has inflicted a tremendous aggregate cost to American health and lives. The estimates in
Table 3 suggest that a difference in political identity (with corresponding COVID-safety
behaviors) consistent with a 10 percentage point higher county Trump vote projects over
the U.S. population to an increase in approximately 4.60 million COVID cases 95%
CI=[3.18m, 6.02m] and 91,000 COVID-related deaths 95% CI=[46,300, 135,800] in the
first twenty months of the pandemic.

These added infections and deaths would appear particularly tragic as non-adherence
to health-safety behaviors does not seem to necessarily contravene deeply rooted values
nested within traditional American conservatism. Indeed, there are numerous issues in
which conservative mores advocate a sacrifice of individual liberty for the benefit of the
larger community or nation, including restrictions on behaviors that cross a moral line,
military service, and an adherence to law and order more generally.

Most critical may be how a particular issue is framed within the scope of an exist-
ing set of political values. Normative prescriptions for an individual behavior serving
the public interest may be equally vilified as an affront to liberty or hailed as an act of
patriotism. In this research we do not find differences in COVID-19 safety behaviors as
originating from political identity rooted in libertarian or social conservatism, but rather
in the manner of their politicization by political leadership.
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Figures and Tables

Figure 1: DAG of COVID Safety Behavior and Political Identity
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Figure 2: Spatial Relationship Between Political Identity, Safety Measures and COVID-19
Deaths

24



Figure 3: Counties with Higher Trump Support Less Like to Always Wear A Mask
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Figure 4: Panel A - Relationship Between 2020 Trump Vote and Mask Wearing

Figure 4: Panel B - Relationship Between 2020 Trump Vote and COVID-Vaccination Rate
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Figure 5: Panel A - Relationship Between Trump Voting and COVID-19 Cases

Figure 5: Panel B - Relationship Between Trump Voting and COVID-19 Deaths
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