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ABSTRACT
EVALUATING “OUR COVID-19 KNOWLEDGE TEST” AS A BRIEF ONLINE
E-HEALTH INTERVENTION WITH AFRICAN AMERICAN ADULTS:
IDENTIFYING PREDICTORS OF HIGH COVID-19 KNOWLEDGE AND
SELF-EFFICACY FOR COVID-19 RISK REDUCTION BEHAVIORS

Delia Williams-Gunpot

The sample (N=188) was 100% Black (N=188), 83.5% female N=(157), with
mean age of 43.16 (min=18, max=72, SD 12.567). Some 81.4% (n=153) were working
full- or part-time during the pandemic with low-moderate work-related risks for COVID19 transmission (mean =2.56, min=0, max=7, SD= 2.102). The sample had a moderate
household size (mean=2.64, min=1, max=6, SD= 1.363) with low levels of multigenerational living, as 10.6% (n=20) had seniors living with them. For risk of COVID-19
transmission within the home, there was a low-moderate risk (mean=1.668; min=1, max=
4, SD=.699). Only 19.1% (n=36) had COVID-19 in the past year. Both physical health
status and mental/emotional health status declined during the pandemic. They had
moderate mental distress (mean= 1.94; min=0; max=3, SD=1.066) in the past year—with
depression (70.7%, n=133), anxiety (78.2%, n=147), and trauma (45.2%, n=85), while
43% (N=81) sought counselling. They had moderately good social support (mean = 2.71;
min=0, max=4, SD=1.172), and a good quality of life (mean=4.05, min=1, max=6,

SD=1.073). They reported moderately high medical mistrust (mean=3.273; min=1.50,
max=5.00, SD=.7615), and 58.7% (N=127) did or would vaccinate.
Scores on the new Our COVID-19 Knowledge Test (OCKT-44) produced a mean
of 40.34 (min=23, max=44, SD=3.092) for excellent knowledge, and 83.8% (N=155) of
would recommend the OCKT-44 to others. Using paired t-tests, the experience of taking
the OCKT-44 (with all true answers) demonstrated a positive impact on both COVID-19
Knowledge and COVID-19 Prevention Self-Efficacy.
Using backward stepwise regression, controlling for social desirability, the
significant predictors of a high Level of COVID-19 Knowledge Based on Our Covid-19
Knowledge Test (OCKT-44) Score were: if had COVID-19—yes (b =1.026, SEB=.431,
p = .018); and, if has been/will be vaccinated—yes (b=.912 SEB=.405, p=.026)—with
this model (R 2=.0.060, Adj R 2 =0.044) only explaining 4.4% of the variance. Second,
significant predictors, controlling for social desirability, for the a high Level of SelfEfficacy for COVID-19 Risk Reduction Post-OCKT-44-Test-Taking were: gender—
female (b =-.363, SEB=.157, p = .022); born in the U.S.—No (b=-.253 SEB=.117,
p=.032); children—No (b = -.216, SEB=.052, p= .045); and, higher Quality of Life
(b=.127 SEB=.052, p=.016)—with this model explaining (R 2=0.330, and the Adj R 2
=0.083) only 8.3 % of the variance.
Qualitative data amplified and expanded upon the quantitative data findings.
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Chapter I
INTRODUCTION

A World Health Organization (WHO, 2020) report on the global epidemiological
situation involving COVID-19, indicated that from December 30, 2019 to October 5,
2020, there were over 37 million COVID-19 cases, with over 1 million deceased. The
report highlighted that at this point in the global pandemic, approximately half of all
cases (48%) as well as deaths (55%) “continue to be reported in the region of the
Americas with the United States of America, Brazil and Argentina accounting for the
greatest numbers of new cases and deaths in the region” (WHO, 2020, p. 1).
What the global community is facing has been described as the most challenging
public health crisis in our modern history (Azar et al., 2020). The COVID-19 pandemic
has also been referred to as a “disaster of unprecedented proportions with global
repercussions (Agarwal et al., 2020, p. 1). COVID-19 presents the “most serious public
health threat since the 1918 influenza pandemic” (Hamidi et al., 2020, p. 3). COVID-19
has had a tremendous deleterious impact on populations, both nationally and globally, as
unprecedented hazards to mental health have resulted from the pandemic (Xiong et al.,
2020). Hospitals and medical centers have faced increased demand for hospitalization
services to care for COVID-19 patients and are “overwhelmed” by the deluge of patients
and lack of preparedness to ensure the safety of healthcare workers (Xiong et al., 2020).
The global community has also been transformed by recommendations for “vigorous
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handwashing, social distancing and personal hygiene”—which all help to “ameliorate the
prevention” of COVID-19 (Ejaz, 2020, p. 6).
The roots of the current global pandemic have been traced back to “an outbreak of
pneumonia” in China’s Wuhan, Hubei province in December 2019 (Zheng et al., 2020,
p. 259). According to Zheng et al. (2020), what followed was the “identification and
isolation” of the “pathogen for this pneumonia,” which “was originally called 2019 novel
coronavirus (2019-nCoV)” (p. 259). However, the virus was then “officially named
severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) by the” World Health
Organization (WHO) (p. 259). SARS- CoV-2 is responsible for the disease known as
COVID-19 (Zheng et al., 2020, p. 259).
Maddaloni et al. (2020) similarly described the emergence at the end of 2019 of
“a novel RNA betacoronavirus” that was named SARS-CoV-2, as the cause of COVID19. It was on March 11, 2020 that Tedros Adhanom Ghebreyesus, the Director-General
of the World Health Organization (WHO) declared the COVID-19 “a pandemic disease”
(Maddaloni et al., 2020, p. 1).
It was at the end of January 2020 (1/30/20) that the WHO “declared the outbreak
of SARS-CoV-2 a Public Health Emergency of International Concern” (Zheng et al.,
2020, p. 259). Most alarming was the news that in comparison to “the SARS-CoV that
caused an outbreak of SARS in 2003, SARS-CoV-2 has a stronger transmission capacity”
(p. 259) Furthermore, the emergent pandemic was characterized by the “rapid increase in
confirmed cases,” which was seen as making “the prevention and control of COVID-19
extremely serious” (Zheng et al., 2020, p. 259).
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The United States’ Centers for Disease Control and Prevention (CDC) “estimated
the symptoms of COVID-19 usually develop 2-14 days after exposure” (Hussain et al.,
2020, p. 2). The incubation period for the disease is “the time from infection to illness
onset”—having first been reported as four days, based on early data (N=1099) from
China; however, another study found a median incubation period of about 5 days—with
symptoms developing in “97.5% of infected individuals within 12 days” (p. 1). As the
international standard now acknowledged widely, “fourteen days has been the time
applied” for “monitoring and restricting the movement of healthy individuals” during
what is called the “quarantine period” (Hussain et al., 2020, p. 2).
The symptoms of COVID-19 include “fever, dry cough, fatigue and shortness of
breath,” as relatively minor symptoms for the majority who contract the disease (Ma
et al., 2020, p. 1). Yet, others remain asymptomatic, and still others experience
progression in disease to an acute respiratory distress syndrome, as well as multi-organ
dysfunction (Xiong et al., 2020, p. 452). Other clinical features include “headache,
hemoptysis, diarrhea, dyspnea, and lymphopenia” (Xiong et al., 2020, p. 452). Most
concerning are the grave outcomes “for a few” who present with “pneumonia and multiorgan failure” (Ma et al., 2020, p. 1).
Others who survive may also be at risk for developing “Long Covid,” wherein
there are reports of ongoing symptoms of infection for a period much longer than
expected (Mahase, 2020). In Rome, Italy for the period 60 days after the onset of
infection with COVID-19, some 87% reported at least one ongoing symptom, 32%
reported one or two ongoing symptoms, and 55% had three or more ongoing symptoms.
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Evidence cited indicated that potential symptoms of Long Covid are quite varied,
including ongoing problems with breathing, fatigue, reduced muscle function, as well as
impairments in performing activities of daily living. Of great concern are the potential
ongoing long-term mental health symptoms of anxiety, depression, and posttraumatic
stress disorder (Mahase, 2020).
For those who do not survive COVID-19, the fatality rate in China was reported
to be about 1% to 2%, while Italy experienced a higher fatality rate early in the pandemic
(Maddaloni et al., 2020). On the other hand, Baud et al. (2020) used data from the World
Health Organization and re-estimated mortality rates, finding “mortality rates would be
5·6% (95% CI 5·4–5·8) for China and 15·2% (12.5–17.9) outside of China” (p. 773).
Meanwhile, there is “no aggregated database at a global level accurately tracking deaths”
of the healthcare workers who cared for COVID-19 patients and became infected
themselves (Baud et al., 2020, p. 3584).
Comorbid Conditions and COVID-19
Research has found that patients with underlying Cardiovascular disease (CVD)
and SARS- CoV-2 infection have an adverse prognosis,” and are, therefore, at increased
risk for complications and death from COVID-19 (Zheng et al., 2020, p. 259). Severe
cases of COVID-19 impact both the upper and lower respiratory tract, “causing
irreversible injuries, notably pulmonary fibrosis” (Xiong et al., 2020, p. 452). These
injuries are exacerbated if the patient presents a comorbid condition such as
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“hypertension, cardiovascular disease, obesity and diabetes mellitus” (Xiong et al., 2020,
p. 452).
Ejaz et al. (2020) noted that those at a higher risk of infection with SARS- CoV-2
are 60 years of age or above, while presenting comorbidities of diabetes, chronic
respiratory disease, and cardiovascular disease. Indeed, the range of comorbidities
observed included “hypertension, diabetes, obesity, chronic obstructive pulmonary
disease (COPD), asthma, cardiovascular diseases (CVD), liver diseases,
malignancy, human immunodeficiency viruses (HIV) and renal diseases” (Ejaz et al.,
2020, p. 2). Those age 60 and above were urged to “stay at home and practice social
distancing to slow the spread of infection and help avoid overwhelming hospitals”
(Jackson et al., 2020, p. 3585).
Robilotti et al. (2020) also found evidence to support adding cancer as a risk
factor for COVID-19. The “the outcome of COVID-19 is worse among individuals with
underlying conditions, including cancer” (p. 1222). Robilotti et al. (2020) discussed
important implications, below:
[T]he ongoing risk of contracting the illness and indirect consequences of
treatment disruptions are expected to have a lasting effect on the health and safety
of patients undergoing treatment for cancer... Continuous preparedness is
paramount as routine cancer care is resumed in the coming weeks and months
amidst the unpredictable threat posed by COVID-19… (p. 1222).
Hence, there is a need for screening, testing, and “rigorous control measures” to
ensure the safe provision of oncologic care and treatment to patients with cancer
(Robilotti et al., 2020, p. 1222). This follows from the finding of a risk of severe
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outcomes “independent of age, cancer type, and other comorbid conditions” (Robilotti
et al., 2020, p. 1220).
Also reported by Ma et al. (2020) was a “higher overall risk of infection” for
those with diabetes. Of note, pneumonia had already become, before COVID-19, “an
increasingly important cause of death in diabetes” (Ma et al., 2020, p. 1). There was also
the perception, early in the pandemic in 2020, that those with diabetes also had a higher
risk of severe COVID-19 disease (Ma et al., 2020).
Research conducted in China with a sample of those with severe COVID-19
found that 16% had diabetes—versus 5.7% with diabetes among mild cases of COVID19 (Ma et al., 2020). Similarly, among those with severe COVID-19, 24% had
hypertension; whereas, in contract, 13% of those with mild cases of COVID-19 had
hypertension. Thus, there appeared to be an “increased risk of adverse outcomes among
those with chronic diseases”—whether diabetes or hypertension, or some other chronic
diseases (Ma et al., 2020, p. 1).
Racial Ethnic Disparities in COVID-19
Of great concern is the disproportionate impact of COVID-19 on racial and ethnic
minorities in the United States (Tai et al., 2020). This disproportionate impact involves
the high rates of death from COVID-19 for African Americans, Native Americans, and
those who are LatinX. For example, in New York City, which led the nation in cases and
deaths early in the United States’ pandemic, was “the hardest hit city” (p. 1). In New
York City, the “age-adjusted confirmed COVID-19 deaths were 220 and 236 per 100 000
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for African American and LatinX patients, respectively” (p. 1). Consider how this is
“double compared to 110 and 102 per 100 000 for whites and Asians, respectively” (p. 1).
Further, consider how in Arizona, some “13% of cases and 18% of deaths are Native
Americans,” while this group comprises only “5.3% of the state’s population” (Tai et al.,
2020, p. 1).
A key role in the pandemic has been identified for comorbidity involving
underlying chronic diseases, social determinants of health, social injustice, and
environmental factors (Tai et al., 2020). These environmental factors include systemic
racism, housing density and insecurity, pollution, work in essential industries, and
reliance on public transportation. These are inherent risk factors for the transmission of
COVID-19. Tai et al. (2020) also pointed out the following:
Of particular relevance is evidence that equitable access to the same highquality care can eliminate health disparities, but underserved and
socioeconomically disadvantaged people need additional levels of support to
remove structural barriers and benefit equitably from the same intervention
strategy.
The COVID-19 crisis provides an opportunity for clinicians to collectively
act on the root causes of these fundamental inequities that have been flagrantly
demonstrated by the pandemic. Clinicians have a powerful voice at the health
policy table… (p. 3)

COVID-19, Stress, and Mental Health
The widespread stress among the general population related to COVID-19 has led
to description of a COVID Stress Syndrome with worry and concern about the
dangerousness of COVID-19 emerging as the key feature of the syndrome (Taylor et al.,
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2020). Findings with an adult online sample from Canadian and United States (N=6854)
aged 18-94 showed that 2% had received a diagnosis of COVID-19, while 6% knew a
person who had COVID-19, 12% were wearing facemasks, 87% were properly washing
their hands, 48% were self-isolating, 59% were using hand sanitizer, and 95% were social
distancing. Of note, 28% were found to have elevated levels of anxiety and 22% had
symptoms of depression (Taylor et al., 2020).
Salari et al. (2020) found similar evidence of mental distress among the general
population due to COVID-19 via a meta-analysis, given the high prevalence found for
stress (30%), anxiety (32%), and depression (34%). It was emphasized how it is
absolutely “vital to identify individuals prone to psychological disorders from different
groups and at different layers of populations” (p. 10). The goal is to identify appropriate
“psychological strategies, techniques and interventions” in order to preserve and maintain
the health of the general population (Salari et al., 2020, p. 10).
Healthcare workers have suffered tremendous stress and symptoms of depression,
anxiety, and insomnia (Pappa et al., 2020). Jackson et al. (2020) cited evidence that
working as a nurse was “associated with a significantly higher rate of death” in
comparison to those working as a physician in Italy, Brazil and Spain (p. 3585). Nurses
are at high risk, as “the only profession that spends a considerable amount of time in
providing one-on-one care” to patients being treated for COVID-19 (Jackson et al., 2020,
p. 3584). Of note, a small study in the United Kingdom found that two-thirds of those
healthcare workers that died from COVID-19 were ethnic minorities, and 53% were
foreign born, having migrated to the United Kingdom (Rimmer, 2020). A likely factor in
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deaths was the extent to which they had access to personal protective equipment (PPE)
(Rimmer, 2020). Problems with a lack of PPE has been deemed totally unacceptable
(Newman, 2020).
Survivors of COVID-19 have also been found to present psychopathology in the
form of mental health symptoms (Mazza et al., 2020). Findings included adults (N=402)
presenting anxiety (42%), insomnia (40%), depression (31%), posttraumatic stress
disorder (28%), and obsessive-compulsive symptoms (20%). Women presented higher
rates of anxiety and depression in comparison to men (Mazza et al., 2020).
Horesh and Brown (2020) urged adopting the trauma framework in analyzing the
impact of the global emergency of COVID-19. Also discussed was the likelihood that
many will emerge with stress-related disorders in the aftermath of COVID-19. There is a
need for research into COVID-19-related stress with the development and evaluation of
interventions to address it. More specifically, what is needed is the work of trauma
experts. Such experts in trauma “from both academia and practice, should play a significant
role in this crisis, as they potentially have a knowledge base to provide critical
support and care during this time and into the future (Horesh & Brown, 2020, p. 334)

It is not only the mental health of patients and healthcare workers that has
suffered during the pandemic. As mentioned earlier, unprecedented hazards to the mental
health of the general population have followed the emergence of the pandemic (Xiong
et al., 2020). Consequences of the COVID-19 pandemic include “panic and mental
health” issues among members of the public (Nguyen et al., 2020, p. 2).
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Mcginty et al. (2020) looked at the mental health impact of COVID-19 on the
United States population. COVID-19 introduced additional stressors such as “loneliness
stemming from social isolation, fear of contracting the disease, economic strain, and
uncertainty about the future” (p.E1). The researchers used the Johns Hopkins COVID-19
Civic Life and Public Health Survey that utilized the probability-based panel NORC
Amerispeak, which is representative of the adult US population. The survey measured the
prevalence of symptoms of serious psychological distress. Also, the frequency of feelings
of loneliness, were assessed based on the response to the question of “How often do you
feel lonely?” with response options listed as always, often, sometimes, rarely, and never”
(Mcginty et al., 2020, p. E1).
Mcginty et al. (2020) then compared the 2020 Johns Hopkins COVID-19 Civic
Life and Public Health Survey data with the 2018 National Health Interview Survey data.
The results indicated that in 2020, 13.6% of adults reported serious psychological distress
as compared to 3.9% in 2018. Also, 13.8% reported that they often or always feel lonely.
These results may be indicative that “acute distress during COVID-19 may transfer to
longer-term psychiatric disorders” (Mcginty et al., 2020, p. E2).
COVID-19 and Quality of Life
Given the COVID-19 pandemic, there may be additional stress for those who
have to go to work, or engage in “taking care of children during the pandemic;” they may
experience “a burden of stress which further affects” their quality of life (Nguyen et al.,
2020, p. 2). Also, healthy living has been found to be protective of both mental and
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health-related quality of life for those suspected of being a positive case of COVID-19
(Nguyen et al., 2020).
According to Gao et al. (2015), the built environment is closely associated with
health-related quality of life (HRQOL), which was defined as “a broad concept that
encompasses the general well-being of a population” (p. 110). Additionally, it is also
considered “a complex, multi-dimensional concept that captures perceived physical,
mental, psychological, and social functioning beyond clinical measures of disease
outcomes” (Gao et al., 2015, p. 110).
Ma et al. (2020) conducted a study across five hospitals in Hubei province, China
and found with a sample of COVID-19 patients (N=770) that patients with depression
had a lower quality of life. Approximately half of “clinically stable patients with
COVID-19” reported depression (Ma et al., 2020).
Research in China found that older adults who reported having three or more
chronic diseases had lower quality of life scores as measured during the pandemic (Ping
et al., 2020). Emphasized, was how COVID-19 negatively impacts both physical and
mental health—as well as negatively impacting the general population’s mental health, or
members of the public. Among the most frequently reported problems that adults above
age 60 indicated having during the pandemic, there was pain/discomfort (52.6%)
followed by anxiety/depression (23.7%). Further, those who reported engaging in more
worrying about COVID-19 were more likely to report those two most prominent
symptoms (Ping et al., 2020, p. 5).
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Quality of life has been investigated among front-line medical staff and nurses
treating patients with COVID-19, as they have also presented mental health impacts from
the stress of their work (An et al., 2020). There has been particular concern about those
nurses working in the emergency department (ED). They contend with “enormous
psychological pressure due to overwhelming workload, long hours, shift duties and
working in a fast paced and high-risk environment” (p. 312). Further, nurses cope with
“heavy workload, shift work, resuscitation and death”—along with identified “risk
factors of psychological distress, particularly depression among ED nurse” (p. 314). This
has only been exacerbated during the pandemic. Findings showed that nearly half
(43.6%) of the ED nurses presented depression. An et al. (2020) discussed an additional
significant finding for quality of life (QOL), below:
According to the distress/protection model of QOL…, QOL is determined by
the interaction between protective (e.g., good social support and high
socioeconomic status) and distressing factors (e.g., physical diseases and mental
disorders). Considering the negative impact of depression on the quality of
clinical practice and its symptom profile including hopelessness, helplessness,
insomnia, cognitive impairment, and somatic complaints…, it is reasonable to
assume that depressed nurses are far more likely to have lower QOL than nurses
without depression. In this study depressed nurses reported lower QOL than those
without, which echoed previous)… (p. 314)
Nguyen et al. (2020) found with a large sample in Vietnam (n= 3,947) in February
and March of 2020 that those suspected of having COVID-19, in comparison who were
not suspected to have it, were found to have a lower quality of life, as well as higher rates
of depression. Also, “older people had a lower” health-related quality of life score
(HRQoL) score “compared to the younger age groups”—and, men had a higher HRQoL
score in comparison to women (p. 13). Those with comorbid conditions had a lower
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HRQoL score. Of note, health literacy “was found to be a protective factor for improving
“depression and HRQoL during the COVID-19 epidemic, especially for those who have
S-COVID-19-S” (Nguyen et al., 2020, p. 13).
Considering their findings, Nguyen et al. (2020) elaborated on what is needed to
control the global pandemic. There is a need to “improve health literacy and control the
disease and its consequences during the outbreak”—necessitating that “governments
must firstly recognize COVID-19 as an emergency public health concern” (p. 13). In
addition, there is a need to “find the balance between public health and civil liberties”
(p. 13). Also needed in addressing COVID-19 is cultural sensitivity. Also vital is that the
“government needs to provide the public with updated, timely, accurate, transparent,
brief, simple information and knowledge regarding the epidemic, pathogenicity, and
transmissibility which help with better controlling the disease” (Nguyen et al., 2020,
p. 13).
Role of Social Support
Xiao et al. (2020) acknowledged how medical staff are vulnerable during the
COVID-19 pandemic to high levels of anxiety of stress. Upon examining medical staff in
January and February of 2020 in Wuhan China, it was found that staff suffered from low
sleep quality. While findings showed that social support did not directly impact the
quality of their sleep, it “had an indirect” impact “through several paths or steps” (p.
e923549-6). Explaining further, Xiao et al. (2020) suggested the following:
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Firstly, social support reduces anxiety and stress, and improves self-efficacy.
Social support can help medical staff reduce anxiety levels, as friends or family
members provide social and emotional support and share empathy…
… When medical staff have a wide social network, social support can help to
reduce stress by reducing the perception of the threat of stressful events and the
physiological response and inappropriate behavior that can result from stress...
Social support contributes to improving self-efficacy, leading to more
understanding, respect, encouragement, courage, and a sense of professional
achievement... Self-efficacy results in increased confidence to do the job well, and
when combined with social support, members of the medical profession suffer
less from loneliness and might be more optimistic, which improves coping
mechanisms when under stress… (p. e923549-6)
It was concluded that structural equation modeling showed how the high levels of stress
and anxiety of medical professionals during the pandemic, as well as their self-efficacy
“were dependent on sleep quality and social support” (Xiao et al., 2020, p. e923549-6).
Zhang et al. (2020) investigated the relationship between the experience of
burnout by intensive care unit physicians and nurses (N=514) and anxiety, while
exploring the potential moderating effect of social support. Burnout was reviewed as a
psychological syndrome that may emerge after prolonged exposure to work-related
chronic interpersonal stress—with key features being “emotional exhaustion,
depersonalization, and reduced personal accomplishment” (p. 1). Following the
buffering model of social support, it was anticipated that “high burnout may be associated
with high frequent anxiety symptoms if social support is limited” (p. 2). Findings
supported the moderating relationship between medical staff’s level of burnout and
anxiety. High levels of burnout were found to be directly related to high levels of anxiety,
while social support was found to play a “key role in mitigating the detrimental effect of
burnout on anxiety symptoms among” intensive care unit staff” (p. 4). By way of further
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explanation, Zhang et al. (2020) suggested medical staff may be less likely to be
impacted by burnout when their social support networks may be providing “a sense of
predictability and stability in their lives, as well as recognition of self-worth, personal
control, and mastery” (p. 5).
Yue et al. (2020) explored social support and anxiety during February of 2020 for
pregnant women (N=308) in the third trimester who were within the Department of
Obstetrics at the Affiliated Hospital of Qingdao University, given the concerns about
COVID-19. Findings revealed that the sample of women were characterized by high
levels of social support, while they had a medium level of risk perception in relation to
COVID-19. Still, the women were deemed to be a “vulnerable population with a high risk
of developing anxiety” (p. 7). Yue et al. (2020) concluded that “healthcare professionals
should endeavor to strengthen the social support of pregnant women and reduce their risk
perception, thereby decreasing their anxiety” (p. 7).
Tkatch et al. (2011) explained how a “network of family and friends who provide
support to an individual” is considered a social network (p. 194). It has been posited that
social networks can provide predictive analysis for health outcomes. African American
social networks may be smaller in size; this, however, is not an indication of its influence
and support. Further, it has been noted that the frequency of contact in African American
networks was more numerous than their white counterparts. This indicated that “the
influence of these network members should exert a vital impact on health and wellbeing” (Tkatch et al., 2011, p. 194).
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According to Wright (2016), individuals with “low social support levels have a
higher risk of mortality compared to people who have stronger and more satisfying
support networks” underscoring the importance of social networks (p. 1). Further,
individuals who are part of social networks with low resources, lack of support, and poor
communication may also have negative health outcomes. Social networks are agile
dynamic systems that respond to changing realities. As a result, there is now a “shift
toward using online networks for social support more frequently” (Wright, 2016, p. 2).
Nguyen et al. (2016) discussed the role of churches and extended family in the
social network of African Americans and indicated that they provided “informal support
to address personal issues such as physical and mental health problems” (p. 701).
Network typology was identified as an additional layer of analysis because it is focused
on identifying constellations of the characteristics of the network. There are four main
network typologies, focus on friends, focus on family, diverse or restricted. Further,
according to the research findings, it is suggested that “social network types may vary
among racial groups” (Nguyen, 2016, p. 709).
Race, Ethnicity, Occupational Role, and Household Risk
Hawkins (2020) investigated occupational exposure as a potential factor in the
greater risk of COVID-19 faced by racial and ethnic minorities, and Blacks, in particular.
Acknowledged was the role of occupational segregation wherein “people of color are
often employed in an occupation that tends to be at a higher risk” of occupation-related
“injuries, illnesses and infections” (p. 1).
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Black workers were more likely to be employed in both likely and possibly
essential industries. Black and Asian workers were most likely to be employed in
the healthcare and social assistance industry and in hospitals. In addition, Black
and Hispanic workers were more than twice as likely to be employed in the
animal slaughtering and processing industry, where there have been notable
outbreaks of COVID‐19…
Black and Asian workers were also more likely to be employed in
occupations with a high risk of infections. Both Black and Asian workers were
more likely to be employed as respiratory therapists. Asian workers were more
likely to be employed as registered nurses and Black workers were more likely to
be employed as licensed practical and vocational nurses.
Black workers were most likely to be employed in occupations frequently
requiring close proximity to others. (Hawkins, 2020, p. 3)
Hawkins (2020) concluded that the protection of “frontline workers is essential in
the current crisis because these workers are particularly vulnerable to the disease” (p. 3).
Attention needs to be paid to occupational segregation (Hawkins, 2020).
Selden et al. (2020) reported that the presence in a household of health-sector
workers was associated with COVID-19 risk. The intent of their research was to further
explore the findings of higher mortality from COVID-19 among Blacks and Hispanics,
who were found to be over twice as likely as Whites to die. They investigated COVID-19
racial and ethnic disparities in relation to employment, positing “employment-related risk
of infection” (p. 2). They found that “disparities in the CDC risk factors appear unlikely
by themselves to explain high COVID-19 morbidity and mortality among minorities”
(p. 5). Selden et al. (2020) reported the following:
We observed large racial-ethnic differences in job characteristics, with blacks
being substantially more likely than whites to work in the health sector, public
safety, and public utilities. Within racial-ethnic groups, more black women were
employed in the health sector—a disparity that is not mirrored in COVID-19
hospitalization rates by race/ethnicity and gender. Hispanics were much more
likely than whites to work in food-related jobs, and, as in the prior literature, both
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blacks and Hispanics were less likely than whites to be able to work at home…
Especially when we factor in the much larger black and Hispanic household sizes,
a picture emerges in which employment may be an important pathway for
infection of minority workers and their household members. (p. 5)
Selden et al. (2020) anticipated that future research will further reveal that
COVID-19 “disparities will ultimately be shown to stem from disparities in exposure,
such as the dimensions of employment and household transmission” (p. 5). Also,
anticipated is a role for “the dimensions of community contact” (p. 5).
Eyles et al. (2019) underscored “the importance of occupation as a social
determinant of health” (p. 57). Further, “different occupations are associated with varying
conditions, risks, prospects, and outcomes” (p. 57). These conditions, risks and outcomes
however, “are not equally distributed amongst occupations, and perhaps even individuals,
so it follows, then, that inequalities in health should be also examined occupationally”
(Eyles et al., 2019, p. 57).
Issues of Trust and Mistrust
Issues of trust and mistrust are also relevant in the current COVID-19 pandemic,
just as they were for a prior pandemic. For example, according to Gilles et al. (2011), the
H1N1 flu pandemic in 2009, was not as severe as anticipated, resulting in a public
perception that the flu threat may have been exaggerated on purpose. Additionally,
charges of conflict of interest, and over stockpiling of vaccines were laid against the
World Health Organization (WHO). This added to the perception that the public health
response was exaggerated. The pronouncement and perception that the WHO’s response
was exaggerated by many indicated a shift and loss of credibility by an institution that

19

hitherto was held in the highest of esteem. Incidents such as the aforementioned,
indicated “a decrease in public trust in medical and political authorities” the ensuing
erasure of trust in institutions “could have important implications for future public
compliance with official recommendations” (Giles et al., 2011, p. 204).
Kim (2005) stated that public trust is critical for a well-functioning society due in
part to the understanding that “successful governance requires public support for the
implementation of policy programs” (p. 61). Further, public trust is not stagnant and is in
fact greatly impacted by external events. Additionally, there are five factors that impact
the public’s ability to trust the government: honesty, fairness, credible commitment,
benevolence, and competency. Ultimately, government institutions that serve the public
are encouraged to consider these factors in order to “help shape a government that is both
highly productive and responsive” (Kim, 2005, p. 631).
Washington (2006) discussed the concept of Black Iatrophobia, as a fear of
medicine within a broader presentation of her concept of medical apartheid. Presented to
explain the roots of this fear is “the history of ethically flawed medical experimentation
with African Americans. Such research has played a pivotal role in forging the fear of
medicine that helps perpetuate our nation’s racial health gulf” (p. 57). The roots of a
distrust felt among so many African Americans in today’s medical establishment can be
attributed to Tuskegee” (p. 438), as a reference to the impact of the U.S. Public Health
Service’s conducting the Tuskegee study of untreated syphilis in Black males (19321972) in Macon County, Alabama. Perhaps as a legacy of Tuskegee, “studies and surveys
repeatedly confirm that no other group as deeply mistrusts the American medical system,
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especially medical research.” (p 437). Washington (2006) elaborated on the ramifications
of this history in contemporary times, as follows:
The challenge is to prepare the way for a new openness to medical research
on the part of African Americans while maximizing their protections from abuse.
I do not see how this can be accomplished without candor, because the traditional
strategy of ostrich like denial merely heightens mistrust. (pp. 960-961)
Hammond (2010) evaluated the level of medical mistrust in African American
men. Research data indicated that the mistrust of healthcare professionals and
organizations can impact health outcomes. African Americans have higher levels of
mistrust of health organizations which has been linked to “incidents of medical malice,
which can be traced from southern slave plantations to more modern-day healthcare
environments” and the Tuskegee Experiment; these are often cited as evidence to support
this mistrust (p. 87). The resulting disengagement may be a contributing factor to health
disparities. The results of the study indicated that level of mistrust may be correlated to
age as highlighted by the fact that “older African American men in the sample had more
medical mistrust” (Hammond, 2010, p 101).
Myers et al. (2018) discussed medical mistrust in HIV positive women and its
relationship to health disparities. Further, there is evidence that “African Americans
living with HIV are more likely to express high levels of medical mistrust and are less
likely to adhere to treatment when compared to other racial/ethnic groups” (p. 139).
Additionally, according to data from the United States, some of its citizens may subscribe
to conspiracy theories. There is evidence however, that minorities and those with lower
socio-economic status may be more likely to endorse them. The belief and endorsement
of conspiracies may be of “profound importance in a society where conspiracy accounts
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are implicated in interpretations of important events” (p. 139). This fact that important
events are evaluated through the lens of conspiracy theories may impact perception of
societal institutions. “Conspiracy beliefs are associated with mistrust of institutions”
(Myers et al., 2018, p. 139).
Kohatsu et al. (2000) explored the concept of racial mistrust in African American
communities and asserted that “racial mistrust entails a general feeling of suspicion and
mistrust” that is rooted in the United States’ long history of racial oppression (p. 334).
The experience of daily life in America for African Americans has served to cement this
belief. This is clearly illustrated by the fact that most white Americans perceived that
there is equal access to housing, education, and jobs. Conversely, most African
Americans “perceived a separate and unequal America” (Kohatsu et al., 2000, p .334).
Misinformation and Implications for Trust in Medicine and Public Health
According to Wang et al. (2019), the concept of “fake news” has been used in the
public domain since the early 1920’s, when it bemoaned the fact that newswires were
being used as agents of disinformation. With the age of the internet the potential of the
“viral spread of intentionally or unintentionally misleading information” has increased
exponentially (p. 1). The combination of social media and misinformation has impacted
the healthcare system, as evidenced by the recent increase in measles outbreaks. The antivaxxer movement created a significant presence on social media networks and
discouraged routine childhood vaccinations. The decrease in uptake of vaccination
recommendations has been reported as contributing to an increase in the number of
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measles outbreaks. This has indicated the influence of social media in decisions on health
and has highlighted the importance of understanding the “nature and the mechanisms by
which misinformation spreads” (Wang et al., 2019, p. 1).
Motta et al. (2020) asserted that misinformation played a large role in the United
States’ response to the global pandemic. More specifically, “delays, denials and
misinformation about COVID-19 have exacerbated its spread and slowed pandemic
response, particularly in the U.S.” (p. 335). Motta et al. (2020) focused on critical
developments in the U.S., as follows:
While the role that misinformation played in slowing the federal
government’s response to COVID-19 is well-understood, less is known about
why Americans might accept misinformation about the virus and how
misinformation might affect trust in public health experts.
Polling from the early stages of the pandemic suggests that many Americans
are misinformed about COVID-19. In early March 2020, a poll conducted by
YouGov and The Economist found that 13 per cent of Americans believed the
coronavirus was a hoax, 49 per cent believed the coronavirus was manmade, and
44 per cent believed the threat of the coronavirus was being exaggerated for
political reasons… (p. 335)
Also, as per Motta et al. (2020), data indicated that right-leaning media may have
been playing a role in the U.S., since “polling data from mid-March revealed that only
38 per cent of Fox News viewers were worried about coronavirus, compared to 72 per
cent of national newspaper readers or 71 per cent of CNN viewers” (p. 336). The spread
of misinformation is considered significant in impact, “if misinformed people are
subsequently less likely to trust advice from medical professionals” (p. 336). Motta et al.
(2020) also found that “both people who solely (row 2 in Figure 3) or sometimes (row 3)
consume right-leaning media were significantly more likely to believe that COVID was
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purposefully made in a lab, and that a COVID vaccine exists now (or will exist soon)”
(p. 339). Findings also showed that those “found to be influenced by right-leaning media
viewership” also reported “that the CDC is exaggerating COVID’s public health harms
risks” (p. 340). Thus, those “misinformed individuals were more likely to think that
public health experts over-estimated the severity of the pandemic” (p. 340). What is
recommended is additional research to better understand their finding of a “strong
correlation between right-leaning media consumption and misinformation
endorsement”—which held even when they adjusted for” respondents’ ideological
leaning and other social and demographic factors” (Motta et al., 2020, p. 341).
Statement of the Problem
The problem that this study addresses is the need to ensure that African
Americans have access to information that may serve to increase their knowledge about
COVID-19 and increase their self-efficacy to perform COVID-19 risk reduction
behaviors. This problem is urgent, given the ongoing COVID-19 pandemic and the high
risk this group faces for contracting COVID-19 at higher rates, having more severe
COVID-19 with hospitalization given underlying comorbidities, and of dying from
COVID-19.
Others have established the value in creating a brief online e-health intervention
of a true-false knowledge test with all true answers (e.g., Afram 2019; Aiyedun, 2014).
For example, Afram (2019), suggesting that taking the true-false knowledge test on
prostate cancer and vitamin D supplementation served as a brief online intervention.
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Hence, this study will follow Afram (2019), while having developed a true-false
knowledge test with all true answers based on a review of the latest literature on COVID19: i.e. called the “Our COVID-19 Knowledge Test.” This study will evaluate “Our
COVID-19 Knowledge Test” as an innovative brief online e-health intervention, given
the urgent need to ensure African Americans have access to information that may serve to
increase their knowledge about COVID-19 and increase their self-efficacy to perform
COVID-19 risk reduction behaviors.
Purpose of the Study
The purpose of the present study is to: (1) evaluate a new online brief e-health
intervention—as “Our COVID-19 Knowledge Test;” and (2) identify the significant
predictors of (a) a high Level of COVID-19 Knowledge Based on Our Covid-19
Knowledge Test (OCKT-44) Score; and (b) a high Level of Self-Efficacy for the
COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score
. More specifically, the study’s two outcome/dependent variables will be referred
to, succinctly as:
•

study outcome variable # 1 of
Level of COVID-19 Knowledge Based on Our Covid-19 Knowledge Test
(OCKT-44) Score

•

study outcome variable # 2 of
Level of Self-Efficacy for the COVID-19 Risk Reduction Post-OCKT-44Test-Taking Score
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The models for predicting the study outcome/dependent variables will include
independent variables chosen from among the following:
•

Demographics [gender, age, skin color, U.S. Born (yes/no), partner (yes/no),
number of children, level of education, household income, student (yes/no)]

•

Employment [yes/no; pre-COVID-19 stable work (yes/no); level of current risk
at work for COVID-19 transmission]

•

Home life [extent of multigenerational living (1, 2, or 3 generations in home);
estimating size of household (1=smallest size to 9=largest size); frequency of risk
reduction measures of no inside home visitors or events (5=always to 1=never]

•

Residential segregation [estimated percentage for Blacks where they live;
estimated percentage for Latinos where they live]

•

Personal Health—Current and Before Pandemic [any history of past or current
COVID-19, common comorbidities; and ratings of health status and
mental/emotional health status for before pandemic and currently; Body Mass
Index (BMI), self-rating of weight, any changes in weight during pandemic]

•

Social Desirability [0=low to 10=high]

•

Perceived Social Support [0 to 6 or more people providing it]

•

Medical Mistrust [extent of suspicion for how Blacks are treated; extent of
discrimination perceived against Blacks]

•

Quality of Life [1=very poor to 6=excellent]

•

Past-Year COVID-19 Related Stress [0=no stress to 10=maximum/extreme
stress for shopping stress, work stress, money stress, food stress, housing stress,
school stress, technology stress, stress from societal changes]

•

Retrospective Depression, Anxiety and Trauma in Past Year [yes/no for each,
and yes/no for any counseling received]

•

Endorsement for Theory of Racism and Internalized Racism [extent of
endorsement for U.S. promoted racist beliefs; extent of internalized racism—both
scored 1=small to 5=very great extent]
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•

Ratings of Experiences of Microaggressions [0=frequency from never to
5=many times]

•

Our COVID-19 Knowledge Test [score 0 to 44 for high knowledge]

•

Intention to Vaccinate for COVID-19 (yes, no)

•

Diffusion of the Innovation [no/yes=will diffuse or recommend to others]

•

Rating of COVID-19 Knowledge Scale Score (before/pre-test-taking and
after/post-test-taking the Our COVID-19 Knowledge Test) and Rating of
COVID-19 Self-Efficacy for COVID-19 risk reduction behavior (before/pre-testtaking the Our COVID-19 Knowledge Test) [knowledge rating from 1=very poor
to excellent=6; and self-efficacy ratings from 0% confident to 100% confident]
Theoretical Framework for the Research
There is a rationale for the selection of the above study variables, given the

introductory review of research and the theoretical framework guiding the study.
Regarding the selection of self-efficacy for focus, the work of Bandura (1977) provides
justification for investigating self-efficacy (i.e., confidence to cope in specific situations)
to perform COVID-19 risk reduction behaviors to prevent the spread of the disease. The
work of Rogers (1995) provides a rationale for investigating diffusion of innovation, or
whether participants will diffuse the innovation of learning about COVID-19 from a truefalse test with all true answers as a brief online e-health intervention by recommending it
to other adults (yes/no). Indeed, several prior studies include such a focus on diffusion of
the innovation of brief online e-health (i.e., Afram, 2019; Aiyedun, 2014).
Also, the work of Pierce et al. (1977) provides the basis for investigating the
extent of endorsement of a theory of racism (i.e., Whites are superior, Blacks are inferior,
etc.), internalization of racism, and experiences of microaggressions related to being
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Black or African American; this is a new attempt to investigate racism on the level of
U.S. systems, or structural racism, as well as the level of the individual. These may be
factors in the high rates of COVID-19 among members of the Black or African American
population in the U.S.
Collectively, the theories of Bandura (1977), Rogers (1995), and Pierce et al.
(1977) provide the guiding theoretical framework for the present study. Further, key
study measures have emerged from this theoretical framework.
Research Questions, Survey Parts, and Data Analysis Plan
Given a sample of adults (N=188) who responded to a social media campaign
inviting Black or African American adults to complete a survey (i.e., CLICK
ON: https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED (age 18 and
above) TO TAKE SURVEY “About You and the COVID-19 Pandemic” (Takes 20
Minutes) for a chance to win 1 of 3 $100 Amazon gift cards), the answered the
following research questions:
Quantitative Portion of Study
1-What were their demographic characteristics [i.e. gender, age, skin color, U.S. Born
(yes/no), partner (yes/no), number of children, level of education, household income,
student (yes/no), retired (yes/no), etc.]?
Part I: Basic Demographics (BD-10)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
2-What was their employment status at present, the year before the COVID-19 pandemic
(i.e., year 2019), and what was the level of current risk for COVID-19 transmission at
their present place of employment?
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Part II: Employment and Risks During the COVID-19 Pandemic (ECRDCP10)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
3-What was the extent of multigenerational living in their home (1, 2, or 3 generations in
home), the estimated size of their household (1=smallest size to 9=largest size), and the
frequency of engaging in the risk reduction measures of having no inside home visitors or
events (always to never)?
Part III: Home Life During the COVID-19 Pandemic and Extent of Risk
Reduction (HLDCP-ERR-3)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
4-To what extent did they live in segregated residential housing, or what was the
estimated percentage for Blacks where they live, as well as for Latinos?
Part IV: Extent of Residential Segregation (ERS-2)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
5-What was their personal health background, including any history of past or current
COVID-19, common comorbidities, as well as their ratings for health status and
mental/emotional health status for before the pandemic versus currently—and for Body
Mass Index (BMI), weight status, and any changes in weight during the pandemic?
Part V: Personal Health Background—Current and Before Pandemic (PHBCABP-11)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages; and paired t-tests
6-To what extent did they tend to provide socially desirable responses to questions?
Part VI: Single Item Rating of Risk of Providing Socially Desirable
Responses (SIR-RPSDR-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
NOTE: The regression analysis controls for this variable
7-What was their perceived social support, in terms of the number of people they can rely
upon for various forms of support?
Part VII: Perceived Social Support Scale (PSSS-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
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8-What was the extent of their medical mistrust, in terms of the extent of their suspicion
for how Blacks are treated and the extent of discrimination they perceived as occurring
against Blacks?
Part VIII: Medical Mistrust Scale—Short Form (MMS-SF-4)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
9-What did they report as their overall quality of life?
Part IX: Rating Your Quality of Life Scale (RYQOL-S-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
10-What did they report as their past-year COVID-19 related stress, given the
possibilities of stress related to shopping, work, money, food, housing, school,
technology, and societal changes?
Part X: Past-Year Covid-19 Related Stress (PY-CRS-8)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
11-Did they report any past year depression, anxiety, or trauma (and symptoms of posttraumatic stress disorder), and did they seek out any counseling?
Part XI: Retrospective Depression, Anxiety, and Trauma Scale (R-DATS-4)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
12-To what extent did they provide endorsement for U.S. promoted racist beliefs (i.e.
White superiority and Black inferiority), and internalization of those racist beliefs
(internalized racism)?
Part XII: Endorsement for the Theory of Racism and Internalized Racism
(ETR-IR-6-SHORT)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
13-What was the frequency of their having had experiences of microaggressions related
to their being Black/African American?
Part XIII: Ratings of Experiences of Microaggressions (REM-6)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
14-What was their level of knowledge regarding COVID-19, given their scores on the
new “Our COVID-19 Knowledge Test”?
Part XIV: Our COVID-19 Knowledge Test (OCKT-44)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
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•

NOTE: This study outcome variable # 1 of
Level of COVID-19 Knowledge Based on Our Covid-19 Knowledge Test
(OCKT-44) Score

15-Having completed the new “Our COVID-19 Knowledge Test” with a final item on the
vaccine, what is their intention with regard to personally taking a COVID-19 vaccine
once it is made available to them?
Part XV: Intention to Vaccinate for COVID-19 (IVC-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
16-Were they willing to recommend to other adults the innovation of taking the new “Our
COVID-19 Knowledge Test” as a way to increase knowledge about COVID-19—thereby
diffusing the innovation of this e-health?
Part XVI: Diffusion of the Innovation of Our COVID-19 Knowledge Test
(DOI-OCKT-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
17-Was there a difference in how they rated their (a) COVID-19 knowledge and (b) selfefficacy for preventing COVID-19 transmission (i.e. COVID-19 risk reduction
behaviors) when comparing their ratings for pre-test-taking versus post-test-taking the
new “Our COVID-19 Knowledge Test”?
Part XVII: COVID-19 Knowledge and Self-Efficacy for Risk Reduction
Behaviors (C-K-SE-FRRB-4)
Data Analysis Plan: Paired t-tests
• NOTE: study outcome variable # 2 of
Level of Self-Efficacy for COVID-19 Risk Reduction Post-OCKT-44-TestTaking Score
18-Were there any significant relationships between selected independent variables and
the study outcome/dependent variables of (1) level of COVID-19 knowledge (i.e. on Our
COVID-19 Knowledge Test) and (2) level of self-efficacy for preventing COVID-19
transmission (i.e. COVID-19 risk reduction behaviors) post-test-taking?
Data Analysis Plan: Independent t-tests, Pearson Correlations
19-What were the significant predictors of the study outcome/dependent variables of (1)
level of COVID-19 knowledge (i.e. on Our COVID-19 Knowledge Test) and (2) level of
self-efficacy for preventing COVID-19 transmission (i.e. COVID-19 risk reduction
behaviors) post-test-taking?
Data Analysis Plan: Backward Stepwise Regression Analysis
NOTE: Controlling for social desirability.
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Qualitative Portion of Study
20-What were the emergent themes when asked to freely share about the most difficult
and stressful parts of the COVID-19 pandemic for them, and their most successful coping
strategies?
Part XVIII: Open Ended Question on COVID-19-Related Stress and Coping
Strategies (OEQ-CRS-ACS-2)
Data Analysis Plan: Qualitative data analysis for emergent themes
Treatment of the Data
Data were collected using Qualtrics. This permitted transferring data to SPSS for
statistical analysis. The latest available version of SPSS (26.0) was used for data analysis.
Anticipated Findings
Evaluating the New “Our COVID-19 Knowledge Test”
It is anticipated that in evaluating the new “Our COVID-19 Knowledge Test”
(OCKT-44) the results of paired t-tests will show a significant difference in the
participants’ self-rating of their knowledge when comparing the pre-test-taking mean
knowledge score to the post-test-taking mean knowledge score—which should be rated
higher.
Predicting a High Score on the New “Our COVID-19 Knowledge Test”
In addition, it is anticipated that the following predictors will be found to be
significantly related to the study outcome variable # 1 of a high Level of COVID-19
Knowledge based on Our Covid-19 Knowledge Test (OCKT-44) score:
Controlling for social desirability, the higher their Level of COVID-19
Knowledge based on Our Covid-19 Knowledge Test (OCKT-44) score, then the:
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Female
Lower their age
Higher level of education
Higher household income
Employed (yes)
Riskier their work
Less frequent to never having inside home visitors, events
Residential segregation (no/low percentage of Blacks, Latinos)
Had COVID-19 (yes)
Higher social support
Higher medical mistrust (higher suspicion, higher discrimination)
Higher quality of life
Higher COVID-19 related stress
Lower mental distress (depression, anxiety and trauma)
Greater endorsement of a Theory of Racism (systemic/structural racism)
Less internalization of racism
More frequent microaggressions
Intention to vaccinate (yes)
Diffusion of innovation of Our COVID-19 Knowledge Test (yes)
Higher rating of self-efficacy for COVID-19 risk reduction

Predicting High Post-Test-Taking Self-Efficacy for COVID-19 Risk Reduction
Further, it is anticipated that the following predictors will be found to be
significantly related to the study outcome variable # 2 of a high Level of Self-Efficacy
for the COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score:
Controlling for social desirability, the higher their Level of Self-Efficacy for the
COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score, then the:
•
•
•
•
•
•
•
•

Female
Higher their age
Higher level of education
Higher household income
Employed (yes)
Riskier their work
Less frequent to never having inside home visitors, events
Residential segregation (no/low percentage of Blacks, Latinos)
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•
•
•
•
•
•
•
•
•
•

Had COVID-19 (no)
Higher social support
Lower medical mistrust (higher suspicion, higher discrimination)
Higher quality of life
Lower COVID-19 related stress
Lower mental distress (depression, anxiety and trauma)Greater
endorsement of a Theory of Racism (systemic/structural racism)
Less internalization of racism
More frequent microaggressions
Intention to vaccinate (yes)
Diffusion of innovation of Our COVID-19 Knowledge Test (yes)
Delimitations

The study is delimited to those who identify as Black or African American, are
age 18 or above, and have lived continuously in the U.S. since March 2020 (without
travel abroad for more than 4 weeks). In addition, the study is delimited to those who feel
able to (yes) answer questions about “You and the COVID-19 Pandemic.” This follows
from how some people believe COVID-19 is a hoax (not real) so they might not be able
to answer questions about COVID-19, as something that does not exist for them. Those
who complete the survey, providing data for the two outcome variables will also be
included—while those lacking this data will be excluded.
Limitations
The study limitations include this being an online study conducted during what
will likely be a major surge, or second wave of the COVID-19 pandemic sweeping the
U.S. during the winter. The survey’s burden of time was reduced as much as possible,
while it will still take approximately 20 minutes to complete. This represents what may
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still be a considerable burden of time for a public stressed by the pandemic; and, in
particular, for a segment (Black, African American) of the population contracting
COVID-19 at higher rates, experiencing more severe COVID-19 with hospitalization,
and higher death rates. Also, the study is seeking a sample of convenience, suggesting
additional study limitations.
Conclusion
This chapter introduced the topic of COVID-19 and co-morbid conditions, racial
ethnic disparities, as well as factors of stress and mental health for African Americans. It
also served to provide an overview of the purpose and rationale of this study. The chapter
provided the study’s research questions, and an overview of the study survey parts and
data analysis plans. Anticipated study findings were reviewed, along with the study’s
delimitations and limitations.
The following chapters will cover the following: Chapter II will provide a review
of the literature relevant to this dissertation study; Chapter III will include the methods
utilized by this study; Chapter IV will provide the results of data analysis; and, Chapter
V, will provide a discussion of the study results, including implications and
recommendations for future research.
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Chapter II
REVIEW OF THE LITERATURE

This chapter will present a review of literature relevant to the present study. The
topics to be covered include: (1) COVID-19 and the social determinants of health;
(2) overview of health disparities and African Americans; (3) African Americans, the
disproportionate COVID-19 impact and related health disparities; (4) comorbid
conditions and COVID-19; (5) African Americans, health, systemic racism, internalized
racism, microaggressions, and perceived racism; and (6) preparedness for public health
disasters and risk communication.
I. COVID-19 and the Social Determinants of Health
Sharma et al. (2020) discussed how the COVID-19 pandemic has also caused a
global economic crisis that has propelled many low-income families with children into
unemployment, financial hardship, and food insecurity. Causes of stress for such
vulnerable families have included the lack of personal protective equipment for family
members employed in high-risk occupations and settings. The social determinants of
health provided the framework for conceptualizing the problems such families were
found to be having during the pandemic across the following areas: finances,
employment, food security (availability, affordability), housing security (availability,
affordability), transportation, childcare, and access to healthcare (clinic, physician).
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Respondents from the cities of Houston and Dallas, Texas, as well as Washington, DC
and Southwest Florida constituted the sample, with 76.3% expressing financial concerns,
93.5% being concerned about food insecurity—with, specifically, 49.5% concerned about
food being affordable and 42.5% were concerned about food availability. Some 31%
were concerned about housing stability. Another 35.9% were concerned about access to a
clinic or physician. A focus on the social determinants of health was deemed vital,
necessitating a focus on the social needs of vulnerable families. This need is important
due to the health disparities associated with COVID-19 (Sharma et al., 2020).
Burström and Tao (2020) emphasized how COVID-19 has had a global impact,
while there has been an apparent greater impact upon those who are members of minority
groups and those of a lower socioeconomic status or living in socioeconomically
disadvantaged residential areas. This disproportionate impact suggests how there are
“disparities in social determinants of health” (Burström & Tao, 2020, p. 617). The
differential consequences of COVID-19 include the risk of unemployment, and how
“low-income earners more often serve in sectors that are hardest hit by the pandemic and
have smaller economic buffers to sustain periods of lost income” (p. 617). Suggesting the
critical role that the social determinants may have, there is a clearly established “negative
impact of unemployment on health”—which “includes poor mental health, increased
alcohol and substance use and family violence” (Burström & Tao, 2020, p. 617).
Peretz et al. (2020) acknowledged the role of the social determinants of health in
the current COVID-19 pandemic, which raises the challenge of finally addressing these
determinants. Hence, there is a need to focus on “confronting systemic racism, the
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communities most affected by poverty, racism, and language barriers and those with the
largest populations of immigrants continue to have the worst health outcomes” (Peretz
et al., 2020, p. e108).
Singu et al. (2020) asserted that insufficient attention has been paid to the social
determinants of health in the COVID-19 pandemic. In justifying this position, Singu et al.
(2020) detailed the following:
The population that lives in poverty and in neighborhoods that are
overcrowded with poor maintenance and sanitation is being disproportionately
affected by COVID-19. It is imperative to provide additional aid for low-income
families, such as the stimulus check. This is especially important during times of
disease outbreaks, as this is a vulnerable population that is at risk for serious
illness. The root cause of being a part of the vulnerable population at risk during
outbreaks comes down to income level and racial/ethnic identification. Lower
income has been associated with poor dietary intake and habits. Minority groups,
such as Latinos, and African Americans are at a disadvantage due to individual
and structural discrimination, and they are more likely than their Caucasian
counterpart to be vulnerable to negative health outcomes. (p. 406)
Background on the Social Determinants of Health
Marmot (2017) stated that “social and economic conditions shape the lives people
are able to lead” (p. 1312). Additionally, for those in traditionally marginalized groups,
the impact of negative social and economic conditions leads to inequities. The social
determinants of health are described as “conditions in which people are born, grow, live,
work and age; and inequities in power, money and resources that give rise to inequities in
the conditions of daily life” (Marmot, 2017, p. 1312). The use and understanding of the
social determinants of health framework have paved the way for a more inclusive
approach to inequities (Marmot, 2017).
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Marmot (2017) also indicated that inequities are not simply a matter of
“Blackness or Whiteness, but accumulation of disadvantage through the life course”
(p. 1313). This perspective focuses on the cause of causes. This view highlights how, in
the United States, inequities are closely connected to race, due to the country’s history
and legacy of slavery and the normative widespread practice of institutional
discrimination. Additionally, the issue of absolute versus relative poverty is explored and
is summed up in the statement: “It is not so much what you have but what you can do
with what you have” (p. 1313). The ability to lead a life of value and to increase ones’
capacity is empowering, and by default increases the probability of healthy life outcomes
(Marmot, 2017).
Marmot (2017) asserted that far too often in marginalized communities, it is
observed that “a disrupted childhood and living in poverty will have an adverse impact on
early child development” (p. 1313). Also, this may lead to below-par poor school
performance which in turn can reduce opportunities income, occupation, and living
conditions. All these factors help create a “social environment that is discriminatory” and
is antithetical to social integration, “given all of this, healthy lifestyle choices are low
priority” (Marmot, 2017, p. 1313).
Braveman et al. (2011) highlighted the fact that the social determinants of health
approach, is a credible perspective that one can use to investigate public health issues.
This follows from the “increased understanding of how social factors influence health” in
contemporary times and “the scientific credibility of relevant efforts” (p. 382). The social
determinants of health approach signified a recognition that “the dramatic health
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problems we face cannot be successfully addressed by medical care alone” (Braveman
et al., 2011, p. 383).
Braveman et al. (2011) also discussed the concepts of downstream and upstream
social determinants of health. Downstream determinants include “nonmedical factors
influencing health, including health-related knowledge, attitudes, beliefs, or behaviors”
(p. 383). Downstream factors are, however, representative of “the causal pathways
influencing health” and are due to upstream influences or determinants (p. 383).
Upstream determinants are “the factors that play a more fundamental causal role and
represent the most important opportunities for improving health and reducing health
disparities” (p. 383). Engaging in behaviors that positively impact health is largely
influenced by upstream determinants of health (Braveman et al., 2011).
II. Overview of Health Disparities and African Americans
It has been asserted that integrating the social determinants of health perspective
into the work of eliminating health disparities “in health and healthcare can be the
solution to reducing disease globally” (Singu et al., 2020, p. 406). Understanding
contemporary health disparities, including those involving neighborhood and
environmental conditions, for example (Singu et al., 2020), necessitates an overview of
health disparities.
According to the Institute of Medicine (IOM, 2003), while the health outcomes of
Americans have improved over time. In African American communities there remains
widespread disparities in health outcomes which can be traced back to the history of

40

African Americans in the United States as enslaved people. While the link between SES
and health outcomes are well established African Americans face the additional burden of
race. In fact, “direct and indirect discrimination are also important factors” in health
outcomes of African Americans (IOM, 2003, p. 455).
The IOM (2003) indicated that the outcome of health disparities may be rooted in
“medical-social values and policies in Western (and later U.S.) medicine and healthcare”
(p. 456). Further, it is suggested that a deciphering of the role of race, ethnicity class and
culture is a prerequisite to understanding “racial and ethnic health and healthcare
disparities” plaguing America (IOM, 2003, p. 457).
The IOM (2003) also highlighted how African Americans, Native Americans and
Hispanics are overrepresented in the lowest strata of society even though many can trace
their history further back than many European immigrants. In the United States, the
ability to assimilate, integrate and access political and economic power has been aligned
to cultural and racial identity. This alignment is also reflected in health outcomes. In fact,
“the various groups’ distinctive health and healthcare profiles largely reflect these factors
along with their demographics, sociocultural, and racial and ethnic experiences” (IOM,
2003, p. 475).
According to the IOM (2003), African Americans are “America’s oldest, largest,
non-indigenous racial group” (p. 475). Although not a monolithic group, the impact of
250 years of chattel slavery, 100 years of often state sanctioned terrorism followed by the
crack epidemic and mass incarceration has had an indelible impact. “African Americans
experienced the worst health status, suffered the worst health outcomes, and been forced
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to utilize the worst health services of any racial or ethnic group,” which is a different
experience when compared to other ethnic groups and Whites in particular” (IOM, 2003,
p. 476).
III. African Americans, the Disproportionate COVID-19 Impact,
and Related Health Disparities
According to Yancy (2020), “persons who are African American” or Black “are
contracting SARS-CoV-2 at higher rates and are more likely to die”—suggesting a
negative disproportionate impact for this group (p. 1). In the United States, the counties
with a demographic makeup of predominantly African Americans, are reporting infection
rates from COVID-19 that are close to 3 times higher than counties that are mostly
White. Additionally, death rates are 6 times higher in African American counties than
they are in White counties. The persistently higher rates point to an output of a system of
health inequities. The disproportionate infection rates and deaths due to COVID-19 may
be attributable to the “pernicious influence of adverse social determinants of health”
(Yancy, 2020, p. 1).
Yancy (2020) elaborated on the “the confluence of hypertension, diabetes,
obesity, and the higher prevalence of cardiovascular disease” among Black people, as
those comorbidities that place them at a higher risk for COVID-19 (p. 1). Further, the
demographic and geographic identifiers of those deceased and infected individuals
indicated that race may be a factor in COVID 19 outcomes. Many urban communities
where African Americans reside are areas of high density and low income. This has
rendered strategies of social distancing and working from home to combat COVID-19
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moot in these communities; and such actions may be deemed feasible by those who are
privileged. In contrast, as per Yancy (2020), the reality for most African Americans
impacted by COVID 19 can be summed up as follows:
The absence of privilege that does not allow a reprieve from work without
dire consequences for a person’s sustenance, does not allow safe practices, and
does not even allow for 6-foot distancing. The consequent infection and death
rates due to COVID-19 complications are no longer surprising; they should have
been expected. These observations are rooted in the recalcitrant reality of the
deeply entrenched history of health care disparities and may settle as the most
painful example yet of the regressive tax of poor health. COVID-19 has become
the herald event that now fully exposes the deep and chronic social wounds in US
communities. What makes this particularly egregious is that unlike the known risk
factors for which physicians and others can stridently offer clear advice regarding
prevention, these concerns the burden of ill health, limited access to healthy food,
housing density, the need to work or else, the inability to practice social
distancing cannot be well articulated as clear, pithy, and easily actionable items…
(p. 2).
Laurencin and McClinton (2020) discussed how the “disease may potentially have
devastating effects on communities of color” despite the fact COVID-19 does not
discriminate based on race (p. 3). The United States’ history of discrimination could also
be complicit in creating scenarios where the impact of COVID-19 may be “akin to our
experience with HIV, influenza, and other infectious diseases in Black and Brown
people” (Laurencin & Mcclinton, 2020, p. 3).
Pittman et al. (2019) point toward the potential role of “multiple risk exposure”—
which “refers to experiencing more than one risk at a time, often studied as happening
either simultaneously or sequentially” (p. 105). The cumulative effect of experiencing
multiple risk factors across the life span continues to put African Americans at risk for
negative health outcomes (Pittman et al., 2019).
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African Americans continue to be overrepresented in all morbidity and mortality
health outcomes. According to Forde et al. (2019), this may be attributed to the
weathering effect. Weathering has been explained as being “the result of chronic
exposure to social and economic disadvantage that leads to the acceleration of normal
aging and earlier onset of unfavorable physical health conditions among disadvantaged
(vs. advantaged) persons of similar age” (p. 1). The weathering framework had been
primarily used to interrogate disparities in birth outcomes for African American women.
A systematic review of the framework and its extension to hypertension, diabetes, body
mass index, and cardiovascular disease, in addition to birth outcomes, indicated that the
general “findings supported the weathering hypothesis for both birth and non-birth
outcomes” (Forde et al., 2019, p. 11).
Education as a Potential Factor in Health Disparities
Sims and Coley (2019) discussed how health disparities in the United States, have
continued to widen, despite the increased interest in the area. In the United States
educational attainment is often touted as an antidote to health disparities. Further, rates of
diabetes and hypertension prevalence have increased “between Americans without a high
school diploma and their peers with at least some college education” (p. 32). There
remains a challenge though, as the results from this study indicated that a one size fits all
approach may not be advantageous to some marginalized groups. The high-stress burden
that may be required for some minorities to achieve success should be considered. The
impact of carrying this high stress burden may blunt the health benefits of increased
educational attainment. Consequently, awareness of the “limitations of upward mobility
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as an equalizing process” may need to be considered when tailoring interventions
targeting decreasing health disparities based on educational attainment (Sims & Coley
2019, p. 40).
When compared to other high-income countries, Americans, in general, have
poorer health outcomes (Zajacova & Lawrence, 2018). This phenomenon may be linked
to “the large health inequalities and poor health of adults with low education” (p. 274).
Additionally, there is evidence that education provides health benefits and could be a
critical factor in reducing health disparities. Given the above, it is suggested that to
generate effective health policy “we need to capture education in action as it generates
and constrains opportunity” starting early in life (Zajacova & Lawrence, 2018, p. 274).
Freudenberg and Ruglis (2007) reiterated the fact that there is extensive research
on the benefits of improved educational attainment and health outcomes over the life
course. Further, they advocated that public health play a vigorous role in the pursuit of
educational attainment. The benefits of an such approach will impact public health
outcomes due to the fact “education exerts the strongest influence on health. More formal
education is consistently associated with lower death” (p. 1). With the inverse being true,
that less formal education is linked to earlier deaths. While all racial and ethnic groups
benefit from educational attainment, African Americans appear to obtain the highest
benefits (Freudenberg & Ruglis, 2007).
Income Inequality and Health Disparities
While some healthcare outcomes have improved, persistent inequities remain, in
particular, in low-income populations (Okunrentimi et al., 2019). Data has shown that
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“those with limited financial resources have a fourfold higher rate of poor patientreported health status” (p. 884). This study attempted to explore what patients across a
spectrum of incomes experienced while interfacing with the healthcare system. Results
indicated that “patients with low income have worse clinical outcomes” p. 889). It was
suggested that improving interactions between patients and providers can improve
clinical outcomes (Okunrentimi et al., 2019).
McGrail et al. (2009) also found that income played a key role in inequalities. A
decomposition analysis showed how “the roots of health inequalities lie in an array of
social, economic, and political attributes of nation-states” (p. 1856). Yet, the influence of
health care policies on inequalities based on income was also thoroughly investigated.
Self-reported data from the United States was compared with self-reported data from
Canada to assess inequalities and why they differed between the two countries. This twocountry comparison showed that income was a large contributor to health inequities and
“health care system factors contributed far more to income-related health inequalities in
the United States than in Canada” (McGrail et al., 2009, p. 1861).
Fennel (2018) asserted that it is important to look at “disparities in high-income
countries as it points out” in plain view “the failure of economic policies” (p. 561).
Further, the interrogation of the link between health disparities and economic policy can
further elucidate the downstream impact of policy on the lived experiences of its citizens.
Understanding this relationship is “crucial to move beyond economic policymaking, and
to recognize how important it is for the public funding of health to improve social
mobility” (Fennel, 2018, p. 561).
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According to Truesdale and Jencks (2016), there is evidence in countries where
there is a large wealth gap that life expectancy is lower. Further, they argue that the
“effects of income inequality on individual health requires us to consider its effects on
both average health and disparities in health” (p. 416). Rising income inequality holds the
potential to “change a society’s political and economic institutions, social cohesion,
culture, and norms of behavior, all of which can then affect individuals’ health even if
their income remains unchanged” (Truesdale & Jencks, 2016, p. 428).
Disparities in Housing and the Built Environment
DiMaggio et al. (2020) established the importance of “place” in their research, or
where people live, including their zip code. Data was obtained from the New York City
Department of Health and Mental Hygiene, accessing files as of April 22, 2020. Data
showed total number of tests performed and total tests positive. Testing positive for
COVID-19 was “approximately doubled by environmental characteristics such as
population and housing density” (p. 12). Findings revealed that “the proportion of
residents self-identifying as black/African American is among the single strongest
unadjusted bivariate predictors of the proportion of positive tests in a community”
(p. 11). Of note, the only stronger predictor was the proportion of residents diagnosed
with chronic obstructive pulmonary disease (COPD)—being 8x greater risk than for areas
with less COPD. DiMaggio et al. (2020) further elaborated on their findings, as follows:
But perhaps the more unexpected finding is that when black/African
American race and COPD are considered jointly, it is race that appears to be the
stronger predictor. Unlike a previous New York City based report…, we did not
find an independent risk associated with the proportion of Hispanic residents. It
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may be that census estimates of black/African American persons includes persons
who also identify as Hispanic… (p. 11)
DiMaggio et al. (2020) noted how other factors must not be overlooked, including
how one study found that “80% of nonmedical staff in New York City's hard-hit public
hospitals are black/African American or Hispanic”—suggesting other possible routes for
COVID-19 infection. Yet, based on their findings, it was concluded that race “appears to
be an indicator of risk independent of social status, income, built environment, or even
underlying health” status, while having “implications not only for justice and equity, but
for an effective response to the pandemic” (DiMaggio et al., 2020, p. 12).
Singu et al. (2020) also discussed how there are health disparities due to
“neighborhood and environmental conditions” (p. 406). Relevant factors include the
quality of the air and water, or pollution, as well as the quality of housing and the
availability of green space. Consider the following concerns, as articulated by Singu et al.
(2020), below:
Latinos and African Americans are more likely to live in neighborhoods that
have higher exposure to pollution from airborne particles such as chlorine,
aluminum, and carbon... This is due to the fact that high-poverty neighborhoods in
which Latinos and African Americans live are more likely to be located near
factories, refineries, and landfills that emit pollutants. For a third of Americans,
groundwater was found to be the major source of drinking water. Groundwater
near factories, refineries, and landfills tends to be polluted with hazardous
wastes…
Researchers have suggested that air pollution can make individuals more
vulnerable to acquiring COVID-19. They reason that pollution particles are acting
as vehicles for the virus, which makes it easier for the virus to be transmitted from
person-to-person…
Safety also plays a major role in health. High-poverty neighborhoods are
more likely to contain higher rates of crime, which decreases safety of community
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members. People are more likely to utilize available green space for walking,
running, or exercising… (p. 406)
Singu et al. (2020) observed how families that are low-income also “tend to live
in public housing of poor quality” (p. 406). This can mean exposure in public housing to
“infestations with cockroaches, mice, rats, etc.” (p. 406). Together with higher rates of
asthma among children living in public housing (i.e. 22%), these factors may help to
explain what appears to be a higher risk of acquiring infection with COVID-19 (p. 406).
The built environment also includes many components, such as transportation and access
to healthy foods. This involves food desserts, which are “low income areas with little
access to healthy foods” (p. 406). Poverty or lower socioeconomic status and inequalities
are known, historically, to “facilitate the spread of infectious diseases,” while inequalities
in health and healthcare “can further add to disparities in morbidity and mortality” (Singu
et al., 2020, p. 406).
Singu et al. (2002) are not alone in their focus on the contexts in which people
live in discussing the risk for COVID-19. Others have noted how “Blacks tend to live in
close communities and an infectious agent has the ability to spread amongst this group
due to proximity" thus increasing the potential for racially skewed outcomes (Laurencin
& McClinton, 2020, p. 399).
Nguyen et al. (2019) discussed the impact of the built environment on health
outcomes. Many neighborhood characteristics or attributes have been found to be “linked
with a broad array of health outcomes including mortality, life expectancy, mental health,
self-related health, obesity and diabetes” (Nguyen et al., 2019, p. 2).
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Wilkie et al. (2018) described the built environment as including “homes, schools,
workplaces, parks/recreation areas, business areas and roads”—all of which impact health
outcomes (p. 198). Additionally, the health impact of the built environment may be
bidirectional as its influence on public health may provide or constrain opportunities for
physical activity. The findings from the review indicated that due to the “range of
potential negative health and wellbeing outcomes associated with urban design factors
such as noise, poor design quality, crowding and density” further research is warranted
on its contribution to negative health outcomes (Wilkie et al., 2018, p. 207).
Do et al. (2008) stated that “the level of risk and concentration of resources in the
social and physical space are clustered in patterns that mimic the larger patterns of
stratification in society” (p. 1260). This indicated that racial minorities and people who
live in poverty are segregated spatially. Also, there may be some evidence that “exposure
to disadvantaged neighborhood environments is delineated strongly along racial lines”
(p. 1260). With this premise in mind, it is quite plausible that one’s place of residence
may indeed be a contributing factor to racial disparities in health. The built environment
or, “place explains a significant proportion of racial disparities in health that were
previously unaccounted for by individual level SES” (Do et al., 2008, p. 1265).
IV. Comorbid Conditions and COVID-19
Yang et al. (2020) conducted a metanalysis of seven studies with a large sample
of 1,576 patients in hospitals in China with laboratory-confirmed COVID-19. Males
were accounted for more cases than females, and the elderly were more susceptible. The
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most prevalent comorbidities were as follows: “hypertension was prevalent in
approximately 21.1% of the patients; diabetes, cardiovascular disease, and respiratory
system disease were present in 9.7%, 8.4%, and 1.5% of the cases, respectively” (p. 92).
As possible explanation, consider the following:
Diseases such as hypertension, diabetes, respiratory system disease,
cardiovascular disease, and their susceptibility conditions may be linked to the
pathogenesis of COVID-19. Chronic diseases share several standard features with
infectious disorders, such as the proinflammatory state, and the attenuation of the
innate immune response… (Yang et al., 2020, p. 93)
Ma et al. (2020) acknowledged that it was not known why those with “diabetes,
hypertension or other chronic diseases are more severely affected by COVID-19, while
they explored possible explanations. Hussain et al. (2020) noted the lack of current
knowledge regarding the relationship between COVID-19 and diabetes. Others have
focused on possible explanations for why many individuals with COVID-19 either
already had cardiovascular disease or suffer an acute cardiac injury within the course of
their COVID-19 disease (Bansal, 2020). Lala et al. (2020) also documented in the United
States a high prevalence of myocardial injury in patients hospitalized in the Mount Sinai
Health System with COVID-19—with this myocardial injury being more likely to occur
in those with cardiovascular disease, versus those without cardiovascular disease.
Azar et al. (2020) analyzed the possible relationships and mechanisms for
explaining the “increased susceptibility of patients with diabetes to a more severe
COVID-19 disease” (p. 459). This more severe disease is associated with both a higher
morbidity and mortality from COVID-19. On the other hand, there was no evidence that
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those with diabetes have any higher risk for contracting the disease of COVID-19 (Azar
et al., 2020).
Hypertension and Cardiovascular Disease as Comorbidity
Schiffrin et al. (2020) reported on how the comorbid condition of hypertension
presented a high risk for complications for patients who contracted COVID-19.
Additionally, hypertension was “associated with increased risk of infection and worse
outcomes with development of increased severity of lung injury and mortality” (p. 373).
Thus, there was an increased health risk for individuals with hypertension and COVID 19
(Schiffrin et al., 2020, p. 373).
Cooper et al. (2016) discussed how hypertension remains endemic in African
American communities, despite the implementation of both pharmacological and
behavioral interventions. Further, hypertension “prevalence and control also contribute to
persistent disparities” in cardiovascular disease-related outcomes (p. 369). The rates of
hypertension in African Americans in the United States ranks as among the world’s
highest. These higher rates increase mortality in African Americans from strokes, endstage renal disease, and heart disease—in comparison to the rest of the US population.
These rates of mortality may also be linked to socioeconomic status. Consequently,
cardiovascular disease emerges as a “major contributor to the disparity in life expectancy
between residents living in poorer neighborhoods” (Cooper et al., 2016, p. 369).
High mortality rates in African Americans that are due to hypertension, also, in
large part, emerge as responsible for the difference in Black-White mortality rates
(Musemwa & Gadegbeku, 2017). Further, it is “well recognized that African Americans

52

have earlier onset and greater severity of hypertension” with African American women
presenting with the highest prevalence rates across all groups (p. 129). Additionally, there
is some evidence that 50% of hypertension disease etiology in African Americans may be
heritable and the other 50% attributable to environmental factors, including racial
segregation. Given the above, attempts to decrease prevalence rates of hypertension in
African Americans must seek to develop an “understanding of mechanisms driving
social/environmental influences” on blood pressure (p. c129). Moreover, this
understanding can serve as a blueprint in designing policy and operating health care
systems that improve health outcomes for African Americans (Musemwa & Gadegbeku,
2017).
Taking a different approach, Bartolome et al. (2016) discussed how high
prevalence rates of hypertension in African Americans presented an opportunity to focus
on reducing health disparities. Further, they advocated “using cultural tailoring to address
disparities in hypertension control,” which they inferred could be achieved via a
population-based team approach (p. 54). Accordingly, there is some evidence that lessons
learned from focusing on health disparities in hypertension care, can be a framework for
the implementation of future health disparities programs (Bartolome et al., 2016).
Diabetes as a Comorbid Condition and COVID-19
Gupta et al. (2020) explored the impact of COVID-19 on the health of persons
with diabetes. In severe cases of COVID-19, patients often present with respiratory
failure and pneumonia. Additionally, “there is evidence that individuals with diabetes are
at risk of infections, especially influenza and pneumonia” (p. 211). Due to the increased
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risk of infections in diabetic patients, there is some assumption “that people with diabetes
are at increased risk of developing infection with SARS-CoV-2” (Gupta et al., 2020,
p. 211).
It has been asserted that diabetes has reached epidemic proportions (Taylor et al.,
2019). Indeed, others have noted that there are currently two interacting pandemics: i.e.
one for COVID-19 and one for diabetes (Azar et al., 2020; Maddaloni et al., 2020).
Diabetes was found to be “associated with significant racial and ethnic disparities
in quality of care and outcomes” for those infected with COVID-19 (Taylor et al., 2019,
p. 237). Additionally, there is limited focus on preventative care for non-Hispanic Blacks,
who are also most likely to suffer the more deleterious effects of diabetes such as
amputation and loss of eyesight. These unequal outcomes are complicated further by the
lack of understanding of the causal pathways of health disparities by medical providers.
Ultimately, this has resulted in calls for cultural competence training for healthcare
personnel that are more than cursory. On the other hand, there is also the possibility
underscored by studies that “found that residents have a low level of perceived
preparedness to discuss health disparities” (Taylor et al., 2019, p. 241).
In the United States, the prevalence level of type 2 diabetes mellitus in minority
populations is considered a marker of health care disparities (Calman et al., 2010). The
connection between health care disparities and diabetes is attributed to the fact that there
are “modifiable environmental and social factors” that are “major contributors to these
disparities, including socio-economic barriers to primary prevention and equitable health
care” (p. 518). An intensive diabetes intervention program was implemented and directed
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at individuals with uncontrolled diabetes. The results of this study suggested that more
intensive interventions can positively impact marginalized groups, while “a risk-based
intervention strategy effectively reduced racial/ethnic disparities in diabetes control”
(Calman et al., 2010, p. 521).
According to Bancks et al. (2017), “epidemiological studies have identified
factors at the individual and neighbor-hood levels that are associated with the excess
prevalence of diabetes” for Black in comparison to White individuals (p. 2458). Further,
the age range of individuals in African American communities who are presenting with
diabetes is trending younger. This study investigated the contribution of biological,
environmental, and psychological factors and their impact on disparities in diabetes over
30 years when comparing Black and White participants. The results indicated that at the
“individual-level and neighborhood-level social determinants did contribute significantly
to disparities in diabetes” (Bancks et al., 2017, p. 2424)
Kellar et al. (2010) emphasized how screening for diabetes remains a priority, as
“undiagnosed diabetes is commonplace and typically asymptomatic” with some
indication that only between 30-50% of cases are diagnosed (p. 646). Consequently, the
high level of undiagnosed cases, often leads to a higher number of individuals presenting
with complications at diagnosis. The link between diabetes and higher rates of mortality
and morbidity places urgency on effective screening programs to detect diabetes (Kellar
et al., 2010).
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Obesity as Comorbidity and COVID-19
Dietz et al. (2020) noted how obesity was a pre-existing condition associated with
death from COVID-19, as in a higher prevalence of obesity among older adults in Italy.
In support of this, recognition was given to the many reports from around the world that
cited risk factors for both hospitalization and mechanical ventilation: i.e., obesity or
severe obesity. Recommended when treating patients with obesity was an increased
vigilance, prioritizing detection, and testing among the obese, as well as the
implementation of aggressive interventions for obese patients with COVID-19 (Dietz
et al., 2020).
Despite the lack of data on Body Mass Index (BMI) as an indicator of obesity for
those with COVID-19 infections, Kassir (2020) urges that attention be paid to the role of
obesity, as it “must not be ignored” (p. 1). This is because obesity “plays an important
role in the pathogenesis of COVID-19 infection (Kassir, 2020, p. 1).
Liao et al. (2016) discussed the issue of the obesity epidemic in the United States
and highlighted that African Americans are disproportionately affected. In the period
2011-2014, 48% of non-Hispanic blacks were considered obese compared to whites at
34.5%. There has been a trend that showed the “annual increase in obesity prevalence
was greater in non-Hispanic Blacks than in non-Hispanic White” (Liao et al., 2016,
p. 1442).
Coughlin and Smith (2017) stated that obesity remains a persistent health risk for
African Americans. Additionally, attempts at weight loss by African Americans often
produce disparate results. African Americans “tend to lose less weight and have different
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trajectories for weight loss than their white peers who are exposed to the same
interventions” (p. 260). The racial differences may be due to numerous factors, including,
targeted advertisement of high calorie foods and beverages, food desserts and residential
segregation. Further, African Americans who live in urban areas are often surrounded by
inexpensive unhealthy food. The plethora of cheaper unhealthy food choices has made
the decision to choose healthier foods much more difficult when “African American
families are more likely to have incomes below the poverty line” (Coughlin & Smith,
2017, p. 260).
V. African Americans, Health, Systemic Racism, Internalized Racism,
Microaggressions, and Perceived Racism
Sexton et al. (2021) provided an overview of the link between systemic racism
and health disparities, noting how such “pervasive and systemic issues” have “profound
adverse effects on health” (p. 1). Furthermore, racism is “associated with poorer mental
and physical outcomes and negative patient experiences in the health care system” (p. 1).
Indeed, these associations have been discussed for “decades in the medical literature”
(Sexton et al., 2021, p. 1).
For example, Tan et al. (2020) noted the following, with specific reference to
links between COVID-19 racial disparities and structural racism:
While much of the research detailing COVID-19 racial disparities does point
to structural racism as the culprit, few studies have explicitly and empirically
explored this link... By structural racism, we refer to the totality of ways in which
societies foster racial discrimination, whether through housing, education,
employment, healthcare, and criminal justice…, and which is likely to be a
“fundamental cause” of health disparities…. The practice of reporting racial
disparities in COVID-19 outcomes without drawing an explicit empirical line to
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structural racism might inadvertently reinforce unspoken yet persistent negative
stereotypes of minority communities and might undermine efforts to eliminate
health inequities. (pp. 1-2)
Hence, Tan et al. (2020) focused on Black Americans, while responding to “calls
for empirical analysis of the relationship between structural racism and COVID-19 racial
disparities” (p. 2). They did so “by examining if measures of structural racism, as
manifested in housing, socioeconomic, and criminal justice systems, explain the variation
in COVID-19 outcomes at the county level after controlling for demographic and
socioeconomic (SES) COVID-19 risk factors” (p. 2). The Tan et al. (2020) analysis
found, overall, that those counties characterized by “higher levels of structural racism, in
terms of spatial residential segregation, Black/White disparities in poverty rates, and
percentage in managerial positions, had higher average COVID-19 cases per capita and
deaths per capita” (p. 5). They also found that “less residential segregation” was found to
be associated with lower COVID-19 cases and death rates (p. 5). Of note, employmentrelated and incarceration-related “racial disparities” were not statistically significantly
associated with COVID-19 case or death rates (p 7).
Tan et al. (2020) concluded with the following:
Our findings thus suggest that the racial disparities in county-level COVID19 case and death rates are, in part, explained by variations in structural racism
variables, specifically the ones measuring residential segregation and the BlackWhite poverty rate ratio. In other words, our findings lend empirical support to
the hypothesis that structural racism is an important driver of COVID-19 racial
disparities… (pp. 7, 9)
In further commentary, Tan et al. (2020) indicated that their findings suggested
how “racially differentiated access to resources might be linked to greater risks of initial
exposure to COVID-19” (p. 9). This might be due to “the lack of sanitizers, masks, and
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shelter” --but access to resource factors were not necessarily related to “more deaths after
controlling for underlying comorbidities” (p. 9). They viewed their approach and selected
variables for inclusion in their analysis as just a “useful starting point,” while those
resource variables did “not comprehensively capture the structural forces that result in the
serial marginalization of Black populations” (p. 9). Further, they viewed their results as
potentially providing an “underestimate” of the “relationship between structural racism
and COVID-19 outcomes” (p. 9). Hence, they concluded that “much more work is
needed for a proper accounting of pathways between “structural racism and COVID-19
outcomes” (p. 9).
Not to be overlooked was a call for policy makers to ensure “more resources and
remediatory efforts” are “channeled to communities that have been, and are being, hurt
by structural racism” (Tan et al., 2020, p. 9). Looking beyond the current COVID-19
pandemic, Tan et al. (2020) urged that there be “longer-term efforts to reform
government institutions and policies that perpetuate residential segregation and economic
disparities” (p. 9). This was viewed as urgent, given the need to “avoid a repeat of the
current devastation”—and only “sustained action” of this kind, involving policy and
government action, holds promise for correcting “the course of this deadly affliction”
(p. 9).
Perhaps most importantly, Tan et al. (2020) concluded with a strong
recommendation to future researchers “not rely on the usual basket of individual
behavioral or biological risk factors to explain health disparities” (p. 9). Instead,
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researchers need to engage in “more work” that seeks “to interrogate the fundamental,
structural causes driving these inequities” (p. 9).
Of note, the present study has sought to go beyond just individual-level risk
factors, by attempting to draw upon the work of others, in an attempt to begin to measure
the influence of systemic-level factors, even via the use of self-report data. In this regard,
the pioneering work of Pierce (1969, 1970, 1973, 1974) was drawn upon, as a starting
point.
Pierce’s Theory of Racism
Pierce (1969, 1970, 1973, 1974) advanced theoretical positions that constitute
what was referred to by Pierce et al. (1977) as a Theory of Racism. A central construct in
the Theory of Racism is that “in the United States racism is a mental and public health
illness in which skin color determines whether or not one is expected to operate from an
inferior or superior vantage point” (Pierce et al., 1977, p. 64). Both the White and Black
races “come to expect and accept as unremarkable, that” Black people’s “time, energy,
space, and mobility” are to be “at the service” of White people (p. 64). Operating are
what are referred to as “laws” that are “so immutable” that they operate “with a
mathematical precision” and they “operate ubiquitously” (p. 65).
Nearly a decade earlier, Pierce (1969) had articulated the following:
Oppressed, defeated, demoralized, and degraded in a hundred ways each day
of their existence, many blacks come to accept low esteem; and their brothers,
hopelessness and helplessness. The black’s daily existence is controlled by others
and always not far in the background are the police. Since the police act with the
total community’s acceptance, the black realizes that for him the state is a police
state… (p. 557)
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Pierce (1973) underscored the nature of the impact, including for Whites, noting
that if anyone “in society lives in a police state, then the society is a police state—even if
some pretend” that the “unfair and repressive measures” taking place “can affect only
disenfranchised” minorities (p. 528). Also reiterated by Pierce (1973) were the conditions
for the perpetuation of racism in society, noting the necessity of both Blacks and Whites
believing and acting in such a manner that; first, Black people feel and know that they are
“under hypersurveillance;” second, a Black people permit their “time and space to be
abused;” and, third, Black people continue to be “obliged to live in a state of forced
dependency” (p. 529). Of note, Pierce (1973) articulated these important conditions for
the perpetuation of racism in the United States within the context of also warning about
the potential impact of mandatory minimum sentences.
Consider the assertion of Pierce et al. (1977) that “both races are proracist, in that
they permit, insist, encourage, and sustain that the black will be dependent and deferential
(in regard to time, space, energy, mobility) in all interpersonal interactions (p. 65). There
is also a role for research that analyzes data from the perspective of the “categories that
the theory of racism tells us are the important manifestation of proracist behavior”
(p. 65).
A core construct conveyed by society involves White superiority and Black
inferiority, as per Pierce et al. (1977)—which is consistent with prior work by Wallace
(2003; 2008). Wallace (2003, 2008) used the concept of hierarchical domination and
authority, as codified in the symbolic formula of A/B, conveying how those in position A
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(e.g., Whites, masters, etc.) position themselves as superior to those in position B (e.g.,
Blacks, slaves, etc.).
Pierce’s Construct of Microaggressions
In discussing the categories of racism, Pierce et al. (1977) elaborated, as follows,
while explaining microaggressions:
These categories of behavior are the critical means of training people to
perform and accept such behavior.
The chief vehicle for proracist behaviors are microaggressions. These are
subtle, stunning, often automatic, and nonverbal exchanges which are “put
downs” of blacks by offenders. The offensive mechanisms used against blacks
often are innocuous. The cumulative weight of their never-ending burden is the
major ingredient in black-white interactions. This accounts for a near inevitable
perceptual clash between blacks and whites in regard to how a matter is described
as well as the emotional charge involved. (p. 65).
Of note, Pierce et al. (1977) had a very broad view of the contexts in which
microaggressions occur. They saw “a plethora of sources which spew out
microaggressions through offensive mechanisms” to Blacks, including television (TV) as
just one source. Yet, it was the larger media that was viewed as responsible for
microaggressions that “are daily occurrences in newspapers, radio programs, films,
billboards, subway posters, textbooks, statues, and so on” (p. 66). What is proposed as a
possibility is that “a child, black or white, can diagnose these microaggressions and
diagnose offense maneuvers,” which creates the possibility that the child will “think
differently and perhaps behave differently” (p. 66). The intent is that with “such
awareness” there may be the possibility of “no longer expecting and accepting as
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unremarkable that one group should always be life-shortening (in terms of rendering over
time, space, energy, mobility) and the other life-transferring” (p. 66).
Pierce et al. (1977) found confirmation for the theory of racism by analyzing TV
commercials from 1972 for the representations of Blacks and Whites being projected.
Findings showed that Whites in commercials disproportionately exerted authority,
displayed superior knowledge, and were shown having a stable family, while White
females were depicted for “ideal beauty or sexual attractiveness” (p. 81). On the other
hand, Blacks disproportionately seldom demonstrated the use of technology, seldom
initiated activity, were never dispensers of goods or favors (“apparently never have
anything to give”)—while Black males were never shown in the context of a family
[note: data collected in 1972]; and, Blacks worked for wages four times as often “as their
presence in the TV population warrants” (Pierce et al., 1977, p. 85).
As perhaps one of the most popular contemporary approaches to racism and
microaggressions, Sue et al. (2007) built on the prior pioneering work of Pierce et al.
(1977) in articulating the concept of microaggressions within a Theory of Racism.
Sue et al. (2007) defined microaggressions as brief, daily and commonplace
“verbal, behavioral, and environmental indignities, whether intentional or unintentional,
that communicate hostile, derogatory, or negative racial slights and insults” directed
toward the targeted individual or group (p. 273). Categories of microaggressions were
advanced, including microassaults (verbal or nonverbal attacks as purposeful
discriminatory action), microinsults (rude, insulting communications that attack identity
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of another), and microinvalidations (nullify or negate the reality and existence of another)
(Sue et al., 2007).
Individual, Institutional, Cultural Racism and Other Forms
Especially well-known is the early work of Jones (1972) in identifying three types
of racism. These have been described as individual racism (embraces ideology of and has
personal attitude of racial superiority), institutional racism (institutional power
implements ideology of racial superiority), and cultural racism (broad-based cultural
support for ideology of one race’s superiority), as per Jones and Carter (1996).
More recently, in a similar manner, Prather et al. (2016) asserted that racism,
which is an “institutionalized system of oppression that designates value to persons based
on race/ethnicity” is multilayered with each level having different impacts (p. 665). The
cumulative effect of experiencing racism is viewed as a significant contributor to health
disparities in African American communities. The first level is described as institutional
racism, which are societal systems and institutional policies that produce racially biased
results. Also described is the second level of racism, as personally mediated racism,
where individuals interact with members of a group or ethnicity with biases that can
negatively impact members of the group. Lastly, there is internalized racism, where
members of the racially stigmatized group accept negative messages about the group. The
aforementioned underscores how important it is to “understand how racism influences
other social determinants of health” (Prather et al., 2016 p. 665).
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Structural Racism
Others have focused on how structural racism operates to main the status quo,
including through structures such as laws, policies, bureaucracies, as well as the police
and courts (Metzl & Roberts, 2014). Structural racism has been defined, while the
example of police violence was given, below:
For Wallace (2018), structural racism encompasses those structural factors
that operate on the level of social systems—whether institutional, organizational,
or government systems—that have negative impacts on disparaged racial groups,
while reflecting how the history and legacy of racism in the United States has
become embodied within all institutions, agencies, organizations, and systems
operating within this nation.
As a component of city and state government systems, police violence is a
form of structural racism that is of great concern in contemporary times…
(Ingram & Wallace, 2018, p. 82).
Bailey et al. (2017) also explored the issue of health inequities through the lens of
structural racism. Although, social science and epidemiology scholarship all point to
interconnected systems of discrimination, applying the lens of structural racism is not the
normative practice. Far too often, decision-makers and “others responsible for defining
and responding to the public discourse remain resistant to identify racism as a root cause
of racial health inequities” (p. 1453). Additionally, there is a need to understand and
identify the mechanisms that produces poor health outcomes due to racism. Further, a
“focus on structural racism is essential to advance health equity and improve population
health” (Bailey et al., 2017, p. 1453).
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Perceived Racism
Ingram and Wallace (2018) emphasized how “racism, as a restricting structural
force or power, may be potentially perceived or discerned” (p. 82). Meanwhile, “one
approach is to focus on the individual’s level of ability for perceiving racism and/or
oppression, as well as the subsequent execution of coping responses to racism and/or
oppression” (p. 82). This follows the work of Wallace (2005) with roots in the pioneering
work of Clark et al. (1999).
Clark et al. (1999) developed an original biopsychosocial model for evaluating the
health impact of “the perception of an environmental stimulus as racist” and the impact of
the stressor of racism on the health of African Americans. While acknowledging that
things have improved, they point out that “there remain important signs of continued
resistance to full equality of black Americans” (p. 805). Additionally, the issue of
colorism or intra group prejudice based on skin tone was identified as a contributor to
stress linked to racial identity. Understanding the impact of perceived racism on the
health of African Americans is critical. As perceived racism “may have negative
biopsychosocial sequalae (p. 806). They concluded that “perception of racism usually
resulted in psychological and physiological stress responses” (p. 812). These stress
responses may be a prelude to chronic health conditions associated with outcomes such
as low birth weight, infant mortality, low breast cancer survival and arterial blood
pressure changes. Also, notedly “research suggests that exposure to stress is related to
upper respiratory infections (p. 812). The model also focuses on “exaggerated
psychological and physiological stress responses that are influenced by constitutional
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factors, socio-demographic factors, psychological and behavioral factors, and coping
responses” (Clarke et al., 1999, p. 806).
Hence, there is a body of literature that justifies the approach to be taken in the
present study for ascertaining the impact of racism upon African Americans—as well as
for discerning any links to their level of knowledge about COVID-19 and level of selfefficacy for preventing COVID-19 transmission.
VI. Preparedness for Public Health Disasters and Risk Communication
During a disaster such as COVID-19, all citizens face the task of coping and
responding to that disaster. This involves the concept of preparedness.
Agarwal et al. (2020) focused on psychological preparedness for disasters such as
for those living in COVID-19 “hot-spots” in India. Agarwal et al. (2020) defined
psychological preparedness as “the primed cognitive awareness and anticipation of
dealing with emotional responses in an adverse situation” (p. 1). The investigation of
found “a significant knowledge deficit existed in crucial areas such as anticipated risk
and differentiating or managing severe illness” (p. 2). Further, it was found that despite
“anticipatory coping behaviors” being intact, still “many were fraught with fears of
distressing situations, and awareness of coping strategies was low” (Agarwal et al., 2020,
p. 2).
Kohn et al. (2012) discussed the need for personal disaster preparedness
considering the increased frequency of environmental and natural disasters including
pandemics threats. Personal preparedness includes “strategies such as stockpiling,
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sheltering-in-place, and citizen education” (p. 217). Further, 72 hours is often looked at
as the minimum time where individuals and families may need to be self-sufficient. The
need for personal disaster preparedness is critical as there is a recognition that hospital
surge capacity is not unlimited. Additionally, disaster preparedness education needs to
focus on minority communities as “minorities tend to be less prepared before a disaster”
(Kohn et al., 2012, p. 227).
According to Davidson et al. (2013), the impacts of disasters are not shared
equally by all who have experienced them. Disasters have disparate impacts which are by
and large experienced based on cultural groupings. Further, there is evidence that
suggested “cultural minority populations, specifically African Americans and Latinos,
have higher risk of disaster exposure and are disproportionally affected by them” (p. 97).
The elevated risk of disaster exposure faced by minorities may be attributable to poverty,
the built environment, and poor disaster preparedness education and preparation.
Socio-cultural factors also increase the level of risk and vulnerability for minorities,
“including mistrust of government and authorities” (Davidson et al., 2013, p. 97).
Taylor-Clark et al. (2010) looked at communication inequalities during a public
health disaster, specifically hurricane Katrina. Further, it has been inferred that African
Americans were more severely impacted because of their socio-economic status.
However, the issue of public health communication has been put forward as a
contributing factor in determining the impact on African American communities. African
Americans may have been especially vulnerable to poor health outcomes from hurricane
Katrina due to the “knowledge gap hypothesis” and the fact that “socio-economic
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positions manifests in the form of inequitable access and exposure to relevant
information” (Taylor-Clark et al., 2010, p. 222).
According to So et al. (2019), the level of knowledge and skill of the families in
the community is the foundation or prerequisites that help prepare communities to
manage disasters. Further, literacy levels must be considered when disseminating
information in the time of a disaster. There is some evidence that there may be in
congruity “between the literacy demands of available materials and the literacy levels of
vulnerable populations, such as low-income people of color” (So et al., 2019, p. 1).
Glik (2007) asserted that effective risk communication is a critical function of
public health particularly in times of disaster. Further, a distinction must be made
between risk communication and crisis risk communication. In a crisis risk
communication scenario “the hazard is high as is people’s emotional response or outrage
about it” the communication must “be timely, accurate, direct, and relevant, and it must
also reassure and give people hope” (p. 3). Additionally, environments that call for
effective crisis risk communication are usually intense and unstable due to the higher
risks that may be involved, these factors increase the likelihood of missteps and
miscommunications. In times of disaster, crisis risk communication must be honest and
transparent. Moreover, there must be “accountability for the sources of information. Lack
of trust and credibility can doom risk communication efforts” (Glik, 2007, p. 3).
Certainly, in the present COVID-19 pandemic, as a major disaster for which there
was insufficient preparation, the communication of risk has been a critical factor.
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Conclusion
This chapter has presented a review of literature pertinent to the dissertation. The
following topics were covered: (1) COVID-19 and the social determinants of health;
(2) overview of health disparities and African Americans; (3) African Americans, the
disproportionate COVID-19 impact and related health disparities; (4) comorbid
conditions and COVID-19; (5) African Americans, health disparities, systemic racism,
internalized racism, microaggressions, and perceived racism; and (6) preparedness for
public health disasters and risk communication.
The next Chapter, III, will present the methods followed in this study.
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Chapter III
METHODS
This chapter will outline the methods and procedures used in this study, this
includes description of the study design, relevant, procedures, subject recruitment, and
how the final sample was achieved for conducting the dissertation research. In addition,
the research instruments utilized in the study will be described in detail. Finally, the data
treatment and the data analysis plans for the quantitative and qualitative data will be
outlined.
Overview of The Study Design and Procedures
The design of the study was cross-sectional, while employing an online recruiting
modality with a survey hosted on the Qualtrics platform. Qualtrics is the online survey
platform deemed acceptable for research at Teacher’s College Columbia University. The
survey was competed online by a convenience sample of Black adults. This section
provides an overview of all study procedures.
IRB Approval
Prior to officially beginning the study, first, approval was sought from the
Institutional Review Board of Teachers College, Columbia University. This formal
approval was received on January 6, 2021, under the exempt category as protocol
#21-130 (see Appendix A for IRB Approval Letter). The IRB protocol expressly
stipulated that, due to the COVID-19 pandemic, all in-person study activities with human
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subjects was suspended by Teachers College, Columbia University. Fortunately, the
original design of the study was based on the sole use of online data collection. Online
data collection began on January 29, 2021 and ended on February 28, 2021.
Recruitment of Study Participants
Recruitment of study participants was done on Twitter, Instagram, Facebook,
WhatsApp, and Reddit platforms, as well as via email (See Study Email in Appendix B).
Also, messages based on the study’s official text or tweet (See Study Tweet/Text in
Appendix C) were placed on walls or direct messages were sent asking potential
participants to:
“ CLICK ON: https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED
(age 18 and above) TO TAKE SURVEY “About You and the COVID-19
Pandemic” (Takes 20 Minutes) for a chance to win 1 of 3 $100 Amazon gift
cards”.
Facebook was used extensively to recruit participants. Facebook groups and
pages with the nomenclature “Black or African American” were targeted and requests
made to join those various groups if appropriate. Once memberships in those various
groups was confirmed, the study invite was posted on the walls every two days. On some
Facebook pages the links were posted daily. Additionally, the survey link was posted on
the pages of Historically Black Colleges and Universities (HBCU). There was also an
outreach to friends and family via Facebook and WhatsApp—wherein the survey link
was shared, while snowballing followed, as those contacted sent the invitation to others.
Emails were also sent out sharing the survey link, including the encouragement to share
the invitation with others, further permitting snowballing to occur. Twitter was also used
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extensively, with a line of “please retweet,” asking anyone who saw the tweet to share the
survey link. Several Tweets were sent out every day, or 2-3 times a day with various
hashtags, such as #blacktwitter, #research, and #COVID-19. Also, the survey link was
shared via responses to tweets to increase visibility of the survey link. In addition, several
tweets daily were sent directly “@” specific Black influencers to increase the visibility of
the survey link.
Additional Study Procedures
Potential participants who were interested in taking part in the survey, and clicked
on the link (https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED) were then
directed to the Qualtrics platform where the survey was hosted. Next, participants were
presented with the Informed Consent, which included the Participant’s Rights form—
which had a box they had to click on, as a way to indicate their consent to participate in
the study (see Informed Consent in Appendix D).
Study Inclusion/Exclusion Criteria
Study participants who read and signed the informed consent were then screened
with a short questionnaire to assess if they had met the inclusion/ exclusion criterion for
study participation (see the Study Screening Survey in Appendix E).
The inclusion criteria for the study were as follows:
1- Are you an adult age 18 or above?
Yes___

No____

2-Do you self-identify as Black or African American?
Yes___

No____
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3-Have you been living continuously within the United States since March
2020—without any travel outside the country for more than 4 weeks?
Yes___

No____

4-Are you able to read and understand English on the 12th grade level?
Yes___

No____

5-Some people believe that COVID-19 is a hoax, or is not real, so they would
NOT be able to answer questions about COVID-19, as something that does not
exist for them. Do you feel able to answer questions about “You and the COVID19 Pandemic”?
Yes___

No____

6-Are you able to devote about 20 minutes to this study at this time—for a chance
to win one of three $100 Amazon gift cards?
Yes___

No____

If participants answered yes to all the questions, then they were allowed to
continue on to complete the survey. If the participants answered no to any of the
inclusion questions they were then thanked for their time and informed that they did not
qualify to participate in the survey. The participants who did not meet the inclusion
criterion were then invited to share the link to the survey opportunity with others who
might meet the study inclusion criteria.
Generating Prizes: The Study Incentive for Participation
The study used a raffle for a prize as an incentive for study participation. As a
means to encourage participation in the survey, participants were offered an opportunity
to win an Amazon Gift Card valued at $100—while they would have a 1 in 250 chance of
winning one of three such cards. Upon completion of the survey, participants could elect
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to enter the lottery for one of three Amazon gift cards by entering their email address.
After study closure, the participants who entered their email into the lottery had a chance
to win one of the three prizes. The Research Group on Disparities in Health (RGDH)
utilized the expertise of the webmaster, Dr. Rupananda Misra, to administrate the prize
application process. Dr. Misra’s administration of the prizes allowed the participants’
privacy to be maintained, as the program used encryptions for all emails entered into the
program. Thus, the principal investigator was unable view any of the email addresses or
access the program. This process allowed for patient privacy to be maintained in the prize
generating process.
The Study Sample
In order to recruit participants, the study utilized convenience sampling
techniques, which resulted in a final sample of N=188. There were 301 total records
documented that completed the informed consent. Some 233 of the 301 met the inclusion
criteria and were considered eligible to complete the survey. Another 231 of the 232
answered at least 1 of the demographic questions. Of the 232 that were eligible, 188
completed the survey or provided data for at least one of the outcome variables, such that
44 were later determined to be ineligible for not having data for one of the primary
outcome variables. The issue of duplicate IP addresses was not encountered and thus was
a not a factor in those who were deemed ineligible. Comparison of the demographics for
study completers (n=188) versus non-completers (n=44) indicated that the only
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difference –approaching significance (p= .058) – between groups involved completers
having a lower income than did the non-completers.
See Table 1
Table 1. Comparing Survey Completers (N=188) to Non-Completers (N=44) Via
Independent T-Tests
t-test
(significant at p<0.013)
Has Primary
Outcome Variable?
Yes= Completer
No= Non-Completer

Age

Yes
No
Level of Education Yes
No
Household Income Yes
No
Skin Color
Yes
No

N

M

SD

188 43.16 11.070
44 41.77 12.567
188
5.10 1.603
29
4.97 1.546
188 3.94 1.311
29 4.62 1.801
188 4.82
.973
30 4.90 1.062

T

Df

P

-.673

230

.501

-.409

215

.683

1.968 32.739

.058

.390

.697

216

*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/4 p= .013)
Note: All p values above .013 are considered non-significant, and only those below
.013 are considered statistically significant

Description of Research Instrumentation
The study survey instrument was comprised of survey parts that were newly
developed specifically for use in the “About You and the COVID-19 Pandemic” study.
Other survey parts represented some of the body of work and standard survey tools of the
Research Group on Disparities in Health (RGDH) created under the auspices of
Dr. Barbara Wallace, who serves as the Director. Dr Barbara Wallace is also the
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Co-Director of the Center for Health Equity and Urban Science Education (CHEUSE),
Teachers College, Columbia University—which is the “umbrella” home for the RGDH.
Those new survey parts used in this study for the first-time were developed by the
Principal Investigator and the dissertation sponsor, Professor Barbara Wallace. Due to
Dr. Wallace’s large body of work as a research sponsor, having conducted a multitude of
studies with the RGDH, there are quite a number of subscales in this study that have been
used and validated in prior research studies of the RGDH. See Appendix F for the
complete survey with multiple parts, each of which is described in this section.
Part I: Basic Demographics (BD10)
This 10-item scale developed by Dr. Barbara Wallace and has been used
extensively by the RDGH’s fellows. For example, it was used in Alrqiq (2020). It was
adapted and focuses on the demographic characteristics of the present study’s population.
This scale included questions pertaining to gender, age, skin color, U.S. Born (yes/no),
partner (yes/no), level of education etc.
Part II: Employment and Risks During the COVID-19 Pandemic (ECRDCP-10)
This was a new scale developed by the Principal investigator and Dr. Barbara
Wallace, dissertation sponsor, for first time use in this study. This scale was used to
determine employment status before COVID-19 (i.e., the year 2019) and the level of
current risk of COVID-19 transmission at their present place of employment.
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Part III: Home Life During the COVID-19 Pandemic and Extent of Risk Reduction
(HLDCP-ERR-3)
This was a new scale created for use by the Principal Investigator and her
dissertation sponsor, Dr. Barbara Wallace, for use by the Research Group on Disparities
in Health (RGDH). This tool permits determining via 9 items (e.g., children, teenagers,
adults, grandparents/senior citizens) the Extent of Multi-Generational Living (EMGL
Score), such as if the individual indicates children, adults, and grandparents all live in the
same home. Secondly, the tool also determines via the same 9 items a count
Characterizing Household Size (CHS, ranging from the smallest size with 1 person in the
household to the highest size of 9 people living there, giving scoring for 1=smallest size
of household to 9=largest size of household. This tool permits determining a mean
household size with standard deviation, minimum and maximum scores.
A second scale uses 2 questions to determine Risk Reduction Measures in Home,
by asking them to indicate a frequency response, for example, when prompted with: “We
have visitors who come inside our home in the exact same way as before the COVID-19
pandemic.” The participants answered using a Likert scale ranging from 5-always
4_almost always 3_sometimes 2_rarely 1 _never—with a high score (e.g., 5, 4)
suggesting risk reduction measures are not being taken in the home. Here, also, a mean,
standard deviation, minimum and maximum scores can be obtained.
Part IV: Extent of Residential Segregation (ERS-2)
This is a new scale created for use by the Principal Investigator and her
dissertation sponsor, Dr. Barbara Wallace—and for use by the Research Group on
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Disparities in Health (RGDH). The concept for the tool follows the work of Shelton et al.
(2010). As per Shelton et al. (2010), the following is noteworthy, as the rationale for
creating and including such a tool for the present study:
The total GBMMS was associated with residential racial segregation such
that participants in census tracts with a high proportion of Blacks had higher
GBMMS scores than those in tracts with a lower proportion. While no studies
have examined this association, the possibility that medical mistrust is a
consequence of segregation is raised by a small but growing literature outlining
the role of residential segregation as a fundamental social determinant of health
that limits access to quality health care… It is possible “that Blacks who live in
highly segregated areas experience poorer medical treatment, which contributes to
a deep-rooted lack of confidence in health care systems to provide appropriate
care for Black people”… (p. 553)
Whereas Shelton et al. (2010) created a variable for residential segregation based
on an analysis of census tract data, this study uses their cut-offs, but depends on selfreported data. Following Shelton et al. (2010), for a person’s neighborhood/area/section
where they live, the proportion Black is categorized as: ‘Low’ (0.0–0.32), ‘Moderate’
(0.34–0.66), or ‘High’ (0.67–1.0 or 100 percent). A question for Hispanics or Latinos
living in your neighborhood was also added. The specific questions ask, as per the
instructions, the following:
For where you live now, please estimate (your best guess) the percentage of the
people in your neighborhood or the area or section where you live by
race/ethnicity:
1-For Blacks or African Americans, where I live is:
(1)_less than 1% Black
(2)_1% - 33% Black
(3)_34% - 66% Black
(4)_ 67% - 100 % Black
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2-For Hispanics or Latinos, where I live is:
(1)_less than 1% Hispanic or Latino
(2)_1% - 33% Hispanic or Latino
(3)_34% - 66% Hispanic or Latino
(4)_ 67% - 100 % Hispanic or Latino
The questions permit characterizing the participants neighborhood, or area where
they live as segregated while largely Black; and, as segregated while largely Latino.
Part V: Personal Health Background—Current and Before Pandemic (PHB-CABP11)
This is a tool created for use by the Research Group on Disparities in Health,
being commonly used (e.g., Alrqiq, 2019). For the present study, ratings for before and
now/during the pandemic were provided for physical and mental health status—as an
innovation, given the pandemic. This permits a paired t-test to compare ratings from
before the pandemic versus currently. There is also a question added about weight having
stayed about the same, or if they lost weight, or gained weight during the pandemic.
Some ending questions were also eliminated to reduce response burden.
Part VI: Single Item Rating of Risk of Providing Socially Desirable Responses (SIRRPSDR-1
This single item Rating of Risk of Providing Socially Desirable Responses
(SIR-RPSDR-1) was created for first time use by Dr. Barbara Wallace in studies in 2018
conducted by the Research Group on Disparities in Health [RGDH], and for ongoing use
by the RGDH. For example, this tool was used by Laryea (2019). Laryea (2019) found
with what was, in 2019, the new one item measure of social desirability was one of two
significant predictors in her study with nurses; there, social desirability was one of two

80

predictors of nurses’ higher personal skill/ability rating for managing their patients’
pressure ulcers; also, the much longer 13-item tool for measuring social desirability (i.e.
from Crowne & Marlowe, 1960) was also found to be the sole significant predictor of
nurses’ ratings for a higher personal skill/ability for managing their patients’ pressure
ulcers. This finding justifies using the new one-item measure of social desirability,
thereby reducing the burden of time on study participants, which is vital, given the stress
of the pandemic. The one item measure uses a 0-10 Likert rating scale, as follows:
I sometimes say things that I think will please people, or what I think they want to hear—
versus the honest truth, which might be difficult or painful for other people to hear and
accept, or might lead them to judge me harshly…
I rate myself on a scale of 0 to 10, as follows:
0
1
2
3
4
5
6
7
8
9
10
0-I am not like this at all
10-I am like
this all the time

Part VII: Perceived Social Support Scale (PSSS-1)
This is a common tool used by the Research Group on Disparities in Health
(RGDH), having been used by Lian (2017). For this study, to reduce the burden of time
during the stress of the ongoing pandemic, a new one item version of the scale was
created by combining the essence of 5 questions into one description of what having
social support “means.” Participants then indicate the number of people they have in their
life, using the 5-option scale, as follows:
1-Please indicate the extent to which you experience SOCIAL SUPPORT in
your life at this time (i.e., right now):
1. I have no one like this in my life right now
2. I have at least 1 one person like this in my life right now
3. I have at least 2 people like this in my life right now
4. I have 3-5 people like this in my life right now
5. I have 6 or more people like this in my life right now
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The scale produces a mean, standard deviation, minimum and maximum score. Of
note, the original 5-item version used by Lian (2017) had excellent internal consistency
with a Cronbach’s Alpha of .901, while the one-item version used in this study will not
permit such a determination.
Part VIII: Medical Mistrust Scale—Short Form (MMS-SF-4)
This study follows Shelton et al. (2010), given their 11-item version of their tool:
The Group Based Medical Mistrust Scale (GBMMS), which measures race-based
medical mistrust. For this study, the measure title was shortened to the Medical Mistrust
Shelton et al. (2010) 11-item tool followed their elimination of one item from an original
12 item version, given the finding of three factors. However, for this study a shorter tool
was needed. Hence, drawing items from their three factors/scales, this study will include
just some items, as follows: from the Suspicion Scale, Factor 1, only 2 of their 5 original
items include); from the Discrimination Scale, Factor 2, only 2 of 3 original items
included for reverse scoring; and, not used in this study were any items from the Lack of
Support Scale (Factor 3). The result is a scale for this study with 4 questions—as a short
form. The numbering in this scale reflects the removal of items (i.e., 1, 2, 3, 6, 7, 9, 11) to
shorten the scale; only original items 4, 5, 8, 10 are included.
What are now items 3 and 4 in the new short 4-item scale are reverse scored,
while the new 4-item scale uses the original 5-point Likert scale, as shown below with a
sample item:
1-Black people cannot trust doctors and health care workers (item 5 on original scale)
1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree
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Shelton et al. (2010, p. 552) reported that internal consistency “was high for the
total GBMMS (α=0.87) and the three sub-scales Suspicion (α=0.89); Discrimination
(α=0.83); Lack of Support (α=0.65)” (p. 552). They also “calculated split-half reliability
by examining the correlation between odd and even numbered items and found two
halves to be highly correlated (r=0.78; p<0.0001)” (p. 552).
The present study will determine internal consistency for the 4-item short scale,
while providing a mean, standard deviation, minimum and maximum score.
Part IX: Rating Your Quality of Life Scale (RYQOL-S-1)
This was a scale was originally created for use in the Mecklembourg (2019)
breast cancer survivors’ study, and for use by the Research Group on Disparities in
Health (RGDH) by Dr. Wallace. It is based on the main areas covered in the quality of
life scale created by Gordon and Siminoff (2010): i.e. specifically, physical function,
social support, body image, emotional function, coping, cognitive function (excluding
their future orientation, and breast cancer impact). The single item and 6-point Likert
scoring following:
Please rate yourself, after reading the following:
Please think about the quality of your life, including the following: my ability to
function physically (my level of strength, tendency to experience fatigue, ability
to walk up and down stairs, ability to perform physical activities around the
house, ability to move my arms and legs, degree to which I feel pain in my body);
my amount of social support (number of people I can rely on for help, including
in a crisis); my feelings about my body image (attractiveness, finding clothing I
like to wear); my emotional functioning (degree of depression, anxiety, worry,
uncertainty); and my mental functioning (ability to concentrate, remember
things, think clearly). Keeping all of this in mind, please rate your quality of life
at the present time:
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I rate my quality of life as:
__1-Very poor __2-Poor __3-Fair __4-Good __5-Very Good __6-Excellent
This short one-item tool provides a mean, standard deviation, minimum and
maximum score.
Part X: Past-Year COVID-19 Related Stress (PY-CRS-8)
This is a new scale created for use by the Principal Investigator and her
dissertation sponsor, Dr. Barbara Wallace, and for use by the Research Group on
Disparities in Health (RGDH) for first time use in the present study. The tool identifies 8
domains for which experiences of stress are measured, including: shopping stress (e.g.
grocery store), work stress, money stress, food stress, housing stress, school stress,
technology stress, and stress from societal changes, using the following 10-point Likert
scale, as shown with a sample item (#2 of 8) and instructions:
In comparison to all the other stress (pressure, tension, worry) you have ever
experienced in your lifetime, please rate all the stress in your life in the past year
that was related to COVID-19.
If you have family or extended family, and what THEY were going through
during the past year of the pandemic also caused stress in YOUR life, then think
about that when you answer the questions, below.
2-For WORK STRESS (going to work or not going to work, losing work, being
safe at work, changing work from in-person to online—or hybrid/mixed model,
etc.)
0 1 2 3 4 5 6 7 8 9 10
0= I had NO stress
10=I had MAXIMUM, EXTREME stress
Internal consistency will be determined for the new 8-item scale using Cronbach’s
Alpha. The scale will provide a mean, standard deviation, minimum and maximum score.

84

Part XI: Retrospective Depression, Anxiety, and Trauma Scale (R-DATS-4)
This is shorter version of a scale that follows the work of Lian (2017)—as a
common tool used by the Research Group on Disparities in Health (RGDH. For this
study, subjects are only asked about any depression or anxiety in the past year—and not
the past 3, 6 months, and year as in Lian (2017). Also, added for the first time in this
study is a question about past year trauma. The counseling question appears just once,
and this version adds reverend, Iman, or other church leader as a source of counseling.
Using responses for any past year anxiety (yes=1, no=0), depression (yes=1,
no=0), or trauma (yes=1, no=0), these three scores create a Mental Distress variable—
for use in subsequent analyses, while permitting determination of a mean, standard
deviation, minimum (0) and maximum (3) scores for Mental Distress in the past year.
Also, any past year counseling received is also scored yes=1, no=0.
Part XII: Endorsement for the Theory of Racism and Internalized Racism (ETRIR-6-SHORT)
This is a new tool created for first time use by the Principal Investigator and Dr.
Barbara Wallace, and for use by the Research Group on Disparities in Health (RGDH).
This tool represents an attempt to begin to study systemic racism, or structural racism—
as internalized by individuals, even though involving use of self-report data. The tool
ascertains from participants to what extent they perceive the United States as supporting,
promoting and fostering beliefs consistent with the ideology of White superiority and
Black inferiority—following Pierce et al.’s (1977) Theory of Racism; and, also consistent
with Wallace’s (2003) Psychology of Oppression with emphasis on the hierarchical
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authority and domination captured in A/B (e.g., Wallace, 2003; 2008). The extent to
which key beliefs from the Theory of Racism have been internalized is also queried via
every other question, or via all even numbered questions—as the Endorsement of the
Theory of Racism Scale; and the preceding odd numbered questions query the extent to
which they identify societal racism via beliefs supported, promoted and fostered in the
United States—as the Internalized Racism Scale. For the original 14-item version, odd
numbered items 1, 3, 5, 7, 9, 11, 13 are the Theory of Racism Scale; and the even
numbered items 2, 4, 6, 8, 10, 12, 14 are the Internalized Racism Scale. For this study, to
reduce the burden of time on participants, we will use a short version with just 6 items,
3 odd Theory of Racism Scale items, and 3 even Internalized Racism Scale items.
The 6-item short scale uses a 6-point Likert scale, for each scale, as shown in the
following sample item #1 (Endorsement of the Theory of Racism Scale item) and item #2
(Internalized Racism Scale item):
1-To what extent is the following belief or way of thinking supported, promoted and
fostered in the United States:
• White people are superior to Black people
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 =
To a great extent 5 = To a very great extent
2-To what extent do YOU personally believe this?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 =
To a great extent 5 = To a very great extent
The present study presented the internal consistency for the 3-item Endorsement
of the Theory of Racism Scale using Cronbach’s Alpha, as well as a mean, standard
deviation, minimum and maximum score. Of note, this study was not able to provide the
same kind of data for the 3-item Internalized Racism Scale, due to lack of sufficient
variability in scores to do so, being forced to turn what was intended to be a continuous
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variable into a dichotomous variable for the presence of any internalized racism (scored
yes, or no).
Part XIII: Ratings of Experiences of Microaggressions (REM-6)
This is a scale previously used in Lian (2017), for example, and created for use by
the Research Group on Disparities in Health by Dr. Barbara Wallace. This is a tool that is
also rooted in the work of Pierce et al. (1977) on microaggressions, with additional
category, types of microaggressions, as advanced in the work of Sue et al. (2007). As is
common when using this tool, instructions were modified to account for the participants’
specific demographics or characteristics—in this case, being Black or African American.
Due to the pandemic and social distancing, also added in places was this: in-person or
online. A question on intersectional experiences was deleted (e.g. microaggressions also
due to appearance, etc.). Also, a final question # 6 was added to capture the original work
of Pierce et al. (1977) on microaggressions, given the focus on messaging via television
and the media conveying societal constructs of White superiority and Black inferiority.
The overall tool represents an attempt to capture exposure to that societal-wide racism
which may be experienced in day-to-day interpersonal interactions and events. The 6
items in this scale are scored on a 5-point Likert scale for frequency of exposure to
microaggressions, as shown in the sample items with instructions, including the new item
added for first time use in this study (#5):
For the following questions, please indicate to what extent have you experienced
any of the following in the United States (e.g. work settings, schools, shopping in
stores, online interactions, etc...) and it seemed related to your being Black or
African-American:
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1-Brief exchanges or brief interactions (in-person or online) where you felt you
were receiving messages that were a put down, denigrating, or conveyed
something negative:
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4Many Times

6-How often have you experienced various media messages on television, in
commercials, on billboards, in magazines, and other online platforms as putting
down Blacks, denigrating them, spreading negative stereotypes, or conveying
something negative about Blacks?
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4Many Times

Lian (2017) measured microaggressions Chinese International students’
experiences of microaggressions in the United States, finding internal consistency using
Cronbach’s Alpha was .851 (good); and for experiences of microaggressions at their
college or university that scale had a Cronbach’s Alpha of .855, also indicating good
internal consistency.
In this study, the scale will be evaluated for internal consistency using Cronbach’s
Alpha, as well as for the mean, standard deviation, minimum and maximum score.
Part XIV: Our COVID-19 Knowledge Test (OCKT-44)
This is a new tool created for first time use by the Principal Investigator and Dr.
Barbara Wallace, and for use by the Research Group on Disparities in Health (RGDH). It
follows prior research using such a true-false tool with all true answers as a brief online
e-health intervention (e.g. Afram, 2019; Aiyedun, 2014). Of note, participants are only
informed that all answers were true, after they complete the test, while next asking them
if they would recommend the test to others (yes, no, not sure), thereby diffusing the
innovation of learning online new content as a brief e-health intervention if they indicate
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“yes” to recommending it to others. See relevant survey part, below: Part XVI: Diffusion
of the Innovation of Our COVID-19 Knowledge Test (DOI-OCKT-1).
With 44 true-false questions, the new Our COVID-19 Knowledge Test (OCKT44) permits arriving at a mean, standard deviation, minimum and maximum score. Of
note, the OCKT-44 score is the first of two study outcome variables.
Part XV: Intention to Vaccinate for COVID-19 (IVC-1)
This is a new tool created for first time use by the Principal Investigator. The item
was deemed relevant given the emergence of vaccines by late 2020, with the present
study being conducted for one month from January 29, 2021 to February 28, 2021. The
item with options, follows:
1-Will YOU get a COVID-19 vaccination when it becomes available (e.g. spring
or summer of 2021)?
__Yes __No __Not Sure
__Probably, after I witness others getting it first, and it seems safe
Answers of Yes and Probably were scored 1= Yes (If has been/will be
vaccinated), while answers of No and Not Sure were scored 0=No, permitting a
dichotomous variable to be used in subsequent data analysis. Percentage and frequency
data is also produced.
Part XVI: Diffusion of the Innovation of Our COVID-19 Knowledge Test (DOIOCKT-1)
As mentioned above, following the administration of knowledge tests used by the
Research Group on Disparities in Health (RGDH), as in Afram (2019) and Aiyedun
(2014), there is a standard follow-up question. This question is rooted in the diffusion of
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innovations theory of Rogers (1995). Scoring involves yes=1, while no or unsure = 0,
capturing intent to engage in diffusion of the innovation. Percentage and frequency data
is produced.
Part XVII: COVID-19 Knowledge and Self-Efficacy for Risk Reduction Behaviors
(C-K-SE-FRRB-4)
This is a version of tool used in prior studies of the Research Group on Disparities
in Health (RGDH)—for example, in Afram (2019), which has been adapted for the
present study. The tool has a COVID-19 Knowledge Scale and a COVID-19
Prevention Self-Efficacy Scale.
First, the tool, via the COVID-19 Knowledge Scale, seeks to assess how
participants rate their level of COVID-19 knowledge for before taking the above
mentioned Our COVID-19 Knowledge Test (OCKT-44)—with all true answers, versus
“now” after taking the true-false test. Before being asked to rate their level of knowledge
for before versus after (now), participants were told: “Thank you for answering the TrueFalse questions in Our COVID-19 Knowledge Test. ALL answers were TRUE as a way
to inform you about COVID-19.” For their rating of knowledge, the following items with
6-point Likert scales were used:
Scale 1: COVID-19 Knowledge (Pre- and Post-Test-Taking the Our COVID19 Knowledge Test)
1-BEFORE I answered the above true-false questions, I would rate what I knew
about COVID-19, as follows:
1-Very poor 2-Poor 3-Fair. 4-Good. 5-Very Good. 6-Excellent
2-AFTER I answered the above true-false questions, I would rate what I know
NOW about COVID-19, as follows:
1-Very poor 2-Poor 3-Fair. 4-Good. 5-Very Good. 6-Excellent
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The two questions permit the use of paired t-tests to compare mean scores for
before versus after/now for Knowledge.
Secondly, the tool, via the COVID-19 Prevention Self-Efficacy Scale, seeks to
assess participants’ self-efficacy to perform relevant behaviors—with their level of selfefficacy potentially enhanced after exposure to key knowledge. In this case, the relevant
items assessing their before (taking Our COVID-19 Knowledge Test) versus after (now)
ratings involve their self-efficacy to prevent the transmission of COVID-19, using a 6point Likert scale, as shown in the items that follow:
Scale 2: COVID-19 Prevention Self-Efficacy (Pre- and Post-Test-Taking Our
COVID-19 Knowledge Test)
3-BEFORE I answered the above true-false questions, I would rate my level of
confidence for preventing the spread of COVID-19, as follows:
1=0% Confident. 2=20% 3=40% 4=60% 5=80% 6=100% Confident
4-AFTER I answered the above true-false questions, I would rate my level of
confidence NOW for preventing the spread of COVID-19, as follows:
1=0% Confident. 2=20% 3=40% 4=60% 5=80% 6=100% Confident
The two questions permit the use of paired t-tests to compare mean scores for
before versus after/now for Self-Efficacy. Of note, the after/now or POST test-taking
self-efficacy is the second study outcome variable.
Part XVIII: Open Ended Question on COVID-19-Related Stress and Coping
Strategies (OEQ-CRS-ACS-2)
Finally, as is common for studies conducted by the Research Group on Disparities
in Health (RGDH), a final set of open-ended questions permit participants to freely
express themselves, while enhancing the study by making it a mixed-methods
investigation. In this case, the following two questions were asked, permitting analyzing
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qualitative data for emergent themes, while being sensitive in reducing the burden of time
upon participants:
Lastly, please answer the following two open-ended questions, allowing you to
freely share. Note: One word or very brief answers are acceptable.
1-What have been the most difficult and stressful parts of the COVID-19
pandemic for you?
2-Finally, what are your best coping strategies, or most successful strategies, or
best ways for coping with the COVID-19 pandemic?
The Data Treatment Plan
Given a sample of adults (N=188) who responded to a social media campaign
inviting Black or African American adults to complete a survey (i.e., CLICK
ON: https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED (age 18 and
above) TO TAKE SURVEY “About You and the COVID-19 Pandemic” (Takes 20
Minutes) for a chance to win 1 of 3 $100 Amazon gift cards), the answered the
following research questions—using the data analysis plans indicated:
1-What were their demographic characteristics [i.e. gender, age, skin color, U.S. Born
(yes/no), partner (yes/no), number of children, level of education, household income,
student (yes/no), retired (yes/no), etc.]?
Part I: Basic Demographics (BD-10)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
2-What was their employment status at present, the year before the COVID-19 pandemic
(i.e. year 2019), and what was the level of current risk for COVID-19 transmission at
their present place of employment?
Part II: Employment and Risks During the COVID-19 Pandemic (ECRDCP-10)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
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3-What was the extent of multigenerational living in their home (1, 2, or 3 generations in
home), the estimated size of their household (1=smallest size to 9=largest size), and the
frequency of engaging in the risk reduction measures of having no inside home visitors or
events (always to never)?
Part III: Home Life During the COVID-19 Pandemic and Extent of Risk
Reduction (HLDCP-ERR-3)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
4-To what extent did they live in segregated residential housing, or what was the
estimated percentage for Blacks where they live, as well as for Latinos?
Part IV: Extent of Residential Segregation (ERS-2)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
5-What was their personal health background, including any history of past or current
COVID-19, common comorbidities, as well as their ratings for health status and
mental/emotional health status for before the pandemic versus currently—and for Body
Mass Index (BMI), weight status, and any changes in weight during the pandemic?
Part V: Personal Health Background—Current and Before Pandemic (PHBCABP-11)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages; and paired t-tests
6-To what extent did they tend to provide socially desirable responses to questions?
Part VI: Single Item Rating of Risk of Providing Socially Desirable Responses
(SIR-RPSDR-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
NOTE: The regression analysis controls for this variable
7-What was their perceived social support, in terms of the number of people they can rely
upon for various forms of support?
Part VII: Perceived Social Support Scale (PSSS-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
8-What was the extent of their medical mistrust, in terms of the extent of their suspicion
for how Blacks are treated and the extent of discrimination they perceived as occurring
against Blacks?
Part VIII: Medical Mistrust Scale—Short Form (MMS-SF-4)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
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9-What did they report as their overall quality of life?
Part IX: Rating Your Quality of Life Scale (RYQOL-S-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
10-What did they report as their past-year COVID-19 related stress, given the
possibilities of stress related to shopping, work, money, food, housing, school,
technology, and societal changes?
Part X: Past-Year COVID-19 Related Stress (PY-CRS-8)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
11-Did they report any past year depression, anxiety, or trauma (and symptoms of posttraumatic stress disorder), and did they seek out any counseling?
Part XI: Retrospective Depression, Anxiety, and Trauma Scale (R-DATS-4)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
12-To what extent did they provide endorsement for U.S. promoted racist beliefs (i.e.
White superiority and Black inferiority), and internalization of those racist beliefs
(internalized racism)?
Part XII: Endorsement for the Theory of Racism and Internalized Racism (ETRIR-6-SHORT)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
13-What was the frequency of their having had experiences of microaggressions related
to their being Black/African American?
Part XIII: Ratings of Experiences of Microaggressions (REM-6)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
14-What was their level of knowledge regarding COVID-19, given their scores on the
new “Our COVID-19 Knowledge Test”?
Part XIV: Our COVID-19 Knowledge Test (OCKT-44)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
• NOTE: The study outcome variable # 1 of
Level of COVID-19 Knowledge Based on Our Covid-19 Knowledge Test
(OCKT-44) Score

94

15-Having completed the new “Our COVID-19 Knowledge Test” with a final item on the
vaccine, what is their intention with regard to personally taking a COVID-19 vaccine
once it is made available to them?
Part XV: Intention to Vaccinate for COVID-19 (IVC-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
16-Were they willing to recommend to other adults the innovation of taking the new “Our
COVID-19 Knowledge Test” as a way to increase knowledge about COVID-19—thereby
diffusing the innovation of this e-health?
Part XVI: Diffusion of the Innovation of Our COVID-19 Knowledge Test (DOIOCKT-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
17-Was there a difference in how they rated their (a) COVID-19 knowledge and (b) selfefficacy for preventing COVID-19 transmission (i.e. COVID-19 risk reduction
behaviors) when comparing their ratings for pre-test-taking versus post-test-taking the
new “Our COVID-19 Knowledge Test”?
Part XVII: COVID-19 Knowledge and Self-Efficacy for Risk Reduction
Behaviors (C-K-SE-FRRB-4)
Data Analysis Plan: Paired t-tests
• NOTE: The study outcome variable # 2 of
Level of Self-Efficacy for COVID-19 Risk Reduction Post-OCKT-44-TestTaking Score
18-Were there any significant relationships between selected independent variables and
the study outcome/dependent variables of (1) level of COVID-19 knowledge (i.e. on Our
COVID-19 Knowledge Test) and (2) level of self-efficacy for preventing COVID-19
transmission (i.e. COVID-19 risk reduction behaviors) post-test-taking?
Data Analysis Plan: Independent t-tests, Pearson Correlations
19-What were the significant predictors of the study outcome/dependent variables of (1)
level of COVID-19 knowledge (i.e. on Our COVID-19 Knowledge Test) and (2) level of
self-efficacy for preventing COVID-19 transmission (i.e. COVID-19 risk reduction
behaviors) post-test-taking?
Data Analysis Plan: Backward Stepwise Regression Analysis
NOTE: Controlling for social desirability.
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Qualitative Portion of Study
20-What were the emergent themes when asked to freely share about the most difficult
and stressful parts of the COVID-19 pandemic for them, and their most successful coping
strategies?
Part XVIII: Open Ended Question on COVID-19-Related Stress and Coping
Strategies (OEQ-CRS-ACS-2)
Data Analysis Plan: Qualitative data analysis for emergent themes
Details of Qualitative Data Analysis Plan
By way of an elaboration on the qualitative data analysis, this followed instruction
of the Director of the RGDH, Professor Barbara Wallace, that are given to fellows of the
Research Group on Disparities in Health (RGDH). Fellows were instructed to create a
document with all participant responses, highlight quotes constituting emergent themes
among the first 20 quotes, create action phrases to capture the emergent theme, and then
list emergent themes. Fellows then were directed to do the following: repeat the process
for the next 21-40 quotes to capture and expand upon emergent themes; create an
expanded list of emergent themes; evaluate how well the expanded themes accommodate
the remaining quotes in the entire data base, while discerning the need to add any new
emergent themes. The next step was to create a new expanded final list of emergent
themes and use the list to evaluate the remaining data base of quotes.
Once the research fellows were confident that all emergent themes were on the
list, they then were directed to classify all data by the list of emergent themes. Also, a
vital step involved creating a table of the list of emergent themes, while organizing the
list of emergent themes by categories that encompass a group of themes—wherein, for
example, there might be 3-5 themes falling within a category. Next, fellows then were
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directed to also provide sample quotes from participants, to illustrate the emergent
themes. Professor Wallace, Director of the RGDH, also then reviewed the data base of
participant responses to evaluate the analysis of the qualitative data that was performed,
following the recommended steps. As a consequence, Professor Wallace then proceeded
to make both additions and modification to the emergent themes and categories.
Data Management
Data were downloaded from www.Qualtrics.com. The data were transferred to
SPSS and analyzed using SPSS 26.0.
Conclusion
This chapter described in detail the methods used in the present study. This
included an overview of the study design, study procedures, recruitment of participants,
and description of research instrumentation. The chapter concluded with the data analysis
plan for the quantitative data, as well as the qualitative data, including how data was
managed.
The following chapter, IV, will provide results of data analysis, as per the plans
indicated in this chapter.
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Chapter IV
RESULTS

This chapter provides a detailed presentation of the study results. Findings are
presented by research question, providing organization to the chapter. Additionally,
findings are presented in table format.
Results for Research Question #1
What were their demographic characteristics [i.e., gender, age, skin color, U.S. Born
(yes/no), partner (yes/no), number of children, level of education, household income,
student (yes/no), retired (yes/no), etc.]? (BD-10)
Part I: Basic Demographics (BD-10)
The study sample consisted of 188 Black adults. As discussed in the prior chapter,
III, the final sample of 188 reflected a reduction from those 301who completed the
informed consent, while excluding those who did not meet study inclusion criteria.
Further, Study Completers (N=188) remained in the sample, whereas Non-Completers
(N=44) were excluded for lacking any data on either of the study outcome variables.
The sample (N=188) was 100% Black (N=188), of this number 83.5% identified
as female N= (157), with 16% male N=(30) with a mean age of 43.16 (min=18, max=72,
SD 12.567). The skin color mean was 4.82 (min=2, max=7, SD.973) or closer to medium
to dark. Also, the education level category mean was 5.2 (min=1, max=7, SD 1.603)
indicating between a bachelor’s and a master’s degree. The annual household income
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category mean was 3.94 (min=1, max=9, SD1.311) for between $40,000 and $99,999.
Also, the reported number of children mean was 1.32 (min=1, max=7, SD=1.467).
See Table 2.
Table 2. Basic Demographics (BD-10) (N=188)
______________________________________________________________________
N
%
Gender (N=188)
Female
157
83.5
Male
30
16.0
Bigender
1
.5
Age (N=188)
18-25
26-30
31-35
36-40
41-45
46-50
50-55
56-60
61-65
66-70
71-75
Mean age (43.16), SD (12.567)
min (18), max (72)
Race/Ethnicity (N=188)
Black/African/American
Skin color (N=188)
7-Very Dark
6-Dark
5-Medium to Dark
4-Medium to Light
3-Light
2-Very Light
Mean skin color (4.82), SD (.973)
min(2), max (7)

17
18
18
26
25
29
19
20
12
3
1

9.1
9.5
9.6
13.8
13.4
15.4
10.1
10.6
6.4
1.6
.5

188

100

7
39
70
59
12
1

3.7
20.7
37.2
31.4
6.4
.5
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Table 2 (continued)
N

%

Born in the US (N=188)
Yes
No

136
52

72.3
27.7

Other Country of Origin (N=52)
Canada
Ethiopia
Gambia
Germany
Ghana
Greece
Grenada
Guyana
Haiti
Jamaica
Saint Vincent
Saint Maarten
Trinidad and Tobago**
Uganda
United Kingdom
Other

1
2
1
1
1
1
2
1
3
6
1
1
28
1
1
1

.5
1.1
.5
.5
.5
.5
1.1
.5
1.6
3.2
.5
.5
14.9
.5
.5
.5

Marital Status (N=188)
Single
Never Married
Divorced
Separated
Widowed
Domestic partnership
Living with significant other

80
66
1
17
3
10
11

42.6
35.1
.5
9.0
1.6
5.3
5.9

2

1.1

15

8.0

26

13.8

12
30
71
32

6.4
16.0
37.8
17.0

Education Level (N=188)
1-Less than High School
No diploma
2-High school graduate
Diploma or the equivalent
3-Some college credit
No degree
4-Associate degree
5-Bachelor’s degree
6-Master’s degree
7-JD PhD MD
Mean education(5.10), SD (1.603) min (1), max (7)
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Table 2 (continued)
Employment Status (N=188)*
Employed for wages
Unemployed
Homemaker
Welfare
Social Security
Social Security D.I.
Workmen’s Comp.
Other
Annual Household Income (N=188)
1- $10,000 to $19,000
2- $20,000 to $39,000
3- $40,000 to $49,000
4- $50,000 to $99,999
5- $100,000 to $199,999
6- $200,000 to $299,000
8- $400,000 to $499,000
Mean income (3.94), SD (1.311)
min (1), max (9)

N

%

119
11
4
3
2
3
1
8

64.3
5.9
2.1
1.6
1.1
1.6
.5
4.3

12
17
19
79
50
9
1

6.4
9.0
10.1
42.0
26.6
4.8
.5

Children (N=188)
0
80
42.6
1
33
17.6
2
37
19.7
3
23
12.2
4
7
3.7
5
5
2.7
6
2
1.1
7
1
.5
Mean Children (1.32), SD (1.467)
min (0), max (7)
______________________________________________________________________
Notes: * represents where respondents were able to select multiple answer options
** Artifact of snowballing within Principal Investigator’s social network, as recruitment
used a social media campaign inclusive of Principal Investigator’s personal email and
other contacts
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Results for Research Question #2
What was their employment status at present, the year before the COVID-19 pandemic
(i.e., year 2019), and what was the level of current risk for COVID-19 transmission at
their present place of employment? (ECRDCP-10)
Part II: Employment and Risks During the COVID-19 Pandemic? Survey Part
(ECRDCP-10)
Some 81.4% (n=153) were currently working full- or part-time during the
pandemic, while 85.1% (n=160) had worked continuously before the COVID-19
pandemic. During the pandemic, the level of work-related risks for COVID-19
transmission participants reported was a mean of 2.56 (min=0, max=7, SD= 2.102) for a
low moderate risk. For example, 52.1% (n=98) were considered essential workers, 58.5%
(n=110) were required to work in-person all or some of the time, 48.9% (n=92) interacted
with the public and strangers during work, 43.1% (n=81) sometimes had to work less
than 6 feet apart from someone else, and 27.7% (N= 52) reported working when they
suspected or knew coworkers had COVID-19. On the other hand, 66% (N= 124) could
work online from home, reducing their risk.
See Table 3.
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Table 3. Employment and Risks During the COVID-19 Pandemic (ECRDCP-10) (N=188)
___________________________________________________________________
N
%
Currently Working Full- or Part-Time
Yes
153
81.4
No
35
18.6
Worked Continuously Before COVID-19 (N=188)
Yes
No

160
28

85.1
14.9

Can Work from Home Online (N=188)
Yes
No
N/A Unemployed

124
40
24

66.0
21.3
12.8

Required to Work in Person Sometimes or All the Time (N=188)
Yes
110
No
52
N/A Unemployed
26

58.5
27.7
13.8

Work Requires Interaction with Public Including Strangers (N=188)
Yes
92
No
71
N/A Unemployed
25

48.9
37.8
13.3

Work Requires Me to be Less Than 6 Feet Sometimes (N=188)
Yes
81
No
82
N/A Unemployed
25

43.1
43.6
13.3

Considered an Essential Worker (N=188)
Yes
No
N/A Unemployed

52.1
35.1
12.8

98
66
24

Worked When Suspected or Knew Coworkers had COVID-19 (N=188)
Yes
52
No
109
N/A Unemployed
27

27.7
58.0
14.4

Worked When Suspected or Knew I Had COVID-19 (N=188)
Yes
8
4.3
No
153
81.4
N/A Unemployed
27
14.4
Mean Work Risks (2.56), SD (2.102) min (0) max (7)
_______________________________________________________________________
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Results for Research Question #3
What was the extent of multigenerational living in their home (1, 2, or 3 generations in?
home), the estimated size of their household (1=smallest size to 9=largest size e), and the
frequency of engaging in the risk reduction measures of having no inside home visitors or
events (always to never)? (HLDCP-ERR-3)
Part III: Home Life During the COVID-19 Pandemic and Extent of Risk Reduction
(HLDCP-ERR-3)
The house-hold size mean was 2.64 (min=1, max=6, SD= 1.363), or of moderate
size—with 46% (n=86) living with a spouse, and 27.1% (n=51) living alone. Indicative
of potential multi-generational living, 10.6% (n=20) had grandparents or seniors living
with them.
The risk of COVID-19 transmission in their home was a mean of 1.668 (min=1,
max= 4, SD=.699) for a low moderate risk. For example, 64.4% (N=121) reported that
they never have celebrations and social events in their home in the same way they did
before the COVID-19 pandemic, suggesting enactment of risk reduction measures.
See Table 4.
Table 4. Home Life During the COVID-19 Pandemic and Extent of Risk Reduction
(HLDCP-ERR-3) (N=188)
__________________________________________________________________
N
Where You Lived and Slept in Past Year (N=188)*
1-Lived alone
51
2-Lived with partner/spouse
86
3-Lived with infant or baby
8
4-Toddler young child
16
5-School age children
54
6-Adolescents/Teenagers
32
7-College age/young Adults
34
8-Other Adults live here
57
9-Grandparents/seniors 60+
20
Mean Household Size (2.64), SD (1.363) min (1), max(6)

%
27.1
46.0
4.3
8.5
28.7
17.0
18.1
30.3
10.6
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Table 4 (continued)
N
Visitors in Home Exactly as Before COVID- 19 (N=188)
1-Always
2
2-Almost Always
9
3-Sometimes
16
4-Rarely
90
5-Never
71
Celebrations and Social Events Same as Before COVID (N=188)
2-Almost Always
4
3-Sometimes
19
4-Rarely
44
5-Never
121
Mean Home Risk (1.668), SD (.699)
min (1) max (4)

%
1.1
4.8
8.5
47.9
37.8
2.1
10.1
23.4
64.4

____________________________________________________________________
Note: * represents where respondents were able to select multiple answer options
Results for Research Question #4
To what extent did they live in segregated residential housing, or what was the estimated
percentage for Blacks where they live, as well as for Latinos? (ERS-2)
Part IV: Extent of Residential Segregation (ERS-2)
The percentage of Black people living in their neighborhood or area was a mean of
2.59 (min=1, max=4, SD=.1002) for between 1% to 33% Black and 34% to 66% Black.
For example, 36.2% (N=68) estimated that 1% to 33% of their neighborhood was Black.
The percentage of Hispanic people living in their neighborhood or area was a mean of
2.01(min=1, max=4, SD=.801) for between 1% to 33% Hispanic. For example, 55.3%
(N=104) estimated that 1% to 33% of the neighborhood was Hispanic and Latino—
suggesting over half of this Black sample lived in areas also inhabited by Hispanics.
See Table 5.
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Table 5. Extent of Residential Segregation (ERS-2) (N=188)
_______________________________________________________________
N
%
Estimated % Of Blacks Living in Neighborhood (N=188)
1-less than 1%
27
14.4
2-1%-33%
68
36.2
3-34%- 66%
49
26.1
4-67%-100%
44
23.4
Mean Black % living in Neighborhood (2.59), SD (.1002)
min (1) max (4)
Estimated % of Hispanics and Latinos Living in Neighborhood (N=188)
1-less than 1%
47
25.0
2-1%-33%
104
55.3
3-34%- 66%
25
13.3
4-67%-100%
12
6.4
Mean /Hispanic /Latino% Living Neighborhood (2.01), SD (.801)
min (1),(max (4)

Results for Research Question #5
What was their personal health background, including any history of past or current
COVID-19, common comorbidities, as well as their ratings for health status and
mental/emotional health status for before the pandemic versus currently—and for Body
Mass Index (BMI), weight status, and any changes in weight during (PHB-CABP-11)
Part V: Personal Health Background—Current and Before Pandemic
(PHB-CABP-11)
The rating for physical health status before the COVID-19 pandemic was a mean
of 4.34 (Min=1, max=6, SD=.964) for between good and very good. Additionally, the
rating for health status during the pandemic was a mean of 3.96 (min=1, max=6,
SD=1.069) for closest to good. For example, only 19.1% (n=36) had COVID-19 in the
past year. Some 51.1% (N=96) reported weight gain during the COVID-19 pandemic
with a self-rated weight mean of 2.75 (min=1 max=4, SD=.721) for closest to
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overweight. The mean Body Mass Index (BMI) was 30.507 (min=8.55, max=66.56,
SD=8.115) for the obesity range (i.e. > 30.00). Additionally, emotional/ mental health
status before the pandemic was a mean of 4.37 (min=,1max=6, SD= .895.) for between
good and very good. The rating of emotional/mental health during the pandemic was a
mean of 3.51 (min=1, max,=6, SD=1.199) for between fair and good.
See Table 6.
Table 6. Personal Health Background—Current and Before Pandemic (PHB-CABP-11)
(N=188)
___________________________________________________________________
N
%
COVID-19 in the Past Year (N=188)
Yes
No
Not Sure

36
130
22

19.1
69.1
11.7

Currently Have COVID-19 (N=188)
Yes
No
Not Sure

14
176
4

7.4
90.4
2.1

Tested Positive for COVID-19 More Than Once (N=188)
Yes
16
No
166
Not sure
6

8.5
88.3
3.2

Experience of Long haul COVID-19 (N=188)
Yes
13
No
167
Not sure
8

6.9
88.8
4.3

History of any Health Conditions (N=188)
1-Lung disease (COPD, Asthma, etc.)
2-Heart Disease (Hypertension, stroke, etc.)
3-Diabetes
4-Cancer
5-HIV
6-Obesity

9.0
22.3
13.3
2.1
1.6
21.0

17
42
25
4
3
40
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Table 6 (continued)
Health Status Before COVID-19) (N=188)
1-Very poor
2-Poor
3-Fair
4-Good
5-Very Good
6-Excellent
Mean Health Status Before COVID-19
(4.34), SD (.964) min, (1), max(6)
Health Status During COVID-19 (N=188)
1-Very poor
2-Poor
3-Fair
4-Good
5-Very Good
6-Excellent
Mean Health Status During COVID-19
(3.96), SD (1.069) min, (1), max(6)

N

%

1
4
28
73
62
20

.5
2.1
14.9
38.8
33.0
10.6

1
12
53
66
40
16

.5
6.4
28.2
35.1
21.3
8.5

Emotional/ Mental Health Status Before COVID-19 (N=188)
1-Very poor
1
2-Poor
1
3-Fair
26
4-Good
77
5-Very Good
65
6-Excellent
18
Mean Mental Health Status Before COVID-19
(4.37), SD (.895) min, (1), max(6)
Emotional/ Mental Health Status During COVID-19 (N=188)
1-Very poor
9
2-Poor
25
3-Fair
62
4-Good
57
5-Very Good
23
6-Excellent
12
Mean Mental Health Status During COVID-19
(3.51), SD (1.199) min, (1), max(6)

.5
.5
13.8
41.0
34.6
9.6

4.8
13.3
33.0
30.3
2.2
6.4

108

Table 6 (continued)
Weight (N=188)
1-Under
2-Normal
3-Over
4-Obese
Mean Weight (2.75), SD (.721)
min (1), max (4)

N

%

3
68
88
28

1.6
36.7
46.8
14.9

Mean Body Mass Index (BMI) (30.507), SD (8.1145)
min (8.55,) Max (66.56) NOTE: BMI > 30 = Obesity Range
Weight during COVID-19 (N=188)
1-lost
47
25
2-Gained
96
51.1
3-Same
59
31.4
________________________________________________________________________
Note: * Those who selected “yes” were excluded from the study
Paired t-tests showed significant differences when comparing the before versus
during COVID-19 ratings of physical health status, as well as for mental/emotional
health—suggesting health, overall, declined during the pandemic, as shown, below:
• The physical health pre COVID-19 mean was 4.34 (N=188, SD=0.964) versus the
physical health during COVID-19 mean of 3.96 (N=188, SD 1.069), as a
difference that was statistically significant (t= 6.627, df =185, p= .000).
• The mental/emotional health pre COVID-19 mean was 4.37 (N=188 SD=0.895)
versus the mental/emotional health during COVID-19 mean of 3.51
(N=188,SD=1.199), as a difference that was statistically significant (t= 11.13450
df=187, p=.000).
See Table 7.
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Table 7. Comparison of Health Status Before and During Pandemic. (N=188)
Pre Versus During
t-tests
COVID – 19
N
M
SD
T
Df
P
Personal Health Background
6.627
187 0.000***
Physical health
188
4.34
0.964
Pre-COVID-19
188
3.96 1.069
During COVID-19
Mental / Emotional Health
Pre-COVID-19
During COVID-19
*p<.05, **p<.01, ***p<.001

11.134
188
188

187 0.000***

4.37 0.895
3.51 1.199

Results for Research Question #6
To what extent did they tend to provide socially desirable responses to questions?
(SIR-RPSDR-1)
Part VI: Single Item Rating of Risk of Providing Socially Desirable Responses
(SIR-RPSDR-1)
The sample’s social desirability mean was 3.75 (min= 0, max= 10, SD=3.009),
suggesting a low moderate risk for providing socially desirable responses. Of note, the
regression analysis will control for social desirability.
See Table 8.
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Table 8. Single Item Rating of Risk of Providing Socially Desirable Responses
(SIR-RPSDR-1 (N=188)
___________________________________________________________________
N
%
Risk of Providing Socially Desirable Responses (N=188)
0 - I am not like this at all
36
19.1
1
22
11.7
2
23
12.2
3
19
10.1
4
11
5.9
5
13
6.9
6
16
8.5
7
24
12.8
8
13
6.9
9
7
2.7
10 - I am like this all the time
4
2.1
Mean Risk for Socially Desirable Responses (3.75), SD (3.009)
min (0), max (10)
______________________________________________________________________

Results for Research Question #7
What was their perceived social support, in terms of the number of people they can rely
upon for various forms of support? (PSSS-1)
Part VII: Perceived Social Support Scale (PSSS-1)
The perceived social support mean was 2.71 (min=0, max=4, SD=1.172) for
participants having between 2-5 individuals to rely upon for social support, or a
moderately good level of social support. For example, 34.6% (N=65) reported having “at
least 3-5 people” in their life they can rely upon for social support.
See Table 9.
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Table 9. Perceived Social Support Scale (PSSS-1) (N=188)
______________________________________________________________
N
%
Social support in life at present (N=188)
0-I have no one like that in my life
right now
9
4.8
1-I have at least one person like that
In my life right now
26
13.8
2-I have at least two people like that
In my life right now
32
17.0
3-I have at least 3-5 people like that
In my life right now
65
34.6
4-I have 6 or more two like that
In my life right now
56
29.8
Mean Social Support in Life at Present (2.71),
SD (1.172) min (0), max(4)
_______________________________________________________________________

Results for Research Question #8
What was the extent of their medical mistrust, in terms of the extent of their suspicion for
how Blacks are treated and the extent of discrimination they perceived as occurring
against Blacks? (MMS-SF-4)
Part VIII: Medical Mistrust Scale—Short Form (MMS-SF-4)
The Medical Mistrust Scale had a good internal constancy (i.e., Cronbach’s Alpha
of .755). The medical mistrust mean was 3.273 (min=1.50, max=5.00, SD=.7615) for
moderately high medical mistrust. For example, 34% (n=64) strongly disagreed and
44.7% (n=84) disagreed with the statement, “Black people are treated the same as people
of other groups by doctors and health care workers.”
See Table 10.
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Table 10. Medical Mistrust Scale—Short Form (MMS-SF-4) (N=188)
______________________________________________________________
N
%
Medical Mistrust Scale Cronbach’s Alpha (.755)
Mean Medical Mistrust (3.273), SD (.76195)
min (1.50), max (5.00)
Black People Cannot Trust Doctors and Health Care Workers (N=188)
1-Strongly Disagree
33
17.6
2-Disagree
63
33.5
3-Neither Disagree or Agree
57
30.3
4-Agree
27
14.4
5-Strongly Agree
8
4.3
Black People Should be Suspicious of Information from Health Care Workers
and Doctors (N=188)
1-Strongly Disagree
26
13.8
2-Disagree
67
35.6
3-Niether Disagree or Agree
49
26.1
4-Agree
41
21.8
5-Strongly Agree
5
2.7
Black People Receive the Same Medical Care from Doctors and
Health Care Workers as People From Other Groups (N=188)*
1-Strongly Disagree
52
2-Disagree
83
3-Niether Disagree or Agree
32
4-Agree
15
5-Strongly Agree
6

27.7
44.1
17.0
8.0
3.2

Black People are Treated the Same as People Of Other Groups
by Doctors and Health Care Workers (N=188)*
1-Strongly Disagree
64
2-Disagree
84
3-Niether Disagree or Agree
30
4-Agree
9
5-Strongly Agree
1

34.0
44.7
16.0
4.8
.5

Note: *Items were reverse scored
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Results for Research Question #9
What did they report as their overall quality of life? (RYQOL-S-1)
Part IX Rating Your Quality of Life Scale (RYQOL-S-1)
The quality of life mean was 4.05 (min=1, max=6, SD=1.073) for a good quality
of life. Some 34.6% (N=65) rated their quality of life as good.
See Table 11.
Table 11. Rating Your Quality of Life Scale (RYQOL-S-1) (N=188)
________________________________________________________________
N
%
Self -Rated Quality of Life (N=188)
1-Very poor
3
1.6
2- Poor
10
5.3
3-Fair
42
22.3
4-Good
65
34.6
5-Very Good
55
29.3
6-Excellent
13
6.9
Mean Self Rated Quality of Life (4.05),
SD (1.073) min (1), max (6)
______________________________________________________________________

Results for Research Question #10
What did they report as their past-year COVID-19 related stress, given the possibilities
of stress related to shopping, work, money, food, housing, school, technology, and
societal changes? (PY-CRS-8)
Part X: Past-Year COVID-19 Related Stress (PY-CRS-8)
The new Past-Year COVID-19 Related Stress (PY-CRS-8) had good internal
consistency (Cronbach’s Alpha .825), with a mean of 4.037 (min=00, max=10.00,
SD 2.1198) for moderate stress. Of note, 47.9% (n=90) had no stress [score 0] in the

114

domain of housing stress, 42% (n=79) had no stress [score 0] in the domain for school
stress, and 39.4% (n=74) had no stress [score 0] in the domain for food stress, and
20.3% (n=40) had no stress [score 0] in the domain of money. Of note, their experience
of stress during the past year of the pandemic was also assessed using the new Past-Year
COVID-19 Related Stress (PY-CRS-8) scale, which had good internal consistency
(Cronbach’s Alpha .825)—with a mean of 4.037 (min=00, max=10.00, SD 2.1198) for
moderate stress across 8 domains. However, to better capture the variation in scores,
additional data is helpful. A rank order of domains was created, combining all scores
for very high [score 7] to extreme stress [score 10], as follows:
(1) 43.6% (n=83 endorsed very high [score 7] to extreme stress [score 10]
in the work stress domain;
(2) 37.2% (n=70) endorsed very high [score 7] to extreme stress [score
10] in the shopping stress domain;
(3) 36.7% (n=69) endorsed very high [score 7] to extreme stress [score
10] in the stress from societal changes domain;
(4) 30.8% (n=58) endorsed very high [score 7] to extreme stress [score
10] in the money stress domain;
(5) 29.8% (n=56) endorsed very high [score 7] to extreme stress [score
10] in the school stress domain;
(6) 19.7% (n=37) endorsed very high [score 7] to extreme stress [score
10] in the technology stress domain;
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(7) 16.5% (n-31) endorsed very high [score 7] to extreme stress [score 10]
in the housing stress domain;
(8) 12.8% (n-24) endorsed very high (7) to extreme stress (10) in the
food stress domain.
See Table 12.
Table 12. Past-Year COVID-19 Related Stress (PY-CRS-8) (N=188)
_________________________________________________________________
N
%
Past-Year COVID-19 Related Stress Scale Cronbach’s Alpha (.825)
Mean COVID-19 Related Stress (4.037) SD, (2.1198)
min (00), max (10.00)
For Shopping Stress (food stores, pharmacy, other stores) (N=188)
0 - I had no Stress
18
1
11
2
13
3
8
4
13
5
28
6
27
7
28
8
19
9
10
10 - Maximum Extreme Stress
13

9.6
5.9
6.9
4.3
6.9
14.9
14.4
14.9
10.1
5.3
6.9

For Work Stress (going to work or not going to work, losing work, being safe at work,
changing work from in-person to online—or hybrid/mixed model, etc.) (N=188)
0 - I had no Stress
20
10.6
1
6
3.2
2
10
5.3
3
10
5.3
4
17
9.0
5
24
12.8
6
19
10.1
7
20
10.6
8
35
18.6
9
9
4.8
10 - Maximum Extreme Stress
18
9.6
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Table 12 (continued)
N
%
3-For Money Stress (paying rent, mortgage, maintenance fees, other bills)
(N=188)
0 - I had no Stress
40
21.3
1
14
7.4
2
15
8.0
3
16
8.5
4
12
6.4
5
25
13.3
6
8
4.3
7
13
6.9
8
20
10.6
9
5
2.7
10 - Maximum extreme stress
20
10.6
For Food Stress (having enough food to eat, or nutritious good quality food) (N=188)
0 - I had no Stress
74
39.4
1
19
10.1
2
12
6.4
3
20
10.6
4
14
7.4
5
12
6.4
6
13
6.9
7
10
5.3
8
9
4.8
10 - Maximum Extreme Stress
5
2.7
For Housing Stress (having a clean and safe place to live and sleep, including the risk of
COVID-19 spreading inside the home) (N=188)
0 - I had no Stress
90
47.9
1
14
7.4
2
8
4.3
3
8
4.3
4
12
6.4
5
13
6.9
6
12
6.4
7
7
3.7
8
12
6.4
9
6
3.2
10 - Maximum Extreme Stress
6
3.2
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Table 12 (continued)
N
%
For School Stress (children going to school or not, receiving in-person or online
schooling, or not learning as much as before the COVID-19 pandemic) (N=188)
0 - I had no Stress
1
2
3
4
5
6
7
8
9
10 - Maximum Extreme Stress

79
7
7
5
10
18
6
18
17
5
16

42.0
3.7
3.7
2.7
5.3
9.6
3.2
9.6
9.0
2.7
8.5

For Technology Stress (using computers, technology, Internet; Zoom for children’s
schooling, work/employment, or social connection (N=188)
0 - I had no Stress
53
28.2
1
20
10.6
2
19
10.1
3
15
8.0
4
15
8.0
5
19
10.1
6
10
5.3
7
15
8.0
8
7
3.7
9
4
2.1
10 - Maximum Extreme Stress
11
5.9
For Stress From Societal Changes (adjusting to recommendations to stay at home,
wear masks, socially distance, wear masks to enter businesses/stores, etc.…) (N=188)
0 - I had no Stress
13
6.9
1
11
5.9
2
21
11.2
3
21
11.2
4
18
9.6
5
17
9.0
6
18
9.6
7
20
10.6
8
18
9.6
9
15
8.0
10 - Maximum Extreme Stress
16
8.5
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Results for Research Question #11
Did they report any past year depression, anxiety, or trauma (and symptoms of posttraumatic stress disorder), and did they seek out any counseling? (R-DATS-4)
Part XI: Retrospective Depression, Anxiety, and Trauma Scale (R-DATS-4)
The variables for participants’ past year experience of any (yes) depression,
anxiety, and trauma combined to create a score for Mental Distress with a mean of 1.94
(min=0, max=3, SD=1.066), for moderate mental distress in the past year. For example,
70.7% (N=133) indicated they had experienced depression in the past year, 78.2%
(N=147) had experienced anxiety, and 45.2% (n=85) trauma—while 43% (N=81) sought
counseling in the past year.
See Table 13.
Table 13. Retrospective Depression, Anxiety, and Trauma: Mental Distress (N=188)
______________________________________________________________________
N
%
*Mean Past Year Mental Distress (1.94),
SD (1.066) min (0), max (3)
Experience of Depression in the Past Year (N=188)
Yes
133
No
53

70.7
29.3

Experience of Anxiety in the Past Year (N=188)
Yes
No

78.2
21.8

147
41
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Table 13 (continued)
N
Experience of Trauma in the Past Year (N=188)
Yes
No

%
85
103

45.2
54.8

Past Year Seek out of Counselling/Advice for Depression Anxiety Trauma (N=188)
Yes
81
43.1
No
96
51.1
**Not Applicable
11
5.9
_______________________________________________________________________
Note:* Variables for past year anxiety, depression and trauma are used to create a past
year Mental Distress variable for use in regression analysis, etc.
** No experience of depression/anxiety/trauma

Results for Research Question #12:
To what extent did they provide endorsement for U.S. promoted racist beliefs (i.e., White
superiority and Black inferiority), and internalization of those racist beliefs (internalized
racism)? (ETR-IR-6-SHORT)
Part XII: Endorsement for the Theory of Racism and Internalized Racism
(ETR-IR-6-SHORT)
First, the Endorsement for the Theory of Racism Scale had good internal
consistency (i.e., Cronbach’s Alpha of .866) with a mean of 2.6 (min=0, max=5,
SD=1.85195) for moderate endorsement. For example, 30.9% (N=58) believed “to a
great extent” that the belief that “White people are superior to Black people” is fostered
in the US.
Second, responses on the Internalized Racism Scale were analyzed by creating a
dichotomous variable, thereby separating out the score of 0 (for YOU personally believe
this “not at all”) from the remaining combined scores of 1 to 5 (for YOU personally
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believe this 1= “to a small extent” to 5= “to a very great extent”). For example, with
responses dichotomized in this manner, the vast majority (78.2 %, n=147) endorsed no
“not at all” for believing “White people are superior to Black people”—with nearly the
exact response for all three items on the Internalized Racism Scale.
See Table 14.
Table 14. Endorsement for the Theory of Racism and Internalized Racism (ETR-IR-6SHORT). (N=188)
_____________________________________________________________________

Endorsement of the Theory of Racism Scale Cronbach’s Alpha (.866)
Based on odd items # 1, 3, 5
Mean on Endorsement of the Theory of Racism Scale (2.6), SD (1.85195)
min (0), max (5)
Internalized Racism Scale = created a dichotomous variable
Based on even items # 2, 4, 6 for presence of any internalized racism
Prevalence of Responses in 3 Areas, A, B, C:

N

%

A: To what extent is the following belief or way of thinking supported, promoted and
fostered in the United States:
1-White people are superior to Black people (N=188)
0-Not at all
45
23.9
1-To a small extent
3
1.6
2-To some extent
19
10.1
3-To a moderate extent
12
6.4
4-To a great extent
58
30.9
5-To a very great extent
51
27.0
2-To what extent do YOU personally believe this?
(N=188)
0-Not at all
147
78.2
1-To a small extent
3
1.6
2-To some extent
11
5.9
3-To a moderate extent
5
2.7
4-To a great extent
11
5.9
5-To a very great extent
11
5.9
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Table 14 (continued)
Prevalence of Responses in 3 Areas, A, B, C:

N

%

B: To what extent is the following belief or way of thinking supported, promoted and
fostered in the United States:
3-Black people should accept the decisions White people make about Black lives (N=188)
0-Not at all
75
39.9
1-To a small extent
8
4.3
2-To some extent
10
5.3
3-To a moderate extent
10
5.3
4-To a great extent
39
20.7
5-To a very great extent
46
24.5
4-To what extent do YOU personally believe this? (N=188)
0-Not at all
147
78.2
1-To a small extent
9
4.8
2-To some extent
5
2.7
3-To a moderate extent
3
1.6
4-To a great extent
3
1.6
5-To a very great extent
21
11.2
C: To what extent is the following belief or way of thinking supported, promoted and
fostered in the United States:
5-Black people should be under surveillance, or watched closely all of the time; and police
and security guards need to closely monitor, follow, and watch Black people (N=188)
0-Not at all
71
37.7
1-To a small extent
7
3.7
2-To some extent
8
4.3
3-To a moderate extent
10
5.3
4-To a great extent
40
21.3
5-To a very great extent
52
27.7
6-To what extent do YOU personally believe this? (N=188)
0-Not at all
146
77.7
1-To a small extent
14
7.4
2-To some extent
4
2.1
4-To a great extent
5
2.7
5-To a very great extent
19
10.1

_______________________________________________________________________

122

Results for Research Question #13
What was the frequency of their having had experiences of microaggressions related to
their being Black/African American? (REM-6)
Part XIV: Ratings of Experiences of Microaggressions (REM-6)
The ratings of experiences of microaggressions scale indicated excellent internal
consistency (Cronbach’s alpha .911) with a mean of 2.091 (min=0, max=4, SD=1.128)
for experiencing them “more than once,” or to a moderate extent. For example, 21.3%
(n=40) had experienced “more than once”— “Brief interactions where you felt you were
receiving messages that were a put down, denigrating, or conveyed something negative.” Of

note, a new item added for the first time in this study, in an attempt to capture what was
intended via Pierce et al.’s (1977) original introduction of the concept of
microaggression, measured how often they “experienced media messages, as putting
down Blacks, denigrating them, spreading negative stereotypes, or conveying something
negative about Black.” Here, 53.7% (N=101) experienced such denigrating media
messages “many times”—as the most frequently experienced type cited of the 6 types.
See Table 15.
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Table 15. Ratings of Experiences of Microaggressions (REM-6) (N=188)
_____________________________________________________________
Microaggressions Scale Cronbach’s Alpha (.911)
Mean Microaggressions (2.091), SD (1.128)
min (0), max (4)
The 6 Types Microaggressions

N

%

1-Brief Interactions Where You Felt You Were Receiving Messages That Were A Put
Down, Denigrating, or Conveyed Something Negative (N=188)
0-Never /Not at all
28
14.9
1-At Least Once
34
18.1
2-More Than Once
40
21.3
4-A Few Times
40
21.3
5-Many Times
46
24.5
2-A verbal attack that was hurtful and caused mental or emotional pain, whether this
involved name-calling, or some act of discrimination performed on purpose (N=188)
0-Never /Not at all
47
25.0
1-At Least Once
50
26.6
2-More Than Once
29
15.4
3-A Few Times
41
21.8
4-Many Times
21
11.2
3-A Nonverbal Attack, Behavior That Was Hurtful and Caused Mental or Emotional Pain,
Whether This Someone Avoiding Contact and Interaction, or Avoiding Communication, or
Some Act of Discrimination Performed on Purpose (N=188)
0-Never /Not at all
43
22.9
1-At Least Once
47
25.0
2-More Than Once
31
16.5
3-A Few Times
41
21.8
4-Many Times
26
13.8
4-A Communication that was Insulting, or Conveyed Rudeness and Insensitivity, Put
Downs or Demeaning Language (N=188)
0-Never /Not at all
31
16.5
1-At Least Once
56
29.8
2-More Than Once
28
14.9
3-A Few Times
44
23.4
4-Many Times
29
15.4
5-A Communication that Excluded you, Cancelled Out Your Existence, Made You
Invisible, or Ignored the Reality of Your Thoughts, Feelings, and Existence as A Diverse
Person (N=188)
0-Never /Not at all
42
22.3
1-At Least Once
43
22.9
2-More Than Once
30
16.0
3-A Few Times
39
20.7
4-Many Times
34
18.1
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Table 15 (continued)
The 6 Types Microaggressions

N

%

6-How Often Have You Experienced Media Messages, as Putting Down Blacks, Denigrating
Them, Spreading Negative Stereotypes, or Conveying Something Negative About Blacks
(N=188)
0-Never /Not at all
10
5.3
1-At Least Once
15
8.0
2-More Than Once
31
16.5
3-A Few Times
31
16.6
4-Many Times
101
53.7

_______________________________________________________________________

Results for Research Question #14
What was their level of knowledge regarding COVID-19, given their scores on the new
“Our COVID-19 Knowledge Test”? (OCKT-44)
• NOTE: The study outcome variable # 1 of
Level of COVID-19 Knowledge Based on Our Covid-19 Knowledge Test
(OCKT-44) Score
Part XIV: Our COVID-19 Knowledge Test (OCKT-44)
The COVID-19 knowledge score mean was 40.34 (min=23, max=44, SD=3.092)
for excellent knowledge. For example, 100% (n=188) endorsed as true “Possible
symptoms of COVID-19 are fever, dry cough, trouble breathing, fatigue (tired),
headaches, body aches, diarrhea, loss of taste or smell—and memory and concentration
problems (called “brain fog”).” And, a full 98.9% (n=186) answered true for “When a
person infected with COVID-19 coughs, sneezes—or breathes, talks, sings, or shouts—
COVID-19 is spread (transmitted) as droplets in the air.” Also, 98.4% (n=185) answered
true for “If a mask is NOT worn consistently and correctly(over nose and mouth), or is
too loose, or has large gaps on sides, then it may not be providing enough protection from
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COVID-19 transmission (spreading).” Also, 98.9% (n=186) indicated true for the item,
“To lower chances of spreading COVID-19 when visiting with other people, it is
recommended to be outdoors, socially distance (staying 6 feet from others who do not
live with you), and correctly wear a mask.” Further, 95.1% (n=176) endorsed as true
“There is hope about vaccines, since only a very small percentage of people who get the
vaccine still get COVID-19; but that also means that wearing a mask will still be
important even after wide distribution of a vaccine.”
On the other hand, only 41% (n=77) endorsed as true “Some adults, adolescents,
and children experience very mild or no symptoms of illness when they have COVID-19
(test positive).” And, only 51% (n=96) endorsed as true that “Men are much more likely
than women to die from COVID-19.”
See Table 16.

Table 16: Our COVID-19 Knowledge Test (OCKT-44) (N=188)
______________________________________________________________________
N
%
Mean Our COVID-19 Knowledge Test Score (40.34), SD (3.092)
min (23), max (44)
1-Severe acute respiratory syndrome coronavirus2 (SARS-CoV-2) is responsible for the
disease known as COVID-19. (N=188)
True
157
83.5
False
31
16.5
2-COVID-19 is a very serious, highly contagious disease that is easily spread (transmitted),
may cause severe illness and death, and is much more deadly than the flu. (N=188)
True
182
96.8
False
6
3.2
3-When a person infected with COVID-19 coughs, sneezes—or breathes, talks, sings, or
shouts—COVID-19 is spread (transmitted) as droplets in the air (N=188)
True
186
98.9
False
2
1.1
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Table 16 (continued)
N

%

4-COVID-19 droplets can remain in the air of a room and on surfaces (tabletops, etc.) for
many hours; that is why people are told to open windows, circulate air, and clean and
disinfect all surfaces in rooms. (N=188)

True
False

184
4

97.9
2.1

5-COVID-19 droplets in the air can circulate(travel) throughout a large room (office
building, restaurant, church/mosque/temple, etc.) and infect people there. (N=188)

True
False

180
8

95.7
4.3

6-To prevent the spread of COVID-19 it is recommended to maintain a social distance from
other people of at least 6 feet (N=188)

True
False

185
3

98.4
1.6

7-To prevent the spread (transmission) of COVID-9 a person should wear a face mask that
covers the nose and mouth. (N=188)

True
False

184
4

97.9
2.1

8-If a mask is NOT worn consistently and correctly (over nose and mouth), or is too loose,
or has large gaps on sides, then it may not be providing enough protection from COVID-19
transmission (spreading). (N=188)

True
False

185
4

98.4
2.1

9-Early in the pandemic, people were NOT told to wear face masks, because there was a
shortage of masks in the U.S.; and medical staff needed the limited supply. (N=188)

True
False

131
57

69.7
30.3

10-N95 respirator masks provide the best protection, surgical masks provide acceptable
protection -- while wearing TWO masks provide seven better protection; and, NOT
recommended are bandanas, scarves, gators, or masks with valves. (N=188)

True
False

170
18

90.4
9.6.

11-Some people have a bad habit of pulling down their face mask to talk; and doing so puts
them at risk for the spread of COVID-19.(N=188)

False
True

186
2

98.9
1.1
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Table 16 (continued)
N

%

12-To lower chances of spreading COVID-19 when visiting with other people, it is
recommended to be outdoors, socially distance (staying 6 feet from others who do not live
with you), and correctly wear a mask (N=188)

True
False

186
2

98.9
.1

13-It is not safe to spend time indoors/inside restaurants, bars, or for parties, dinners, or
any social event with people not living with you—or not in your “bubble”—since COVID-19
spreads at such events; they could be super spreader events. (N=188)

True
False

183
5

97.3
2.7

14-If someone must enter a home who does not live there (e.g., cable worker to fix Internet),
they must wear a mask, and all living there must wear a mask until the worker leaves;
opening windows and circulating air help reduce the risk. (N=188)

True
False

184
4

97.9
2.1

15-Those at high risk for a more severe case of COVID-19 with hospitalization are over age
60; or, have lung disease (e.g., asthma), heart disease (e.g., hypertension), diabetes, obesity,
HIV/AIDS, or cancer. (N=188)

True
False

180
8

95.7
4.3

16-To prevent the spread of COVID-19, some people combine wearing a face mask with
also wearing a face shield when out in public (e.g., going to store). (N=188)

True
False

186
2

98.9
1.1

17-It is wise for people at high risk for a more severe case of COVID-19 [i.e., over age 60, or
with lung disease (e.g., asthma), heart disease (e.g., hypertension), diabetes, etc.] to wear a
face shield and a mask when out in public (e.g., going to store). (N=188)

True
False

181
7

96.3
3.7

18-One in five of the people who had COVID-19 also had anxiety, depression, or insomnia
for the first time in their lives—within 3 months of getting COVID-19; and some with
COVID-19 are at higher risk for dementia. (N=188)

True
False

132
56

70.2
2.1
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Table 16 (continued)
N
%
19-People already living with a mental illness (e.g., depression) are at a much higher risk of
gettingCOVID-19 (65% more likely). (N=188)

True
False

77
111

41.0
59.0

20-Black people, Latinos, and Native Americans are much more likely to get COVID-19, to
get more severe cases requiring hospitalization, and to die from it—compared to White
people. (N=188)

True
False

168
20

89.4
59.0

21-Men are much more likely than women to die from COVID-19. (N=188)

True
False

96
92

51.0
48.9

22-There are “long-haulers” (also called “long COVID-19”) who still have one or more
ongoing symptoms of COVID-19 after two months or more since first infected; and women
are more likely to be long-haulers. (=188)

True
False

146
42

77.7
22.3

23-The coronavirus that causes COVID-19 has been found on surfaces such as plastic,
metal, or cardboard, as well as on money. (N=188)

True
False

165
23

87.8
12.2

24-To prevent the spread of COVID-19 people should wear disposable hand gloves to touch
things like gas pumps and shopping carts—or use hand sanitizer after touching them.
(N=188)

True
False

175
13

93.1
6.9

25-To prevent the spread of COVID-19 people should wash their hands frequently or use
hand sanitizer when they cannot wash their hands. (N=188)

True
False

185
3

98.4
1.6

26-If one thinks, “I only have the sniffles, maybe a cold or the flu,” they should NOT go to
work or be around others, because it could be the very contagious COVID-19. (N=188)

True
False

180
8

95.7
4.3
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Table 16 (continued)
N
%
27-It is important to break the habit of touching one’s face, mouth, nose, and eyes to
prevent getting infected with COVID-19. (N=188)

True
False

186
2

98.9
2

28-Some adults, adolescents, and children experience very mild or no symptoms of illness
when they have COVID-19 (test positive) (N=188)

True
False

77
111

41.0
59.0

29-Possible symptoms of COVID-19 are fever, dry cough, trouble breathing, fatigue (tired),
headaches, body aches, diarrhea, loss of taste or smell—and memory and concentration
problems (called “brain fog”) (N=188)

True

188

100

30-People who test positive for COVID-19, but do not have any symptoms of illness are
called asymptomatic; and they can still spread COVID-19 to other people. (N=188)

True
False

185
3

98.4
1.6

31-Symptoms of COVID-19 usually appear 2 to 14 days after exposure to someone infected
with it; this is called the 2- to 14-day incubation period for the disease; and most people
show symptoms by day 5. (N=188)

True
False

185
3

98.4
1.6

32-During the 2- to 14-day incubation period forCOVID-19, a person may show no
symptoms, but can still transmit or spread it to others. (N=188)

True
False

185
3

98.4
1.6

33-The purpose of isolation is to separate people who are sick with a contagious disease
from those people who are not sick. (N=188)

True
False

186
2

98.9
1.1

34-Anyone sick with COVID-19 should: go into isolation for at least 10 days so they remain
separate from people who are not sick; and sleep alone in a separate room without sharing
a bathroom or any room/space with others (e.g., kitchen). (N=188)

True
False

186
2

98.9
1.1
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Table 16 (continued)
N
%
35-A person can leave isolation after 10 days if they have no fever for at least 24 hours (and
took no medication for fever), and other symptoms are improving. (N=188)

True
False

155
33

82.4
17.6

36-When caring for a person with COVID-19 at home, one must: wear a mask, face shield,
gloves, and protective covering over clothing; frequently wash and sanitize hands;
clean/disinfect items they use (e.g., plates); wash sheets/clothing/towels separate from other
laundry; and carefully dispose of (throw out) things like tissues N=187)

True
False

183
4

97.9
2.1

37-It was first recommended that anyone exposed to COVID-19 (around someone testing
positive for COVID-19) needs a 14-day quarantine period—to separate themselves and stay
away from others so they do not risk exposing others to COVID-19. (N=188)

True
False

187
1

99.5
.5

38-It was later recommended that anyone exposed to COVID-19 (around someone testing
positive for COVID-19) needs to complete a 10-day quarantine; or they
can complete a 7-day quarantine with a negative COVID-19 test result. (N=187)

True
False

173
14

92.0
7.4

39-Before seeing in-person someone at high risk for more severe COVID-19 [i.e., over age
60, or with lung disease (e.g., asthma), heart disease (e.g. hypertension), diabetes, etc.] one
should complete a quarantine (staying home, away from others)—to reduce chances of
spreading COVID-19 to them. (N=187

True
False

176
11

93.6
5.9

40-Some people think it is enough to show a negative COVID-19 test and have a
temperature taken before entering an airplane, cruise ship, or home (e.g., holiday dinner),
but that is not enough; all entering needed to have quarantined to reduce risk. (N=187)

True
False

169
18

89.6
9.6

41-A college student or anyone returning home after being away (or travel) needs to
complete a quarantine—BEFORE entering that home, because they likely had contact with
someone with COVID-19. (N=185)

True
False

174
11

92.6
5.9

131

Table 16 (continued)
N
%
42-If a college student or anyone DID NOT complete a quarantine BEFORE returning
home, they must wear a mask at home all the time—except when eating in a separate room
or outside (to maintain social distance)—so no one shares their air. N=185)

True
False

169
16

89.9
8.5

43-Some people have caught COVID-19 a second time, after already having had it; so,
everyone needs to continue to wear a mask and socially distance. (N=185)

True
False

181
4

97.8
2.2

44-There is hope about vaccines, since only a very small percentage of people who get the
vaccine still get COVID-19; but that also means that wearing a mask will
still be important even after wide distribution of a vaccine. (N=185)

True
False

176
9

95.1
4.9

________________________________________________________________________

Results for Research Question #15
Having completed the new “Our COVID-19 Knowledge Test” with a final item on
the vaccine, what is their intention with regard to personally taking a COVID-19 vaccine
once it is made available to them? (IVC-1)
Part XV: Intention to Vaccinate for COVID-19 (IVC-1)
For intention to personally vaccinate for COVID-19 once made available to them,
the variable was dichotomized into “yes for intends to receive/already received the
vaccine” (items 1,4,5) versus “no for not intending to vaccinate/declined vaccine/not
likely to vaccinate” (items 2,3,6). Some 58.7% (N=127) indicated “yes for intends to
receive/already received the vaccine.”
See Table 17.
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Table 17. Intention to Vaccinate for COVID-19 (IVC-1) (N=185)
N
%
Intention to vaccinate N=185*
1-Yes
80
43.2
2-No
21
11.4
3-Unsure
31
16.8
4-Probably after seeing others respond
26
4.1
5-Already received
21
11.4
6-Declined
6
3.2
________________________________________________________________________
*Note Variable was dichotomized for subsequent analysis responses, as follows:
items 1,4, 5 =Yes; items 2,3,6 =No
Results for Research Question #16
Were they willing to recommend to other adults the innovation of taking the new “Our
COVID-19 Knowledge Test” as a way to increase knowledge about COVID-19—thereby
diffusing the innovation of this e-health? (DOI-OCKT-1)
Part VI: Diffusion of the Innovation of Our COVID-19 Knowledge Test
(DOI-OCKT-1)
After completing the knowledge test 83.8% (N=155) of respondents indicated
they would recommend the COVID-19 knowledge test to others, thereby diffusing the
innovation of learning about COVID-19 via the e-health intervention of the Our COVID19 Knowledge Test.
See Table 18.
Table 18. Diffusion of the Innovation of Our COVID-19 Knowledge Test (DOI-OCKT-1
(N=185)
N
%
Would You Recommend Our COVID-19 Knowledge Test (N=185)
Yes
155
83.8
No
9
4.9
Unsure
21
11.4
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Results of Research Question #17
Was there a difference in how they rated their (a) COVID-19 knowledge and (b) selfefficacy for preventing COVID-19 transmission (i.e., COVID-19 risk reduction
behaviors) when comparing their ratings for pre-test-taking versus post-test-taking the
new “Our COVID-19 Knowledge Test”?
• NOTE: The study outcome variable # 2 of
Level of Self-Efficacy for COVID-19 Risk Reduction Post-OCKT-44-TestTaking Score
Part XVII: COVID-19 Knowledge and Self-Efficacy for Risk Reduction Behaviors
(C-K-SE-FRRB-4)
Self-ratings on the COVID-19 Knowledge Scale (what they knew about COVID19 transmission) and on the COVID-19 Prevention Self-Efficacy Scale (confidence to
prevent COVID-19 transmission) were compared for before/pre-taking the OCKT-44
versus after/post-taking the OCKT-44completing the Our COVID-19 Knowledge Test,
using paired t-tests, as follows:
• Comparison of the COVID-19 Knowledge Scale (what they knew about COVID19 transmission) before/pre-taking OCKT-44 mean=4.57 (N=184, SD=.884)
versus the after/post-taking OCKT-44 mean=4.85 (N=184, SD .842) showed a
significant difference (t= -4.967, df = 183, p= .000).
Comparison of the COVID-19 Prevention Self-Efficacy Scale (confidence to
prevent COVID-19 transmission) before/pre-taking OCKT-44 mean=5.17
(N=184, SD=.791) versus the after/post-taking OCKT-44 mean=5.33 (N=184,
SD=.755) showed a significant difference (t= -5.250 df=183, p=.000
See Table 19.
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Table 19. COVID-19 Knowledge and Self-Efficacy for Risk Reduction Before Versus
After Taking Our COVID-19 Knowledge Test
Before Versus After
Taking Our COVID-19
Paired t-tests
Knowledge Test
N
COVID-19 Knowledge Scale
Before COVID-19 Knowledge test
After COVID-19 Knowledge test

184
184

M
4.57
4.85

SD

T
Df P
-4.967 183 0.000***
.884
.842

COVID-19 Prevention Self-Efficacy Scale
-5.250 183 0.000***
Before COVID-19 Knowledge test
184 5.17
.791
After COVID-19 Knowledge test
184 5.33
.755
*p<.05, **p<.01, ***p<.001
Note: All p values above .05 are considered non-significant, and only those below .05
are considered statistically significant.

Results for Research Question #18
Were there any significant relationships between selected independent variables and the
study outcome/dependent variables of (1) level of COVID-19 knowledge (i.e., on Our
COVID-19 Knowledge Test) and (2) level of self-efficacy for preventing COVID-19
transmission (i.e., COVID-19 risk reduction behaviors) post-test-taking?
Independent t-Tests Comparing Groups on Outcome Variable #1--Level of
COVID-19 Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44) Score
First, independent t-tests were conducted to compare dichotomous groups (e.g.,
gender, born in the US, etc.) on the study outcome variable # 1 of Level of COVID-19
Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44) Score. No
comparisons were significant, given 12 group comparisons and the Bonferroni
Adjustment Significance level (0.05/12, p = 0.004).
See Table 20.
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Table 20. Our COVID-19 Knowledge Test (OCKT-44) Scores: Comparison of Groups
Level of Knowledge on Our
COVID-19 Knowledge Test
N
M
SD

Independent t-tests
T

df

Gender
1.930 31.506
Female
157
40.62
2.435
Male
30
38.77
5.164
Born in the US
1.619 186
No
52
40.38
2.367
Yes
136
40.29
3.308
Partnered
.196
186
No
101
40.92
2.917
Yes
87
40.11
3..249
Child/Children
-.181
186
No
80
40.29
3.622
Yes
108
40.37
2.650
Employed Pt/Ft
.440
186
No
35
40.54
2.672
Yes
153
40.29
3.186
Had COVID-19
.463
62.527
No
139
40.26
2.649
Yes
49
40.55
4.123
Counselling
.530
186
No
107
40.44
3.210
Yes
81`
40.20
2.943
Internalized Racism
1.191 186
No
111
40.56
2.617
Yes
77`
40..01
3.665
Vaccine
-1.245
186
No
58
40.00
2.457
Yes
127`
40.60
3.529
Depression
1.171
186
No
55
40.75
2.710
Yes
133`
40.17
3.231
Anxiety
-1.245
186
No
41
40.61
2.747
Yes
147`
40.26
3.186
Trauma
.733
186
No
103
40.49
2.578
Yes
85`
40.15
3.627
_______________________________________________________________________
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/12, p=
.004). Note: All p values above .004 are considered non-significant; and

P
.063

.107

.845.

.856

.661

.645

.597

.235

.597

.243

.522

.465
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only those below .004 are considered statistically significant.

Independent T-tests Comparing Groups on Outcome Variable #2—Level of SelfEfficacy for COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score
Second, independent t-tests were conducted to compare dichotomous groups (e.g.,
gender, born in the US, etc.) on the study outcome variable # 2 of Level of SelfEfficacy for COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score
No findings were significant, given 12 group comparisons, and using the Bonferroni
Adjustment Significance level (0.05/12, p = 0.004).
See Table 21.
Table 21. COVID-19 Prevention Self-Efficacy Scale Scores Post-Test-Taking OCKT-44:
Comparison of Groups
Level of Self-Efficacy for
Independent t-tests
COVID-19 Risk Reduction
Post-Test-Taking (OCKT-44)
N
M
S
T
df
P
Gender
Female
Male
Born in the US
No
Yes
Partnered
No
Yes
Has Child/Children
No
Yes
Employed Pt/Ft
No
Yes

155
28

5.42
5.00

.861
.720

51
133

5.53
5.29

.612
.796

98
86

5.42
5.29

.745
.765

78
106

5.45
5.29

.780
.714

35
149

5.40
5.35

.881
.725

2.751

181

.007

1.913

182

.057

1.145

182

.254

1.391

182

.166

.359

182

.720
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Table 21 (continued)
Level of Self-Efficacy for
Independent t-tests
COVID-19 Risk Reduction
Post-Test-Taking (OCKT-44)
N
M
S
T
df
P
Had COVID-19
Yes
No
Counseling
No
Yes
Internalized Racism
No
Yes
Vaccine
No
Yes
Depression
No
Yes
Anxiety
No
Yes
Trauma
No
Yes

136
48
105
79

5.42
5.19
5.36
5.35

1.839

182

.068

.066

182

.947

-.614

182

.540

-.588

182

.557

993

182

.332

.069

182

.945

-.115

182

.909

.684
.915
.822
.661

109
73

5.33
5.40

.746
.771

58
126

5.31
5.38

.777
.747

54
130

5.44
5.33

.664
.790

41
143

5.37
5.37

.698
.773

102
82

5.35
5.37

.713
.809

________________________________________________________________________
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/12, p=
.004). Note: All p values above .004 are considered non-significant; and
only those below .004 are considered statistically significant.

Pearson Correlations Using Study Outcome Variable #1—Level of COVID-19
Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44) Score
Pearson correlations explored the relationship between selected variables (i.e.,
education level, age, household income etc.), and the study outcome variable # 1 of
Level of COVID-19 Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44)
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Score. No significant correlations were found, given 22 independent variables and the
Bonferroni adjustment significance level (.05/22, p=0.002).
See Table 22.
Table 22. Correlations Between Selected Variables and Our COVID-19
Knowledge Test (OCKT-44)
Our COVID-19 Knowledge Test (OCKT-44)
Pearson's R
P
1. Age
0.034
.645
2. Education Level
0.148
0.43
3. Annual Household Income
0.124
.090
4. Skin Color
-.105
.153
5. BMI (Body Mass Index)
-.012
.868
6. Physical Health during COVID-19
0.100
.173
7. Self-Reported Weight
0.165
.024*
8. Quality of life
0.170
.020*
9. Work Risk
-.025
.735
10. Larger Household size
0.045
.536
11. COVID-19 Risk in Home
-.058
.427
12. % of Neighborhood Black and Latino
0.007
.924

13. Social Support
14. Medical Mistrust
15. COVID -19 Related Stress
16. Experiences of Depression, Anxiety, Trauma
17. Societal Racism
18. % Black in Neighborhood
19. % Latino in Neighborhood
20. Ratings of Experiences of Microaggressions
21. Mental Health During COVID-19
22. Social Desirability

0.082
.265
-.041
.576
-.060
.415
-.080
.275
0.067
.364
0.059
.422
-.062
.399
0.069
.350
-.028
.706
0.064
.381
______________________________________________________________________
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/22, p=
.002). Note: All p values above .002 are considered non-significant; and
only those below .002 are considered statistically significant.
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Pearson Correlations with Study Outcome Variables #2— Level of Self-Efficacy for
COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score
Pearson correlations explored the relationship between selected variables (i.e.,
education level, age, household income etc.), and the study outcome variable # 2 of
Level of Self-Efficacy for COVID-19 Risk Reduction Post-OCKT-44-Test-Taking
Score. No significant correlations were found with 22 independent variables, given the
Bonferroni adjustment significance level (.05/22, p=0.002) .
See Table 23.
Table 23. Correlations Between Selected Variables and Level of Self-Efficacy
for COVID-19 Risk Reduction Post-OCKT-44-Test-Taking
Level of Self-Efficacy for COVID-19 Risk Reduction
Pearson's R
P

1. Age
2. Education Level
3. Annual Household Income
4. Skin Color
5. BMI (Body Mass Index)
6. Physical Health during COVID-19
7. Self-Reported Weight
8. Quality of Life
9. Work Risk
10. Larger Household Size
11. COVID-19 Risk in Home
12. % of Neighborhood Black and Latino
13. Social Support
14. Medical Mistrust
15. COVID -19 Related Stress
16. Experiences of Depression, Anxiety, Trauma
17. Societal Racism
18. % of Black in Neighborhood
19. % of Latino in Neighborhood
20. Ratings of Experiences of Microaggressions
21. Mental Health During COVID-19

0.035
0.200
0.026
0.031
-.078
0.167
0.048
0.209
-.089
-.002
-.136
0.027

.633
.007
.724
.680
.301
.023
.518
.005
.231
.977
.066
.713

0.091
-.086
-.014
-.029
0.142
0.040
-.004
0.109
0.036

.219
.246
.854
.692
.054
.590
.958
.142
.627

140

22. Social Desirability
-.138
.061
_______________________________________________________________________
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/22, p=
.002). Note: All p values above .002 are considered non-significant; and
only those below .002 are considered statistically significant.

Results for Research Question #19
19-What were the significant predictors of the study outcome/dependent variables of (1)
level of COVID-19 knowledge (i.e., on Our COVID-19 Knowledge Test) and (2) level of
self-efficacy for preventing COVID-19 transmission (i.e., COVID-19 risk reduction
behaviors) post-test-taking?
Backward Stepwise Regression
Significant predictors were sought, while controlling for social desirability, for:
•

study outcome variable # 1 of
Level of COVID-19 Knowledge Based on Our Covid-19 Knowledge Test
(OCKT-44) Score

•

study outcome variable # 2 of
Level of Self-Efficacy for COVID-19 Risk Reduction Post-OCKT-44-TestTaking Score
These regression analyses used the following 28 independent variables:
1-Gender (male/female); 2-U.S. born (yes/no); 3-if has partner (yes/no); 4-if has

children (yes/no); 5-if currently working part- or full-time (yes/no); 6-if had COVID-19
(yes/no); 7-if sought mental health counseling in past year (yes/no); 8-if has any
internalized racism (yes/no); 9-if has been/will be vaccinated (yes/no); 10-age
(continuous); 11-skin color tone (continuous); 12-level of education (categories as
continuous); 13-annual household income (categories as continuous); 14-level of
COVID-19 risk at work (continuous); 15-household size (continuous); 16-extent of

141

COVID-19 risk reduction in home (continuous); 17-proportion of neighborhood
Black/Latino (continuous);18-physical health status during COVID-19 (continuous);
19-mental health status during COVID-19 (continuous); 20-Body Mass Index (BMI,
continuous); 21-self-rating of weight status (continuous); 22-level of social support
(continuous); 23-extent of medical mistrust (continuous); 24-quality of life (continuous);
25-level of COVID-19 related stress (continuous);26-level of mental distress
(continuous); 27-extent of endorsement of theory of racism/societal racism (continuous);
and, 28-degree of exposure to microaggressions (continuous).
For predicting each of two study outcome variables, each analysis started with all
28 independent variables—including social desirability—which was forced into each
step, as a control variable, regardless of significance. The program eliminated the
variable with the weakest association with the dependent variable. This continued
(eliminating one variable at a time) until the only variables left in the model were
statistically significant— (i.e., p < 0.05).
It is Mantel (1970) who recommended the identification of statistical significance
at the level of p < 0.05, in order for those variables most predictive of the outcome
variable to emerge. Babyak (2004) described this as a liberal p value, while
acknowledging it should permit the model retaining those predictors deemed “truly
important”—while outweighing any risk posed by including “unimportant variables in
the model” (p. 416).
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With the present study having 28 independent variables in the backward stepwise
regression models, these observations and conclusions are important. Hence, there is a
need to provide a brief rationale, while acknowledging potential limitations, below.
One might say that this study reflects violation of “the principle of parsimony”
with “overfitting” of the model with the risk of undetected errors and “prediction
mistakes” (Hawkins, 2004, pp. 1-2). Further, there may be the risk with backward
stepwise regression of findings that cannot be replicated or may not even exist in the
population (Babyak, 2004). Fortunately, there is also the view that backward stepwise
selection, when using such a liberal p < .05 value, emerges, in comparison to other
stepwise approaches, as potentially the least harmful (Babyak, 2004). This is because this
liberal p < .05 value “compensates by making it more likely that truly important
predictors will be retained in the model”—thereby outweighing “the problem of
including unimportant variable” (Babyak, 2004, p. 416)
Relying upon the above, as rationale for using 28 independent variables, first,
using backward stepwise regression, it was found that the significant predictors for
study outcome variable # 1 of Level of COVID-19 Knowledge Based on Our Covid19 Knowledge Test (OCKT-44) Score were:
•
•

If had COVID-19—yes (b =1.026, SEB=.431, p = .018)
If has been/will be vaccinated—yes (b=.912 SEB=.405, p=.026)
For this model, the R 2=.0.060, and the Adj R 2 =0.044, meaning 4.4% of the

variance was explained by this model.
See Table 24.
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Table 24. Backward Stepwise Regression for Outcome Variable #1 of Level of COVID-19
Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44) Score
Variables
B
SEB
P
If had COVID-19—yes
1.026
.431
.018*
If has been/will be vaccinated—yes
.912
.405
.026*
________________________________________________________________________
*p<.05, **p<.01, ***p<.001, F=3.737. (p=.012); R2 = (0.060), Adjusted R2= (0.044) –
meaning 4.4.% of variance was explained by this model.
F=3.737 p=.012
Second, significant predictors were sought, while controlling for social
desirability for:
•

study outcome variable # 2 of
Level of Self-Efficacy for COVID-19 Risk Reduction Post-OCKT-44-TestTaking Score
This regression analysis used the same 28 independent variables, identified at the

beginning of this section, while controlling for social desirability. Findings showed the
following significant predictors of the study outcome variable # 2 of Level of SelfEfficacy for COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score:
•
•
•
•

Gender—Female (b =-.363, SEB=.157, p = .022)
Born in the U.S.—No (b=-.253 SEB=.117, p=.032)
Children—No (b = -.216, SEB=.052, p= .045)
Higher Quality of Life (b=.127 SEB=.052, p=.016)

For this model, the R 2=0.330, and the Adj R 2 =0.083, meaning 8.3 % of the
variance was explained by this model
See Table 25.
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Table 25. Backward Stepwise Regression for Variable #2 of Level of Self-Efficacy for
COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score
Variables

B

SEB

P

Gender—Female
-.363
.157
.022*
Born in the U.S.—No
-.253
.117
.032*
.107
.045*
Children—No (b = -.216, SEB=.052, p= .045) -.216
Higher Quality of Life
.127
.052
.016*
________________________________________________________________________
*p<.05, **p<.01, ***p<.001 R2 = (0.109), Adjusted R2= (0.083) –meaning 8.3.% of
variance was explained by this model.
F=4.238., p=.001;
________________________________________________________________________
Results for Research Question #20
What were the emergent themes when asked to freely share about the most difficult and
stressful parts of the COVID-19 pandemic for them, and their most successful coping
strategies? (OEQ-CRS-ACS-2)
Part XVIII: Open Ended Question on COVID-19-Related Stress and Coping
Strategies (OEQ-CRS-ACS-2)
Two open-ended questions were presented to participants (N=188). The emergent
themes and direct quotes from each of the questions is presented below.
Open Ended Question #1: What Have Been the Most Difficult and Stressful Parts of
the COVID-19 Pandemic for You?
The results of qualitative data analysis led to the identification of seven Categories
that encompassed 17 emergent themes, follows:

Category I. Being Isolated, Alone, and Unable to Engage in Routine Activities—
Including Loss of Travel
C-I: Theme 1-Being Alone in Social Isolation
• …Living alone..
• …Living alone..
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•
•
•

…Social isolation
…Social isolation..
…Isolation …

C-1: Theme 2-Being Unable to be with Family, Friends or Engage in Prior
Routine Activities
• ….not being able to spend time with family…
• …. I miss my friends...
• … [being away] from people around my age (i.e., college-aged young
adults)
• ….[being away from] … church
• …Not being able [to attend] gatherings; not going to the gym.
• …[isolation] from friends and family
• …Not having family gatherings
C-I: Theme 3-Losing the Ability to Travel
• … I miss … ability to travel and be spontaneous.
• …Not being able to travel
• …Not…traveling to far away states and countries.
• …Not being able to travel freely
• … not taking a Caribbean vacation
Category II. Dealing with the Anxiety and Fear of One’s Self or Family
Members
Getting COVID-19 or Having COVID-19
C-II: Theme 1-Fearing and Worrying About One’s Self or Family Members
Getting COVID-19
• …Worry about catching the virus
• …Fear of catching it
• …The fear of me or a loved one getting COVID.
• …having anxiety
• …uncertainty about the slightest onset of a cold or illness might be
COVID
C-II: Theme 2-Experiencing Getting COVID-19 and Coping with Symptoms
• …Getting COVID-19
• .…Getting COVID while completing necessary activities such as shopping
• …dealing with COVID pneumonia
Category III. The Overwhelming Experience of Personal and Society-Wide
COVID-19 Deaths—Including Unnecessary Deaths
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C-III: Theme 1- Experiencing Personal Loss from the COVID-19 Deaths of
Loved Ones, Family, and Friends
• …losing my husband to COVID
• ... Deaths of people I know
• …Losing my Uncle to COVID, losing so many childhood friends
C-III: Theme 2- Being Concerned About the Overwhelming Number of
Unnecessary Society-Wide Deaths
• …The number of deaths.
• ... People are getting the virus and dying unnecessarily
•
Category IV. Challenges Involving Caring for Children and Elders
C-IV: Theme 1-Dealing with Children, Their Social and Emotional Needs—
and Challenges of Virtual Schooling
• …Creating ways for my child to be socially active while staying inside
• …Esp. difficult to see my younger child struggling with sadness at having
to stay away from his friends.
• …Virtual school for children
C-IV: Theme 2-Anxiety About Elderly Parents, Separation from Them, and
Their COVID-19 Illness
• …Worrying about my elderly parents
• …Guilt, discomfort and unease about visiting family, i.e., aging parents
…Coping with the sickness of a parent who is 61years old with COVID
Category V. Lack of Work, Changes to Remote Work, or Having High Risk
Work for Contracting COVID-19
C-V: Theme 1-Dealing with Unemployment During Pandemic
• …Lack of work
C-V: Theme 2-Adjusting to Remote Online Work
• …Working remotely since March of las year.
C-V: Theme 3-Risking Exposure to COVID-19 While Working
• …Having to work with the public and enter their homes
• …Working at a hospital
• …Working in an environment as an essential worker and not sure if
your coworkers are being honest a about their status.
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Category VI. The Challenges of Pandemic-Era Living Situations
C-VI: Theme 1-Dealing with Close Forced Living with Family and Related
Stress
• ...Living with family again and attending school online
• ...Living in a multigenerational household
• …Living with homophobic family members.
C-VI: Theme 2-Dealing with Unfavorable Living Situations
• …living in the same tiny apartment.
• …Living on Graduate School campus and having to review / perform
daily health screens/ and mandatory Flu Vaccine to reside here.
Category VII. The Negative Influence of Trump-Era Politics and Potential
Media Misinformation and Disinformation—Including Upon Adherence to
Public Health Recommendations
C-VII: Theme 1-Dealing with the Trump Administration’s Negative Impact
During the Pandemic
•

•

...Dealing with people of my same religious faith who are Trumplicans and do
not believe in the pandemic or seem to care about others.

...The most difficult part was being in a pandemic while also dealing with
anti-intellectual Trump in the White House and all the chaos he brought to
this country.

C-VII: Theme 2-Dealing with the Media and Possible Misinformation or
Disinformation
• …Misinformation/disinformation
• …The media misinforms and purposely scares people into doing things.
• …uncertainty of the information being disseminated to the general public
• …work[ing] with 99% republican employees who don't believe the virus
is real or is no big deal.
C-VII: Theme 3-Dealing with Non-Adherence to Public Health
Recommendations
• …Navigating spaces, such as the subway, with people who don't wear
masks.
• …Encountering people who don’t wear masks in stores, etc.
• …People resistant to wearing masks
• …Seeing other people not following basic steps (distancing, wearing a
mask and washing hands)
• … feeling pressure to not wear a mask when I'm at work with 99%
republican employees…
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See Table 26.
Table 26. Categories and Emergent Themes for Most Difficult and Stressful Parts of the
COVID-19 Pandemic (N=188)
________________________________________________________________________
The Seven Categories and 17 Emergent Themes
Category I. Being Isolated, Alone, and Unable to Engage in Routine Activities—
Including Loss of Travel
C-I: Theme 1-Being Alone in Social Isolation
C-1: Theme 2-Being Unable to be with Family, Friends or Engage in Prior Routine
Activities
C-I: Theme 3-Losing the Ability to Travel
Category II. Dealing with the Anxiety and Fear of One’s Self or Family Members
Getting COVID-19 or Having COVID-19
C-II: Theme 1-Fearing and Worrying About One’s Self or Family Members Getting
COVID-19
C-II: Theme 2-Experiencing Getting COVID-19 and Coping with Symptoms
Category III. The Overwhelming Experience of Personal and Society-Wide
COVID-19 Deaths—Including Unnecessary Deaths
C-III: Theme 1- Experiencing Personal Loss from the COVID-19 Deaths of Loved
Ones, Family, and Friends
C-III: Theme 2- Being Concerned About the Overwhelming Number of Unnecessary
Society-Wide Deaths
Category IV. Challenges Involving Caring for Children and Elders
C-IV: Theme 1-Dealing with Children, Their Social and Emotional Needs—and
Challenges of Virtual Schooling
C-IV: Theme 2-Anxiety About Elderly Parents, Separation from Them, and Their
COVID-19 Illness
Category V. Lack of Work, Changes to Remote Work, or Having High Risk Work
for Contracting COVID-19
C-V: Theme 1-Dealing with Unemployment During Pandemic
C-V: Theme 2-Adjusting to Remote Online Work
C-V: Theme 3-Risking Exposure to COVID-19 While Working
Category VI. The Challenges of Pandemic-Era Living Situations
C-VI: Theme 1-Dealing with Close Forced Living with Family and Related Stress
C-VI: Theme 2-Dealing with Unfavorable Living Situations
Category VII. The Negative Influence of Trump-Era Politics and Potential Media
Misinformation and Disinformation—Including Upon Adherence to Public Health
Recommendations
C-VII: Theme 1-Dealing with the Trump Administration’s Negative Impact During
the Pandemic
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C-VII: Theme 2-Dealing with the Media and Possible Misinformation or
Disinformation
C-VII: Theme 3-Dealing with Non-Adherence to Public Health Recommendations
________________________________________________________________________
Open Ended Question #2: Finally, What are Your Best Coping Strategies, or Most
Successful Strategies, or Best Ways for Coping with the COVID-19 Pandemic?
The results of qualitative data analysis led to the identification of three Categories
that encompassed 8 emergent themes, as shown below:

Category I. Use of Individual-Level Coping Strategies
C-I: Theme 1-Engaging in Spiritual Practices, Prayers, Meditation,
Journaling
• …Faith in God
• … Being conscious of my spiritual need; still having fellowship
virtually
• …Pray and read the bible
• ….A journal of my day, pray and meditate
• …Mindfulness and spirituality
C-I: Theme 2-Engaging in Exercise and Physical Activity
• …Zoom exercise programs
• …Exercising Peloton
• …I increased exercising
• …Walks outside
• …I have danced and exercised a lot
C-I: Theme 3-Watching Television, Movies and Reading
• …Watching TV to feel as normal as possible
• …Watching Netflix, Hulu Prime video
• ….Read watch movies
• ….Reading. I have done a lot of reading
• … Binge watching old TV series with some new ones
C-I: Theme 4-Using Drugs and/or Alcohol
• …CBD
• …Medicating with alcohol and anxiety medication
• …Smoking weed it helps my mental a lot
• …Weed
• …Occasional adult beverage
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Category II: Interpersonal-Level Coping Strategies
C-II: Theme 1-Ensuring or Increasing Connection with Friends and
Family
• …Constant support and comfort from family and friends
• …Be at home more with family
• …Was more proactive with reaching out to friends and family;
maintained better contact with those significant in my life
• …Spend time with my family
• …Use zoom to keep in touch with our friends and family that we aren't
able to see
C-II: Theme 2-Engaging in Therapy or Counseling for Stress Coping
• …Talking with a therapist
• …Therapy
• …Therapy it’s been a game changer
• …I speak to a therapist weekly to deal with the stress
• …Counseling
Category III: Outside or Public-Level Coping Strategies
C-III: Theme 1-Wearing Masks and Following Public Health Safety
Protocols
• …Wearing a mask when I have to go out but not going out much
• …Remembering masks are better than sickness or death
• …Wear my masks and wash my hands
• …Mask gloves…
C-III: Theme 2-Adhering to Other Risk Reduction Measures
• …Getting tested
• …Following CDC guidelines
• …changing clothes after being outside…
See Table 27.

151

Table 27. Categories and Emergent Themes for Best or Most Successful Coping
Strategies During Pandemic (N=188)
________________________________________________________________________
The Three Categories and 8 Emergent Themes
Category I. Use of Individual-Level Coping Strategies
C-I: Theme 1-Engaging in Spiritual Practices, Prayers, Meditation, Journaling
C-I: Theme 2-Engaging in Exercise and Physical Activity
C-I: Theme 3-Watching Television, Movies and Reading
C-I: Theme 4-Using Drugs and/or Alcohol
Category II: Interpersonal-Level Coping Strategies
C-II: Theme 1-Ensuring or Increasing Connection with Friends and Family
C-II: Theme 2-Engaging in Therapy or Counseling for Stress Coping
Category III: Outside or Public-Level Coping Strategies
C-III: Theme 1-Wearing Masks and Following Public Health Safety Protocols
C-III: Theme 2-Adhering to Other Risk Reduction Measures
________________________________________________________________________
Conclusion
This chapter presented the results of data analysis for each research question,
including presentation of data summarized and displayed in table format. The qualitative
results with emergent themes and categories were also presented.
Chapter V will present a summary of the study with discussion of results,
implications, and recommendations for future research.
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Chapter V
SUMMARY, DISCUSSION, IMPLICATIONS,
RECOMMENDATIONS, AND CONCLUSION

This chapter will both summarize and discuss the dissertation research. Also, the
implications of the research findings and recommendations for future research will be
discussed. Additionally, the limitations of the study will be presented as well as a final
conclusion.
Summary of the Literature Review
The COVID-19 pandemic has been referred to as a “disaster of unprecedented
proportions with global repercussions (Agarwal et al., 2020, p. 1). COVID-19 has had a
disproportionate impact, with African Americans being the most vulnerable group the
most adversely impacted; Blacks “are contracting SARS-CoV-2 at higher rates and are
more likely to die” (Yancy, 2020, p. 1). This disproportionate impact suggests that there
are “disparities in social determinants of health” (Burström & Tao, 2020, p. 617).
Sexton et al. (2021) provided an overview of the link between systemic racism
and health disparities, noting how such “pervasive and systemic issues” have “profound
adverse effects on health” (p. 1). Furthermore, racism is “associated with poorer mental
and physical outcomes and negative patient experiences in the health care system”
(Sexton et al., 2021, p. 1). For example, Tan et al. (2020) noted how “much of the
research detailing COVID-19 racial disparities does point to structural racism as the
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culprit”—however, there are “few studies” that “have explicitly and empirically explored
this link” (p. 1). By “structural racism,” Tan et al. (2020) “ refer to the totality of ways in
which societies foster racial discrimination, whether through housing, education,
employment, healthcare, and criminal justice”—while all of these are a “fundamental
cause” of health disparities (p. 1). Tan et al. (2020) concluded with a strong
recommendation to future researchers to “not rely on the usual basket of individual
behavioral or biological risk factors to explain health disparities”—and to engage in
“more work” that seeks “to interrogate the fundamental, structural causes driving these
inequities” (p. 9).
Hence, the present study relied upon the pioneering work of Pierce (1969, 1970,
1973, 1974), as a starting point in advancing a new study instrument to interrogate
structural causes of disparities. Pierce et al. (1977) as a Theory of Racism advanced the
Theory of Racism, emphasizing how “in the United States racism is a mental and public
health illness in which skin color determines whether or not one is expected to operate
from an inferior or superior vantage point” (Pierce et al., 1977, p. 64). A core construct
conveyed by society involves White superiority and Black inferiority, as per Pierce et al.
(1977)—which is consistent with prior work by Wallace (2003, 2008) capturing
hierarchical domination and authority via the symbolic formula of A/B. Those in
position A (e.g., Whites) position themselves as superior to those inferiors in position B
(e.g., Blacks) (Wallace, 2003, 2008).
The present research included the contemporary popular approach focused on
investigating exposure to microaggressions (e.g., Sue et al., 2007), but went further in
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drawing upon the original conceptualization of microaggressions advanced by Pierce
et al. (1977)—which arose from within the larger Theory of Racism. As course
correction, aligned with Pierce et al. (1977), microaggressions should be assessed via
(1) exposure to media and television influences that convey and condition societal
members into the constructs of White Superiority and Black inferiority, and
(2) examining internalization of these media influences. This new suggested focus seeks
“to interrogate the fundamental, structural causes driving these inequities,” following Tan
et al. (2020, p. 9). A resultant new measure for first time use in this study attempted to
interrogate the fundamental, structural causes driving inequities, yet with all the
limitations of a self-report measure rooted in the Pierce et al. (1977) Theory of Racism;
the resultant new tool has both an Endorsement of a Theory of Racism Scale and an
Internalized Racism Scale.
Meanwhile, other research drove the selection of other study measures and
variables included for investigation. For example, DiMaggio et al. (2020) reported testing
positive for COVID-19 was “approximately doubled by environmental characteristics
such as population and housing density” (p. 12). The proportion of residents “selfidentifying as black/African American is among the single strongest unadjusted bivariate
predictors of the proportion of positive tests in a community” (DiMaggio et al., 2020,
p. 11). Blacks tend to live in close communities and an infectious agent can spread
amongst this group “due to proximity," thus increasing the potential for racially skewed
outcomes (Laurencin & McClinton, 2020, p. 399). Additionally, “epidemiological studies
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have identified factors at the individual and neighbor-hood levels that are associated with
the excess prevalence of diabetes (Bancks et al., 2017, p. 2458).
Dietz et al. (2020) noted how obesity was a pre-existing condition associated with
death from COVID-19. Liao et al. (2016) highlighted that African Americans are
disproportionately affected by obesity. Yancy (2020) discussed “the confluence of
hypertension, diabetes, obesity, and the higher prevalence of cardiovascular disease”
among Black people, is concerning, as those comorbidities place them at a higher risk for
COVID-19 (p. 1).
Kohn et al. (2012) discussed the need for personal disaster preparedness.
However, evidence suggested “cultural minority populations, specifically African
Americans and Latinos, have higher risk of disaster exposure and are disproportionally
affected by them” (Davidson et al., p. 97). Worry and concern about the dangerousness of
COVID-19 is emerging as a key feature of COVID-Stress syndrome, including reports of
elevated levels of anxiety and symptoms of depression (Taylor et al., 2020).
Eyles et al. (2019) underscored “the importance of occupation as a social
determinant of health” (p. 57). Further, “different occupations are associated with varying
conditions, risks, prospects, and outcomes” (p. 57). Selden et al. (2020) anticipated that
future research will further reveal that COVID-19 “disparities will ultimately be shown to
stem from disparities in exposure, such as the dimensions of employment and household
transmission” (p. 5). Also, anticipated is a role for “the dimensions of community
contact” (p. 5). Hawkins (2020) investigated occupational exposure as a potential factor
in the greater risk of COVID-19 faced by racial and ethnic minorities, and Blacks, in
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particular. Acknowledged was the role of occupational segregation wherein “people of
color are often employed in an occupation that tends to be at a higher risk” of occupationrelated “injuries, illnesses and infections” (p. 1).
Selden et al. (2020) reported that the presence in a household of health-sector
workers was associated with COVID-19 risk. Xiao et al. (2020) acknowledged how
medical staff are most vulnerable during the COVID-19 pandemic, including the
experience of high levels of anxiety of stress. Quality of life has been investigated among
front-line medical staff and nurses treating patients with COVID-19, as they have also
presented mental health impacts from the stress of their work (An et al., 2020). Further,
quality of life “is determined by the interaction between protective (e.g., good social
support and high socioeconomic status) and distressing factors (e.g., physical diseases
and mental disorders)” (An et al., 2020, p. 314). According to Wright (2016), individuals
with “low social support levels have a higher risk of mortality compared to people who
have stronger and more satisfying support networks” underscoring the importance of
social networks (p. 1). Further, individuals who are part of social networks with low
resources, lack of support, and poor communication may also have negative health
outcomes (Wright, 2016).
Hammond (2010) found medical mistrust of healthcare professionals and
organizations can impact health outcomes. African Americans have higher levels of
mistrust of health organizations which has been linked to “incidents of medical malice,
which can be traced from southern slave plantations to more modern-day healthcare
environments” and the Tuskegee Experiment—supporting mistrust (p. 87).
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Summary of the Statement of the Problem
The problem that this study addresses is the need to ensure that African
Americans have access to information that may serve to increase their knowledge about
COVID-19 and increase their self-efficacy to perform COVID-19 risk reduction
behaviors. This problem is urgent, given the ongoing COVID-19 pandemic and the high
risk this group faces for contracting COVID-19 at higher rates, having more severe
COVID-19 with hospitalization given underlying comorbidities, and of dying from
COVID-19.
Summary of the Purpose of the Study
The purpose of the present mixed-methods study is to: (1) evaluate a new online
brief e-health intervention—as “Our COVID-19 Knowledge Test;” and (2) identify the
significant predictors of the study’s two outcome variables: (a) a high Level of COVID19 Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44) Score; and (b) a
high Level of Self-Efficacy for the COVID-19 Risk Reduction Post-OCKT-44-TestTaking Score. Further, using qualitative data, the study sought to identify emergent
themes and categories capturing participants’ reports on the most stressful part of the
pandemic, and their most successful coping strategies.
Summary of the Research Questions, Survey Parts, and Data Analysis Plan
More specifically, given a sample of adults (N=188) who responded to a social
media campaign inviting Black or African American adults to complete a survey (i.e.,
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CLICK ON: https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED (age
18 and above) TO TAKE SURVEY “About You and the COVID-19 Pandemic”
(Takes 20 Minutes) for a chance to win 1 of 3 $100 Amazon gift cards), the study
utilized a mixed method approach to investigate the following:
1-using descriptive statistics, to determine the demographic and background
characteristics of the sample
2-using inferential statistics (i.e., Pearson correlation, independent t-tests), to
determine if there were any significant relationships between selected
independent variables and the study outcome variables of (1) Level of COVID-19
Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44) Score; and
(2) Level of Self-Efficacy for COVID-19 Risk Reduction Post-OCKT-44-TestTaking Score
3-using backward stepwise regression, to determine the significant predictors of
the study outcome/dependent variables of (1) Level of COVID-19 Knowledge
Based on Our Covid-19 Knowledge Test (OCKT-44) Score; and (2) Level of
Self-Efficacy for COVID-19 Risk Reduction Post-OCKT-44-Test-Taking
Score
4-using qualitative data analysis, to determine emergent themes and categories
from responses of participants when asked to freely share about the most difficult
and stressful parts of the COVID-19 pandemic for them, and their most successful
coping strategies?
Summary of the Anticipated Findings
Three main sets of findings were anticipated, as follows:
•

evaluating the new “Our COVID-19 Knowledge Test” (OCKT-44) paired t-tests
will show a significant difference in pre-test-taking mean knowledge score versus
the post-test-taking mean knowledge score—which should be rated higher

•

controlling for social desirability, the higher their Level of COVID-19
Knowledge based on Our Covid-19 Knowledge Test (OCKT-44) Score, then
the: 1-Gender (female); 2-U.S. born (yes); 3-if has partner (yes); 4-if has children
(yes); 5-if currently working part- or full-time (yes); 6-if had COVID-19 (yes); 7if sought mental health counseling in past year (yes); 8-if has any internalized
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racism (yes); 9-if has been/will be vaccinated (yes); 10-age (lower-continuous);
11-skin color tone (higher0continuous); 12-level of education (higher-categories
as continuous); 13-annual household income (higher-categories as continuous);
14-level of COVID-19 risk at work (higher-continuous); 15-household size
(higher-continuous); 16-extent of COVID-19 risk reduction in home (highercontinuous); 17-proportion of neighborhood Black/Latino (higher-continuous);18physical health status during COVID-19 (worse-continuous); 19-mental health
status during COVID-19 (better-continuous); 20-Body Mass Index (BMI, lowercontinuous); 21-self-rating of weight status (lower-continuous); 22-level of social
support (higher-continuous); 23-extent of medical mistrust (higher-continuous);
24-quality of life (higher-continuous); 25-level of COVID-19 related stress
(higher-continuous);26-level of mental distress (lower-continuous); 27-extent of
endorsement of theory of racism/societal racism (higher-continuous); and, 28degree of exposure to microaggressions (higher-continuous).
•

controlling for social desirability, the higher their Level of Self-Efficacy for the
COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score, then the: 1Gender (female); 2-U.S. born (yes); 3-if has partner (yes); 4-if has children (yes);
5-if currently working part- or full-time (yes); 6-if had COVID-19 (yes); 7-if
sought mental health counseling in past year (yes); 8-if has any internalized
racism (yes); 9-if has been/will be vaccinated (yes); 10-age (lower-continuous);
11-skin color tone (higher0continuous); 12-level of education (higher-categories
as continuous); 13-annual household income (higher-categories as continuous);
14-level of COVID-19 risk at work (higher-continuous); 15-household size
(higher-continuous); 16-extent of COVID-19 risk reduction in home (highercontinuous); 17-proportion of neighborhood Black/Latino (higher-continuous);
18-physical health status during COVID-19 (worse-continuous); 19-mental health
status during COVID-19 (better-continuous); 20-Body Mass Index (BMI, lowercontinuous); 21-self-rating of weight status (lower-continuous); 22-level of social
support (higher-continuous); 23-extent of medical mistrust (higher-continuous);
24-quality of life (higher-continuous); 25-level of COVID-19 related stress
(higher-continuous);26-level of mental distress (lower-continuous); 27-extent of
endorsement of theory of racism/societal racism (higher-continuous); and,
28-degree of exposure to microaggressions (higher-continuous).

Summary of the Research Sample and Procedures
In order to recruit participants, the online study utilized convenience sampling
techniques, which resulted in a final (N =188). Recruitment was done online via Twitter,
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Instagram, Facebook, WhatsApp and Reddit platforms. Messages were placed on walls or
direct messages were sent asking potential participants to:
“ CLICK ON: https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED (age 18
and above) TO TAKE SURVEY “About You and the COVID-19 Pandemic” (Takes 20
Minutes) for a chance to win 1 of 3 $100 Amazon gift cards”.

Summary of the Research Instrumentation
Combining tools used previously in research conducted by the Research Group on
Disparities in Health (RGDH) with other standard tools in the published research
literature—with sensitivity to the need to use short versions of tools, given the pandemic
and need to reduce response burden—the following measures were used:
Part I: Basic Demographics (BD10)
Part II: Employment and Risks During the COVID-19 Pandemic (ECRDCP10)
Part III: Home Life During the COVID-19 Pandemic and Extent of Risk Reduction
(HLDCP-ERR-3)
Part IV: Extent of Residential Segregation (ERS-2)
Part V: Personal Health Background—Current and Before Pandemic (PHB-CABP-11)
Part VI: Single Item Rating of Risk of Providing Socially Desirable Responses (SIRRPSDR-1)
Part VII: Perceived Social Support Scale (PSSS-1)
Part VIII: Medical Mistrust Scale—Short Form (MMS-SF-4)
Part IX: Rating Your Quality of Life Scale (RYQOL-S-1)
Part X: Past-Year Covid-19 Related Stress (PY-CRS-8)
Part XI: Retrospective Depression, Anxiety, and Trauma Scale (R-DATS-4)
Part XII: Endorsement for the Theory of Racism and Internalized Racism (ETR-IR-6SHORT)
Part XIII: Ratings of Experiences of Microaggressions (REM-6)
Part XIV: Our COVID-19 Knowledge Test (OCKT-44)
Part XV: Intention to Vaccinate for COVID-19 (IVC-1)
Part XVII: COVID-19 Knowledge and Self-Efficacy for Risk Reduction Behaviors (C-KSE-FRRB-4)
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Part XVIII: Open Ended Question on COVID-19-Related Stress and Coping Strategies
(OEQ-CRS-ACS-2).

Summary of Data Management and Data Analysis
The survey was conducted on Qualtrics platform, the transferred and analyzed
with the SPSS 26.0. The analysis of the data included the use of descriptive statistics to
characterize the sample, inferential statistics (i.e., Pearson correlation, independent ttests) to determine if there were there any significant relationships between selected
independent variables and the study outcome variables [(a) a high Level of COVID-19
Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44) Score; and (b) a
high Level of Self-Efficacy for the COVID-19 Risk Reduction Post-OCKT-44-TestTaking Score]; and background stepwise regression to identify significant predictors of
the above two outcome variables (a, b), while controlling for social desirability.
Summary of Results of Data Analysis
In order to recruit participants, the study utilized convenience sampling
techniques, which resulted in a final sample of N=188. There were 301 total records
documented that completed the informed consent, 233 met the inclusion criteria, 231
answered at least 1 of the demographic questions, but only188 completed the survey so as
to provide data for at least one of the outcome variables—while none were excluded for
duplicate IP addresses. When the demographics of study completers (n=188) were
compared to non-completers (n=44), just approaching significance (p= .058) was a
finding of study completers having a lower income—and, potentially being more
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motivated by the advertised 1 in 250 chance of winning one of three $100 Amazon gift
cards, highlighting the value in having a study participation incentive.
Demographic Findings
The sample (N=188) was 100% Black (N=188), 83.5% female N= (157), with a
mean age of 43.16 (min=18, max=72, SD 12.567) and mean number of children of 1.32
(min=1, max=7, SD=1.467). The education level category mean was 5.2 (min=1, max=7,
SD 1.603) for between a bachelor’s and a master’s degree, while annual household
income category was a mean of 3.94 (min=1, max=9, SD1.311) for between $40,000 and
$99,999. Regarding all subsequent findings to be reported, it is worth noting that the
sample had a low moderate risk for providing socially desirable responses (mean = 3.75;
min= 0, max= 10, SD=3.009).
Findings for COVID-19 Related Risks at Work and Home
Some 81.4% (n=153) were currently working full- or part-time during the
COVID-19 pandemic, while 85.1% (n=160) had worked continuously before the
pandemic. The body of qualitative data reinforced some of the findings, as with the
following emergent themes for what was most difficult during the pandemic: C-V:
Theme 1-Dealing with Unemployment During Pandemic; C-V: Theme 2-Adjusting to
Remote Online Work; and, C-V: Theme 3-Risking Exposure to COVID-19 While
Working. On the other hand, the quantitative data supported findings with the qualitative
data regarding the most effective coping strategies used during the pandemic, as per the
following emergent themes: C-III: Theme 1-Wearing Masks and Following Public
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Health Safety Protocols; and, C-III: Theme 2-Adhering to Other Risk Reduction
Measures.
In support of such findings, the quantitative data showed that there was a lowmoderate level of work-related risks for COVID-19 transmission (mean =2.56,
min=0, max=7, SD= 2.102) such that 66% (N= 124) could work online from home. On
the other hand, others were forced to encounter risks at work. Some 52.1% (n=98) were
essential workers, 58.5% (n=110) were required to work in-person all or some of the
time, 48.9% (n=92) had to interact with the public and strangers at work, 43.1% (n=81)
could not maintain a 6-foot social distance at work, and 27.7% (N= 52) worked when
they suspected or knew their coworkers had COVID-19. This reflected an emergent
theme for what was most difficult during the pandemic: i.e. C-VII: Theme 3-Dealing
with Non-Adherence to Public Health Recommendations. Within the qualitative data,
some elaborated further on factors that made going to work one of the most stressful parts
of the pandemic. For example, some co-workers exerted pressure to not wear masks at
work, as in working with 99% republicans or those who did not believe the virus was real
or was “no big deal;” these dynamics were captured in the emergent themes of C-VII:
Theme 1-Dealing with the Trump Administration’s Negative Impact During the
Pandemic, and, C-VII: Theme 2-Dealing with the Media and Possible Misinformation
or Disinformation.
The findings also shed light on the level of risk at home for COVD-19
transmission in the sample. The sample had a moderate household size (mean=2.64,
min=1, max=6, SD= 1.363) with 46% (n=86) living with a spouse, 27.1% (n=51) living
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alone—with low levels of multi-generational living, as only 10.6% (n=20) had
grandparents or seniors living with them. The qualitative data reinforced these findings,
as in one of themes for what was the most difficult part of the pandemic: C-I: Theme 1Being Alone in Social Isolation. The low level of multi-generational living also helps
explain another emergent theme for what was difficult: C-IV: Theme 2-Anxiety About
Elderly Parents, Separation from Them, and Their COVID-19 Illness.
There was evidence of responsiveness to Centers for Disease Control and
Prevention (CDC) and public health information for preventing COVID-19 transmission
within the home—with a low-moderate risk of COVID-19 transmission within the
home (1.668 (min=1, max= 4, SD=.699); for example, with 64.4% (N=121) “never”
having celebrations and social events in their home in the same way they did before the
COVID-19 pandemic. Themes for what was most difficult about the pandemic reinforced
this data, as follows: C-II: Theme 1-Fearing and Worrying About One’s Self or Family
Members Getting COVID-19; C-1: Theme 2-Being Unable to be with Family, Friends
or Engage in Prior Routine Activities; and, C-VI: Theme 2-Dealing with Unfavorable
Living Situations.
Findings for Health Before and During COVID- 19, COVID-19 Related Stress, and
Mental Distress
Only 19.1% (n=36) had COVID-19 in the past year. While a low percentage of
participants actually got COVID-19, it was not surprising that one of the most stressful
parts of the pandemic was reflected in the emergent theme C-II: Theme 2-Experiencing
Getting COVID-19 and Coping with Symptoms.
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Some 51.1% (N=96) reported weight gain during the COVID-19 pandemic with
a self-rated weight mean of 2.75 (min=,1 max=4, SD=.721) for closest to overweight, and
a mean Body Mass Index (BMI) of 30.507 (min=8.55, max=66.56, SD=8.115) for the
obesity range (i.e. > 30.00).
Overall, health declined during the pandemic. Paired t-tests showed significant
differences when comparing the before versus during COVID-19 ratings of physical
health status. First, the physical health pre COVID-19 mean of 4.34 (N=188,
SD=0.964) was higher than the physical health during COVID-19 mean of 3.96
(N=188, SD 1.069; t= 6.627, df =185, p= .000). This pattern was repeated for
mental/emotional health, as the pre COVID-19 mean for mental/emotional health was
4.37 (N=188 SD=0.895 ) or higher than for the during COVID-19 mean of 3.51
(N=188,SD=1.199; t= 11.134 df=187, p=.000).
Of note, their experience of stress during the past year of the pandemic was
also assessed using the new Past-Year COVID-19 Related Stress (PY-CRS-8) scale,
which had good internal consistency (Cronbach’s Alpha .825)—with a mean of 4.037
(min=00, max=10.00, SD 2.1198) for moderate past-year COVID-19 related stress
across 8 domains. Of note, 47.9% (n=90) had no stress [score 0] in the domain of
housing stress, 42% (n=79) had no stress [score 0] in the domain for school stress, and
39.4% (n=74) had no stress [score 0] in the domain for food stress, and 20.3% (n=40)
had no money stress [score 0]. However, to better capture the variation in scores,
additional data analysis is helpful. Thus, a rank order of domains was created,
combining all scores for very high [score 7] to extreme stress [score 10], as follows:
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(1) 43.6% (n=83 endorsed very high [score 7] to extreme stress [score 10] in the
work stress domain;
(2) 37.2% (n=70) endorsed very high [score 7] to extreme stress [score 10] in the
shopping stress domain;
(3) 36.7% (n=69) endorsed very high [score 7] to extreme stress [score 10] in the
stress from societal changes domain;
(4) 30.8% (n=58) endorsed very high [score 7] to extreme stress [score 10] in the
money stress domain;
(5) 29.8% (n=56) endorsed very high [score 7] to extreme stress [score 10] in the
school stress domain;
(6) 19.7% (n=37) endorsed very high [score 7] to extreme stress [score 10] in the
technology stress domain;
(7) 16.5% (n-31) endorsed very high [score 7] to extreme stress [score 10] in the
housing stress domain;
(8) 12.8% (n-24) endorsed very high (7) to extreme stress (10) in the food
stress domain.
The findings for the school stress and technology stress domains, above, were
also captured in the qualitative data. For example, regarding the most stressful part of the
pandemic for some, there was emergent theme C-IV: Theme 1-Dealing with Children,
Their Social and Emotional Needs—and Challenges of Virtual Schooling.
The reality of very high to extreme levels of housing stress was reflected in the
emergent theme for what was among the stressful aspects of the pandemic, as follows:
C-VI: Theme 1-Dealing with Close Forced Living with Family and Related Stress; and,
C-VI: Theme 2-Dealing with Unfavorable Living Situations.
With nearly half (43.6%, n=83) the sample experiencing very high to extreme
work stress, and over one third experiencing very high to extreme shopping stress
(37.2%, n=7) and stress from societal changes (36.7%, n=69), the findings for mental
distress were not surprising. The sample presented a mean of 1.94 for mental distress
(min=0; max=3, SD=1.066), for moderate mental distress in the past year—including
reports of experiencing in the past year high rates of depression (70.7%, n=133), anxiety
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(78.2%, n=147), and trauma (45.2%, n=85). These high rates for past year depression,
anxiety and trauma were further amplified by some of the emergent themes in the
qualitative data, such as: C-III: Theme 1- Experiencing Personal Loss from the
COVID-19 Deaths of Loved Ones, Family, and Friends; and, C-III: Theme 2- Being
Concerned About the Overwhelming Number of Unnecessary Society-Wide Deaths
Data showed that 43% (n=81) sought counseling in the past year for their mental
distress encompassing depression, anxiety and trauma. These findings were reinforced
by the qualitative data and an emergent theme for most successful coping strategies: i.e.
C-II: Theme 2-Engaging in Therapy or Counseling for Stress Coping. Others
identified their most successful coping strategies with the stress in the pandemic via a
range of activities, as follows: C-I: Theme 1-Engaging in Spiritual Practices, Prayers,
Meditation, Journaling; C-I: Theme 2-Engaging in Exercise and Physical Activity;
and, C-I: Theme 3-Watching Television, Movies and Reading. Yet, others coped with
stress with less ideal coping strategies, as in the emergent theme C-I: Theme 4-Using
Drugs and/or Alcohol.
Findings for Social Support and Quality of Life Indicators
The sample enjoyed moderately good social support (mean = 2.71; min=0,
max=4, SD=1.172) for having between 2-5 individuals to rely upon for social support.
For example, 34.6% (N=65) reported having “at least 3-5 people” in their life they can
rely upon for social support. These findings were also reinforced by the qualitative data
and emergent themes, as follows: C-II: Theme 1-Ensuring or Increasing Connection
with Friends and Family.
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The quality of life mean was 4.05 (min=1, max=6, SD=1.073) for a good quality
of life. Some 34.6% (N=65) rated their quality of life as good. However, for some, it was
especially stressful for them to not be able to engage in prior behavior that seemed
associated with their quality of life and stress management, thereby citing the emergent
C-I: Theme 3-Losing the Ability to Travel.
Findings Relevant to the Experiences of Study Participants as Blacks or African
Americans
As this study was conducted with a 100% (N=188) Black or African American
sample living in the United States during the COVID-19 pandemic, there was an
investigation to explore numerous potentially relevant variables.
First, regarding residential segregation patterns, participants did not live in
predominantly or mostly Black areas. For example, the percentage of Black people living
in their neighborhood or area was a mean of 2.59 (min=1, max=4, SD=.1002), falling
between the 1% to 33% Black percentage category and the 34% to 66% Black
percentage category. Over half the sample (53%, n=104) estimated that 1% to 33% of
their neighborhood was also Latino—with the percentage of Latino living in their
neighborhood having a mean 2.01(min=1, max=4, SD=.801) of 1% to 33% Latino
percentage category.
Their perceptions as Black or African Americans living in the United States
during the pandemic were well-captured via the concept of medical mistrust—which
seemed most relevant. Medical mistrust might be a factor in Blacks not going to the
emergency room or waiting too long to go to the emergency room with COVID-19
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symptoms or anticipating lower quality treatment (compared to Whites) once in the
emergency room or hospital—along with Blacks potentially being hesitant to accept
vaccination.
With these considerations in mind, while using a short form of a prior tool, the
Medical Mistrust Scale—Short Form (MMS-SF-4) had a good internal constancy (i.e.,
Cronbach’s Alpha of .755). The medical mistrust mean was 3.273 (min=1.50, max=5.00,
SD=.7615) for moderately high medical mistrust. For this all Black sample, the vast
majority at 78.7% (n=148) strongly disagreed (34%, n=64) or disagreed (44.7%, n=84)
with the statement, “Black people are treated the same as people of other groups by
doctors and health care workers.” Similarly, over two-thirds (66.8%, n=135) strongly
disagreed (27.7%, n=52) or disagreed (44.1%, n=83) with the statement, “Black people
receive the same medical care from doctors and health care workers.”
For intention to personally vaccinate for COVID-19, once made available to
them, some 58.7% (N=127) indicated “yes” for either intending to receive, or already
having received the vaccine. Again, this is reminiscent of theme mentioned earlier, as
one of the most successful coping strategies during the pandemic, C-III: Theme 2Adhering to Other Risk Reduction Measures.
As with the finding of 78.7% (n=148) of the sample strongly disagreeing or
disagreeing (on the above Medical Mistrust scale) with the statement, “Black people are
treated the same as people of other groups by doctors and health care workers,” there
seemed to be justification in exploring other related beliefs. Hence, the study followed
Pierce et al.’s (1977) Theory of Racism and explored the extent to which key beliefs from
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the Theory of Racism might be endorsed or internalized. First, the Endorsement for the
Theory of Racism Scale had good internal consistency (i.e., Cronbach’s Alpha of .866)
with a mean of 2.6 (min=0, max=5, SD=1.85195) for moderate Endorsement for the
Theory of Racism. For example, 30.9% (N=58) believed “to a great extent” that “White
people are superior to Black people” is fostered as a belief in the United States. Second,
responses on the Internalized Racism Scale showed the vast majority (78.2 %, n=147)
endorsed no “not at all” for believing “White people are superior to Black people.”
Further, for being treated in the United States in a manner suggestive of
microaggressions due to being Black or African American, the Ratings of Experiences
of Microaggressions (REM-6) scale was used; findings indicated excellent internal
consistency (Cronbach’s alpha .911) with a mean of 2.091 (min=0, max=4, SD=1.128)
for experiencing them “more than once,” or for a moderate extent experienced
microaggressions due to one’s race. For example, 21.3% (n=40) had experienced
“more than once”— “Brief interactions where you felt you were receiving messages that
were a put down, denigrating, or conveyed something negative.” Of note, a new item
added capturing what Pierce et al. (1977) originally intended showed most (53.7%,
n=101) had “many times” “experienced media messages, as putting down Blacks,
denigrating them, spreading negative stereotypes, or conveying something negative about
Black”—as the most frequently experienced type of the 6 types.
Findings on the New “Our COVID-19 Knowledge Test”
As an innovation in brief e-health seeking to increase COVID-19 knowledge as a
potentially urgent need during the pandemic, the Our COVID-19 Knowledge Test
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(OCKT-44) was created as a brief online intervention—with all true answers, even as
participants are only told this upon completing all the true-false items. The OCKT-44 had
a mean score of 40.34 (min=23, max=44, SD=3.092) for excellent COVID-19
knowledge for this all-Black sample. There were many examples of excellent
knowledge, as follows, as the following were endorsed as true: 100% (n=188) for
“Possible symptoms of COVID-19 are fever, dry cough, trouble breathing, fatigue (tired),
headaches, body aches, diarrhea, loss of taste or smell—and memory and concentration
problems (called “brain fog”);” 98.9% (N=186) for “When a person infected with
COVID-19 coughs, sneezes—or breathes, talks, sings, or shouts—COVID-19 is spread
(transmitted) as droplets in the air;” 98.9% (n=186) for “To lower chances of spreading
COVID-19 when visiting with other people, it is recommended to be outdoors, socially
distance (staying 6 feet from others who do not live with you), and correctly wear a
mask;” 98.4% (n=185) for “If a mask is NOT worn consistently and correctly (over nose
and mouth), or is too loose, or has large gaps on sides, then it may not be providing
enough protection from COVID-19 transmission (spreading);” and, 95.1% (n=176) for
“There is hope about vaccines, since only a very small percentage of people who get the
vaccine still get COVID-19; but that also means that wearing a mask will
still be important even after wide distribution of a vaccine.”
Since learning about COVID-19 via a true-false test with all true answers was an
innovation for dissemination online, participants were asked if they would disseminate
it—meaning recommend the OCKT-44 to others. A full 83.8% (N=155) of respondents
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indicated they would recommend the OCKY-44 to others, thereby diffusing the
innovation.
The study also assessed if there was any positive impact from actually taking the
OCKT-44 with all true answers, as a potential brief online e-health intervention.
Specifically, the Part XVII: COVID-19 Knowledge and Self-Efficacy for Risk
Reduction Behaviors (C-K-SE-FRRB-4) scale findings were assessed using paired ttests. It permitted comparing self-ratings on: (1) a COVID-19 Knowledge Scale (what
they knew about COVID-19 transmission) for before/pre-taking the OCKT-44 versus
after/post-taking the OCKT-44; and, (2) a COVID-19 Prevention Self-Efficacy Scale
(confidence to prevent COVID-19 transmission). Using paired t-tests, there was
evidence of the experience of taking the OCKT-44 with all true answers having a positive
impact on both COVID-19 Knowledge and COVID-19 Prevention Self-Efficacy.
Specifically, the COVID-19 Knowledge Scale before/pre-taking the OCKT-44 mean
score (=4.57; N=184, SD=.884) was significantly lower than the after/post-taking the
OCKT-44 mean score (=4.85; N=184, SD .842; t= -4.967, df = 183, p= .000)—
suggesting knowledge was rated higher after/post-taking the OCKT-44. Also, the
COVID-19 Prevention Self-Efficacy Scale before/pre-taking the OCKT-44 mean score
(=5.17; N=184,S=.791) was significantly lower than the after/post-taking the OCKT44 mean score (=5.33; N=184,SD=.755; t= -5.250 df=183, p=.000)—suggesting selfefficacy to prevent COVID-19 transmission was rated higher after/post-taking the
OCKT-44.
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Nonsignificant Findings on Relationships with the Study Outcome Variables
Despite this study following the literature and research in selecting a host of
independent variables deemed to have a likely relationship with what Black adults might
know about COVID-19, including their self-efficacy or confidence for engaging in
COVID-19 risk reduction behaviors, independent t-tests and Pearson Correlations
were disappointing—revealing nothing of significance.
First, independent t-tests were conducted to compare dichotomous groups (e.g.,
gender, born in the US, etc.) on the study outcome variable # 1 of Level of COVID-19
Knowledge Based on Our Covid-19 Knowledge Test (OCKT-44) Score. No
comparisons were significant (Bonferroni Adjustment Significance, 0.05/12, p = 0.004).
There were no significant findings when comparing dichotomous groups (e.g., gender,
born in the US, etc.) on the study outcome variable # 2 of Level of Self-Efficacy for
COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score (Bonferroni
Adjustment Significance, 0.05/12, p = 0.004).
Findings on Predictors of the Study Outcome Variables
Significant predictors were sought, while controlling for social desirability, for:
study outcome variable # 1 of Level of COVID-19 Knowledge Based on Our Covid19 Knowledge Test (OCKT-44) Score; and, study outcome variable # 2 of Level of
Self-Efficacy for the COVID-19 Risk Reduction Post-OCKT-44-Test-Taking Score.
These regression analyses used the following 28 independent variables:
1-Gender (male/female); 2-U.S. born (yes/no); 3-if has partner (yes/no);
4-if has children (yes/no); 5-if currently working part- or full-time (yes/no); 6-if
had COVID-19 (yes/no); 7-if sought mental health counseling in past year
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(yes/no); 8-if has any internalized racism (yes/no); 9-if has been/will be
vaccinated (yes/no); 10-age (continuous); 11-skin color tone (continuous);
12-level of education (categories as continuous); 13-annual household income
(categories as continuous); 14-level of COVID-19 risk at work (continuous);
15-household size (continuous); 16-extent of COVID-19 risk reduction in home
(continuous); 17-proportion of neighborhood Black/Latino (continuous);
18-physical health status during COVID-19 (continuous); 19-mental health status
during COVID-19 (continuous); 20-Body Mass Index (BMI, continuous); 21-selfrating of weight status (continuous); 22-level of social support (continuous);
23-extent of medical mistrust (continuous); 24-quality of life (continuous);
25-level of COVID-19 related stress (continuous);26-level of mental distress
(continuous); 27-extent of endorsement of theory of racism/societal racism
(continuous); and, 28-degree of exposure to microaggressions (continuous).
Using backward stepwise regression, it was found that the significant predictors
for study outcome variable # 1 of Level of COVID-19 Knowledge Based on Our
Covid-19 Knowledge Test (OCKT-44) Score were:
•
•

If had COVID-19—yes (b =1.026, SEB=.431, p = .018)
If has been/will be vaccinated—yes (b=.912 SEB=.405, p=.026)
For this model, the R 2=.0.060, and the Adj R 2 =0.044, meaning 4.4% of the

variance was explained by this model.
Second, significant predictors were sought, while controlling for social
desirability for: study outcome variable # 2 of the Level of Self-Efficacy for COVID19 Risk Reduction Post-OCKT-44-Test-Taking Score. Findings showed the following
significant predictors:
•
•
•
•

Gender—Female (b =-.363, SEB=.157, p = .022)
Born in the U.S.—No (b=-.253 SEB=.117, p=.032)
Children—No (b = -.216, SEB=.052, p= .045)
Higher Quality of Life (b=.127 SEB=.052, p=.016)
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For this model, the R 2=0.330, and the Adj R 2 =0.083, meaning 8.3 % of the
variance was explained by this model.
Discussion of Results
Discussion of Demographic Findings
This was an online cross-sectional study that utilized a mixed methods approach
with a social media recruitment strategy during the COVID-19 pandemic in 2021. The
sample (N=188) was 100% Black (N=188), 83.5% female N=(157), with a mean age
of 43.16 (min=18, max=72, SD 12.567). Krasanova et al. (2017) discussed how online
samples with mostly women could reflect how social media usage is driven by relational
factors, including the desire to maintain close social ties, and access information online
via social networks; this may help explain the present study obtaining a mostly female
sample. Also, Gallaso et al. (2020) asserted that females are more concerned about
COVID-19, related health consequences, and related public policy.
The present sample’s mean age of 43.16 (min=18, max=72, SD 12.567) may
reflect them being a “sandwich generation.” This means they are largely essential
workers who “are often caregivers for children or aging parents”—while carrying the
burden of both caregiving and employment, while being mostly female and racial/ethnic
minorities (Stokes & Patterson, p 416, 2020).
For education level, the present study sample had a category mean of 5.2 (min=1,
max=7, SD 1.603) for between a bachelor’s and a master’s degree—being welleducated; and, 67.8% (n=133) had a bachelors, masters or doctoral degree. In contrast,
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census bureau data from 2010 to 2019 showed the percentage of people age 25 and older
with a bachelor’s degree or higher was 36.0%.(US Census Bureau, 2020). Hence, the
present study sample was highly educated. Additionally, the income category mean was
3.94 (min=1,max=9, SD1.311) for between $40,000 and $99,999—being consistent
with the national mean household income. This seemed to correspond with the census
bureau data showing U.S. median household income for 2019 was $65,712 (US Census
Bureau, 2020).
Discussion of Findings for COVID-19 Related Risks at Work and Home
The quantitative data showed that a low-moderate level of work-related risks
for COVID-19 transmission (mean =2.56, min=0, max=7, SD= 2.102), given, for
example, how 66% (N= 124) could work online from home. The finding was important,
given how the ability to work from home is an important factor in mitigating the risks
associated with infection of COVID-19, since “offices are among the top three places to
get infected with COVID-19” (Vyas & Butakhieo, 2021). One of this study’s emergent
themes supported this reality, given C-VII: Theme 3-Dealing with Non-Adherence to
Public Health Recommendations.
The sample had a moderate household size (mean=2.64, min=1, max=6,
SD=1.363), with low levels of multi-generational living (e.g., 10.6%, n=20 had
grandparents or seniors living with them). Hence, concerns articulated by others about
Blacks and Latinx families tending to have larger household sizes (i.e., Selden et al.,
2020), as a risk factor for COVID-19 transmission were not operating in the present
study. Households were also following CDC and public health recommendation, since
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the study found a low-moderate risk for COVID-19 transmission in the home (1.668
(min=1, max= 4, SD=.699)—as with 64.4% (N=121) “never” having celebrations and
social events in their home in the same way they did before the COVID-19 pandemic.
Discussion of Findings for Health Before and During COVID- 19, COVID-19
Related Stress, and Mental Distress
Overall, health declined during the pandemic. Paired t-tests showed significant
differences when comparing the mean ratings for before versus during COVID-19 for
physical health status, with health status significantly higher before the pandemic (p=
.000). Also, 51.1% (N=96) reported weight gain during the COVID-19 pandemic—
with weight self-ratings being closest to overweight, and a mean Body Mass Index
(BMI) in the obesity range (i.e. > 30.00). Overweight or obesity are among the most
significant implications of physical inactivity (Lippi et al., 2020). Physical inactivity
could contribute to poor health outcomes, and “abrupt interruption of physical exercise
and prolonged inactivity may promote many adverse health changes” (Lippi et al., 2020).
Emotional/mental health status was also significantly better before the
COVID-19 pandemic, when comparing mean scores using paired t-tests (p=.000).
Mahase (2020) had expressed concern for potential ongoing long-term mental health
symptoms of anxiety, depression, and posttraumatic stress disorder for those coping with
the pandemic (Mahase, 2020). Taylor et al. (2020) found in their research that 28% had
elevated levels of anxiety, while 22% had symptoms of depression. Not surprisingly, the
present study sample presented a mean of 1.94 for mental distress (min=0; max=3,
SD=1.066), suggesting moderate mental distress in the past year—while reporting
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past year depression (70.7%, n=133), anxiety (78.2%, n=147), and trauma (45.2%,
n=85). This is suggestive of the work of Salari et al. (2020), who found similar evidence
of mental distress among the general population due to COVID-19 via a meta-analysis,
with a high prevalence found for stress (30%), anxiety (32%), and depression (34%).
Further, the new Past-Year COVID-19 Related Stress (PY-CRS-8) scale with a
mean of 4.037 (min=00, max=10.00, SD 2.1198) showed moderate stress across 8
domains. However, when combining very high to extreme stress scores there was
disturbing evidence for significant portions of the sample having work stress (43.6%),
shopping stress (37.2%), stress from societal changes (36.7%), money stress
(30.8%), school stress (30.8), and technology stress (19.7%). These findings are
aligned with literature emphasizing “the pandemic outbreak constitutes an acute, largescale, and uncontrollable stressor with a long-term impact” (Yan et al., 2020).
Experiences of stress were shown in emergent themes: C-IV: Theme 1-Dealing with
Children, Their Social and Emotional Needs—and Challenges of Virtual Schooling.
Horesh and Brown (2020) urged adopting the trauma framework, given the global
emergency of COVID-19. and likelihood that many will emerge with stress-related
disorders in the aftermath of COVID-19. Attention to stress and trauma is further justified
in the present study, given emergent themes of great concern in the qualitative data, such
as: C-III: Theme 1- Experiencing Personal Loss from the COVID-19 Deaths of Loved
Ones, Family, and Friends; and, C-III: Theme 2- Being Concerned About the
Overwhelming Number of Unnecessary Society-Wide Deaths.
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Furthermore, consequences of the COVID-19 pandemic include “panic and
mental health” issues among members of the public (Nguyen et al., 2020, p. 2). These
need to be addressed by making resources such as counseling widely available. In the
present study, only 43% (N=81) sought counselling in the past year for their mental
distress, as reinforced by the qualitative data’s emergent theme for a successful coping
strategy: i.e. C-II: Theme 2-Engaging in Therapy or Counseling for Stress Coping.
Discussion of Findings for Social Support and Quality of Life Indicators
Others in the sample identified successful stress coping via C-II: Theme 1Ensuring or Increasing Connection with Friends and Family. Further, the sample
enjoyed moderately good social support (mean = 2.71; min=0, max=4, SD=1.172),
having between 2-5 individuals to rely upon for social support—and, the quality of life
mean was 4.05 (min=1, max=6, SD=1.073) for a good quality of life. This is reminiscent
of the work of An et al. (2020) who found that social support was a protective factor for
quality of life. As something that was much needed during the pandemic, research had
already shown a “shift toward using online networks for social support more frequently”
(Wright, 2016, p. 2). Being important during a pandemic, social support may provide “a
sense of predictability and stability” in one’s life, as well as “recognition of self-worth,
personal control, and mastery” (p. 5).
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Discussion of Findings Relevant to the Experiences of Study Participants as Blacks
or African Americans
As a 100% (n=188) Black sample, many findings are noteworthy of discussion.
The study followed Tan et al. (2020) in seeking to engage in “more work” that seeks “to
interrogate the fundamental, structural causes driving these inequities” (p. 9)—such as
those found in the COVID-19 pandemic. Tan et al. (2020) also cited findings suggesting
how “racially differentiated access to resources might be linked to greater risks of initial
exposure to COVID-19” (p. 9). Hence, this study investigated residential segregation, as
it might be linked to extent of access to resources and risk exposure. Yet, for the present
study’s 100% Black sample, the percentage of Black people living in their neighborhood
or area was a mean of 2.59 (min=1, max=4, SD=.1002), falling between the 1% to 33%
Black percentage category and the 34% to 66% Black percentage category. In sum,
the sample could not be characterized as living in largely segregated Black
neighborhoods, which might be more likely to be resource poor. Of note, over half the
sample (53%, n=104) estimated that 1% to 33% of their neighborhood was also
Latino—with the percentage of Latino living in their neighborhood having a mean
2.01(min=1, max=4, SD=.801) for the 1% to 33% Latino category.
One might speculate that living in a Black and Latino neighborhood could mean
living in a lower socioeconomic status or socioeconomically disadvantaged residential
areas—associated with “disparities in social determinants of health,” and risk of
unemployment (Burström & Tao, 2020, p. 617). This would follow from how “lowincome earners more often serve in sectors that are hardest hit by the pandemic and have
smaller economic buffers to sustain periods of lost income” (p. 617). Of note, the present
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sample had 81.4% (n=153) currently working full- or part-time during the pandemic,
while 85.1% (n=160) had worked continuously before the COVID-19 pandemic. Also,
already discussed was how the sample had a high education level category mean of 5.2
(min=1, max=7, SD 1.603) for between a bachelor’s and a master’s degree, while annual
household income category was a mean of 3.94 (min=1,max=9, SD1.311) for between
$40,000 and $99,999. Hence, the social determinants of health characteristic of those
living in segregated neighborhoods did not seem to be a significant attribute of the
present study population, perhaps because of their high levels of sustained employment.
At the core of the present study with the recruitment of a 100% (n=188) Black
sample was appreciation of how the impact of COVID-19 has been racially
disproportionate. There have been racialized outcomes both in the “rate of testing for
COVID-19 infection and the likelihood of a positive result for COVID-19” which were
found to be “substantially higher among African American patients” in comparison to all
other racial groups (Munoz-Price et al., 2020). Also expressed have been concerns about
a possible Black Iatrophobia, or fear of medicine (Washington, 2006). Hence, this study
explored the concept of medical mistrust.
The present study followed the work of others, such as Hammond (2010), who
evaluated the level of medical mistrust in African American men and found that medical
mistrust of healthcare professionals and organizations can impact health outcomes. While
using a short form of a prior tool used in other studies, the Medical Mistrust Scale—Short
Form (MMS-SF-4) had a good internal constancy (i.e., Cronbach’s Alpha of .755) in the
present study. With a Black sample that was 85% female, in this study the medical
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mistrust mean was 3.273 (min=1.50, max=5.00, SD=.7615) for moderately high
medical mistrust. The vast majority at 78.7% (n=148) strongly disagreed (34%, n=64) or
disagreed (44.7%, n=84) with the statement, “Black people are treated the same as people
of other groups by doctors and health care workers.” Similarly, over two-thirds (66.8%,
n=135) strongly disagreed (27.7%, n=52) or disagreed (44.1%, n=83) with the statement,
“Black people receive the same medical care from doctors and health care workers.”
These findings substantiate how, even with a mostly female sample, what emerged were
the lingering roots of a distrust felt among so many African Americans in today’s medical
establishment; this may still be attributable to the U.S. Public Health Service’s Tuskegee
study of untreated syphilis in Black males (1932-1972) in Macon County, Alabama
(Washington, 2006). Perhaps as a legacy of Tuskegee, “studies and surveys repeatedly
confirm that no other group as deeply mistrusts the American medical system, especially
medical research”—as do African Americans (p 437).
This observation of mistrust of medical research by Washington (2006) for
African Americans may explain the findings around intention to vaccinate. For intention
to personally vaccinate for COVID-19, once made available to them, 58.7% (N=127)
indicated “yes” for either intending to receive, or already having received the vaccine.
This also reflected the emergent theme for successful coping strategies during the
pandemic: i.e. C-III: Theme 2-Adhering to Other Risk Reduction Measures.
Tan et al. (2003) urging researchers to engage in “more work” that seeks “to
interrogate the fundamental, structural causes driving these inequities” (p. 9) guided the
selection of other variables. Findings arose with a tool based on Pierce et al.’s (1977)
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Theory of Racism where the Endorsement for the Theory of Racism Scale had good
internal consistency (i.e., Cronbach’s Alpha of .866) with a mean of 2.6 (min=0, max=5,
SD=1.85195) for moderate Endorsement for the Theory of Racism. Less than a third
of the sample (30.9% n=58) believed “to a great extent” that that “White people are
superior to Black people,” while the vast majority (78.2 %, n=147) did not personally
hold this belief—as per what the Internalized Racism Scale showed. In this manner, the
present study made some progress in creating a new tool that can assist in studying
racism as an environmental factor in health research. This follows, also from how Tai
et al. (2020) emphasized the role of social determinants of health, social injustice, and
environmental factors—including systemic racism, as inherent risk factors for the
transmission of COVID-19.
As perhaps one of the most popular contemporary approaches to racism and
microaggressions, Sue et al. (2007) built on the prior pioneering work of Pierce et al.
(1977) in articulating the concept of microaggressions; of note, microaggressions were
introduced by Pierce et al. (1977) within an original Theory of Racism. Using the
Ratings of Experiences of Microaggressions (REM-6) scale, this study found excellent
internal consistency (Cronbach’s alpha .911)—whereas, Lian (2017), using the same
scale with a sample of Chinese American students, found good internal consistency
(Cronbach’s Alpha - .851). In the present study, the sample of Black adults had a mean of
2.091 (min=0, max=4,SD=1.128) for experiencing microaggressions “more than once,”
or to a moderate extent. Similarly, the Lian (2017) sample of Chinese Americans had a
lower mean of 1.75, which was between “never/not at all” to “at least once” and closest
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to “at least once” (SD = 0.72)—suggesting Blacks in the present study experienced
frequent more microaggressions in the United States than did Chinese American adults
who were undergraduate or graduate students in the Lian (2017) study.
Further, in the present study, 21.3% (n=40) of Black adults had experienced
“more than once” those “Brief interactions where you felt you were receiving messages
that were a put down, denigrating, or conveyed something negative.” For this exact same
item, a quarter (24.3%, n = 54) of the Lian (2017) sample had endorsed this item as an
experience they had in the United States “more than once.” Thus, the racial minorities of
Asians and Blacks had experiences of microaggressions of this kind in the United States
that were comparable.
Other new findings with a new item added to the microaggressions scale in the
present study aligned with Piece et al.’s (1977) confirmation of theory of racism in
research on the negative representations of Blacks on television and in the media in the
United States. For the new item added, over half the sample (53.7%, n=101) reported
“many times” for experiencing “media messages, as putting down Blacks, denigrating
them, spreading negative stereotypes, or conveying something negative about Blacks”—
as the type of microaggression reported at the highest rate. Going forward, it is vital that
this new item be added to scales measuring exposure to microaggressions, as it captures
the essence of Pierce et al.’s (1977) original Theory of Racism and the main focus
intended for measuring exposure to microaggressions: i.e., media and television impacts.
This is supported by the work of others (i.e., Wallace, 2003; 2008) who emphasize that
social conditioning of cognitions so all societal members end up holding cognitive
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notions of superiority and inferiority occurs, thereby ensuring all societal members are
indoctrinated into the United States’ Culture of Violence. As a result of social
conditioning via powerful media such as television, all societal members come to know
the core societal belief of White superiority and Black inferiority; and this core belief is
extended to anyone placed into the superior position A or inferior position B—via the
symbolic formula of A/B. Hence, Asian Americans end up being subjected to racism, as
do Latinx and any other subjugated group forced into position B. Further these
conditioned cognitions guide affective responses of hate and behavioral responses of
violence, discrimination, white privilege, racism and oppression (Wallace, 2003, 2008).
Discussion of Findings on the New “Our COVID-19 Knowledge Test”
Just as with prior studies that used a true-false test with all true answers, as an
innovation for assisting vulnerable community members in acquiring vital health
education (i.e. Afram, 2019; Aiyedun, 2014)—the present innovation was found to have
value. Specifically, this study’s innovation of the new “Our COVID-19 Knowledge Test”
(OCKT-44) had value, as 83.8% (n=155) of respondents indicated they would
recommend the OCKT-44 to others, thereby diffusing the innovation. Similarly, in the
Afram (2019) study 90.2% (n=175), indicated “yes” they would recommend the Prostate
Cancer Knowledge Test (PC-S-KT) to other African American men as an online
intervention, thereby diffusing the innovation.
Afram (2019) reported that the Black men (N=194) in his sample evidenced
moderately high knowledge for prostate cancer and screening, and about Vitamin D and
Vitamin D supplementation—given a mean knowledge score of 25.84 (Min=0, Max=37,
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SD=9.50). The mostly female Black sample (N=188) in the present study had
excellent knowledge of COVID-19 on the new Our COVID-19 Knowledge Test
(OCKT-44), given a mean score of 40.34 (min=23, max=44, SD=3.092). This excellent
level of knowledge obtained on the OCKT-44 may reflect the manner in which COVID19 has been covered extensively in the news media, given the global pandemic—whereas
prostate cancer has never had such a national and global media spotlight. This likely
media impact in supporting the attainment of excellent knowledge remains, even if
society was also plagued by the spread of misinformation (e.g., Motta et al., 2020).
Another possible explanation of the Black women in the present study having such
excellent knowledge of COVID-19 may involve how women remained more likely than
men to believe that the consequences of the pandemic are serious and to agree with
restraining rules and complying with such rules (Gallaso et al., 2020). For these same
reasons, women may have likely been drawn to study participation more than men, as
with women making up 85% of the present study sample, while apparently having taken
the pandemic seriously, and having acquired excellent knowledge about COVID-19.
Paired t-tests also served to assess the impact of taking the true-false OCKT-44
test, with all true answers. Paired t-tests were also used for this same purpose in the
Afram (2019) study. In the present study, using paired t-tests, there was evidence of the
experience of taking the OCKT-44 with all true answers having a positive impact on both
COVID-19 Knowledge and COVID-19 Prevention Self-Efficacy. Specifically, the
COVID-19 Knowledge Scale before/pre-taking the OCKT-44 mean score (=4.57;
N=184, SD=.884) was significantly lower than the after/post-taking the OCKT-44 mean
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score (=4.85; N=184, SD .842; t= -4.967, df = 183, p= .000). Afram (2019) similarly
found that post-test-taking mean scores for knowledge of prostate cancer and vitamin D
supplementation were significantly higher than the pre-test-taking mean knowledge
scores at p < .000—suggesting self-reported knowledge was rated higher after taking the
true-false test used in that study.
Further, in the present study, the COVID-19 Prevention Self-Efficacy Scale
before/pre-taking the OCKT-44 mean score (=5.17; N=184, S=.791) was significantly
lower than the after/post-taking the OCKT-44 mean score (=5.33; N=184,SD=.755; t= 5.250 df=183, p=.000). Afram (2019) similarly found that post-test-taking self-efficacy
for talking to a doctor about prostate cancer and self-efficacy for talking about Vitamin D
screening and supplementation was higher than the pre-test-taking levels of selfefficacy—both at p < .000. Thus, the present study builds upon prior work substantiating
the value in the innovation of e-health serving as a brief online intervention for increasing
knowledge and self-efficacy among vulnerable populations such as Black men and
women in need of accurate health education. Such innovations should continue.
Discussion of Findings on Predictors of the Study Outcome Variables
Using backward stepwise regression, it was found that the significant predictors for
study outcome variable # 1 of Level of COVID-19 Knowledge Based on Our Covid19 Knowledge Test (OCKT-44) Score were: if had COVID-19—yes (b =1.026,
SEB=.431, p = .018); and, if has been/will be vaccinated—yes (b=.912 SEB=.405,
p=.026)—with this model (R 2=.0.060, Adj R 2 =0.044) only explaining 4.4% of the
variance.
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Both of these significant predictors were anticipated, but others were as well.
These findings suggest that the present study’s attempt to interrogate variables that went
beyond the individual level, and to assess the impact of social determinants or factors
such as structural or systemic racism, or neighborhood level factors was not successful.
None of those variables accounted for a significant portion of the variance in predicting
level of COVID-19 knowledge on the new OCKT-44. The variables that were significant
predictors make perfect common sense, as those who have had COVID-19 were forced to
have higher knowledge of COVID-19, indeed intimate knowledge. And, it also makes
sense that those with higher knowledge of COVID-19 are choosing vaccination. Yet,
future models may need to test for important potential predictors such as media exposure,
and type of media exposure—whether involving accurate public health information or
misinformation and disinformation. For example, Wang et al. (2019) discussed the
concept of “fake news” and Motta et al. (2020) asserted that misinformation played a
large role in the United States’ pandemic.
Second, significant predictors were sought, while controlling for social desirability
for: study outcome variable # 2 of the Level of Self-Efficacy for COVID-19 Risk
Reduction Post-OCKT-44-Test-Taking Score. Findings showed the following
significant predictors: gender—female (b =-.363, SEB=.157, p = .022); born in the
U.S.—No (b=-.253 SEB=.117, p=.032); children—No (b = -.216, SEB=.052, p=
.045); and, higher Quality of Life (b=.127 SEB=.052, p=.016)—with this model
explaining (R 2=0.330, and the Adj R 2 =0.083) only 8.3 % of the variance.
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All of the significant predictors were anticipated—except it was anticipated that
having children (yes) would be a predictor. Again, none of the significant variables
included anything on the level of social determinants, nor systemic or structural racism,
and none were work or home-level factors. It was anticipated that female gender would
be a significant predictor. As discussed earlier, women remained more likely than men to
believe that the consequences of the pandemic are serious and to agree with “restraining
rules and comply with them” (Gallaso et at., 2020 p. 27288). Hence, the regression
finding of higher self-efficacy for COVID-19 risk reduction being predicting by female
gender--as well as higher quality of life make sense.
Implications of the Findings for Practice and Future Research
The findings of the present study have important implications for the practice of
health education, as well as for future research, as follows:
•

COVID-19 pandemic era research must by necessity do essential things, such as
use a new tool like the Our COVID-19 Knowledge Test (OCKT-44), in order to
deliver brief online e-health that can ensure vulnerable populations possess
essential knowledge for the prevention of COVID-19 transmission.

•

This includes recommended future research that will continue to use this new
OCKT-44 tool with diverse vulnerable communities (e.g. Latinx, immigrants,
etc.) to ensure acquisition of accurate knowledge with the goal of also increasing
self-efficacy for preventing disease transmission.
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•

The pandemic also demands short tools, in order to reduce the burden of time
upon participants. This includes the short version of a prior tool, now known as
the Medical Mistrust Scale—Short Form (MMS-SF-4) that demonstrated good
Cronbach’s Alpha (.755). In future research this short tool should be adapted for
use with Latinx and other Indigenous and People of Color groups. Findings may
be related to the occurrence of disparities or discrimination in health care service
delivery, as well as health outcomes involving health disparities. The pandemic
demands much more future research into health disparities, and this short tool
should play a central role.

•

The new Past-Year COVID-19 Related Stress (PY-CRS-8) had good internal
consistency (Cronbach’s Alpha .825) and should also be used in future research.
Findings can also translate into and guide interventions in clinical practice. Those
who screen for very high to extreme stress can be targeted for support.

•

This research also provides a brief way to assess depression, anxiety and trauma
in the past year—in a very direct manner, using a very short tool—which also
gives rise to a measure of mental distress. This single measure can replace much
longer instruments that tend to measure just depression or just anxiety or just
trauma with many more items, as a burden upon subjects that is not acceptable
during a pandemic, and perhaps never again will be acceptable in research.
Hence, future research should continue to use this tool which also serves an
educational purpose by defining the condition, and then asking if someone had it
in the past year (i.e. depression, anxiety, trauma). This makes study participation
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also an educational experience, as a benefit to participants. The tool also assesses
past year use of counseling via one item.
•

Toward quality research that controls for social desirability, yet uses the shortest
possible measures, may also vital. There is an ongoing role in future research for a
tool that has now become standard for use in studies conducted by the Research
Group on Disparities in Health: i.e. Single Item Rating of Risk of Providing
Socially Desirable, which is controlled for in regression analyses. Hence, this is a
valuable short tool recommended for use in future research.

•

Having first discussed future research using the new Our COVID-19 Knowledge
Test (OCKT-44), it is important to recognize that much more is needed than the
outcomes desired from vulnerable populations taking the OCKT-44 as a brief
online e-health intervention: i.e. increasing knowledge of COVID-19 and selfefficacy to prevent disease transmission. Given the social context of the
pandemic, as it has brought to light health disparities and inequities, related to
disease transmission, attention must be paid to social determinants, and structural
and systemic factors, such as racism, in future research. A new revitalized and
much more valued era of health disparities research must emerge, going forward.

•

Thus, although not successful in the present study, it remains important to attempt
to follow Tan et al. (2020) and to engage in “more work” that seeks “to
interrogate the fundamental, structural causes driving these inequities” (p. 9) and
health disparities. Tan et al. (2020) also cited findings suggesting how “racially
differentiated access to resources might be linked to greater risks of initial
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exposure to COVID-19” (p. 9). Further, the present study relied upon the
pioneering work of Pierce (1969, 1970, 1973, 1974), as a starting point in
advancing a new study instrument to interrogate structural causes of disparities.
Although not successful, ongoing research during and in the aftermath of the
pandemic should continue to use the new survey Endorsement for the Theory of
Racism and Internalized Racism (ETR-IR-6-SHORT). The Endorsement for
the Theory of Racism Scale had good internal consistency (i.e., Cronbach’s
Alpha of .866). Future research with a more diverse sample may find useful the
Internalized Racism Scale; but due to lack of variation, this second scale within
the ETR-IR-6-SHORT had findings that had to be dichotomized for any presence
of internalized racism.
o Hence, also recommended is future research that uses the new
Endorsement for the Theory of Racism and Internalized Racism
(ETR-IR-6-SHORT) scale with more diverse samples, including more
diverse and heterogenous sample of Blacks, and Black immigrants, as well
as Latinx, Asian, Indigenous, and other People of Color. This may be
pandemic and post-pandemic research—as well as research which will
clearly expand approaches to health disparities, which were revealed to a
great extent due to the pandemic; and, revealed to be tied directly to
racism and systemic and structural racism, as new common knowledge.
•

Also, future microaggressions research must involve a vital course correction.
This involves not merely focusing on microaggressions as “re-conceived” by Sue
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et al. (2007), even as that conceptualization was drawn upon in a host of studies
conducted by the Research Group on Disparities in Health (RGDH), as
exemplified in Lian (2017). Instead, the vital course correction needed involves
going to the originator of microaggressions (i.e., Pierce et al., 1977) and
incorporating the seminal research of Pierce et al. (1977) on how television and
the media serve as the original source of teaching and socializing societal
members into engaging in microaggressions. This was powerfully illustrated via a
new item capturing the television and media influence; this item was the most
highly endorsed item by the sample for occurring with the greatest frequency.
Indeed, interventions need to be occur within the training of advertisers who are
frankly writing outrightly racist copy for commercials, billboards, and wide media
distribution; ideally health educators can target their education and training before
employment and having national and global influence. Hence, future research into
microaggressions needs to acknowledge its roots in the work of Pierce et al.
(1977) and do two things: contextualize the research within the Theory of Racism
and focus on television and the media’s role of socializing societal members into
internalizing the core construct of White superiority and Black inferiority.
•

An important practice and training implication of the suggested course correction
follows. Once the field of microaggressions acknowledges its roots in the work of
Pierce et al. (1977) and becomes fully contextualized within the Theory of
Racism it must take an essential focus on socialization processes that result in
internalizing the core construct of White superiority and Black inferiority via
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television and media influences. Then something else must follow. What should
follow, is societal-wide re-training that gets to the core of the human being where
therein resides the imprint of having been brainwashed and socialized into White
superiority and Black inferiority. Early childhood education can inoculate new
generations, so they know equality, sameness, fairness, and equity. For all other,
the resultant imperative is for there to be deep transformative inner work, so a
person stops enacting in their behavior anything rooted in notions of White
superiority and Black inferiority (e.g. discrimination, white privilege etc.). This
includes everything from bullying to police brutality, to differential treatment of
Black patients (e.g. Tuskegee study and roots of medical mistrust); and by
extension violence against Asians, and racism and oppression against Latinx,
Indigenous and other People of Color.
o An implication is that mere trainings on microaggressions become akin to
a simplistic, superficial approach, whereas deep transformative inner work
must locate an individual’s holding of inner beliefs as the Endorsement of
a Theory of Racism and/or Internalization of Racism. Hence, the value in
also conducting clinical assessments as a prelude to and post-evaluation
tool for trainings, specifically using the new Endorsement for the
Theory of Racism and Internalized Racism (ETR-IR-6-SHORT) scale.
o To address the many disparities and inequities and rise in Asian hate
violence during the pandemic, means to foster such deep transformative
inner work, as in the recommended training within clinical assessments
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using the Endorsement for the Theory of Racism and Internalized
Racism (ETR-IR-6-SHORT). As in prior work by Wallace (2003,
2008), this means moving everyone from having internalized A/B and
establishing hierarchical domination in their interpersonal relationships—
where any actor A is deemed superior and any actor B is deemed inferior
and subjugated; and, then moving them to A=B for non-hierarchical
equality, as vital deep transformative inner work. As shown elsewhere
(Wallace, 2005), what may be needed is a model of for societal-wide
practical training in racial cultural skill acquisition, or in coping skills for
interacting with diverse and different others—that integrates both
motivational interviewing and relapse prevention—so rapid transformation
occurs and is sustained over time.
Limitations
The design of the study was cross-sectional which as a study design has its own
limitations, including temporality. The study used a methodology where respondents
were asked to rate sequentially, at the same time (i.e., after taking Our COVID-19
Knowledge Test [OCKT-44]) both their before/pre-test-taking and after/post-test-taking
levels of COVID-19 knowledge and self-efficacy for risk reduction; this is a serious
limitation that may contribute to highly significant differences in paired t-tests for the
before/pre-test-taking versus after/post-test-taking mean scores. Alternatively, one might
argue that an individual may not know what they “do not know” or “do know” until they
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have been exposed something like Our COVID-19 Knowledge Test [OCKT-44); thus,
might there be value in such a methodology, while acknowledging limitations?
Additionally, the study sample was a self-selected convenience sample which
renders it, not truly representative of the population being studied, as evidenced by a
skewed female sample. This increases the probability of some sampling error; and, as
result, will limit the generalizability of the study findings.
The time the survey was conducted in February of 2021 could also be viewed as a
limitation, as the population of interest was still being impacted by the COVID-19
pandemic with racially biased outcomes, after prior surges in cases—and yet another
spring surge anticipated. Thus, time and history effects must be kept in mind.
The survey length of 20 minutes may have been a limitation with respondents who
had less time, or were suffering with COVID-19 symptoms, or experiencing the highest
levels of mental distress or overall stress—creating a biased sample. The study also had
an incentive of a $100 Amazon gift card, which may have produced bias, as those with
lower incomes may have been motivated to complete the survey—biasing the sample as
those with higher incomes did not complete it.
Conclusion
The problem that this study addressed was the need to ensure that African
Americans have access to information that may serve to increase their knowledge about
COVID-19 and increase their self-efficacy to perform COVID-19 risk reduction
behaviors. This problem remains urgent, given the ongoing COVID-19 pandemic and the
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high risk this group faces for contracting COVID-19 at higher rates, having more severe
COVID-19 with hospitalization given underlying comorbidities, and of dying from
COVID-19.
The study sample (N=188) was 100% Black (N=188), 83.5% female N= (157),
with a mean age of 43.16 (min=18, max=72, SD 12.567) and mean number of children of
1.32 (min=1, max=7, SD=1.467). Some 81.4% (n=153) were currently working full- or
part-time during the COVID-19 pandemic. They had a low-moderate level of workrelated risks for COVID-19 transmission (mean =2.56, min=0, max=7, SD= 2.102). The
sample had a moderate household size (mean=2.64, min=1, max=6, SD= 1.363), with
low levels of multi-generational living, as only 10.6% (n=20) had grandparents or seniors
living with them. For risk of COVID-19 transmission within the home, there was a lowmoderate risk (mean=1.668; min=1, max= 4, SD=.699). Only 19.1% (n=36) had COVID19 in the past year. Health, overall, declined during the pandemic for both physical health
status and mental/emotional health status. The sample presented a mean of 1.94 for
mental distress (min=0; max=3, SD=1.066), for moderate mental distress in the past
year—including reports of experiencing in the past year high rates of depression (70.7%,
n=133), anxiety (78.2%, n=147), and trauma (45.2%, n=85), while 43% (N=81) sought
counselling. The sample enjoyed moderately good social support (mean = 2.71; min=0,
max=4, SD=1.172), and a good quality of life (mean=4.05, min=1, max=6, SD=1.073).
They reported moderately high medical mistrust (mean=3.273; min=1.50, max=5.00,
SD=.7615), yet 58.7% (N=127) indicated “yes” for either intending to receive, or already
having received the vaccine.
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Scores on the new Our COVID-19 Knowledge Test (OCKT-44) produced a mean
of 40.34 (min=23, max=44, SD=3.092) for excellent knowledge, and 83.8% (N=155) of
participants would recommend it to others. Using paired t-tests, there was evidence of the
experience of taking the OCKT-44 with all true answers having a positive impact on both
COVID-19 Knowledge and COVID-19 Prevention Self-Efficacy.
Using backward stepwise regression, it was found that the significant predictors
for study outcome variable # 1 of Level of COVID-19 Knowledge Based on Our Covid19 Knowledge Test (OCKT-44) Score were: if had COVID-19—yes (b =1.026,
SEB=.431, p = .018); and, if has been/will be vaccinated—yes (b=.912 SEB=.405,
p=.026)—with this model (R 2=.0.060, Adj R 2 =0.044) only explaining 4.4% of the
variance.
Second, significant predictors were sought, while controlling for social
desirability for study outcome variable # 2 of the Level of Self-Efficacy for COVID-19
Risk Reduction Post-OCKT-44-Test-Taking Score. Findings showed the following
significant predictors: gender—female (b =-.363, SEB=.157, p = .022); born in the
U.S.—No (b=-.253 SEB=.117, p=.032); children—No (b = -.216, SEB=.052, p= .045);
and, higher Quality of Life (b=.127 SEB=.052, p=.016)—with this model explaining (R
2=0.330, and the Adj R 2 =0.083) only 8.3 % of the variance.
Qualitative data amplified and expanded upon the quantitative data findings.
Implications of the study hold hope for a new generation of research during and
post-pandemic that propels inquiry into health disparities and racism as a public health
crisis, while using some of the study’s new measures.

199

REFERENCES
Afram, P.S. (2019): Black men’s knowledge of prostate cancer and screening and
vitamin D screening and supplementation: Predictors of high self-efficacy to talk
to medical providers. Doctoral dissertation, Teachers College, Columbia
University.
Agarwal, V., Sharma, S., Gupta, L., Misra, D., Davalbhakta, S., Agarwal, V., ... &
Aggarwal, S. (2020). COVID-19 and psychological disaster preparedness–An
unmet need. Disaster Medicine and Public Health Preparedness, 1-4
Aiyedun, A. (2014). Predictors of high levels of knowledge of the HIV window period
among diverse men: An online study that includes evaluations of an avatar video
intended as e-health on the HIV window period. Doctoral dissertation, Teachers
College, Columbia University.
Alrqiq, H. (2020). Use of an animated video for child oral health education as a brief
online intervention designed for parent-child dyads: Predictors of parental selfefficacy to engage in recommended behaviors. Doctoral dissertation, Teachers
College, Columbia University.
An, Y., Yang, Y., Wang, A., Li, Y., Zhang, Q., Cheung, T., ... & Xiang, Y. T. (2020).
Prevalence of depression and its impact on quality of life among frontline nurses
in emergency departments during the COVID-19 outbreak. Journal of Affective
Disorders, 276, 312-315.
Azar, W. S., Njeim, R., Fares, A. H., Azar, N. S., Azar, S. T., El Sayed, M., & Eid, A. A.
(2020). COVID-19 and diabetes mellitus: how one pandemic worsens the
other. Reviews in Endocrine and Metabolic Disorders, 21(4), 451-46
Bartolome, R. (2015). Population care management and team-based approach to reduce
racial disparities among African Americans/Blacks with hypertension. The
Permanente Journal. https://doi.org/10.7812/tpp/15-052
Bailey, Z. D., Krieger, N., Agénor, M., Graves, J., Linos, N., & Bassett, M. T. (2017).
Structural racism and health inequities in the USA: Evidence and interventions.
The Lancet, 389(10077), 1453–1463. https://doi.org/10.1016/s01406736(17)30569-x
Bancks, M. P., Kershaw, K., Carson, A. P., Gordon-Larsen, P., Schreiner, P. J., &
Carnethon, M. R. (2017). Association of modifiable risk factors in young
adulthood with racial disparity in incident type 2 diabetes during middle
adulthood. JAMA, 318(24), 2457. https://doi.org/10.1001/jama.2017.19546

200

Bansal, M. (2020). Cardiovascular disease and COVID-19. Diabetes & Metabolic
Syndrome: Clinical Research & Reviews, 14(3), 247–250. https://doi.org/10.
1016/j.dsx.2020.03.013
Baud, D., Qi, X., Nielsen-Saines, K., Musso, D., Pomar, L., & Favre, G. (2020). Real
estimates of mortality following COVID-19 infection. The Lancet Infectious
Diseases, 20(7), 773. https://doi.org/10.1016/s1473-3099(20)30195-x
Braveman, P., Egerter, S., & Williams, D. R. (2011). The social determinants of health:
Coming of age. Annual Review of Public Health, 32(1), 381–398.
https://doi.org/10.1146/ annurev-publhealth-031210-101218
Burström, B., & Tao, W. (2020). Social determinants of health and inequalities in
COVID-19. European Journal of Public Health, 30(4), 617–618.
https://doi.org/10.1093/eurpub/ ckaa095
Calman, N. S., Hauser, D., Schussler, L., & Crump, C. (2018). A risk-based intervention
approach to eliminate diabetes health disparities. Primary Health Care Research
& Development, 19(5), 518–522. https://doi.org/10.1017/s1463423618000075
Clark, R., Anderson, N. B., Clark, V. R., & Williams, D. R. (1999). Racism as a stressor
for African Americans: A biopsychosocial model. American Psychologist, 54(10),
805–816. https://doi.org/10.1037/0003-066X.54.10.805
Clougherty, J. E., Souza, K., & Cullen, M. R. (2010). Work and its role in shaping the
social gradient in health. Annals of the New York Academy of Sciences, 1186(1),
102–124. https://doi.org/10.1111/j.1749-6632.2009.05338.x
Cooper, L. A., Purnell, T. S., Ibe, C. A., Halbert, J. P., Bone, L. R., Carson, K. A.,
Hickman, D., Simmons, M., Vachon, A., Robb, I., Martin-Daniels, M., Dietz,
K. B., Golden, S. H., Crews, D. C., Hill-Briggs, F., Marsteller, J. A., Boulware,
L. E., Miller, E. R., & Levine, D. M. (2016). Reaching for health equity and social
justice in Baltimore: The evolution of an academic-community partnership and
conceptual framework to address hypertension disparities. Ethnicity & Disease,
26(3), 369. https://doi.org/10.18865/ ed.26.3.369jhnn
Coughlin, S. S., & Smith, S. A. (2017). Community-based participatory research to
promote healthy diet and nutrition and prevent and control obesity among
African-Americans: A literature review. Journal of Racial and Ethnic Health
Disparities, 4(2), 259–268. https://doi.org/10.1007/s40615-016-0225-0

201

Davidson, T. M., Price, M., Mccauley, J. L., & Ruggiero, K. J. (2013). Disaster impact
across cultural groups: Comparison of Whites, African Americans, and Latinos.
American Journal of Community Psychology, 52(1–2), 97–105.
https://doi.org/10.1007/s10464-013-9579-1
Dietz, W., & Santos-Burgoa, C. (2020). Obesity and its implications for COVID-19
mortality. Obesity, 28(6), 1005-1005.
Dimaggio, C., Klein, M., Berry, C., & Frangos, S. (2020). Black/African American
communities are at highest risk of COVID-19: Spatial modeling of New York
City ZIP Code–level testing results. Annals of Epidemiology, 51, 7–13.
https://doi.org/10.1016/ j.annepidem.2020.08.012
Do, D. P., Finch, B. K., Basurto-Davila, R., Bird, C., Escarce, J., & Lurie, N. (2008).
Does place explain racial health disparities? Quantifying the contribution of
residential context to the Black/white health gap in the United States. Social
Science & Medicine, 67(8), 1258–1268.
https://doi.org/10.1016/j.socscimed.2008.06.018
Ejaz, H., Alsrhani, A., Zafar, A., Javed, H., Junaid, K., Abdalla, A. E., ... & Younas, S.
(2020). COVID-19 and comorbidities: Deleterious impact on infected
patients. Journal of Infection and Public Health.
Eyles, E., Manley, D., & Jones, K. (2019). Occupied with classification: Which
occupational classification scheme better predicts health outcomes? Social
Science & Medicine, 227, 56–62. https://doi.org/10.1016/j.socscimed.2018.09.020
Fennell, S. (2018). Intransigent disadvantage: What inequality contributes to
development gaps. Journal of Human Development and Capabilities, 19(4),
559-563. https://doi.org/10.1080/19452829.2018.1522037
Forde, A. T., Crookes, D. M., Suglia, S. F., & Demmer, R. T. (2019). The weathering
hypothesis as an explanation for racial disparities in health: A systematic review.
Annals of Epidemiology, 33, 1-18.e3. https://doi.org/10.1016/j.annepidem.2019.
02.011
Freudenberg, N., & Ruglis, J. (2007). Reframing school dropout as a public health issue.
Preventing Chronic Disease, 4(4), A107–A107. PubMed.
Galasso, V., Pons, V., Profeta, P., Becher, M., Brouard, S., & Foucault, M. (2020).
Gender differences in COVID-19 attitudes and behavior: Panel evidence from
eight countries. Proceedings of the National Academy of Sciences, 117(44),
27285–27291. https://doi.org/10.1073/pnas.2012520117

202

Gao, M., Ahern, J., & Koshland, C. P. (2016). Perceived built environment and healthrelated quality of life in four types of neighborhoods in Xi’an, China. Health &
Place, 39, 110–115. https://doi.org/10.1016/j.healthplace.2016.03.008
Gilles, I., Bangerter, A., Clémence, A., Green, E. G. T., Krings, F., Staerklé, C., &
Wagner-Egger, P. (2011). Trust in medical organizations predicts pandemic
(H1N1) 2009 vaccination behavior and perceived efficacy of protection measures
in the Swiss public. European Journal of Epidemiology, 26(3), 203–210.
https://doi.org/10.1007/s10654-011-9577-2
Glik, D. C. (2007). Risk communication for public health emergencies. Annual Review of
Public Health, 28(1), 33–54. https://doi.org/10.1146/annurev.publhealth.28.
021406.144123
Gupta, R., Ghosh, A., Singh, A. K., & Misra, A. (2020). Clinical considerations for
patients with diabetes in times of COVID-19 epidemic. Diabetes & Metabolic
Syndrome: Clinical Research & Reviews, 14(3), 211–212. https://doi.org/10.1016/
j.dsx.2020.03.002
Hamidi, S., Sabouri, S., & Ewing, R. (2020). Does density aggravate the COVID-19
pandemic? Journal of the American Planning Association, 86(4), 495–509.
https://doi.org/10.1080/01944363.2020.1777891
Hammond, W. P. (2010). Psychosocial correlates of medical mistrust among African
American men. American Journal of Community Psychology, 45(1–2), 87–106.
https://doi.org/10.1007/s10464-009-9280-6
Hawkins, D. (2020). Differential occupational risk for COVID-19 and other infection
exposure according to race and ethnicity. American Journal of Industrial
Medicine, 63(9), 817-820.
Hong, B., Bonczak, B. J., Gupta, A., Thorpe, L. E., & Kontokosta, C. E. (2021).
Exposure density and neighborhood disparities in COVID-19 infection risk.
Proceedings of the National Academy of Sciences, 118(13), e2021258118.
https://doi.org/10.1073/ pnas.2021258118
Horesh, D., & Brown, A. D. (2020). Traumatic stress in the age of COVID-19: A call to
close critical gaps and adapt to new realities. Psychological Trauma: Theory,
Research, Practice, and Policy, 12(4), 331.
Hussain, A., Bhowmik, B., & Do Vale Moreira, N. C. (2020). COVID-19 and diabetes:
Knowledge in progress. Diabetes Research and Clinical Practice, 162, 108142.
https://doi.org/10.1016/j.diabres.2020.108142

203

Ingram, L., & Wallace, B. (2018). “It creates fear and divides us:” Minority college
students’ experiences of stress from racism, coping responses, and
recommendations for colleges. Journal of Health Disparities Research and
Practice, 12(1), 6.
Institute of Medicine. (2003). Unequal treatment: Confronting racial and ethnic
disparities in health care (B. D. Smedley, A. Y. Stith, & A. R. Nelson, Eds.;
p. 780). The National Academies Press. https://www.nap.edu/catalog/12875/
unequal-treatment-confronting-racial-and-ethnic-disparities-in-health-care
Jackson, D., Anders, R., Padula, W. V., Daly, J., & Davidson, P. M. (2020). Vulnerability
of nurse and physicians with COVID-19: Monitoring and surveillance needed.
Journal of Clinical Nursing. https://doi.org/10.1111/jocn.15347
Jones, J. M. (1972). Prejudice and racism. Addison Wesley.
Jones, J. M., & Carter, R. T. (1996). Racism and White racial identity: Merging realities.
In B. P. Bowser & R. G. Hunt (Eds.), Impacts of racism on White Americans
(pp. 1-23). Sage.
Kassir, R. (2020). Risk of COVID-19 for patients with obesity. Obesity Reviews, 21(6).
https://doi.org/10.1111/obr.13034
Kellar, I., Mann, E., Kinmonth, A. L., Prevost, A. T., Sutton, S., & Marteau, T. M.
(2011). Can informed choice invitations lead to inequities in intentions to make
lifestyle changes among participants in a primary care diabetes screening
programme? Evidence from a randomized trial. Public Health, 125(9), 645–652.
https://doi.org/10.1016/j.puhe. 2011.05.010
Kim, S.-E. (2005). The role of trust in the modern administrative state. Administration &
Society, 37(5), 611–635. https://doi.org/10.1177/0095399705278596
Kohatsu, E. L., Dulay, M., Lam, C., Concepcion, W., Perez, P., Lopez, C., & Euler, J.
(2000). Using racial identity theory to explore racial mistrust and interracial
contact among Asian Americans. Journal of Counseling & Development, 78(3),
334–342. https://doi.org/ 10.1002/j.1556-6676.2000.tb01915.x
Kohn, S., Eaton, J. L., Feroz, S., Bainbridge, A. A., Hoolachan, J., & Barnett, D. J.
(2012). Personal disaster preparedness: An integrative review of the literature.
Disaster Medicine and Public Health Preparedness, 6(3), 217–231.
https://doi.org/10.1001/dmp.2012.47

204

Krasnova, H., Veltri, N. F., Eling, N., & Buxmann, P. (2017). Why men and women
continue to use social networking sites: The role of gender differences. Journal of
Strategic Information Systems, 26(4), 261–284.
https://doi.org/10.1016/j.jsis.2017.01.004
Lala, A., Johnson, K. W., Januzzi, J. L., Russak, A. J., Paranjpe, I., Richter, F., ... &
Chaudhry, F. (2020). Prevalence and impact of myocardial injury in patients
hospitalized with COVID-19 infection. Journal of the American College of
Cardiology, 76(5), 533-546.
Laurencin, C. T., & Mcclinton, A. (2020). The COVID-19 pandemic: A call to action to
identify and address racial and ethnic disparities. Journal of Racial and Ethnic
Health Disparities. https://doi.org/10.1007/s40615-020-00756-0
Lian, Z. (2017). Predictors of depression/anxiety, mental health service utilization, and
help-seeking for Chinese international students: Role of acculturation,
microaggressions, social support, coping self-efficacy, stigma, and college staff’s
cultural competence and cultural humility. Doctoral Dissertation, Teachers
College, Columbia University
Liao, Y., Siegel, P. Z., Garraza, L. G., Ye Xu, Shaoman Yin, Scardaville, M.,
Gebreselassie, T., & Stephens, R. L. (2016). Reduced prevalence of obesity in 14
disadvantaged Black communities in the United States: A successful 4-year placebased participatory intervention. American Journal of Public Health, 106(8),
1442–1448. Academic Search Premier.
Light, M. T., He, J., & Robey, J. P. (2020). Comparing crime rates between
undocumented immigrants, legal immigrants, and native-born US citizens in
Texas. Proceedings of the National Academy of Sciences, 117(51), 32340–32347.
https://doi.org/10.1073/pnas. 2014704117
Lippi, G., Henry, B. M., Bovo, C., & Sanchis-Gomar, F. (2020). Health risks and
potential remedies during prolonged lockdowns for coronavirus disease 2019
(COVID-19). Diagnosis, 7(2), 85–90. https://doi.org/10.1515/dx-2020-0041
Ma, R. C. W., & Holt, R. I. G. (2020). COVID‐19 and diabetes. Diabetic Medicine,
37(5), 723–725. https://doi.org/10.1111/dme.14300
Ma, Y. F., Li, W., Deng, H. B., Wang, L., Wang, Y., Wang, P. H., ... & Yang, Y. (2020).
Prevalence of depression and its association with quality of life in clinically stable
patients with COVID-19. Journal of Affective Disorders, 275, 145-148.
Maddaloni, E., & Buzzetti, R. (2020). Covid-19 and diabetes mellitus: Unveiling the
interaction of two pandemics. Diabetes/Metabolism Research and Reviews, 36(7),
e33213321. https://doi.org/10.1002/dmrr.3321

205

Mahase, E. (2020). Covid-19: What do we know about “long covid”?. British Medical
Journal, 370.
Marmot, M. (2017). The health gap: The challenge of an unequal world: The argument.
International Journal of Epidemiology, 46(4), 1312–1318.
https://doi.org/10.1093/ ije/dyx163
Mazza, M. G., De Lorenzo, R., Conte, C., Poletti, S., Vai, B., Bollettini, I., ... &
Benedetti, F. (2020). Anxiety and depression in COVID-19 survivors: Role of
inflammatory and clinical predictors. Brain, Behavior, and Immunity, 89,
594-600.
Mcginty, E. E., Presskreischer, R., Han, H., & Barry, C. L. (2020). Psychological distress
and loneliness reported by US adults in 2018 and April 2020. JAMA.
https://doi.org/10.1001/ jama.2020.9740
Mcgrail, K. M., Van Doorslaer, E., Ross, N. A., & Sanmartin, C. (2009). Income-related
health inequalities in Canada and the United States: A decomposition analysis.
American Journal of Public Health, 99(10), 1856–1863. https://doi.org/10.2105/
ajph.2007.129361
Mecklembourg, E. (2019). African American breast cancer survivor’s online study of
factors related to quality of life: Health status, posttraumatic growth,
religiosity/spirituality, social support, partner support, stress, depression, anxiety,
and coping self-efficacy. Doctoral dissertation. Teachers College, Columbia
University.
Metzl, J. M., & Roberts, D. E. (2014). Structural competency meets structural racism:
race, politics, and the structure of medical knowledge. Virtual Mentor, 16(9), 674.
Motta, M., Stecula, D., & Farhart, C. (2020). How right-leaning media coverage of
COVID-19 facilitated the spread of misinformation in the early stages of the
pandemic in the US. Canadian Journal of Political Science/Revue Canadienne de
Science Politique, 1-8.
Muñoz-Price, L. S., Nattinger, A. B., Rivera, F., Hanson, R., Gmehlin, C. G., Perez, A.,
Singh, S., Buchan, B. W., Ledeboer, N. A., & Pezzin, L. E. (2020). Racial
disparities in incidence and outcomes among patients with COVID-19. JAMA
Network Open, 3(9), e2021892.

206

Musemwa, N., & Gadegbeku, C. A. (2017). Hypertension in African Americans. Current
Cardiology Reports, 19(12). https://doi.org/10.1007/s11886-017-0933-z
Myers PhD, J. R., Ball PhD, K., Jeffers, M. A., Sharlene, L., Lawson, M. D., DLFAPA,
P., & William, B. (2018). Medical mistrust, HIV-related conspiracy beliefs, and
the need for cognitive closure among urban-residing African American women:
An exploratory study. Journal of Health Disparities Research and Practice,
11(4), 8.
Nguyen, A. W., Chatters, L. M., & Taylor, R. J. (2016). African American extended
family and church-based social network typologies. Family Relations, 65(5),
701-715. https://doi.org/10.1111/fare.12218
Nguyen, H. C., Nguyen, M. H., Do, B. N., Tran, C. Q., Nguyen, T. T., Pham, K. M., ... &
Duong, T. H. (2020). People with suspected COVID-19 symptoms were more
likely depressed and had lower health-related quality of life: The potential benefit
of health literacy. Journal of Clinical Medicine, 9(4), 965
Nguyen, Q. C., Khanna, S., Dwivedi, P., Huang, D., Huang, Y., Tasdizen, T., Brunisholz,
K. D., Li, F., Gorman, W., Nguyen, T. T., & Jiang, C. (2019). Using Google
Street View to examine associations between built environment characteristics
and U.S. health outcomes. Preventive Medicine Reports, 14, 100859.
https://doi.org/10.1016/j.pmedr. 2019.100859
Okunrintemi, V., Khera, R., Spatz, E. S., Salami, J. A., Valero-Elizondo, J., Warraich,
H. J., Virani, S. S., Blankstein, R., Blaha, M. J., Pawlik, T. M., Dharmarajan, K.,
Krumholz, H. M., & Nasir, K. (2019). Association of income disparities with
patient-reported healthcare experience. Journal of General Internal Medicine,
34(6), 884–892. https://doi.org/10.1007/s11606-019-04848-4
Pappa, S., Ntella, V., Giannakas, T., Giannakoulis, V. G., Papoutsi, E., & Katsaounou, P.
(2020). Prevalence of depression, anxiety, and insomnia among healthcare
workers during the COVID-19 pandemic: A systematic review and metaanalysis. Brain, Behavior, and Immunity. 88: 901-90
Paul, E., Steptoe, A., & Fancourt, D. (2021). Attitudes towards vaccines and intention to
vaccinate against COVID-19: Implications for public health communications. The
Lancet Regional Health - Europe, 1, 100012.
https://doi.org/10.1016/j.lanepe.2020.100012
Peretz, P. J., Islam, N., & Matiz, L. A. (2020). Community health workers and Covid19—Addressing social determinants of health in times of crisis and beyond. New
England Journal of Medicine, 383(19), e108.
https://doi.org/10.1056/nejmp2022641

207

Ping, W., Zheng, J., Niu, X., Guo, C., Zhang, J., Yang, H., & Shi, Y. (2020). Evaluation
of health-related quality of life using EQ-5D in China during the COVID-19
pandemic. PloS One, 15(6), e0234850
Pittman, D. M., Kaur, P., & Eyler, L. T. (2019). Hidden in plain sight: Making a case for
heterosexual Black college women being identified as a high-risk population for
HIV infection. Cultural Diversity & Ethnic Minority Psychology, 25(1), 104–112.
https://doi.org/10.1037/cdp0000225
Prather, C., Fuller, T. R., Marshall, K. J., & Jeffries, W. L. (2016). The impact of racism
on the sexual and reproductive health of African American women. Journal of
Women’s Health, 25(7), 664–671. https://doi.org/10.1089/jwh.2015.5637
Richardson, S., Hirsch, J. S., Narasimhan, M., Crawford, J. M., Mcginn, T., Davidson,
K. W., Barnaby, D. P., Becker, L. B., Chelico, J. D., Cohen, S. L., Cookingham,
J., Coppa, K., Diefenbach, M. A., Dominello, A. J., Duer-Hefele, J., Falzon, L.,
Gitlin, J., Hajizadeh, N., Harvin, T. G., … Zanos, T. P. (2020). Presenting
characteristics, comorbidities, and outcomes among 5700 patients hospitalized
with COVID-19 in the New York City area. JAMA.
https://doi.org/10.1001/jama.2020.6775
Rimmer, A. (2020). Covid-19: Two thirds of healthcare workers who have died were
from ethnic minorities. BMJ, m1621. https://doi.org/10.1136/bmj.m1621
Robilotti, E. V., Babady, N. E., Mead, P. A., Rolling, T., Perez-Johnston, R., Bernardes,
M., ... & Joanow, A. (2020). Determinants of COVID-19 disease severity in
patients with cancer. Nature Medicine, 26(8), 1218-1223
Salari, N., Hosseinian-Far, A., Jalali, R., Vaisi-Raygani, A., Rasoulpoor, S., Mohammadi,
M., ... & Khaledi-Paveh, B. (2020). Prevalence of stress, anxiety, depression
among the general population during the COVID-19 pandemic: A systematic
review and meta-analysis. Globalization and health, 16(1), 1-11
Schiffrin, E. L., Flack, J. M., Ito, S., Muntner, P., & Webb, R. C. (2020). Hypertension
and COVID-19. American Journal of Hypertension, 33(5), 373–374.
https://doi.org/10.1093/ ajh/hpaa057
Selden, T. M., & Berdahl, T. A. (2020). COVID-19 and racial/ethnic disparities in health
risk, employment, and household composition: Study examines potential
explanations for racial-ethnic disparities in COVID-19 hospitalizations and
mortality. Health Affairs, 39(9), 1624-1632

208

Sexton, S. M., Richardson, C. R., Schrager, S. B., Bowman, M. A., Hickner, J., Morley,
C. P., ... & Weiss, B. D. (2021). Systemic racism and health disparities: A
statement from editors of family medicine journals. Annals of Family
Medicine, 19(1), 2.
Sharma, S. V., Chuang, R. J., Rushing, M., Naylor, B., Ranjit, N., Pomeroy, M., &
Markham, C. (2020). Peer reviewed: social determinants of health–related needs
during COVID-19 among low-income households with children. Preventing
Chronic Disease, 17. E119. DOI: 0.5888/pcd17.200322
Sims, J., & Coley, R. L. (2019). Variations in links between educational success and
health: Implications for enduring health disparities. Cultural Diversity and Ethnic
Minority Psychology, 25(1), 32–43. https://doi.org/10.1037/cdp0000239
Singu, S., Acharya, A., Challagundla, K., & Byrareddy, S. N. (2020). Impact of social
determinants of health on the emerging COVID-19 pandemic in the United States.
Frontiers in Public Health, 8. https://doi.org/10.3389/fpubh.2020.00406
So, M., Franks, J. L., Cree, R. A., & Leeb, R. T. (2019). An evaluation of the literacy
demands of online natural disaster preparedness materials for families. Disaster
Medicine and Public Health Preparedness, 1–10.
https://doi.org/10.1017/dmp.2019.62
Stokes, J. E., & Patterson, S. E. (2020). Intergenerational relationships, family caregiving
policy, and COVID-19 in the United States. Journal of Aging & Social Policy,
32(4–5), 416–424. https://doi.org/10.1080/08959420.2020.1770031
Sue, D. W., Capodilupo, C. M., Torino, G. C., Bucceri, J. M., Holder, A., Nadal, K. L., &
Esquilin, M. (2007). Racial microaggressions in everyday life: Implications for
clinical practice. American Psychologist, 62(4), 271-286.
Tai, D. B. G., Shah, A., Doubeni, C. A., Sia, I. G., & Wieland, M. L. (2020). The
disproportionate impact of COVID-19 on racial and ethnic minorities in the
United States. Clinical Infectious Diseases.
Tan, S. B., DeSouza, P., & Raifman, M. (2021). Structural racism and COVID-19 in the
USA: A county-level empirical analysis. Journal of Racial and Ethnic Health
Disparities, 1-11.
Taquet, M., Luciano, S., Geddes, J. R., & Harrison, P. J. (2020). Bidirectional
associations between COVID-19 and psychiatric disorder: Retrospective cohort
studies of 62 354 COVID-19 cases in the USA. The Lancet Psychiatry.
https://doi.org/10.1016/s2215-0366(20)30462-4

209

Taylor, S., Landry, C. A., Paluszek, M. M., Fergus, T. A., McKay, D., & Asmundson,
G. J. (2020). COVID stress syndrome: Concept, structure, and
correlates. Depression and Anxiety, 37(8), 706-714.
Taylor, Y. J., Davis, M. E., Mohanan, S., Robertson, S., & Robinson, M. D. (2019).
Awareness of racial disparities in diabetes among primary care residents and
preparedness to discuss disparities with patients. Journal of Racial and Ethnic
Health Disparities, 6(2), 237–244. https://doi.org/10.1007/s40615-018-0518-6
Taylor-Clark, K., Viswanath, K., & Blendon, RobertJ. (2010). Communication
inequalities during public health disasters: Katrina’s wake. Health
Communication, 25(3), 221–229. Academic Search Premier.
Tkatch, R., Artinian, N. T., Abrams, J., Mahn, J. R., Franks, M. M., Keteyian, S. J.,
Franklin, B., Pienta, A., & Schwartz, S. (2011). Social network and health
outcomes among African American cardiac rehabilitation patients. Heart & Lung,
40(3), 193–200. https://doi.org/10.1016/j.hrtlng.2010.05.049
Truesdale, B. C., & Jencks, C. (2016). The health effects of income inequality: Averages
and disparities. Annual Review of Public Health, 37(1), 413–430.
https://doi.org/10.1146/annurev-publhealth-032315-021606
U.S. Census Bureau. (2019). Household income 2019: American community survey briefs
2020 (Internet Release). Retrieved from www.census.gov
U.S. Census Bureau. (2021). Educational attainment in the United States: 2019 table
package (Internet Release). Retrieved from www.census.gov/content
census/en/data/tables/2019
Valente, T. W., & Pitts, S. R. (2017). An appraisal of social network theory and analysis
as applied to public health: Challenges and opportunities. Annual Review of
Public Health, 38(1), 103–118. https://doi.org/10.1146/annurev-publhealth031816-044528
Vyas, L., & Butakhieo, N. (2021).The impact of working from home during COVID-19
on work and life domains: An exploratory study on Hong Kong. Policy Design
and Practice, 4:1, 59-76, DOI: 10.1080/25741292.2020.1863560
Wallace, B. C. (2003). A multicultural approach to violence: Toward a psychology of
oppression, liberation, and identity development. In B. C. Wallace & R. T. Carter
(Eds.). Understanding and dealing with violence: A multicultural approach. Sage.

210

Wallace, B. C. (2005). A practical coping skills approach for racial-cultural skill
acquisition, In R. T. Carter (Ed,), Handbook of racial cultural psychology and
counseling (Vol 2., pp. 97-119). Wiley.
Wallace, B. C. (2008). Introduction: The forces driving and embodied within a new field
of equity in health, In. B. C. Wallace, (Ed.) Toward equity in health: A new global
approach to health disparities, Springer.
Wang, Y., Mckee, M., Torbica, A., & Stuckler, D. (2019). Systematic literature review
on the spread of health-related misinformation on social media. Social Science &
Medicine, 240, 112552. https://doi.org/10.1016/j.socscimed.2019.112552
Wilkie, S., Townshend, T., Thompson, E., & Ling, J. (2018). Restructuring the built
environment to change adult health behaviors: A scoping review integrated with
behavior change frameworks. Cities & Health, 2(2), 198–211.
https://doi.org/10.1080/23748834. 2019.1574954
World Health Organization (WHO). (2020). Coronavirus disease (COVID-19): Data as
received by WHO from national authorities, as of 11 October 2020. Retrieved
from: https://apps.who.int/iris/bitstream/handle/10665/336034/nCoV-weeklysitrep11Oct20-eng.pdf
Wright, K. (2016). Social networks, interpersonal social support, and health outcomes: A
health communication perspective. Frontiers in Communication, 1.
https://doi.org/ 10.3389/fcomm.2016.00010
Xiao, H., Zhang, Y., Kong, D., Li, S., & Yang, N. (2020). The effects of social support
on sleep quality of medical staff treating patients with coronavirus disease 2019
(COVID-19) in January and February 2020 in China. Medical Science Monitor:
International Medical Journal of Experimental and Clinical Research, 26,
e923549-1
Xiong, J., Lipsitz, O., Nasri, F., Lui, L. M. W., Gill, H., Phan, L., Chen-Li, D., Iacobucci,
M., Ho, R., Majeed, A., & Mcintyre, R. S. (2020). Impact of COVID-19
pandemic on mental health in the general population: A systematic review.
Journal of Affective Disorders, 277, 55–64.
https://doi.org/10.1016/j.jad.2020.08.001
Yan, L., Gan, Y., Ding, X., Wu, J., & Duan, H. (2021). The relationship between
perceived stress and emotional distress during the COVID-19 outbreak: Effects of
boredom proneness and coping style. Journal of Anxiety Disorders, 77, 102328.
https://doi.org/10.1016/j.janxdis.2020.102328

211

Yancy, C. W. (2020). COVID-19 and African Americans. JAMA. https://doi.org/10.1001/
jama.2020.6548
Yang, J., Zheng, Y., Gou, X., Pu, K., Chen, Z., Guo, Q., ... & Zhou, Y. (2020).
Prevalence of comorbidities in the novel Wuhan coronavirus (COVID-19)
infection: a systematic review and meta-analysis. International Journal of
Infectious Diseases.
Yue, C., Liu, C., Wang, J., Zhang, M., Wu, H., Li, C., & Yang, X. (2020). Association
between social support and anxiety among pregnant women in the third trimester
during the coronavirus disease 2019 (COVID-19) epidemic in Qingdao, China:
The mediating effect of risk perception. The International Journal of Social
Psychiatry. DOI: 10.1177/0020764020941567
Zajacova, A., & Lawrence, E. M. (2018). The relationship between education and health:
Reducing disparities through a contextual approach. Annual Review of Public
Health, 39(1), 273–289. https://doi.org/100.1146/annurev-publhealth-031816044628
Zhang, H., Ye, Z., Tang, L., Zou, P., Du, C., Shao, J., ... & Mu, S. Y. (2020). Anxiety
symptoms and burnout among Chinese medical staff of intensive care unit: the
moderating effect of social support. BMC Psychiatry, 20, 1-7
Zheng, Y.-Y., Ma, Y.-T., Zhang, J.-Y., & Xie, X. (2020). COVID-19 and the
cardiovascular system. Nature Reviews Cardiology, 17(5), 259–260.
https://doi.org/10.1038/s41569-020-0360-5

212

Appendix A
Letter of IRB Approval

Teachers College IRB
To: Delia Williams-Gunpot
From: Myra Luna Lucero, Research Compliance Director
Subject: IRB Approval: 21-130 Protocol
Date: 01/06/2021

Exempt Study Approval

Thank you for submitting your study entitled, "EVALUATING “OUR COVID-19 KNOWLEDGE TEST” AS A
BRIEF ONLINE E-HEALTH INTERVENTION WITH AFRICAN AMERICAN ADULTS: IDENTIFYING
PREDICTORS OF HIGH COVID-19 KNOWLEDGE AND SELF-EFFICACY FOR COVID-19 RISK
REDUCTION BEHAVIORS ;" the IRB has determined that your study is Exempt from committee review (Category
2) on 01/06/2021.
Due to COVID-19 quarantine, all in-person study activities with human subjects are suspended.
Following guidance from New York State and Teachers College, the Institutional Review Board will
announce when in-person research can resume and what steps to take at that time.
Please keep in mind that the IRB Committee must be contacted if there are any changes to your research protocol. The
number assigned to your protocol is 21-130. Feel free to contact the IRB Office by using the "Messages" option in the
electronic Mentor IRB system if you have any questions about this protocol.
Please note that your Consent form bears an official IRB authorization stamp and is attached to this
email. Copies of this form with the IRB stamp must be used for your research work. Further, all
research recruitment materials must include the study's IRB-approved protocol number.
As the PI of record for this protocol, you are required to:
Use current, up-to-date IRB approved documents
Ensure all study staff and their CITI certifications are on record with the IRB
Notify the IRB of any changes or
modifications to your study procedures Alert
the IRB of any adverse events
You are also required to respond if the IRB communicates with you directly about any aspect of your protocol. Failure
to adhere to your responsibilities as a study PI can result in action by the IRB up to and including suspension of your
approval and cessation of your research.
You can retrieve a PDF copy of this approval letter from Mentor IRB.
Best wishes for your research work.
Sincerely,
Dr. Myra Luna Lucero
Research Compliance Director
IRB@tc.edu

213

Appendix B
The Study Email

WE ARE INVITING BLACK ADULTS TO VOLUNTEER
20 MINUTES ANSWERING SURVEY QUESTIONS
“ABOUT YOU AND THE COVID-19 PANDEMIC”
FOR A 1 IN 250 CHANCE TO WIN 1 OF 3 $100 AMAZON GIFT CARDS

IRB Protocol # 21-130
The Research Group on Disparities in Health (RGDH) within the Department of Health
and Behavior Studies at Teachers College, Columbia University, in New York, New York
is conducting a study. This study seeks Black or African American adults who are willing
to answer questions “About You and the COVID-19 Pandemic.” We are seeking to
understand what adults know about COVID-19, their level of confidence for preventing
the spread (transmission) of COVID-19—and the factors related to what they know and
their confidence level. What we learn through this study will be used to reduce the risk of
COVID-19 transmission for Black or African American adults, their families, and
communities.
• Participation in this survey is limited to the first 250 volunteers
• Completing the online survey takes about 20 minutes
• Those who complete the survey will have a 3 in 250 chance of winning 1 of 3
$100 Amazon gift cards
• Please click on the link below to view the informed consent, learn
about your rights as a participant and proceed to the survey.
• We also invite you to forward this email to others who may be willing to
volunteer, or send them a text message, or tweet out the message, below:
CLICK ON: https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED (age 18
and above) TO TAKE SURVEY “About You and the COVID-19 Pandemic” (Takes
20 Minutes) for a chance to win 1 of 3 $100 Amazon gift cards.

THANK YOU FOR YOUR PARTICIPATION!
If you have any questions or would like to have additional information about the study, please contact:
Delia Williams-Gunpot, MA, Doctoral Candidate, Department of Health and Behavior Studies, Teachers
College, Columbia University, Box 114, 525 W. 120th Street, New York, NY
10027; dmw2162@tc.columbia.edu;
BARBARA C. WALLACE, Ph.D., Director, Research Group on Disparities in Health, Professor of Health
Education, Clinical Psychologist, Department of Health and Behavior Studies, Teachers College, Columbia
University, Box 114, 525 W. 120th Street, New York, NY 10027; bcw3@tc.columbia.edu; Study Contact
Number: 267-269-7411
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Appendix C
The Study Text/Tweet

CLICK ON: https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED (age 18
and above) TO TAKE SURVEY “About You and the COVID-19 Pandemic” (Takes
20 Minutes) for a chance to win 1 of 3 $100 Amazon gift cards.
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Appendix D
Informed Consent and Participants’ Rights Forms

Teachers College, Columbia University
525 West 120th Street
New York NY 10027
212 678 3000
INFORMED CONSENT
IRB Protocol Number 21-130
Protocol Title:
Evaluating “Our COVID-19 Knowledge Test” As A Brief Online E-Health Intervention
With African American Adults: Identifying Predictors of COVID-19 Knowledge And
Self- Efficacy For COVID-19 Risk Reduction Behaviors
Principal Researcher: Delia Williams-Gunpot, MA
Teachers College, Columbia University
347-737-9890; dmw2162@tc.columbia.edu
INTRODUCTION You are invited to participate in this research study called the
“Evaluating “Our COVID-19 Knowledge Test” As A Brief Online E-Health Intervention
With African American Adults: Identifying Predictors of COVID-19 Knowledge And SelfEfficacy For COVID-19 Risk Reduction Behaviors.” You may qualify to take part in this
research study if you: 1) self-identify as African American or Black; 2) are at least age 18
or older; 3) have been living continuously within the United States since March 2020—
without any travel outside the country for more than 4 weeks; and, 4) feel able to answer
questions about “You and the COVID-19 Pandemic.” Approximately 250 people will
participate in this study and it will take about 20 minutes of your time to complete.
WHY IS THIS STUDY BEING DONE? This study is being done to learn what adults
know about COVID-19, and their level of confidence for preventing the spread
(transmission) of COVID-19. We also seek to learn about the factors related to what
adults know and their confidence level for preventing the spread of COVID-19. What we
learn through this study will be used to reduce the risk of COVID-19 for African
American or Black adults, their families, and communities.
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WHAT WILL I BE ASKED TO DO IF I AGREE TO TAKE PART IN THIS
STUDY? If you decide to participate in the study, you will answer a series of questions
in an online survey. The questions will cover the following: your personal background,
including about your work situation (if relevant), housing situation, and ratings of your
health before and during the COVID-19 pandemic; ratings of your experiences of any
social support, medical care, stress, depression, anxiety, trauma, racism, and
microaggressions; what you know about COVID-19 and your confidence in preventing
the spread of COVID-19; and, finally, you are asked to freely share your views on the
most stressful part of the pandemic and your best coping strategies.
WHAT POSSIBLE RISKS OR DISCOMFORTS CAN I EXPECT FROM TAKING
PART IN THIS STUDY? The risks of study participation include the possibility that
you may feel some discomfort from taking the survey or some stress due to some of the
questions. However, your participation in this study is completely voluntary, and you can
stop at any time.
WHAT POSSIBLE BENEFITS CAN I EXPECT FROM TAKING PART IN THIS
STUDY? There is no direct benefit to you for participating in this study.
WILL I BE PAID FOR BEING IN THIS STUDY? You will not be paid to
participate. However, when you complete the survey you will be invited to enter your
email address and to hit a “submit” button—so that you are officially entered into a
drawing for a chance to receive a prize (i.e., 1of 3 bar coded Amazon gift certificates for
$100). You do not have to enter the lottery drawing to complete the survey. Once you
submit your email address, then it will automatically be entered into a private and secure
data base that even the principal investigator cannot access. Once 250 people have
completed the entire survey, you will have a 3 in 250 chance of winning 1 of 3 $100 bar
coded Amazon gift certificates. The www.Amazon.com gift certificates will be sent to
three randomly chosen e-mail accounts using a secure online program. This occurs
without in any way linking your identity to the survey results. The principal investigator
is not able to view any of the e-mail addresses to which the gift certificates are sent. Only
the 3 winners will be contacted.
WHEN IS THE STUDY OVER? CAN I LEAVE THE STUDY BEFORE IT ENDS?
The study is over when you have completed the online survey. However, you can leave
the study at any time even if you have not finished.
PROTECTION OF YOUR CONFIDENTIALITY The study does not involve
collecting any of your personal identifying information, such as your name or address,
allowing you to remain anonymous. (NOTE: Recall, as per what is above, you can elect
to enter your e-mail address to enter the drawing for a chance to receive a prize.
However, this occurs without in any way linking your identity to your survey answers,
and the principal investigator cannot view any e-mail addresses.) Teachers College,
Columbia University has determined that www.Qualtrics.com provides a secure platform
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for the online survey you will take. The survey data files will also be saved on the
primary researcher’s password protected computer. Regulations require that research data
be kept for at least three years.
For quality assurance, the study team, and/or members of the Teachers College
Institutional Review Board (IRB) may review the data collected from you as part of this
study. Otherwise, all information obtained from your participation in this study will be
held strictly confidential and will be disclosed only with your permission or as required
by U.S. or State law.
HOW WILL THE RESULTS BE USED? The results of this study will be published in
journals and presented at academic conferences. This study is being conducted as part of
the doctoral dissertation of the principal investigator.
WHO CAN ANSWER MY QUESTIONS ABOUT THIS STUDY?
If you have any questions about taking part in this research study, you should contact the
primary researcher, Delia Williams-Gunpot at 347-737-9890 or at
dmw2162@tc.columbia.edu. You can also contact the sponsor/supervisor of this
research study, Dr. Barbara Wallace, at bcw3@tc.columbia.edu or 267-269-7411.
If you have questions or concerns about your rights as a research subject, you
should contact the Institutional Review Board (IRB) (the human research ethics
committee) at 212-678-4105 or email IRB@tc.edu. Or you can write to the IRB at
Teachers College, Columbia University, 525 W. 120th Street, New York, NY 10027.
Box 151. The IRB is the committee that oversees human research protection for
Teachers College, Columbia University.
•
•
•
•

•

PARTICIPANT’S RIGHTS
I have read the Informed Consent Form and have been offered the opportunity
to discuss the form with the researcher.
I have had ample opportunity to ask questions about the purposes, procedures,
risks and benefits regarding this research study.
I understand that my participation is voluntary. I may refuse to participate or
withdraw participation at any time without penalty.
The researcher may withdraw me from the research at his or her professional
discretion. I understand that if I take the survey more than once I will be
eliminated from the study.
If, during the course of the study, significant new information that has been
developed becomes available which may relate to my willingness to continue
my participation, the researcher will provide this information to me.
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•

•

Any information derived from the research study that personally identifies me
will not be voluntarily released or disclosed without my separate consent,
except as specifically required by law.
I should receive a copy of the Informed Consent Form document. (I
understand that I can download it).

By signing electronically, you agree to be in the study and confirm that you selfidentify as African American or Black, are at least age 18 or older, have been living
continuously within the United States since March 2020 (without any travel outside
the country for more than 4 weeks), and feel able to answer questions about “You
and the COVID-19 Pandemic.”
Provide your electronic signature:
______________________________________________ Date: ______________
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Appendix E
Screening Survey

Screening Tool for the

Survey for Black Adults “About You and
the COVID-19 Pandemic”
Teachers College, Columbia University
IRB Protocol Number 21-130
This study seeks adults who self-identify as Black or African American and are willing to
answer questions “About You and the COVID-19 Pandemic.” See if you qualify by
answering the questions, below:
1- Are you an adult age 18 or above?
Yes___
No____
2-Do you self-identify as Black or African American?
Yes___
No____
3-Have you been living continuously within the United States since March 2020—
without any travel outside the country for more than 4 weeks?
Yes___
No____
4-Are you able to read and understand English on the 12th grade level?
Yes___
No____
5-Some people believe that COVID-19 is a hoax, or is not real, so they would NOT be
able to answer questions about COVID-19, as something that does not exist for them. Do
you feel able to answer questions about “You and the COVID-19 Pandemic”?
Yes___
No____
6-Are you able to devote about 20 minutes to this study at this time—for a chance to win
one of three $100 Amazon gift cards?
Yes___
No____
If they answered YES to all of the above questions? they access survey.
If they answered NO to any of the above questions? they receive this message:
Thank you for your time, but, unfortunately, you are not qualified to participate in this
study. Feel free to invite others to:
CLICK ON: https://tinyurl.com/BLACK-ADULT-VOLUNTEERS-NEEDED (age 18 and
above) TO TAKE SURVEY “About You and the COVID-19 Pandemic” (Takes 20 Minutes) for
a chance to win 1 of 3 $100 Amazon gift cards.
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Appendix F
The Study Survey

Survey for Black Adults “About You and
the COVID-19 Pandemic”
Teachers College, Columbia University
IRB Protocol Number 21-130
INSTRUCTIONS: Please answer the following questions in this survey.
----------------------------------------------------------------------------------------------------Part I: Basic Demographics (BD-10)
[This survey part follows a common tool used by the Research Group on Disparities in Health (RGDH). For example, it was used in
Alrqiq (2020). See: Alrqiq, H. (2020). Use of an animated video for child oral health education as a brief online intervention designed
for parent-child dyads: Predictors of parental self-efficacy to engage in recommended behaviors. Doctoral dissertation. Teachers
College, Columbia University. Questions are tailored for the study population.]

1-I am:

___Female

___ Male

___Other (meaning___________________)

2-My age is: _________ [DROP DOWN MENU 24 – 80]
3-My race/ethnicity is as follows: (Please mark all that apply)
__Black/African American (NOTE: Exit/exclude those who select anything else)
__White / Caucasian / European American
__Hispanic / Latino (including Puerto Rican, Mexican, Mexican American,
Chicano, Cuban, other Spanish)
__Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or other Asian)
__American Indian / Alaska Native
__Native Hawaiian / Pacific Islander
__Arab American / Middle Eastern
__Other group(s) (Please specify_____________________________________)
4-My skin color is
a. ___Very Dark
d. ___Medium to Light

b. ___Dark
e. ___Light

c. ____Medium to Dark
f. ____Very Light
g.__White

5-Were you born in the United States?
___Yes
____No
If answered “No, “Where was you place of birth or your country of origin?
Country of origin? ________________________________
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6-I AM currently:
a. ___Single
b. ___Married
c. ___Separated d. ___Divorced
e. ___Widowed f. ___In Domestic Partnership g. ___Living with Significant Other
7-How many children do you have? [Drop down menu 1-10]
8-The highest level of education that I completed is:
□ Less than high school
□ High school or high school equivalent (GED)
□ Some college
□ 2-year college degree (Associate Degree)
□ 4-year college degree (Bachelor’s Degree)
□ Master’s degree
□ J.D. - Lawyer
□ Doctoral Degree (Ph.D., Ed.D., etc.).
□ Medical Degree (M.D., D.D.S., etc.)
___Other Degree or Certification. Please explain __________)
9-My yearly household income is:
$10,000 to $19,000
$20,000 to $39,000
$40,000 to $49,000
$50,000 to $99,999
$100,000 to $199,999
$200,000 to $299,000
$300,000 to $399,000
$400,000 to $499,000
$500,000 to $799,000
$800,000 or More
10- I am currently (check all that apply)
a. ____part-time undergraduate student
b. ____ full-time undergraduate student
c. ____ part-time graduate student
d. ____ full-time graduate student
e. ____homemaker
f. ____on Welfare
g. ____receiving Social Security Income
h. ____receiving Social Security Disability Income
i. ____receiving Worker’s Compensation
j. ____retired
k. ____Other (please explain________________________)
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----------------------------------------------------------------------------------------------------------Part II: Employment and Risks During the COVID-19 Pandemic
(ECRDCP-10)
[This is a new scale created for use by the Principal Investigator and her dissertation sponsor, Dr. Barbara Wallace—and for use by
the Research Group on Disparities in Health (RGDH).]

[Variable for Employed or Not]
1-I am currently
a. ____employed
b. ____unemployed
[Variable for Prior Stable Work]
2-I worked continuously and without interruption before the COVID-19 pandemic, or in
the year 2019 _Yes _No
Please indicate what best describes your work in the past year, or since the COVID-19
pandemic started in the United States.
[Variables for More Risky Work—NOTE: Sum responses and Score on scale of
1=low risk to 8=high risk]
3-I have work that can be done online, allowing work from home sometimes or all the
time _Yes _No (reverse score)
4-I have work that requires me to go and work in-person—sometimes or all the time
_Yes _No
5-I have work that requires me to interact with people in public, including people who are
strangers _Yes _No
6-I have work that requires me to be less than 6 feet from other people at least some of
the time _Yes _No
7-I was told I am considered an essential worker _Yes _No
8-If YES? I work as __________________ (enter short description)
9-I went to work even when I suspected and/or knew that my co-workers or people there
around me had COVID-19 _Yes _No
10-I went to work even when I suspected and/or knew that I had COVID-19 _Yes _No
-------------------------------------------------------------------------------------------------------Part III: Home Life During the COVID-19 Pandemic and Extent of
Risk Reduction (HLDCP-ERR-3)
[This is a new scale created for use by the Principal Investigator and her dissertation sponsor, Dr. Barbara Wallace—and for use by
the Research Group on Disparities in Health (RGDH). Scale 1: Extent of Multi-Generational Living (EMGL Score). (e.g. Score 9
– an elder generation_; Scale 2: Characterizing Household Size (CHS). Score 1-smallest size of household to 9-largest size of
household; Scale 3: Risk Reduction Measures in Home. Score via 2 items: 5-always 4_almost always 3_sometimes 2_rarely 1
_never; and, a High Score means (5, 4 = risk reduction measures ARE NOT BEING taken.]

223

[Variables for Extent of Multi-Generational Living (EMGL) and Characterizing
Household Size (CHS)]
1-Please check all those items that accurately describe where you have lived and slept in
the past year. Check all that apply:
1__I lived alone
2__I lived with a partner or spouse
3__An infant/baby (or infants/babies) lived there
4__Toddlers or very young children (not yet school age) lived there
5__School-age children lived there
6__Adolescents or teenagers lived there
7__College age youth or young adults lived there
8__Other adults lived there (e.g. adult children, other adults)
9__Grandparents or senior citizens lived there (or anyone age 60 and above) lived
there (in addition to you and your partner/spouse,)
[Risk Reduction Measures in Home]
2-We have visitors who come inside our home in the exact same way as before the
COVID-19 pandemic.
5-always 4_almost always 3_sometimes 2_rarely 1 _never
High Score (5, 4 = home risk reduction measures ARE NOT BEING taken)
3-We have celebrations, parties, and social events with family and friends (who do not
live with us) inside of our home in the same way as before the COVID-19 pandemic.
5-always 4_almost always 3_sometimes 2_rarely 1 _never
High Score (5, 4 = home risk reduction measures ARE NOT BEING taken)
-----------------------------------------------------------------------------------------------------------Part IV: Extent of Residential Segregation (ERS-2)
[This is a new scale created for use by the Principal Investigator and her dissertation sponsor, Dr. Barbara Wallace—and for use by
the Research Group on Disparities in Health (RGDH). The concept for the tool follows the work of Shelton et al. (2010). As per
Shelton et al. (2010), the following is noteworthy, as the rationale for creating and including such a tool for the present study:
The total GBMMS was associated with residential racial segregation such that participants in census tracts with a high
proportion of Blacks had higher GBMMS scores than those in tracts with a lower proportion. While no studies have
examined this association, the possibility that medical mistrust is a consequence of segregation is raised by a small but
growing literature outlining the role of residential segregation as a fundamental social determinant of health that limits
access to quality health care… It is possible “that Blacks who live in highly segregated areas experience poorer medical
treatment, which contributes to a deep-rooted lack of confidence in health care systems to provide appropriate care for
Black people”… (p. 553)
Note: Whereas Shleton et al. (2010) created a variable for residential segregation based on an analysis of census tract data, this study
uses their cut-offs, but depends on self-reported data. Following Shelton et al. (2010), for a person’s neighborhood/area/section where
they live, the proportion Black is categorized as: ‘Low’ (0.0–0.33), ‘Moderate’ (0.34–0.66), or ‘High’ (0.67–1.0). A question for
Hispanics or Latinos living in your neighborhood was added.
Score 4=segregated, largely Black; or segregated, largely Latino]

For where you live now, please estimate (your best guess) the percentage of the people in
your neighborhood or the area or section where you live by race/ethnicity:
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1-For Blacks or African Americans, where I live is:
(1)_less than 1% Black
(2)_1% - 33% Black
(3)_34% - 66% Black
(4)_ 67% - 100 % Black
2-For Hispanics or Latinos, where I live is:
(1)_less than 1% Hispanic or Latino
(2)_1% - 33% Hispanic or Latino
(3)_34% - 66% Hispanic or Latino
(4)_ 67% - 100 % Hispanic or Latino
---------------------------------------------------------------------------------------------------------Part V: Personal Health Background—Current and Before
Pandemic (PHB-CABP-11)
[This is a tool created for use by the Research Group on Disparities in Health (e.g. Lian, 2017). For # 1, additional chronic health
conditions were listed as choices in light of the population; and, also added was a rating of mental/emotional health; ratings for before
and now/during the pandemic were provided for physical and mental health status—as an innovation, given the pandemic. Some
ending questions were also eliminated. The present study further modifies this tool by adding options for before and currently during
the COVID-19 pandemic; and this permits a paired t-test to compare ratings of: physical health before pandemic versus currently;
mental/emotional health before pandemic versus currently. There is also a question about weight having stayed about the same, or if
lost weight, or gained weight (or combinations of these) during the pandemic.]

1-Please check, below, what best describes you:
__I had COVID-19 at some point in the past year __Yes __No __Not Sure
__I currently have COVID-19 (tested positive) __Yes __No
__I got COVID-19 (tested positive) more than once, or twice __Yes __No __Not Sure
__I currently have long-COVID-19 (I am a long-hauler with ongoing symptoms)
__Yes __No __Not Sure
__I think COVID-19 is a hoax; it does not exist. So, I cannot answer questions about
COVID-19. __Yes __No __Not Sure NOTE: If select YES?exclude from study
2-I have also had, or currently have, the following (please check all that apply)
__lung disease (e.g. asthma, COPD, etc.)
__heart disease (e.g. hypertension/high blood pressure, prior stroke, etc.)
__diabetes
__obesity __Cancer __HIV/AIDS
__Not Applicable, none apply to me
--------------
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For BEFORE the COVID-19 pandemic:
3-I rate my overall physical health status as

1-Very Poor

2-Poor

3-Fair

For NOW, DURING the COVID-19 pandemic:
4-I rate my overall physical health status as
1-Very Poor
2-Poor
3-Fair

4-Good

4-Good

5-Very
Good

6-Excellent

5-Very
Good

--------------[paired t-test comparing 2 and 3]----For BEFORE the COVID-19 pandemic:
5-I rate my overall mental/emotional health status as
1-Very Poor
2-Poor
3-Fair

4-Good

5-Very
Good

6-Excellent

For NOW, DURING the COVID-19 pandemic:
6-I rate my overall mental/emotional health status as
1-Very Poor
2-Poor
3-Fair

4-Good

5-Very
Good

6-Excellent

--------------[paired t-test comparing 4 and 5]----7-My current height (feet) [DROP DOWN BOX, 4-9]
8-My current height (inches) [DROP DOWN BOX, 0-11]
9-My current weight (in pounds) [DROP DOWN BOX, 70-400]
[7, 8, 9 – for calculation of BMI)
10-I currently consider myself to be:
___underweight __normal weight ___overweight ____obese
11-In the past year, during the COVID-19 pandemic (please check all that apply)
__My weight stayed about the same __I gained weight __I lost weight
------------------------------------------------------------------------------------------------Part VI: Single Item Rating of Risk of Providing Socially Desirable
Responses (SIR-RPSDR-1)
[Note: This is a new single item scale created for first time use by Dr. Barbara Wallace in studies in 2018 conducted by the Research
Group on Disparities in Health [RGDH], and for ongoing use by the RGDH. For example, this tool was used by Torez (2019) and
Laryea (2019). See: Torez, M. (2019). An online investigation into Internet Gaming Disorder (IGD), comorbidity, and psychosocial
issues: A comparison of American and Chinese gamers—and predictors of meeting criteria for a formal diagnosis of IGD. Doctoral
dissertation. Teachers College, Columbia University. See: Laryea, E. (2019). An online mixed-methods study assessing nurses’
attitudes, knowledge, skill/ability, and perceived barriers with regard to adherence to the national pressure ulcer advisory panel’s
clinical practice guidelines. Doctoral dissertation. Teachers College, Columbia University. Note: Laryea (2019) found that the new
one item measure of social desirability was one of two significant predictors of nurses’ higher personal skill/ability rating for
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managing patients’ pressure ulcers. This was noteworthy, as the well-known 13-item measure of social desirability (i.e. Crowne, D., &
Marlowe, D. (1960) A new scale of social desirability independent of psychopathology. Journal of Consulting Psychology, 24(4), 349354.] similarly was found to be the sole significant predictor of nurses’ ratings for a higher personal skill/ability for managing
patients’ pressure ulcers. Hence, there is value in reducing the burden of time on study participants and using in this study the new one
item measure of social desirability, especially, given the stress of the pandemic.]

1-I sometimes say things that I think will please people, or what I think they want to
hear—versus the honest truth, which might be difficult or painful for other people to hear
and accept, or might lead them to judge me harshly…
I rate myself on a scale of 0 to 10, as follows:
0
1
2
0-I am not like
this at all

3

4

5

6

7

8

9

10
10-I am like
this all the
time
-------------------------------------------------------------------------------------------------------Part VII: Perceived Social Support Scale (PSSS-1)
[This is a common tool used by the Research Group on Disparities in Health (RGDH), having been used by Lian (2017). See: Lian, Z.
(2017). Predictors of depression/anxiety, mental health service utilization, and help-seeking for Chinese international students: Role
of acculturation, microaggressions, social support, coping self-efficacy, stigma, and college staff’s cultural competence and cultural
humility. Doctoral Dissertation, Teachers College, Columbia University. Note: For this study, to reduce the burden of time during the
stress of the ongoing pandemic, a new one item version of the scale was created by combining the essence of 5 questions into one
description of what having social support “means.” Participants then indicate the number of people they have in their life, using the 5option scale.]

Having SOCIAL SUPPORT means having people in your life who provide the
following kinds of support and assistance: you can ask them for advice, or receive
words of encouragement; get money or get food in an emergency; or have a place to
temporarily wait for help, or stay or live in an emergency.
1-Please indicate the extent to which you experience SOCIAL SUPPORT in your life
at this time (i.e., right now):
1. I have no one like this in my life right now
2. I have at least 1 one person like this in my life right now
3. I have at least 2 people like this in my life right now
4. I have 3-5 people like this in my life right now
5. I have 6 or more people like this in my life right now

----------------------------------------------------------------------------------------------------------Part VIII: Medical Mistrust Scale—Short Form (MMS-SF-4)
[This study follows Shelton et al. (2010), given their 11-item version of their tool: The Group Based Medical Mistrust Scale
(GBMMS), which measures race-based medical mistrust. The title was shortened for this study to the Medical Mistrust Scale.
See: Shelton, R. C., Winkel, G., Davis, S. N., Roberts, N., Valdimarsdottir, H., Hall, S. J., & Thompson, H. S. (2010). Validation of
the group-based medical mistrust scale among urban black men. Journal of General Internal Medicine, 25(6), 549-555. The 11-item
tool follows elimination of one item from their original 12 item tool, given the finding of three factors. However, for this study a
shorter tool was needed. Hence, of the three factors/scales, this study will include just some items: Suspicion Scale (Factor 1, 2 of 5
original items included); Discrimination Scale (Factor 2, 2 of 3 original items included for reverse scoring); and, not used in
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this study were any items from the Lack of Support Scale (Factor 3). The result is a scale for this study with 4 questions—as a
short form. The numbering in this scale reflects the removal of items (i.e. 1, 2, 3, 6, 7, 9, 11) to shorten the scale; only original items
4, 5, 8, 10 are included. Shelton et al. (2010, p. 552) reported that internal consistency “was high for the total GBMMS (α=0.87) and
the three sub-scales: Suspicion (α=0.89); Discrimination (α=0.83); Lack of Support (α=0.65)” (p. 552). They also “calculated split-half
reliability by examining the correlation between odd and even numbered items and found two halves to be highly correlated (r=0.78;
p<0.0001)” (p. 552). The present study will determine internal consistency for the 4-item short scale.]

[Short Suspicion Scale (Factor 1)]
1-Black people cannot trust doctors and health care workers (item 5 on original scale)
1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree
2- Black people should be suspicious of information from doctors and health care
workers (item 4 on original scale)
1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree
[Short Discrimination Scale (Factor 2)—reverse score]
3-Black people receive the same medical care from doctors and health care workers as
people from other groups (item 8 on original scale)
1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree
4-Black people are treated the same as people of other groups by doctors and health care
workers (item 10 on original scale)
1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree
----------------------------------------------------------------------------------------------------------Part IX: Rating Your Quality of Life Scale (RYQOL-S-1)
[This was a scale created for use in the Mecklembourg (2019) study, and for use by the Research Group on Disparities in Health
(RGDH) by Dr. Barbara Wallace. See: Mecklembourg, E. (2019). African American breast cancer survivor’s online study of factors
related to quality of life: Health status, posttraumatic growth, religiosity/spirituality, social support, partner support, stress,
depression, anxiety, and coping self-efficacy. Doctoral dissertation. Teachers College, Columbia University. It is based on the main
areas covered in the quality of life scale created by Gordon and Siminoff (2010): i.e. specifically, physical function, social support,
body image, emotional function, coping, cognitive function (excluding their future orientation, and breast cancer impact).]

Please rate yourself, after reading the following:
Please think about the quality of your life, including the following: my ability to
function physically (my level of strength, tendency to experience fatigue, ability to walk
up and down stairs, ability to perform physical activities around the house, ability to
move my arms and legs, degree to which I feel pain in my body); my amount of social
support (number of people I can rely on for help, including in a crisis); my feelings
about my body image (attractiveness, finding clothing I like to wear); my emotional
functioning (degree of depression, anxiety, worry, uncertainty); and my mental
functioning (ability to concentrate, remember things, think clearly). Keeping all of this
in mind, please rate your quality of life at the present time:
I rate my quality of life as:
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__1-Very poor __2-Poor __3-Fair __4-Good __5-Very Good __6-Excellent
----------------------------------------------------------------------------------------------------------Part X: Past-Year Covid-19 Related Stress (PY-CRS-8)
[This is a new scale created for use by the Principal Investigator and her dissertation sponsor, Dr. Barbara Wallace—and for use by
the Research Group on Disparities in Health (RGDH).]

In comparison to all the other stress (pressure, tension, worry) you have ever
experienced in your lifetime, please rate all the stress in your life in the past year that
was related to COVID-19.
If you have family or extended family, and what THEY were going through during the
past year of the pandemic also caused stress in YOUR life, then think about that when
you answer the questions, below.
1-For SHOPPING STRESS (food stores, pharmacy, other stores)
0 1 2 3 4 5 6 7 8 9 10
0= I had NO stress
10=I had MAXIMUM, EXTREME stress
2-For WORK STRESS (going to work or not going to work, losing work, being safe at
work, changing work from in-person to online—or hybrid/mixed model, etc.)
0 1 2 3 4 5 6 7 8 9 10
0= I had NO stress
10=I had MAXIMUM, EXTREME stress
3-For MONEY STRESS (paying rent, mortgage, maintenance fees, other bills)
0 1 2 3 4 5 6 7 8 9 10
0= I had NO stress
10=I had MAXIMUM, EXTREME stress
4-For FOOD STRESS (having enough food to eat, or nutritious good quality food)
0 1 2 3 4 5 6 7 8 9 10
0= I had NO stress
10=I had MAXIMUM, EXTREME stress
5-For HOUSING STRESS (having a clean and safe place to live and sleep, including
the risk of COVID-19 spreading inside the home)
0 1 2 3 4 5 6 7 8 9 10
0= I had NO stress
10=I had MAXIMUM, EXTREME stress
6-For SCHOOL STRESS (children going to school or not, receiving in-person or online
schooling, or not learning as much as before the COVID-19 pandemic)
0 1 2 3 4 5 6 7 8 9 10
0= I had NO stress
10=I had MAXIMUM, EXTREME stress
7-For TECHNOLOGY STRESS (using computers, technology, Internet; Zoom for
children’s schooling, work/employment, or social connection)
0 1 2 3 4 5 6 7 8 9 10
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0= I had NO stress

10=I had MAXIMUM, EXTREME stress

8-For STRESS FROM SOCIETAL CHANGES (adjusting to recommendations to stay
at home, wear masks, socially distance, wear masks to enter businesses/stores, etc…)
0 1 2 3 4 5 6 7 8 9 10
0= I had NO stress
10=I had MAXIMUM, EXTREME stress

---------------------------------------------------------------------------------------------------------Part XI: Retrospective Depression, Anxiety, and Trauma Scale (RDATS-4)
[NOTE: This is shorter version of a scale that follows the work of Lian (2017)—as a common tool used by the Research Group on
Disparities in Health (RGDH. For this study, subjects are only asked about any depression or anxiety in the past year—and not past 3,
6 months, also following Lian (2017). See: Lian, Z. (2017). Predictors of depression/anxiety, mental health service utilization, and
help-seeking for Chinese international students: Role of acculturation, microaggressions, social support, coping self-efficacy, stigma,
and college staff’s cultural competence and cultural humility. Doctoral Dissertation, Teachers College, Columbia University. Also,
added for the first time in this study is a question about past year trauma. The counseling question appears just once and includes new
options, as this version adds: reverend or other church leader…]

Depression is an overwhelming feeling of intense sadness. It can include feeling
helpless, hopeless, and worthless. It can sometimes be expressed through angry outbursts,
as well as bursting into tears. There can also be loss of appetite, or an increase in
appetite. There can also be difficulty sleeping or oversleeping. In addition, there can be a
loss of interest in your activities. Such a depression can last for days or weeks. This goes
beyond typical feelings of sadness, such as following some disappointment.
1-Do you think you experienced any depression in the past year or 12 months? ____No
____Yes
Anxiety is an overwhelming and intense feeling of nervousness, fear, tension,
powerlessness, and apprehension. It can reach a peak so there are moments of panic
where one’s heart may be pounding/beating quickly, or there is rapid breathing/difficulty
breathing. A person may also experience sweating and trembling. Sometimes it can be so
intense that one has trouble concentrating/thinking, leaving the house, or trouble being
around other people. The fear can be very intense, and one can feel like there is some
impending danger. This goes beyond typical feelings of nervousness, such as when
anticipating a new situation, or something unexpected, or unknown.
2-Do you think you experienced any anxiety in the past year or 12 months? ____No
____Yes
Trauma is the most shocking and horrible thing to ever happen to a person (unless prior
trauma)—such as: serious accident or fire; seeing someone seriously injured or die; war;
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earthquake/flood; physical/sexual abuse; or, a loved one’s homicide, suicide, or other
tragedy. Trauma symptoms may include: anxiety; nightmares; feeling numb, unable to
love, and detached with no interest in spending time with others; guilt about surviving if
others did not; flashbacks from trauma as images that unexpectedly “pop up” in the mind;
avoiding reminders of trauma; and problems concentrating.
3-Do you think you experienced any trauma in the past year or 12 months? ____No
____Yes
Receipt of Counseling
4-In the past year, did you seek out any kind of counseling or advice for any depression,
anxiety, or trauma—such as from a mental health professional, or a reverend or other
church leader, or Iman, Mosque Elder, or family member?
____Yes ____No ___Not Applicable/ No experience of depression/anxiety/trauma
--------------------------------------------------------------------------------------------------------Part XII: Endorsement for the Theory of Racism and Internalized
Racism (ETR-IR-6-SHORT)
[This is a new tool created for first time use by the Principal Investigator and Dr. Barbara Wallace, and for use by the Research Group
on Disparities in Health (RGDH). The tool ascertains from participants to what extent they perceive the United States as supporting,
promoting and fostering beliefs consistent with the ideology of White superiority and Black inferiority—following Pierce et al.’s
(1977) Theory of Racism; and, also consistent with Wallace’s (2003) Psychology of Oppression with emphasis on the hierarchical
authority and domination captured in A/B. The extent to which key beliefs from the Theory of Racism have been internalized is also
queried via every other question—or via all even numbered questions; and, the preceding odd numbered questions query extent to
which they identify beliefs supported, promoted and fostered in the United States. For the original 14-item version, odd numbered
items 1, 3, 5, 7, 9, 11, 13 are the Endorsement for the Theory of Racism Scale; and the even numbered items 2, 4, 6, 8, 10, 12, 14
are the Internalized Racism Scale. For this study, to reduce the burden of time on participants, we will use a SHORT version with
just 6 items, 3 odd and 3 even.]

1-To what extent is the following belief or way of thinking supported, promoted and
fostered in the United States:
• White people are superior to Black people
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
2-To what extent do YOU personally believe this?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
---------3-To what extent is the following belief or way of thinking supported, promoted and
fostered in the United States:
• Black people should accept the decisions White people make about Black lives
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
4-To what extent do YOU personally believe this?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
----------
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5-To what extent is the following belief or way of thinking supported, promoted and
fostered in the United States:
• Black people should be under surveillance, or watched closely all of the time; and
police and security guards need to closely monitor, follow, and watch Black people
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
6-To what extent do YOU personally believe this?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
----------------------------------------------------------------------------------------------------Part XIII: Ratings of Experiences of Microaggressions (REM-6)
[This is a scale previously used in Liss (2015), and created for use by the Research Group on Disparities in Health by
Dr. Barbara Walllace. See prior Liss (2015) reference. Instructions were modified to account for the participants being
Black or African American. Due to the pandemic and social distancing, also added in places was this: (in-person or
online). A question on intersectional experiences was deleted (also due to appearance, etc.). Also, a final question 6
was added to capture the original work of Pierce et al. (1977) on microaggressions. See Pierce et al. (1977). An
experiment in racism: TV commercials, Education and Urban Society, Vol 10, No 1, pp. 61-87.]

For the following questions, please indicate to what extent have you experienced any of
the following in the United States (e.g. work settings, schools, shopping in stores, online
interactions, etc...) and it seemed related to your being Black or African-American:
1-Brief exchanges or brief interactions (in-person or online) where you felt you were
receiving messages that were a put down, denigrating, or conveyed something negative:
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many
Times

2-A verbal attack that was hurtful and caused mental or emotional pain, whether this
involved name-calling, or some act of discrimination performed on purpose:
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many
Times

3-A nonverbal attack, or some behavior that was hurtful and caused mental or emotional
pain, whether this involved someone avoiding contact and interaction, or avoiding
communication, or some act of discrimination performed on purpose:
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many
Times

4-A communication that was insulting, or conveyed rudeness and insensitivity, put
downs or demeaning language:
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many
Times

5-A communication that excluded you, cancelled out your existence, made you
invisible, or ignored the reality of your thoughts, feelings, and existence as a diverse
person:
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many
Times
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6-How often have you experienced various media messages on television, in
commercials, on billboards, in magazines, and other online platforms as putting down
Blacks, denigrating them, spreading negative stereotypes, or conveying something
negative about Blacks?
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many
Times

----------------------------------------------------------------------------------------------------------Part XIV: Our COVID-19 Knowledge Test (OCKT-44)
[This is a new tool created for first time use by the Principal Investigator and Dr. Barbara Wallace, and for use by the Research Group
on Disparities in Health (RGDH). It follows prior research using such a true-false tool with all true answers as a brief online e-health
intervention: See Afram, P.S. (2019): Black men’s knowledge of prostate cancer and screening and vitamin D screening and
supplementation: Predictors of high self-efficacy to talk to medical providers. Doctoral dissertation, Teachers College, Columbia
University. Also see Aiyedun, A. (2014). Predictors of high levels of knowledge of the HIV window period among diverse men: An
online study that includes evaluations of an avatar video intended as e-health on the HIV window period. Doctoral dissertation,
Teachers College, Columbia University.]

[NOTE: The OCKT-44 score can range from 0-44; and this score is the first (of two)
study outcome/dependent variables.]
Please indicate if the following statements are True or False:
1) Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) is responsible for
the disease known as COVID-19. _True _False
2) COVID-19 is a very serious, highly contagious disease that is easily spread
(transmitted), may cause severe illness and death, and is much more deadly than flu.
_True _False
3) When a person infected with COVID-19 coughs, sneezes—or breathes, talks, sings,
or shouts—COVID-19 is spread (transmitted) as droplets in the air _True _False
4) COVID-19 droplets can remain in the air of a room and on surfaces (table tops, etc.)
for many hours; that is why people are told to open windows, circulate air, and clean
and disinfect all surfaces in rooms. _True _False
5) COVID-19 droplets in the air can circulate (travel) throughout a large room (office
building, restaurant, church/mosque/temple, etc.) and infect people there.
_True _False
6) To prevent the spread of COVID-19 it is recommended to maintain a social distance
from other people of at least 6 feet. _True _False
7) To prevent the spread (transmission) of COVID-9 a person should wear a face mask
that covers the nose and mouth. _True _False
8) If a mask is NOT worn consistently and correctly (over nose and mouth), or is too
loose, or has large gaps on sides, then it may not be providing enough protection from
COVID-19 transmission (spreading). _True _False
9) Early in the pandemic, people were NOT told to wear face masks, because there was a
shortage of masks in the U.S.; and medical staff needed the limited supply. _True _False
10) N95 respirator masks provide the best protection, surgical masks provide acceptable
protection; and, NOT recommended are bandanas, scarves, gators, or masks with valves.
_True _False
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11) Some people have a bad habit of pulling down their face mask to talk; and doing so
puts them at risk for the spread of COVID-19. _True _False
12) To lower chances of spreading COVID-19 when visiting with other people, it is
recommended to be outdoors, socially distance (staying 6 feet from others who do not
live with you), and correctly wear a mask. _True _False
13) It is not safe to spend time indoors/inside restaurants, bars, or for parties, dinners, or
any social event with people not living with you—or not in your “bubble”—since
COVID-19 spreads at such events; they could be super spreader events. _True _False
14) If someone must enter a home who does not live there (e.g. cable worker to fix
Internet), they must wear a mask, and all living there must wear a mask until the worker
leaves; opening windows and circulating air help reduce the risk. _True _False
15) Those at high risk for a more severe case of COVID-19 with hospitalization are: over
age 60; or, have lung disease (e.g., asthma), heart disease (e.g., hypertension), diabetes,
obesity, HIV/AIDS, or cancer. _True _False
16) To prevent the spread of COVID-19, some people combine wearing a face mask with
also wearing a face shield when out in public (e.g. going to store). _True _False
17) It is wise for people at high risk for a more severe case of COVID-19 [i.e. over age
60, or with lung disease (e.g., asthma), heart disease (e.g., hypertension), diabetes, etc.]
to wear a face shield and a mask when out in public (e.g. going to store). _True _False
18) One in five of the people who had COVID-19 also had anxiety, depression, or
insomnia for the first time in their lives—within 3 months of getting COVID-19; and
some with COVID-19 are at higher risk for dementia. _True _False
19) People already living with a mental illness (e.g. depression) are at a much higher risk
of getting COVID-19 (65% more likely). _True _False
20) Black people, Latinos, and Native Americans are much more likely to get COVID19, to get more severe cases requiring hospitalization, and to die from it—compared to
White people. _True _False
21) Men are much more likely than women to die from COVID-19. _True _False
22) There are “long-haulers” (also called “long COVID-19”) who still have one or more
ongoing symptoms of COVID-19 after two months or more since first infected; and,
women are more likely to be long-haulers. _True _False
23) The coronavirus that causes COVID-19 has been found on surfaces such as plastic,
metal, or cardboard, as well as on money. _True _False
24) To prevent the spread of COVID-19 people should wear disposable hand gloves to
touch things like gas pumps and shopping carts—or, use hand sanitizer after touching
them. _True _False
25) To prevent the spread of COVID-19 people should wash their hands frequently or use
hand sanitizer when they cannot wash their hands. _True _False
26) If one thinks, “I only have the sniffles, maybe a cold or the flu,” they should NOT go
to work or be around others, because it could be the very contagious COVID-19. _True
_False
27) It is important to break the habit of touching one’s face, mouth, nose, and eyes to
prevent getting infected with COVID-19. _True _False
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28) Possible symptoms of COVID-19 are fever, dry cough, trouble breathing, fatigue
(tired), headaches, body aches, diarrhea, loss of taste or smell—and memory and
concentration problems (called “brain fog”). _True _False
29) Some adults, adolescents, and children experience very mild or no symptoms of
illness when they have COVID-19 (test positive). _True _False
30) People who test positive for COVID-19, but do not have any symptoms of illness are
called asymptomatic; and they can still spread COVID-19 to other people. _True _False
31) Symptoms of COVID-19 usually appear 2 to 14 days after exposure to someone
infected with it; this is called the 2- to 14-day incubation period for the disease; and most
people show symptoms by day 5. _True _False
32) During the 2- to 14-day incubation period for COVID-19, a person may show no
symptoms, but can still transmit or spread it to others. _True _False
33) The purpose of isolation is to separate people who are sick with a contagious disease
from those people who are not sick. _True _False
34) Anyone sick with COVID-19 should: go into isolation for at least 10 days so they
remain separate from people who are not sick; and sleep alone in a separate room
without sharing a bathroom or any room/space with others (e.g. kitchen). _True _False
35) A person can leave isolation after 10 days if they have no fever for at least 24 hours
(and took no medication for fever), and other symptoms are improving. _True _False
36) When caring for a person with COVID-19 at home, one must: wear a mask, face
shield, gloves, and protective covering over clothing; frequently wash and sanitize hands;
clean/disinfect items they use (e.g. plates); wash sheets/clothing/towels separate from
other laundry); and carefully dispose of (throw out) things like tissues. _True _False
37) It was first recommended that anyone exposed to COVID-19 (around someone
testing positive for COVID-19) needs a 14-day quarantine period—to separate
themselves and stay away from others so they do not risk exposing others to COVID-19.
_True _False
38) It was later recommended that anyone exposed to COVID-19 (around someone
testing positive for COVID-19) needs to complete a 10-day quarantine; or, they can
complete a 7-day quarantine with a negative COVID-19 test result. _True _False
39) BEFORE seeing in-person someone at high risk for more severe COVID-19 [i.e. over
age 60, or with lung disease (e.g., asthma), heart disease (e.g., hypertension), diabetes,
etc.] one should complete a quarantine (staying home, away from others)—to reduce
chances of spreading COVID-19 to them. _True _False
40) Some people think it is enough to show a negative COVID-19 test and have a
temperature taken before entering an airplane, cruise ship, or home (e.g. holiday dinner),
but that is not enough; all entering needed to have quarantined to reduce risk.
_True _False
41) A college student or anyone returning home after being away (or travel) needs to
complete a quarantine—BEFORE entering that home, because they likely had contact
with someone with COVID-19. _True _False
42) If a college student DID NOT complete a quarantine BEFORE returning home, they
must wear a mask at home all the time—except when eating in a separate room or outside
(to maintain social distance)—so no one shares their air. _True _False

235

43) Some people have caught COVID-19 a second time, after already having had it; so,
everyone needs to continue to wear a mask and socially distance. _True _False
44) There is hope about vaccines, since only a very small percentage of people who get
the vaccine still get COVID-19; but that also means that wearing a mask will still be
important even after wide distribution of a vaccine. _True _False
-----------------------------------------------------------------------------------------------Part XV: Intention to Vaccinate for COVID-19 (IVC-1)
[This is a new tool created for first time use by the Principal Investigator.]

1-Will YOU get a COVID-19 vaccination when it becomes available (e.g. spring or
summer of 2021)? __Yes __No __Not Sure __Probably, after I witness others getting it
first, and it seems safe
-----------------------------------------------------------------------------------------------Part XVI: Diffusion of the Innovation of Our COVID-19 Knowledge
Test (DOI-OCKT-1)
[This is a standard tool used in e-health studies, as in Afram (2019) and Aiyedun, 2019—created for use by Dr. Barbara Wallace for
the Research Group On Disparities in Health, while the core question (1) ia rooted in Rogers (1995) diffusion of innovations theory]

Thank you for answering the True-False questions in Our COVID-19 Knowledge Test..
ALL answers were TRUE as a way to inform you about COVID-19.
After this study, we will widely circulate on the internet a link to Our COVID-19
Knowledge Test, as a new way to inform people about COVID-19.
1-Would you recommend that other adults take Our COVID-19 Knowledge Test to assist
them in better coping with the COVID-19 pandemic?
___No ___Yes ___Unsure
--------------------------------------------------------------------------------------------Part XVII: COVID-19 Knowledge and Self-Efficacy for Risk
Reduction Behaviors (C-K-SE-FRRB-4)
[This is a version of tool used in prior studies of the Research Group on Disparities in Health (RGDH), which has been adapted for the
present study. See Afram (2019). Afram, P.S. (2019): Black men’s knowledge of prostate cancer and screening and vitamin D
screening and supplementation: Predictors of high self-efficacy to talk to medical providers. Doctoral dissertation, Teachers College,
Columbia University.]

Scale 1: COVID-19 Knowledge (Pre- and Post-Test-Taking the Our COVID19 Knowledge Test)
1-BEFORE I answered the above true-false questions, I would rate what I knew about
COVID-19, as follows:
1-Very Poor

2-Poor

3-Fair

4-Good

5-Very
Good

6-Excellent
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2-AFTER I answered the above true-false questions, I would rate what I know about
COVID-19, as follows:
1-Very Poor

2-Poor

3-Fair

4-Good

5-Very
Good

6-Excellent

Scale 2: COVID-19 Prevention Self-Efficacy (Pre- and Post-Test-Taking
Our COVID-19 Knowledge Test)
[NOTE: The POST test-taking self-efficacy is the second study outcome/dependent
variables.]
3-BEFORE I answered the above true-false questions, I would rate my level of
confidence for preventing the spread of COVID-19, as follows:
0% Confident

20%

40%

60%

80%

100% Confident

4-AFTER I answered the above true-false questions, I would rate my level of
confidence for preventing the spread of COVID-19, as follows:
0% Confident

20%

40%

60%

80%

100% Confident

-----------------------------------------------------------------------------------------------------------Part XVIII: Open Ended Question on COVID-19-Related Stress and
Coping Strategies (OEQ-CRS-ACS-2)
Lastly, please answer the following two open-ended questions, allowing you to freely
share. Note: One word or very brief answers are acceptable.
1-What have been the most difficult and stressful parts of the COVID-19 pandemic for
you?
2-Finally, what are your best coping strategies, or most successful strategies, or best ways
for coping with the COVID-19 pandemic?
---------------------------------------------------------------------------------------------------------------------------------END OF SURVEY---------------------THANK YOU!
SHARE WITH OTHERS THE LINK THAT LED YOU TO THIS STUDY!
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RESOURCES FOR COUNSELING**
If you need immediate assistance, please refer to the following
contact information.
You can download this page with contact information for counseling resources, OR SKIP
TO THE LINK, BELOW, FOR ENTERING YOUR EMAIL INTO THE LOTTERY
DRAWING FOR A CHANCE TO RECEIVE A PRIZE (i.e., 1 of 3 bar coded Amazon
gift certificates for $100 each)
1-For Free Texting Crisis Help:
https://www.crisistextline.org/
• You text 741741 when in crisis as a service available 24 hours a day,
7 days a week. You will reach a live trained Crisis Counselor who will
respond quickly. The Crisis Counselor helps to move you from a hot
moment to a cool calm and safe state, using effective active listening and
suggested referrals—all using the Crisis Text Live’s secure platform.
• If you have a phone plan with AT&T, T-Mobile, Sprint, or Verizon,
texting to 741741 is free of charge.
2-Contact a Crisis Intervention Hotline for Immediate Help
and Referrals:
https://www.allaboutcounseling.com/crisis_hotlines.htm
Examples of Crisis Intervention Hotlines:
• If you are in immediate danger, call 911
• National Suicide Hotline: 800-SUICIDE (800-784-2433)
• National Suicide Prevention Lifeline: 800-273-TALK (800-273-8255)
• Grief Recovery Helpline: 800-445-4808
3-Seek Out Top Rated, Low-Cost Online Counseling
Services: https://www.e-counseling.com/tlp/therapy1/?imt=1
• Please see a list of the top rated online counseling services—with the
average weekly cost as low as $60.
4-Seek Out Affordable Online Counseling:
https://www.betterhelp.com/about/
• Access affordable and convenient online counseling with professionals.
5-Seek Help from the Study Sponsor by E-Mail or Phone:
bcw3@tc.columbia.edu or 267-269-7411 (i.e. the study
contact number)
• You may contact the study sponsor, Dr. Barbara Wallace, receiving help
with referrals. Dr. Wallace is a licensed psychologist with experience
working with the study population.
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Please click here to have a 3 in 200 chance of winning 1 of 3 $100 gift certificates for use
on Amazon.com.
**THIS IS A STANDARD END OF SURVEY DOWNLOAD TO ASSIST AND
SUPPORT STUDY PARTICIPANTS

