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Experiences and Beliefs of Low-Income 
Patients With Hypertension in Louisiana and 
Mississippi During the COVID-19 Pandemic
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BACKGROUND: The coronavirus disease 2019 (COVID-19) pandemic disproportionately affects individuals with hypertension 
and health disparities.

METHODS AND RESULTS: We assessed the experiences and beliefs of low-income and minority patients with hypertension dur-
ing the COVID-19 pandemic. Participants (N=587) from the IMPACTS-BP (Implementation of Multifaceted Patient-Centered 
Treatment Strategies for Intensive Blood Pressure Control) study completed a telephone survey in May and June of 2020. 
Participants were 65.1% Black and 59.7% female, and 57.7% reported an income below the federal poverty level. Overall, 2.7% 
tested positive and 15.3% had lost a family member or friend to COVID-19. These experiences were significantly more com-
mon in Black (3.9% and 19.4%, respectively) than in non-Black participants (0.5% and 7.8%, respectively). In addition, 14.5% 
lost a job and 15.9% reported food shortages during the pandemic. Most participants complied with stay-at-home orders 
(98.3%), social distancing (97.8%), and always wearing a mask outside their home (74.6%). Participants also reported high 
access to needed health care (94.7%) and prescription medications (97.6%). Furthermore, 95.7% of respondents reported 
that they continued to take their regular dosage of antihypertensive medications. Among the 44.5% of participants receiving a 
healthcare appointment by telehealth, 96.6% got the help they needed, and 80.8% reported that the appointment quality was 
as good as or better than in-person visits. Finally, 88.9% were willing to return to their primary care clinic.

CONCLUSIONS: These data suggest that low-income patients, especially Black patients, were negatively impacted by COVID-
19. However, most patients were able to access needed healthcare services and were willing to return to their primary care 
clinic for hypertension management.

REGISTRATION: URL: https://www.clini caltr ials.gov; Unique identifier: NCT03483662.
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The pandemic of coronavirus disease 2019 
(COVID-19) has led to widespread stay-at-home 
orders throughout the United States and disrup-

tion of daily life, including access to healthcare facilities 
for chronic disease care. Low-income and racial and 
ethnic minority populations have experienced dispro-
portionately greater rates of infection, hospitalization, 

and death associated with COVID-19 compared with 
their higher income and White counterparts.1–4

Hypertension is the most common comorbidity 
among people who are hospitalized for COVID-19 
and those with subsequent mortality.4–7 Evidence 
also suggests that people with treated hypertension 
have better survival after COVID-19 hospitalization 
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than those with untreated hypertension.8 As such, 
continued management of elevated blood pressure 
(BP) is critically important, even while healthcare 
resources are shifted toward care for COVID-19. 
Telehealth has been expanded rapidly and used 
widely used for acute and chronic care management 
during the COVID-19 outbreak.9,10 Better understand-
ing of patient perceptions of healthcare access for 
chronic care management during the COVID-19 out-
break, especially among minority and low-income 
populations, is needed to improve healthcare delivery 
moving forward.

The IMPACTS-BP (Implementation of Multifaceted 
Patient-Centered Treatment Strategies for Intensive 
Blood Pressure Control) study is a cluster-random-
ized trial testing implementation of an intensive BP 
treatment intervention conducted in 36 federally qual-
ified health center (FQHC) clinics in Louisiana and 

Mississippi. IMPACTS-BP provides a unique oppor-
tunity to better understand the effects of COVID-19 
on low-income and Black patients with hypertension. 
We conducted a phone survey of IMPACTS-BP study 
participants with the objective of understanding their 
experiences, perceptions, and beliefs, including ac-
cess to health care for chronic disease management 
during the COVID-19 pandemic and as stay-at-home 
orders are lifting.

METHODS
Study Setting and Population
IMPACTS-BP is being conducted in 36 primary care 
clinics, which are part of 8 FQHCs in south Louisiana 
and Mississippi. FQHCs receive federal funding under 
Section 330 of the Public Health Service Act to provide 
health care for underserved geographic areas, and, as 
such, predominantly provide health care for minority 
and low-income populations.11

IMPACTS-BP recruits participants who are at 
least 40  years of age, have a baseline systolic BP 
≥140  mm  Hg if not taking antihypertensive medi-
cations or ≥130  mm  Hg if taking antihypertensive 
medications, and receive their primary care at one 
of the participating clinics. Participants must be able 
to understand English and plan to continue receiving 
their health care at the same primary care clinic for 
the 18-month duration of the trial. IMPACTS-BP has 
been approved by the Tulane University Institutional 
Review Board and is registered at ClinicalTrials.gov 
(NCT03483662), and all study participants gave in-
formed consent.

Louisiana was under a stay-at-home from March 
22 to May 14, and Mississippi was under a stay-at-
home order from April 1 to April 27,12 after which, 
some restrictions lifted, but citizens were advised to 
stay home and take precautions against COVID-19. 
For the present analysis, trained clinical research co-
ordinators called all 849 active IMPACTS-BP study 
participants between May 11 and June 12, 2020, to 
invite them to participate in a brief telephone survey 
regarding their experiences and perceptions during 
the COVID-19 pandemic. A total of 587 completed 
the telephone survey (69.1% response rate). The 
data that support the findings of this study are avail-
able from the corresponding author upon reason-
able request.

Data Collection
COVID-19 survey items were based on questionnaires 
used previously for assessing social determinants of 
health- and disaster-related needs and experiences, 
including with COVID-19 (survey available in Data 
S1).13–15 Questions were asked about participants’ 

CLINICAL PERSPECTIVE

What Is New?
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tients with hypertension from federally qualified 
health centers have been negatively impacted 
by coronavirus disease 2019 (COVID-19), in-
cluding loss of life, income, and food security.

• Participants reported high compliance with 
stay-at-home orders, social distancing, and 
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and prescription medications, and positive ex-
periences with telehealth; and almost 90% of 
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experiences during the COVID-19 outbreak, in-
cluding testing positive, exposure to someone with 
COVID-19, death of a family member or friend due to 
COVID-19, loss of job or being required to work a job 
at high risk for COVID-19 exposure, food shortages 
during the outbreak, and loneliness related to staying 
at home. Participants were asked about their use of 
protective measures, including staying at home, use 
of face masks, and social distancing. Participants 
were also asked about their concerns about being 
infected by COVID-19 in different locations after stay-
at-home orders are lifted. They were further asked 
about access to medical care and prescription medi-
cations during stay-at-home orders, including use of 
telehealth services.

IMPACTS-BP data are collected at baseline and 
every 6  months. Participant characteristics for this 
analysis were captured from the most recent data 
collection visit prior to survey administration when 
each item was assessed. These data include self-re-
ported sociodemographic characteristics (age, race, 
ethnicity, marital status, income, education, employ-
ment, and insurance coverage), medical history, and 
health behaviors (eg, smoking and alcohol drinking). 
Age at survey administration was used, and all other 
sociodemographic characteristics were collected at 
IMPACTS-BP study baseline up to 18 months before 
survey administration. Most recent medical history 
and health behaviors collected up to 6 months be-
fore the survey were used in this analysis. In addition, 
three BP measurements were collected at each of 
two baseline visits according to a standard protocol 
recommended by the American Heart Association,16 
and the average of the six measurements was used 
to calculate baseline BP. Height and weight were 
also measured at the most recent data collection 
visit using a standard protocol and used to calculate 
body mass index (BMI).

Statistical Analysis
Percentages were calculated for all categorical vari-
ables, and means and standard deviations were es-
timated for all continuous variables. The association 
between patient characteristics and experiences with 
COVID-19 were evaluated in bivariate analyses using χ 2  
tests or Fisher exact tests (used when 20% or more 
expected cell frequencies were <5). For variables with 
significant race and sex differences, percentages were 
calculated within each race/sex category to examine 
combined effects. Comparisons of key characteristics 
between survey respondents and nonrespondents 
were conducted using χ 2 tests for categorical vari-
ables and ANOVA for continuous variables. All analy-
ses were conducted using SAS 9.4 (SAS Institute Inc., 
Cary, NC).

RESULTS
Demographic information, socioeconomic factors, 
and medical history of the study participants are 
summarized in Table 1. The majority of participants 
were female (59.7%) and Black (65.1%). In addition, 
57.7% were living below the federal poverty level, 
58.2% had high school or lower education, 61.6% 
were retired or unemployed, 81.1% had Medicare/
Medicaid insurance, and 14.8% were uninsured. 
Comorbidities were common, including diabetes 
mellitus in 39.5%, diagnosed depression in 32.5%, 
and history of a major cardiovascular disease event 
in 19.4%. In addition, respondents reported their 
general health to be good to excellent (56.9%), fair 
(32.4%), or poor (10.7%). Respondents and nonre-
spondents did not differ in key sociodemographic 
and clinical indicators, such as age, race, sex, and 
medical history (Table S1). The only significant differ-
ence was lower attained education level among non-
respondents compared with respondents.

Experiences With COVID-19
Overall, 2.7% of the study participants reported test-
ing positive for COVID-19, with Black participants 
reporting a higher positive test rate than non-Black 
participants (3.9% versus 0.5%; P=0.01) (Table 2). In 
addition, 7.3%, 25.1%, and 15.3% of participants re-
ported having been exposed to someone with con-
firmed COVID-19, having a family member or friend 
with COVID-19, and death of a family member or friend 
due to COVID-19, respectively. These experiences 
were all significantly more common in Black ver-
sus non-Black participants (P=0.003, P=0.001, and 
P=0.0002, respectively). Furthermore, when looking 
at the combined effect of race and sex, Black women 
were most likely to have experienced the death of a 
loved one (23.4%) compared with Black men (13.3%), 
non-Black women (9.2%), and non-Black men 
(5.8%). Those who were employed were more likely 
to report having been exposed to someone with 
confirmed COVID-19 and having a family member 
or friend who died due to COVID-19 compared with 
those who were retired or unemployed (P=0.009 and 
P=0.04, respectively). Overall, 14.5% of participants 
reported having lost their job during the COVID-19 
pandemic, 14.5% having been required to work in a 
job that put them at increased risk of infection, and 
2.9% having lost their health insurance coverage. In 
addition, 15.9% of respondents reported experienc-
ing food shortages, with participants <65  years of 
age experiencing greater food insecurity compared 
with those 65 years and older (P<0.0001). Over one 
fourth of participants (26.5%) reported experiencing 
loneliness because of remaining at home.
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Following the lifting of stay-at-home orders, partic-
ipants were most worried about getting COVID-19 in-
fection in the context of large gatherings (64.9% very 
worried) (Figure 1). In addition, 47.3%, 36.3%, 35.4%, 
and 31.9% were very worried about returning to restau-
rants and bars, stores, workplaces, and churches, re-
spectively. Participants were least concerned about 
returning to their healthcare clinics, with only 26.7% 
very worried and 22.5% not worried at all. Black partic-
ipants were significantly more worried about returning 
to each location than non-black participants, except 
for healthcare clinics, for which there was no racial dif-
ference (Figure S1).

Protective Practices
A majority of the participants reported staying home as 
much as possible (98.3%) and keeping at least 6 feet 
from other people when outside their home (97.8%) to 
protect themselves from COVID-19 (Table 3). In addi-
tion, 74.6% of participants reported always wearing 
a mask outside their home, with a higher percentage 
among women and Black participants. Black women 
were most likely to wear a mask (85.7%) compared 
with Black men (74.5%), non-Black women (70.6%), 
and non-Black men (50.0%). Among those who re-
ported not always wearing a mask, the most common 
reason was that they never left their home (32.4%), fol-
lowed by the belief that masks did not protect against 
COVID-19 (28.9%), an inability to buy them (21.6%), and 
the belief that the government should not tell people to 
wear them (19.6%).

Access to Health Care
Among those reporting needing medical care dur-
ing the outbreak, 94.7% report being able to get the 
care they needed. Overall, 97.6% reported being able 
to get prescription medications (Table 4). Accessed 
care included in-person clinic visits (reported by 
32.9% of respondents) and telehealth visits (reported 
by 44.5% of respondents). Nearly all participants 
with telehealth visits (96.6%) reported getting the 
treatment they needed, and 80.8% reported that the 
quality of care of telehealth visits was the same or 
better compared with in-person visits. Among those 
receiving telehealth appointments, 61.3% of appoint-
ments were conducted by phone only, 18.4% were 
conducted by video only, and 20.3% were conducted 
by phone and video.

Overall, 88.9% of the participants reported being 
willing to return to their primary care clinics to re-
ceive care (Table  4), with 62.0% being very willing, 
26.9% being somewhat willing, and only 6.8% and 
4.3% not that willing or not at all willing, respectively. 
Participants 65  years of age or older were signifi-
cantly less willing to return compared with younger 

Table 1. Sociodemographic and Clinical Characteristics 
of 587 Patients With Hypertension From 36 FQHC Clinics in 
Louisiana and Mississippi

Characteristic N (%) or Mean±SD

Demographics

Age, y 59.4±9.0

Female 350 (59.7)

Race

Black or African American 381 (65.1)

White or Caucasian 180 (30.8)

Other† 24 (4.1)

Hispanic 23 (3.9)

Married 182 (31.2)

Socioeconomics

Below federal poverty level 331 (57.7)

Education level

Less than high school 134 (22.9)

High school graduate 207 (35.3)

Some education after high school 245 (41.8)

Employment

Working full or part time 215 (38.3)

Retired 210 (37.4)

Unemployed 136 (24.2)

Insurance coverage*

Medicare 170 (29.0)

Medicaid 306 (52.1)

Private/other 112 (19.1)

Uninsured 87 (14.8)

Medical history

Current smoker 147 (25.2)

Current alcohol drinker 239 (41.0)

Body mass index, kg/m2 33.9±7.8

Systolic blood pressure, mm Hg 139.8±18.4

Diastolic blood pressure, mm Hg 84.5±18.2

History of hypertension at enrollment 563 (97.6)

Use of antihypertensive medications at 
enrollment

543 (96.5)

Diabetes mellitus 228 (39.5)

Use of anti-diabetes mellitus medications 188 (33.0)

High cholesterol 369 (64.0)

Depression 187 (32.5)

Cardiovascular disease 112 (19.4)

Chronic kidney disease 21 (3.6)

Self-Reported general health

Excellent 24 (4.1)

Very good 87 (15.0)

Good 219 (37.8)

Fair 188 (32.4)

Poor 62 (10.7)

FQHC, federally qualified health center; and SD, standard deviation.
*Some participants are covered by more than one type of insurance.
†Other racial groups include Asian or Pacific Islander, American Indian or 

Alaska Native, and Other.
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participants. Of those who were not very willing to 
return to the clinic, 91.9% reported concerns about 
being exposed to COVID-19 at the clinic, 33.5% con-
cerns about COVID-19 exposure when using public 
transportation, 28.1% difficulty making an appoint-
ment due to limited availability, and 13.2% lack of 
transportation.

Only 4.3% of participants reported taking less or 
not taking BP medications since the COVID-19 pan-
demic began (Table  4). Among the participants who 
had stopped or reduced their medications (N=25), 
45.8% reported that it was due to lack of access to a 
provider to obtain a medication refill, 16.7% reported 
it was due to lack of transportation, 12.5% said they 
could not afford the medications, and 8.3% were con-
cerned that taking certain medications could make 
COVID-19 symptoms worse. In addition, 66.3% of par-
ticipants reported having heard that uncontrolled BP 
makes COVID-19 symptoms worse in those who were 
infected.

DISCUSSION
Our survey, conducted in 587 patients with hyperten-
sion at FQHC clinics in underserved areas of Louisiana 
and Mississippi, has several important findings. 
Participants reported negative personal and financial 
impacts of COVID-19 through COVID-19 diagnoses, 
death of family members and friends, job losses, and 
food insecurity. Furthermore, participants reported 
high adherence to taking recommended steps to pro-
tect themselves from COVID-19 transmission, includ-
ing remaining at home, social distancing outside their 
home, and wearing a mask. Participants also reported 

adequate access to health care, positive experiences 
with telehealth, and a willingness to return to their pri-
mary care clinics. Findings from this survey can be used 
to better understand the needs and experiences of mi-
nority and low-income patient populations with chronic 
disease during the ongoing COVID-19 pandemic.

The toll of COVID-19 on the IMPACTS-BP patient 
population has been substantial, with 25.1% and 
15.3% reporting a COVID-19 diagnosis and COVID-
19-related death of a family member or friend, re-
spectively. Black participants disproportionately 
reported a COVID-19 diagnosis, exposure to COVID-
19, and death of a family member or friend due to 
COVID-19 compared with non-Black participants. 
These findings are consistent with previous reports 
that Black communities have been more affected by 
COVID-19 in terms of diagnosis, hospitalization, and 
death.1–4 These health disparities are not completely 
understood but may be due to a higher prevalence of 
comorbidities, uncontrolled chronic conditions, and 
social determinants of health, such as greater hous-
ing density and economic disadvantage.1,17,18 There 
is a pressing need to better understand the factors 
related to these disparities so that interventions can 
be developed to reduce the impact of COVID-19 on 
the Black community.

Overall, survey respondents reported very high 
use of proven effective and recommended protective 
practices for COVID-19 transmission, including stay-
ing at home as much as possible (98.3%), social dis-
tancing by at least 6 feet (97.8%), and always wearing 
face masks (74.6%).19 Among those participants who 
did not report always wearing a face mask, three 
common reasons for not wearing them were the 

Figure. Participant concern about contracting the coronavirus disease 2019 (COVID-19) by location as stay-at-home orders 
are lifted.
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beliefs that masks do not protect against COVID-19, 
only sick people need to wear them, and the gov-
ernment should not tell people to wear one. These 
responses indicate that there is a need for clearer 
messaging around the importance and effectiveness 
of masks for prevention of COVID-19. Furthermore, 
men and non-Black participants were less likely to 
report always wearing a mask, so targeted educa-
tional interventions in these groups could be useful 
for increasing mask use overall.

Survey participants reported high access to health 
care (94.7%) and ability to obtain prescription med-
ications (97.6%) during the COVID-19 pandemic. A 
substantial proportion of patients (32.9%) continued 
to receive in-person care, whereas 44.5% received 
care by telehealth visits, suggesting that strategies 
implemented by IMPACTS-BP partner FQHCs during 
the COVID-19 pandemic were effective at promoting 
continuity of care. This is particularly important for pri-
mary care patients with treated high BP because hy-
pertension is the leading comorbidity for COVID-19.5,20 
A recent report from China found that the risk of mor-
tality from COVID-19 was more than double in patients 
with untreated compared with those with treated hy-
pertension.8 This finding highlights the importance of 
continued treatment with antihypertensive medications 
during the COVID-19 outbreak.

In response to stay-at-home orders and social 
distancing recommendations, there has been a rapid 
expansion of telehealth in the United States aided by 
Centers for Medicare & Medicaid Services changes 
to reimbursement policies.9,10,21 Our survey shows 
that among those who had a telehealth appointment, 
96.6% reported getting the needed treatment and 
80.8% reported that the quality of the care received 
by telehealth was the same or better than that from 
in-person visits. These results show that despite the 
rapid transition to telehealth, it appears to be an ef-
fective method for delivering primary care in FQHCs 
during the pandemic. Prior studies have indicated 
that telehealth delivered by video is associated with 
higher patient satisfaction and understanding com-
pared with delivery by phone alone.22,23 Our partic-
ipants reported that 61.3% of telehealth visits were 
conducted by phone only, so transitioning to video 
telehealth appointments in the future by potentially 
overcoming technological challenges could lead 
to even greater patient satisfaction with telehealth 
appointments.

Our study has several strengths, including a rela-
tively large sample of low-income patients with hyper-
tension who receive primary care at FQHC clinics in 
Louisiana and Mississippi. Our findings may be gen-
eralizable to low-income and minority primary care 
patients with chronic conditions. In addition, sociode-
mographic information, medical history, and clinical 

measurements were collected at IMPACTS-BP study 
examinations by trained staff using established pro-
tocols. Finally, given that states are making decisions 
about reopening their economies, our survey find-
ings are timely and can inform these decisions. Our 
study also has limitations. For example, survey data 
were self-reported, and a moderate 69% of partic-
ipants responded to the COVID-19 survey. In addi-
tion, we did not inquire about how many participants 
were tested or the type of testing (ie, PCR, antigen, 
antibody/serology). Furthermore, IMPACTS-BP does 
not include all patients with hypertension, as those 
with isolated diastolic hypertension and those with 
BP controlled below 130 mm Hg are not included. As 
such, caution must be exercised when interpreting 
these findings.

In conclusion, our survey among 587 predominantly 
low-income and minority patients with hypertension in 
Louisiana and Mississippi found that the COVID-19 
pandemic had negative personal, professional, and 
economic impacts on these patients. In addition, these 
patients reported high rates of protective practices to 
prevent the spread of COVID-19 and of access to qual-
ity health care during the outbreak either in person or 
by telehealth. In addition, patients are willing to return 
to their clinics for health care. These findings can in-
form policy related to re-opening clinics and other pub-
lic locations and for responding to COVID-19 moving 
forward.
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Data S1. IMPACTS COVID-19 Questionnaire 

 
 

 PID    INITIALS                DATE  / /        
                            mm           dd          yyyy 

RCID  
 
  
“Today, I’d like to ask you some questions about your experiences with COVID-19 and how it 
has impacted your life and your health. The questions should take about 20 minutes.” 
 
“Since the COVID-19 outbreak, have you experienced any of the following life events?” 
 

  Yes No 

1. Testing positive for COVID-19?     
2. Being exposed to someone with 

COVID-19?     
3. Family member or close friend with 

COVID-19?     
4. Loss of a family member or close 

friend due to COVID-19?     
5. Being laid off or furloughed?     
6. Required to work in a job that is 

putting you at risk for infection?     
7. Loss of health insurance?     
8. Shortages of food?     
9. Loneliness due to remaining at home?     

 
10. Since the COVID-19 outbreak, have you required medical care?  

 Yes  
 No 

 
(If ‘No’, skip to question 11) 
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 10a. Were you able to get the care you needed? 
 

 Yes  
 No 

 
(If ‘Yes’, skip to question 11) 

 
10b. Why not? 
 

 Yes No 

Clinic, physician, or hospital closed?     
Fear of contracting coronavirus at healthcare facility or 
pharmacy?     
Care not available for your medical issue?     
Pharmacy closed?     
Afraid to use public transportation due to risk for 
infection?     
Money or cost     
Medicaid, Medicare, or Insurance problems?     

 
11. Since the COVID-19 outbreak, are you able to get your prescription medications? 

 Yes  
 No 

 
 (If ‘Yes’, skip to question 12) 
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11a. Why not? 
 

 Yes No 

Clinic, physician, or hospital closed?     
Fear of contracting coronavirus at healthcare facility 
or pharmacy?     
Care not available for your medical issue?     
Pharmacy closed?     
Afraid to use public transportation due to risk for 
infection?     
Money or cost     
Medicaid, Medicare, or Insurance problems?     

 
12. “On a scale of 1 to 10, how serious of a public health threat do you think the 

coronavirus is or might become? (1 being no threat at all, 10 being a very serious public 
health threat)” 

   ___________ (number 1-10) 
13. How likely do you think you or someone in your family will get sick from the 

coronavirus during this outbreak? 

 Very likely 
 Somewhat likely 
 Not that likely 
 Not at all likely 
 I or someone in my family has already had the coronavirus 

 
14. How much has the coronavirus changed your daily routine? 

 A lot 
 Some 
 A little 
 Not at all  
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“As stay-at-home orders are lifted and places start to re-open, how worried are you about 
getting coronavirus in the following places:” 
 

  Very 
Worried 

Somewhat 
Worried 

A Little 
Worried 

Not at All 
Worried 

Not 
Applicable 

15. Your workplace?           
16. Stores, such as 

grocery stores?           
17. Restaurants and 

bars?           
18. Your church?           
19. Your healthcare 

clinic?           

20. 

Large gatherings of 
people such as 
concerts and 
festivals? 

          

 
21. How willing are you to begin returning to your primary care clinic for routine 
treatment for your blood pressure and other chronic conditions once those services are 
offered? 
  

 Very willing 
 Somewhat willing 
 Not that willing 
 Not at all willing 

 
(If ‘Very willing’, skip to question 22) 
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 21a. What are your concerns about returning to your primary care clinic?  
 

 Yes No 

Being exposed to COVID-19 at the clinic?     
Being exposed to COVID-19 on public 
transportation?     
Lack of transportation that was previously 
available to get to the clinic?     
Difficulty making an appointment at the clinic 
due to limited availability?     

 
22. During the recent outbreak, did you have an appointment with a healthcare provider in 
person for your high blood pressure or other chronic conditions? 
 

 Yes  
 No 

 
23. During the recent outbreak, did you have an appointment with a healthcare provider 
either by phone or computer for your high blood pressure or other chronic conditions? 
 

 Yes  
 No 

 
(If ‘No’, skip to question 24) 
 
 23a. How did you meet with your provider? 
 

  By Phone 
 By Video 
 Both phone and video 

 
 23b. Did you get the help you needed for your health on the call?  
 

 Yes  
 No 
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23c. Was the quality of the healthcare you received on the phone or video better, 
worse, or the same as the quality of care you receive in person-to-person visits with 
your provider? 

 
 Better 
 Worse 
 Same 
 Don’t know 

 
“Have you experienced any of the following problems related to phone and video 
appointments with your provider:”  
  

  Yes No Not 
Applicable 

24. Lack of needed equipment to conduct the 
provider call?       

25. Lack of reliable internet or phone 
connection?       

26. Difficulty scheduling a provider call?       
27. Difficulty setting up software or app used for 

the provider call?       
28. Phone or computer appointments are not 

offered by your provider?       
 
29. Where do you get most of your information about COVID-19?  
 

 Local and/or national government officials 
 Local and/or national newspapers, TV, or radio 
 Internet and social media 
 Church groups 
 Family and friends 
 Other (specify): ___________________________________ 
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“Have you done the following things to protect yourself during the COVID-19 outbreak?”  
 

  Yes No 

30. Stayed at home as much as possible?     
31. Stayed at least 6 feet from other people when you 

leave the house?     
 
32. How often do you wear a mask when you leave the house?  
 
 Always  
 Sometimes  
 Rarely 
 Never 

 
(If ‘Always’, skip to question 33.)  
 
 32a. Why do you not regularly wear a mask when you leave your house?  
 

 Yes No 

You believe only sick people need to wear them?     
You think masks don’t protect you from COVID-19 
infection?     
You haven’t been able to buy them anywhere     
You can’t afford to buy them     
You don’t leave the house     
You don’t think the government should tell you to wear 
one     
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33. During the stay-at-home order, how have you been getting your food?  
 

 Yes No 

Going to the grocery store during normal hours?     
Going to the grocery store during special hours reserved 
for the elderly or those with disabilities?     
Having food delivered to your home by a store employee 
or commercial service, such as Instacart     
Having food delivered to your home by a friend or family 
member     
Getting food from a food bank     
Using supplies you had in your home before the stay-at-
home order began     

 
34. Which of the following best describes your living situation? 
 

 Live alone or with family in a single-family home  
 Live alone or with family in an apartment or condo with multiple units in the 

same building 
 Live in a residential facility where meals and household help are routinely 

provided by paid staff (or could be if requested) 
 Live in a facility such as a nursing home which provides meals and 24-hour 

nursing care 
 Temporarily staying with a relative or friend 
 Temporarily staying in a shelter or homeless 
 Other (specify): _________________________________ 

 
 

35. How many people do you live with, including yourself? 
 
 
  ___________ number of people 
 
 
 
 
 



 

10 
 

36. Do you have to take a shared elevator to get to your home? 
 

 Yes  
 No 

 
37. Where do you do your laundry? 
  

 Inside your home 
 Shared facility with other households in your building or complex 
 Laundromat 
 Other (specify): _____________________________________ 

 
38. Have you taken less of your blood pressure medications or stopped taking them since 
the COVID 19 outbreak began? 
 

 Yes  
 No 

 
(If ‘No’, skip to question 39) 
  
  
 38a. Why have you taken less or quit taking your blood pressure medications?  
 

 Yes No 

You are concerned that taking certain blood pressure 
medications could make COVID 19 symptoms worse in 
those who are infected? 

    

You can’t afford your medications?     
You have not had access to a health care provider to 
prescribe or refill your medications     
You have not had transportation to get your medications 
from the pharmacy     
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39. Have you heard that uncontrolled blood pressure makes COVID-19 symptoms worse in 
those who are infected? 
 

 Yes  
 No 

 
“We thank you for your participation in this blood pressure study.”  
 
Intervention clinics: “Please let me know if you have questions and concerns about your 
hypertension treatment.” 
 
Control clinics:  “If you have any concerns about your blood pressure treatment, please contact 
your healthcare provider.”
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Figure S1. Participant Concern about Contracting COVID-19 by Location as Stay-at-Home Orders are Lifted among Black and Non-
Black Participants 
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Table S1. Comparison of Key Sociodemographic and Clinical Characteristics of 
587 Survey Respondents and 262 Nonrespondents 

Characteristic 
Survey Respondents 

N=587 
Survey 

Nonrespondents 
N=262 

P for 
difference 

N (%) or Mean ± SD N (%) or Mean ± SD 

Sociodemographics 

Age, years 59.4 ± 9.0 58.6 ± 8.6 0.3 

Female  350 (59.7) 139 (53.3) 0.08 

Race    

     Black or African-American 381 (65.1) 181 (69.9) 

0.1      White or Caucasian 180 (30.8) 74 (28.6) 

     Other 24 (4.1) 4 (1.5) 

Education Level    

     Less than High School 134 (22.9) 84 (32.2) 

0.01      High School Graduate 207 (35.3) 87 (33.3) 

     Some Education After High School 245 (41.8) 90 (34.5) 

Employment    

     Working Full or Part Time 215 (38.3) 97 (40.1) 

0.2      Retired 210 (37.4) 75 (31.0) 

     Unemployed 136 (24.2) 70 (28.9) 

Insurance Coverage*    

     Medicare 170 (29.0) 75 (28.6) 0.9 

     Medicaid 306 (52.1) 134 (51.1) 0.8 

     Private/Other 112 (19.1) 43 (16.4) 0.4 

     Uninsured 87 (14.8) 45 (17.2) 0.4 

Medical History 

Body Mass Index, kg/m2 33.9 ± 7.8 33.2 ± 8.1 0.2 

Diabetes 228 (39.5) 98 (37.5) 0.6 

High Cholesterol 369 (64.0) 159 (60.9) 0.4 

Depression 187 (32.5) 76 (29.1) 0.3 

Cardiovascular Disease 112 (19.4) 52 (20.0) 0.8 

Chronic Kidney Disease 21 (3.6) 4 (1.5) 0.1 

FQHC = Federally Qualified Health Center; SD = Standard Deviation 

* Some participants are covered by >1 type of insurance 


