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Objectives: This study examines the relationship between COVID-19 disclosure stigma and COVID-19
testing hesitancy and assesses their changes between November 2020 and 2021.
Study design: This was a longitudinal cohort.
Methods: A total of 355 participants completed four study waves between November 2020 and
November 2021. Factor analyses and Cronbach's alpha assessed the factor structure and internal con-
sistency of the COVID-19 Disclosure Stigma scale. Paired t-tests and McNemar's Chi-squared test assessed
change between the study waves. Multivariable logistic regression models examined the relationship
between COVID-19 disclosure stigma and testing hesitancy at four study waves.
Results: COVID-19 disclosure stigma declined significantly between the last study waves (P ¼ 0.030). The
greatest disclosure concern was reporting a positive test to close contacts (range: 19%e21%) followed by
disclosure to friends (range: 10%e15%) and family (range: 4%e10%). Over the course of the four study
waves, COVID-19 testing hesitancy when symptomatic ranged from 23% to 30%. Older age, female gender,
and having received a COVID-19 vaccine were associated with decreased odds of testing hesitancy.
Greater COVID-19 disclosure stigma and more conservative political ideology showed a consistent
relationship with increased odds of COVID-19 testing hesitancy.
Conclusions: Study findings suggest that many people anticipate feeling stigmatized when disclosing
positive test results, especially to close contacts. A substantial percentage of study participants reported
hesitancy to be tested when symptomatic. This study identifies a need for interventions that normalize
COVID-19 testing (e.g. engaging leaders with conservative followings), provide strategies for disclosing
positive results, and allow anonymous notification of potential COVID-19 exposure.

© 2022 The Royal Society for Public Health. Published by Elsevier Ltd. All rights reserved.
Introduction

Testing for infection by SARS-CoV-2 (COVID-19 testing) is a
critical tool for identifying and mitigating the spread of COVID-19.
Initially, testing in the United States was highly limited in the
months following the country's first confirmed case of COVID-19 in
late January 2020.1,2 The rate of testing increased dramatically in
the first 8 months of the pandemic, from about 2 million tests per
week in late April 2020 to approximately 2 million tests per day by
late November 2020.1 Starting in 2020, COVID-19 tests were
r, Baltimore, MD 21205, USA.

h. Published by Elsevier Ltd. All ri
available for free via programs offered bymany health departments
and purchase at many stores with pharmacies. Beginning in 2022,
COVID-19 home test kits could be ordered from the US government
at no cost. Even after the introduction of vaccinations for SARS-
CoV-2, which effectively reduce cases of severe illness, COVID-19
testing remains an integral means of reducing the spread of the
virus and helping to guide treatment.3 For example, prompt testing
of symptomatic individuals is critical, as COVID-19 antivirals are
most effective when administered within the first few days.4 Yet,
although there has been a plethora of research focused on
vaccine hesitancy, research on COVID-19 testing hesitancy has been
limited. Understanding COVID-19 testing hesitancy and barriers to
testing can inform COVID-19 prevention and pandemic control
programs.
ghts reserved.
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Stigma is one such barrier to COVID-19 testing uptake. Stigma
refers to a set of interrelated social processes, which differentiate
persons characterized as ‘normal’ from the ‘abnormal,’ based on a
given attribute and negative stereotypes.5,6 It is common for stigma
to be associated with infectious diseases, as it has been linked to
HIV, hepatitis C, syphilis, tuberculosis, Ebola, and H1N1.7 Stigma
toward other pandemic diseases (e.g. HIV/AIDS) has been identified
as a predictor of not testing.8 In the context of COVID-19, stigma
toward COVID-19 has manifested in different ways to dispropor-
tionately target a variety of sociodemographic groups, including
persons of Asian descent,9 people who are more likely to contract
and spread COVID-19 (e.g. healthcare workers),10 people of low
socio-economic status engaged in essential work,11 as well as
people who have tested positive for COVID-19.12

In this article, we focus on the stigma associatedwith peoplewho
have tested positive for COVID-19. We view stigma as a multilevel
construct that works along gradients of power, with stigma oper-
ating at the intrapersonal level by affecting one's self-perception as
well as at the interpersonal level by shaping relationships.13,14 During
the COVID-19 pandemic, misinformation, as well as other social and
structural processes, have facilitated the spread of stigmatization of
people infectedwith COVID-19.12Misinformation has driven fear and
anxiety over becoming infected, which, along with an individual's
fear of infecting others, can lead to social exclusion or isolation. For
example, a study of Jordanian adults found that perceived discrimi-
nation at work was associated with COVID-19 testing hesitancy.15

Structural infection control measures, such as quarantine, physi-
cally exclude individuals and can further fuel stigma on an intra-
personal and interpersonal level.16 Furthermore, terms used in the
media and public discourse such as ‘super spreader’ and ‘trans-
mitting the virus’ assign blame for infection to the individual.16

Disclosure is highly intertwined with stigma17 and central to
COVID-19 prevention and mitigation strategies. When a health con-
dition is stigmatized, disclosure concern increases. Moreover, similar
to stigma, disclosure can shape social relationshipsddisclosing an
illness such as COVID-19 can significantly alter interpersonal re-
lationships and support from their social network17 as those infected
may be viewed as careless for acquiring COVID-19 and endangering
others through COVID-19 transmission. Given the importance of
disclosing one's positive COVID-19 status in mitigating the spread of
COVID-19, we focus specifically on individuals' comfort in disclosing
positive results to close contacts. For testing to be effective, the con-
tacts of people who test positive for COVID-19 need to be notified,
tested, and isolate if they test positive. As many locales do not have
contact tracingprograms,personaldisclosure is an importantmethod
for contacts to be notified of exposure and potential infections. In
addition, where contact tracing is used, personal disclosure may be
quicker thanpublichealthofficialsnotifyingcontacts. In thisstudy,we
use novel items addressing three theory-informed and practice-
relevant domains (i.e. friends, family, and other close contacts) to
capture COVID-19 disclosure stigma.

Existing research on the relationship between COVID-19 testing
and COVID-19 stigma in the United States is limited. One study by
Earnshaw et al. assessed COVID-19 stigma and testing intentions
early in the COVID-19 pandemic (April 2020) and identified a sig-
nificant association between anticipated stigma and COVID-19
testing intentions.18 In addition to looking only at a specific time-
point soon after the advent of the pandemic, the authors also note
that their measure of testing (i.e. if participants would seek a test if
one were to be ‘ordered’ by their doctor) may have resulted in an
inflated likelihood of self-reported test-seeking; thus, they call for
future work to focus on testing intention when symptomatic.18 An
additional limitation of the current body of literature on COVID-19
stigma is that COVID-19 is presented as a relatively fixed entity.19,20

However, stigma, including stigma associated with testing positive
15
for COVID-19, may have changed over time.21 For example, the
announcement of various celebrities and politicians who have
tested positive for COVID-19 may impact perceptions of the disease
and normalize diagnosis.22 Moreover, increased access to home
testing may have altered levels of COVID-19 stigma.23 In addition,
as vaccines are now readily available that greatly reduce the
probability of severe COVID-19, hospitalization, and death, SARS-
CoV-2 may not be perceived as so threatening, which may alter
the level of stigma surrounding testing and of being infected. The
present study, therefore, examines COVID-19 disclosure stigma
within the continually changing dynamics of the COVID-19
pandemic by assessing it at multiple time points and examining
the relationship between COVID-19 disclosure stigma and COVID-
19 testing hesitancy over time. A subanalysis also includes vacci-
nation status in models of vaccine hesitancy. It is important to look
at vaccination status because those who are not vaccinated are at
the highest risk of severe infection and should be quickly tested for
potential treatment with antivirals.

Methods

Recruitment and sampling

This study used participants from the COVID-19 and Well-Being
Study. The COVID-19 andWell-Being Study is an online longitudinal
cohort study that began in March 2020 that aimed to examine in-
dividual-, social-, and societal-level fluctuations related to COVID-
19 amid the rapidly changing landscape of the pandemic. Study
periods occurred every few months and aimed to capture changes
in COVID-19erelated information, behaviors, and health status.
Participants were initially recruited through Amazon's Mechanical
Turk (MTurk), a platform that is frequently used by health re-
searchers, as it allows for the study of real-time dynamics of large
groups.24 Study populations recruited through MTurk are not na-
tionally representative but have been documented to perform
better than other convenience samples on several key dimensions
and have demonstrated good reliability.25,26 The study protocols
followed MTurk's best practices, including ensuring confidentiality,
using unique completion codes, integrating attention checks
throughout the survey, repeating study-specific qualification
questions, and removing ineligible participants.27,28 Eligibility for
recruitment into the longitudinal cohort included being age 18
years or older, living in the United States, being able to speak and
read English, having heard of the coronavirus or COVID-19, and
providing written informed consent. To enhance reliability, eligible
participants also had to pass attention and validity checks
embedded in the survey.29

At baseline, 809 people were eligible for the study and asked to
participate in each subsequent survey wave. This analysis uses
survey waves when information on COVID-19 stigma was collected
and includes survey waves 4 (November 2020), 5 (March 2021), 6
(June 2021), and 7 (November 2021). Participants were notified
through the MTurk platform when a new survey was deployed.
Participants received a reminder message to complete the survey
approximately every 2 days during the survey window or until they
completed the survey. To assess change over time, only participants
who participated in all four waves were included in the present
analysis. In total, 361 people participated in all four waves. Three
participants were excluded from the present analysis due to
missing data on the COVID-19 stigma questions or testing in-
tentions. An additional three participants who did not identify as
male or female were excluded due to small sample size, providing a
final sample size of 355 participants. Participants were compen-
sated $4.25 for completing each of the online surveys at waves 4, 5,
6, and 7, which is equivalent to approximately $12 per hour. The



Table 1
Demographics (N ¼ 355).

Variable N (%) or mean (SD)

Age, mean (SD) 42.22 (11.94)
Sex
Male 158 (44.51%)
Female 197 (55.49%)

Race
White 294 (82.82%)
Black 21 (5.92%)
Other 40 (11.27%)

Education
Some college or less 143 (40.28%)
Bachelor degree or higher 212 (59.72%)

Income
$60K or less 188 (52.96%)
>$60K 167 (47.04%)

Political orientation,a mean (SD) 3.42 (1.75)
Received COVID-19 vaccine, Wave 5 48 (13.52)
Received COVID-19 vaccine, Wave 6 248 (69.86)
Received COVID-19 vaccine, Wave 7 274 (77.18)

a Political orientation: (1) very liberal, (2) liberal, (3) slightly liberal, (4) moderate,
(5) slightly conservative, (6) conservative, and (7) very conservative.
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study protocols were approved by the Johns Hopkins Bloomberg
School of Public Health Institutional Review Board.

Measures

Three items assessed COVID-19 disclosure stigma. These items
were designed to target disclosure stigma within the three inter-
personal relationship domains of friends, family, and close contacts.

These three domains are frequently included in stigma-related
scales seeking to measure secrecy and disclosure around stigma-
tized health conditions (e.g. mental illness,30e32 HIV33). The three
items were as follows: ‘If I had a positive coronavirus test, I would
feel very uncomfortable telling my friends,’ ‘If I had a positive
coronavirus test, I would feel very uncomfortable telling my family,’
and ‘If I had a positive coronavirus test, I would feel very uncom-
fortable telling people that I had recently been in close contact
with.’ Although often the ‘close contacts’ domain may be asked
about in other scales using terms such as ‘community members’ or
‘coworkers,’we use the language of ‘people that I had recently been
in close contact with’ to better align with COVID-19 prevention
efforts and common COVID-19erelated messaging. The partici-
pants responded on a 1- to 5-point Likert scale of ‘strongly
disagree,’ ‘disagree,’ ‘neither agree or disagree,’ ‘agree,’ and
‘strongly agree.’ The sum of the three items at each study wave
formed the stigma scale score (range: 5e15), with higher scores
representing greater disclosure stigma.

COVID-19 testing hesitancy was assessed by asking participants,
‘If you had symptoms of coronavirus, how likely is it that you would
get tested for coronavirus?’Responses included ‘extremely unlikely,’
‘unlikely,’ ‘neutral,’ ‘likely,’ and ‘extremely likely.’ToassessCOVID-19
testing hesitancy, a dichotomous variable was created to compare
those not likely to get a COVID-19 test when symptomatic (re-
sponses of ‘extremely unlikely,’ ‘unlikely,’ and ‘neutral’) to those
likely to be tested (responses of ‘extremely likely’ and ‘likely’). De-
mographics were assessed at baseline data collection (March 2020),
and variables included age, race/ethnicity, sex, family income, edu-
cation, and political orientation. Age was assessed as a continuous
variable. The respondents' race/ethnicity included ‘White,’ ‘non-
Hispanic Black,’ ‘Hispanic,’ ‘Asian,’ ‘Mixed,’ or ‘Other.’ Due to small
sample size, ‘Hispanic,’ ‘Asian,’ ‘Mixed,’ and ‘Other’ were collapsed
into ‘Other.’ Sex of the respondents was based on their reported sex
assigned at birth. Household income was dichotomized, based on
themedian, at 60,000USDor less vsmore than 60,000USDper year.
Education was also dichotomized based on the median, at some
college degree or less vs bachelor's degree or higher. As the response
to COVID-19 in the United States has become politically oriented,
participants were also asked about their political orientation on a
scale from ‘very liberal,’ ‘liberal,’ ‘slightly liberal,’ ‘moderate,’ ‘slightly
conservative,’ ‘conservative,’ to ‘very conservative,’ with higher
scores representingmore conservative orientations. Two people did
not identify their political ideology and were coded as moderate.

A supplementary analysis also adjusted for vaccination status.
This analysis focused on waves 5, 6, and 7 because vaccines were
not available at the time of prior survey waves. Vaccination status
was assessed at each of these three waves and compared partici-
pants who had received at least one dose of a COVID-19 vaccine to
participants who had received no doses. A second supplemental
analysis assessed the independent effect of each of the COVID-19
disclosure stigma items on COVID-19 testing hesitancy.

Analyses

We used descriptive statistics to assess COVID-19 disclosure
stigma and testing hesitancy when having symptoms of COVID-19
at each study wave. A factor analysis and Cronbach's alpha were
16
used to assess the factor structure and internal consistency of the
COVID-19 Disclosure Stigma scale. Paired t-tests assessed change in
mean COVID-19 disclosure stigma, andMcNemar's Chi-squared test
assessed change in COVID-19 testing hesitancy between study
waves.

Unadjusted logistic regressionmodels examined the relationship
between COVID-19 disclosure stigma and testing hesitancy at each
study wave. To assess the independent association between COVID-
19 disclosure stigma and testing hesitancy, multivariablemodels for
each of the four study waves were analyzed, adjusting for de-
mographic variables. In the logistic regression models, COVID-19
disclosure stigma was converted to a z-score. A first supplemental
analysis used multivariable logistic regression models to examine
the relationshipbetweenCOVID-19disclosure stigmaandhesitancy,
adjusting for demographics as well as COVID-19 vaccination status.
The second supplementary analysis examined each COVID-19
disclosure stigma item separately to assess the independent effect
of each measure using bivariate and multivariable models. All ana-
lyses were performed using STATA 17 (StataCorp).34
Results

Table 1 shows the demographic characteristics of the study
population. The mean age of study participants was 42.22 years (SD
11.94). About half of the sample (55.49%) was female, and 82.82%
wereWhite. The political ideology of participants was diverse, with
51.27% identifying as liberal, 22.25% as moderate, and 26.48% as
conservative. More than half (59.72%) of participants had received a
bachelor's degree or higher, and 47.04% reported a household in-
come >$60,000. At wave 5, 13.52% of participants reported
receiving at least one dose of the COVID-19 vaccine. This increased
to 69.86% at wave 6 and 77.18% at wave 7.

Across the four study waves, participants reported the greatest
disclosure stigma in reporting a positive test to close contacts
(Fig. 1, 21.13% in wave 4e19.15% in wave 7) followed by disclosure
stigma around telling friends (14.93% in wave 4e10.70% in wave 7).
The least disclosure stigma was in reporting positive results to
family (9.58% inwave 4e4.23% inwave 7). The COVID-19 Disclosure
Stigma Scale indicated a one factor structure at each study wave
and high internal consistency (a wave 4 ¼ 0.85; a wave 5 ¼ 0.82; a
wave 6 ¼ 0.79; a wave 7 ¼ 0.80; Table 2). Scores on the COVID-19
Disclosure Stigma Scale did not significantly change between



Fig. 1. Frequency of endorsing COVID-19 disclosure stigma items across study waves.
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wave 4 and 5, nor between wave 5 and wave 6 (Fig. 2). However,
there was a significant decline in COVID-19 disclosure stigma be-
tween waves 6 and 7 (P ¼ 0.030).

Over the four study waves, COVID-19 testing hesitancy when
symptomatic ranged from 23.10% to 29.58% (Fig. 3). A statistically
significant increase in COVID-19 testing hesitancy was evident
between waves 5 and 6 (P ¼ 0.044) followed by a significant
decrease between waves 6 and 7 (P ¼ 0.005).

In the logistic regression models (Table 3), older age was asso-
ciated with decreased odds of COVID-19 testing hesitancy in un-
adjusted waves 5, 6, and 7 models, and these relationships
remained significant in each of the adjusted models. Women had
decreased COVID-19 testing hesitancy odds compared with males
in wave 6 only. Participants reporting a more conservative political
ideology had increased odds of COVID-19 testing hesitancy in both
the unadjusted and adjusted models for waves 4, 5, and 6. For wave
7, the relationship between political ideology and testing hesitancy
was only significant in the adjusted models. Higher COVID-19
stigma showed a consistent relationship with increased odds of
Table 2
Factor structure of COVID-19 Disclosure Stigma scale.

COVID-19 Disclosure Stigma Scale
Items

Study wave 4 Study wave

Eigen-value Factor loading Eigen-value

If I had a positive coronavirus test, I
would feel very uncomfortable
telling my friends.

1.90 0.80 1.67

If I had a positive coronavirus test, I
would feel very uncomfortable
telling my family.

�0.10 0.83 �0.14

If I had a positive coronavirus test, I
would feel very uncomfortable
telling people that I had recently
been in close contact with.

�0.15 0.74 �0.16

Cronbach Alpha a ¼ 0.85 a ¼ 0.82

17
COVID-19 testing hesitancy. This relationship was significant in all
unadjustedmodels as well as in the multivariable models for waves
5, 6, and 7.

In the first supplemental analysis (Supplemental Table 1),
multivariable models also adjusted for COVID-19 vaccination status
at waves 5, 6, and 7. COVID-19 disclosure stigma remained signif-
icant and independent predictor of vaccination hesitancy at each of
the analyzed waves (wave 5: adjusted odds ratio [aOR] ¼ 1.37, 95%
confidence interval [CI] ¼ 1.07, 1.74; wave 6: aOR ¼ 1.49, 95%
CI ¼ 1.15, 1.95; wave 7: aOR ¼ 1.12, 95% CI ¼ 1.02e1.24).

Participants who had received at least one dose of the COVID-19
vaccine were significantly less likely to report testing hesitancy
when symptomatic at wave 6 (aOR: 0.25, 95% CI: 0.15e0.44) and
wave 7 (aOR:0.24, 95% CI: 0.13e0.45), but this relationship was not
statistically significant in the wave 5 multivariable model.

The findings from analyzing the COVID-19 disclosure items
separately (Supplemental Table 2) show that individual items
performed differently across study waves. COVID-19 disclosure to
friends was significantly associated with COVID-19 testing
5 Study wave 6 Study wave 7

Factor loading Eigen-value Factor loading Eigen-value Factor loading

0.75 1.57 0.73 1.65 0.79

0.76 �0.13 0.75 �0.11 0.73

0.74 �0.17 0.69 �0.18 0.70

a ¼ 0.79 a ¼ 0.80



Fig. 2. Mean COVID-19 disclosure stigma scores by survey wave.

Fig. 3. COVID-19 testing hesitancy by survey wave.
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hesitancy in unadjusted models across study waves but did not
retain significance in adjusted models. Both COVID-19 disclosure
stigma to family and to close contacts were significant in unad-
justed models in two waves, and each retained significance in one
of the waves. The lack of significance for individual items in the
adjusted model can be explained by the high correlations among
the COVID-19 disclosure stigma items (wave 4 r ¼ 0.62e0.73;
18
wave 5 r ¼ 0.59e0.62; wave 6 r ¼ 0.54e0.61, wave 7
r ¼ 0.53e0.64).

Discussion

This study has identified that within this study population,
COVID-19 disclosure stigma is prevalent among US adults and is
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associated with COVID-19 testing hesitancy. These results echo
findings from Earnshaw et al. who cross-sectionally identified a
relationship between stigma and COVID-19 testing in April 2020
before vaccine availability.18 The focus of this study on COVID-19
disclosure stigma specifically, as well as the replication of the
relationship between COVID-19 disclosure stigma and testing
hesitancy across multiple time points, provides additional valida-
tion of the results. Study findings highlight that public health in-
terventions should focus on reducing COVID-19 disclosure stigma,
as COVID-19 testing and disclosure of testing results to close con-
tacts and peers is imperative to mitigate the pandemic.

The significant reduction in COVID-19 disclosure stigma be-
tween study waves 6 and 7 (between June and November of 2021)
suggests that people may be more willing to disclose a positive
COVID-19 test as the pandemic continues. The ongoing trend in
COVID-19 disclosure stigma should be monitored, and factors
associated with the change identified throughout the pandemic.
For example, since the first at-home rapid test was approved by the
Food and Drug Administration in November 2020, at least 15 more
at-home tests have been approved. This increased accessibility is
useful for reducing viral transmission35 and may have made testing
positive for COVID-19 less stigmatizing.

This study also illustrated that participants felt the least
comfortable disclosing a positive test result to close contacts, with
approximately 20% of participants reporting this concern across all
study waves (Fig. 1). This finding suggests that public health in-
terventions should provide conversational tools and strategies to
aid individuals in disclosing a positive COVID-19 diagnosis to close
contacts. Public health communication programs can also help
normalize positive diagnoses and the process of disclosing a posi-
tive test to peers by highlighting celebrities or political figures who
have tested positive and providing conversation starters and
communication strategies to aid individuals in disclosing their
positive results to peers.

Anonymity around one's disclosure of a positive result could
also mitigate stigma and testing hesitancy. Contact tracing provides
a potentially anonymous way to notify contacts of COVID-19, but it
is not available in many locations, and traditional models of contact
tracing may be less effective with highly contagious strains. Hence,
it is still imperative to encourage person-to-person disclosure,
especially to households and close network members. Innovative
technologies, such as websites, apps, or texting services, have been
created by public health entities to anonymously notify a contact of
exposure without revealing the identity of the person with the
positive test. One such example is TellYourContacts.org, which al-
lows you to send an anonymous text or email to someone with
whom you have recently been in close contact. The program also
provides templates for those who may not know what to say to
their close contacts.36

Another key finding from this study was that approximately 25%
of participants reported that they would not be tested for COVID-19
if they experienced symptoms, identifying that COVID-19 testing
hesitancy is a critical public health concern. Although COVID-19
disclosure stigma was a strong and consistent predictor of testing
hesitancy, age and political orientation were also associated with
testing intention. Older age was associated with a decreased odds
of COVID-19 hesitancy. This association could be due to greater
concern about COVID-19 among older populations, a finding
identified by Ni~no et al.37 Individuals identifying with a greater
conservative political ideology weremore likely to report COVID-19
testing hesitancy if symptomatic. This finding may be due, in part,
to perceived social pressure to downplay the seriousness of COVID-
19. Vaccine hesitancy may also be higher among more conservative
individuals due to misinformation propagated by conservative
news sources and political leaders;38,39 these same news sources

http://TellYourContacts.org
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leaders could be engaged in efforts to normalize testing and
disclosure.

In later study waves, COVID-19 vaccination status was found to
be significantly associated with testing hesitancy. The finding that
individuals who have not been vaccinated are also more hesitant to
be tested if symptomatic is alarming. Testing for early detection is
essential for unvaccinated individuals because they are more likely
to develop severe symptoms if they contract COVID-19, and anti-
viral medications for COVID-19 are most effective if administered
soon after infection.4 Future research should assess barriers to
testing for unvaccinated individuals. It may be that these in-
dividuals would be more willing to be tested with at-home test kits
rather than at public testing facilities. This study also identified a
significant increase in COVID-19 testing hesitancy between wave 5
(March 2021) and wave 6 (June 2021) and a decrease between
waves 6 (June 2021) and 7 (November 2021). This finding aligns
with testing uptake trends in the United States.40 The decrease and
increase could be associated with lower and higher rates of COVID-
19, respectively, during this period. Further research is needed to
understand better the factors associated with these trends. For
example, sex was only associated with COVID-19 vaccine hesitancy
at wave 6, with females reporting significantly reduced vaccine
hesitancy compared to males. As COVID-19 positivity rates were
experiencing a downward trend at this time, it may be that females’
comparedwithmales’ testing intention is less sensitive to changing
rate of community spread.

The present study is one of the first to assess COVID-19 testing
hesitancy and COVID-19 disclosure stigma. Future studies should
examine additional drivers of these two underexamined con-
structs. To expand on the present study, researchers should
examine barriers to disclosure and how to make it a more
normative behavior. Future research should also examine groups at
greater risk of experiencing COVID-19 disclosure stigma as well as
intervention strategies to mitigate it. For example, research sug-
gests that stigma related to COVID-19 disproportionately impacts
racial/ethnic minoritized groups in the United States.41

Study limitations should be noted. The online MTurk sample
may not be generalizable to all US adults, although samples from
MTurk have been found to outperform other convenience sam-
ples.26 This study is not representative of Hispanic and Asian US
residents, which are populations that have been uniquely affected
by poor COVID-19 outcomes and discrimination, respectively.
Furthermore, this study assessed testing intention rather than
testing uptake, and intentions may not reflect behaviors when
someone is actually symptomatic. Future studies should assess the
outcome of acquiring testing when symptomatic as well as
examine delays in COVID-19 testing due to disclosure stigma.
Qualitative studies are needed to better understand domains of
COVID-19 disclosure stigma and can aid in the development of
measurement tools. Future studies should assess barriers and fa-
cilitators to COVID-19 testing. Underlying health status, insurance
status, living conditions, and local COVID-19 rates may be associ-
ated with willingness to get tested for COVID-19 when symptom-
atic and warrant further examination. Factors associated with
COVID-19 stigma also warrant additional research. For example,
there may be an interaction between COVID-19 stigma and political
party.

The dynamics of the ongoing COVID-19 pandemic depend on
the emergence of new variants as well as the rapid identification,
intervention, and disclosure of positive cases. Although trends in
testing hesitancy are declining, approximately one-quarter of re-
spondents reported hesitancy to be tested when symptoma-
ticdparticularly people with more conservative political ideology
and those with greater COVID-19 disclosure stigma. These findings
suggest that current methods of COVID-19 case monitoring are
20
likely not capturing many positive cases, as a substantial portion of
US residents are hesitant to be tested when symptomatic. To keep
case counts contained and limited, intervention efforts must focus
on reducing testing hesitancy and increasing willingness to disclose
positive results to peers. Public health interventions that provide
strategies for increasing the disclosure of positive results and
facilitating anonymous disclosure are needed.
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