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Abstract

Background: Hispanics in the United States are disproportionately affected by the novel coronavirus (COVID-19).
While social distancing and quarantining are effective methods to reduce its spread, Hispanics, who are more likely
to be essential workers and live in multigenerational homes than non-Hispanics, may face challenges that limit their
ability to carry out these preventative efforts. We elicited the experiences of Hispanic adults with social distancing
and self-quarantining during the COVID-19 pandemic in New York.

Methods: In this qualitative study, Hispanic adults receiving care at a federally qualified community health center in
East Harlem, New York, were recruited for remote one-on-one semi-structured interviews from 5/15/2020 to 11/17/
2020. Interviews were conducted by a bilingual interviewer in Spanish or English, using a semi-structured topic
guide informed by the Health Belief Model. Audio-recordings were professionally transcribed. We used thematic
analysis to iteratively code the data. Each transcript was independently coded by two research team members, then
reconciled by a third. Major themes and subthemes were identified.

Results: Among 20 participants, four major themes emerged; Hispanics were: (1) fearful of contracting and
transmitting COVID-19, (2) engaging in practices to reduce transmission of COVID-19, (3) experiencing barriers to
social distancing and quarantining, and (4) facing an enduring psychological and physical toll from COVID-19.

Conclusions: Despite understanding the risks for contracting COVID-19 and taking appropriate precautions,
Hispanics faced numerous challenges to social distancing and quarantining, such as living in crowded, multi-
generational households, working as essential workers, and providing unpaid care to family members. Such
challenges took a toll on their physical, emotional, and financial well-being. Our findings suggest that a tailored
approach to public health messaging and interventions for pandemic planning are warranted among members of
this community. Further research is needed to understand and mitigate the long term physical and psychological
consequences of the pandemic among Hispanics.
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Crowding, Essential workers
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Background
Hispanics are the largest ethno-racial minority group in
the United States (US) and have been disproportionately
affected by the novel coronavirus (COVID-19) [1]. By
March 2021, age-adjusted mortality rates in New York
City, one of the primary epicenters of the pandemic,
were 324/100,000 for Hispanics compared to 173/
100,000 for non-Hispanic Whites [2, 3]. Neighborhood-
level analyses have revealed that mortality rates per
capita were highest in the Bronx, a borough that is
nearly 50% Hispanic [2, 4, 5]. Additionally, communities
with higher population shares of Hispanic residents have
had higher rates of confirmed COVID-19 cases [6, 7].
A key strategy to reduce the transmission of COVID-

19 has been through social distancing, which involves in-
creasing the physical space (6 feet) between people to
avoid spreading illness [8]. This, however, may be chal-
lenging in predominantly Hispanic communities, since
many Hispanics are frontline workers in the food, clean-
ing and healthcare industries [9, 10]. As such, social dis-
tancing is not always possible. Quarantining at home
may also pose particular challenges for Hispanics since
many live in crowded multigenerational homes, which
have been associated with unfavorable outcomes [11–
13]. Despite these barriers, few studies have examined
the psychosocial, socioeconomic and logistic factors
which affect the understanding and the feasibility of so-
cial distancing among Hispanics.
In this context, we aimed to understand the experi-

ences of an under-resourced Hispanic community with
social distancing and quarantining during the COVID-
19 pandemic in New York City. Specifically, we sought
to elucidate unique drivers of and challenges with social
distancing and quarantining among Hispanic patients of
a federally qualified health center.

Methods
Setting and study population
This qualitative study was conducted from May 15 to
November 17, 2020 in collaboration with a federally-
qualified community health center that serves a predom-
inantly Hispanic community [14]. The health center is a
primary care clinic that was established in East Harlem
over 40 years ago and provides numerous resources, in-
cluding immigration and legal services, to the surround-
ing community. Due to its location and proximity to the
boroughs of Queens and the Bronx, the clinic serves a
diverse Hispanic population. One study author (CJG) is
a clinician at this community health center.
Patients were eligible to participate if they were: 1) 18

years of age or older; 2) self-identified as Hispanic; and
3) spoke English or Spanish. Convenience sampling was
used initially to recruit participants. The investigators
transitioned to purposive sampling to achieve a sample

that was balanced across age, gender, prior confirmed or
probable exposure to COVID-19, and English language
proficiency [15]. Eligible and interested participants were
first identified by the primary care providers at the
clinic. Next, using a standardized script, the lead investi-
gator (CJG) directly contacted interested participants by
telephone to further assess eligibility and explain the de-
tails of this voluntary study. Participants provided verbal
consent, including permission to record the interview
and publish de-identified excerpts from the interview.
Following the interview, they received a $25 gift card.
The study was approved by the Weill Cornell Medicine
Institutional Review Board (Protocol 20–04021971). This
manuscript adheres to the Consolidated Criteria for
Reporting Qualitative Research (COREQ) reporting
guideline [16].

Data collection
One researcher (CJG) trained in qualitative methods
conducted interviews in English and Spanish using a
semi-structured topic guide and Zoom software. The
topic guide was informed by the Health Belief Model,
[17] a conceptual model that often is used in health ser-
vices research to understand public and patient engage-
ment in specific health behaviors. This model includes
four main constructs which predict health behavior: 1)
perceived threat from a health condition (comprised of
perceived susceptibility and perceived severity); 2) likeli-
hood of enacting the health behavior (comprised of per-
ceived benefits and perceived barriers); 3) cues to action
(motivating factors); and 4) self-efficacy (one’s belief in
the ability to actually perform the change). With these
four guiding constructs, the topic guide interview ques-
tions broadly focused on: 1) understanding and per-
ceived risk of COVID-19, 2) perceived benefits of social
distancing measures, 3) barriers and challenges to effect-
ively socially distance and quarantine, and 4) potentially
helpful resources to facilitate social distancing and quar-
antine practices (Additional File 1). The topic guide was
reviewed and edited for clarity by senior authors (MRS,
MFS) and by leadership at the community health center.
The topic guide then was translated into Spanish and
reviewed by multiple native Spanish speakers for clarity
and validity.
Interviews lasted between 20 and 30min and were

audio recorded and professionally translated and tran-
scribed by Ubiqus [18]. Interviews were not repeated
and transcripts were not returned to participants for
comment or correction. Interviews continued until no
new themes emerged [19]. In addition to the qualitative
components of the interviews, we collected self-reported
demographic data including: age, gender, race/ethnicity,
Hispanic origin, nativity (US-born vs not), English
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proficiency, education, medical history, household size,
and health literacy.

Analysis
We performed a thematic analysis of the data, an ap-
proach that has been widely used in health-related re-
search when an existing conceptual framework is utilized
[20]. Data were managed, organized, and analyzed using
Dedoose, a protected qualitative software system [21].
Two investigators (OA, HAM) used an open coding sys-
tem to independently code an initial transcript. Coding of
this initial transcript was then reconciled by the lead in-
vestigator (CJG) and codes were consolidated into an ini-
tial code book that was then reviewed by a senior author
(MRS). This consolidated code book was used by two
coders at a time (BAA, GC, HAM, OA) to individually
analyze subsequent transcripts, adding new codes as they
emerged. All coding was reconciled and new codes ap-
proved by the lead authors (CJG and MRS). The final
codebook consisted of 65 unique codes (Additional File 2).
Saturation, the point at which no new codes emerged, was
achieved at interview 16 [22]. We conducted 4 additional
interviews beyond saturation because these participants
were already scheduled to participate. An iterative coding
process was used to deductively and inductively label data
according to repeated concepts [23, 24]. Once coding of
all interviews was completed, these codes were consoli-
dated into categories according to similar and contrasting
properties and dimensions, and then consolidated into
unifying themes, reconciling discrepancies through discus-
sion [25].

Results
A total of 20 participants were interviewed (Table 1).
Participants had a mean (SD) age of 47.6 (17.0) years,
65% were female, 65% were not born in the United
States, and 70% had at least completed high school.
Most identified as Puerto Rican (40%), Mexican (35%),
and/or Ecuadorian (30%). A total of 20% of participants
had two or more underlying medical conditions, the
most common being high blood pressure (n = 7), heart
disease (n = 4), and diabetes (n = 3).
Four major themes emerged, each with subthemes

(Table 2). We present them along with representative
quotations.

Theme (1): fear of contracting and transmitting COVID-19
Participants were acutely aware of COVID-19. They re-
ported hearing about its spread through news updates
on television and received frequent reminders about the
importance of social distancing in various settings. In
addition, many participants had relatives or friends who
had contracted or died from COVID-19, which

compounded their awareness and their fear of it. As one
participant summarized it:

‘We began to see it in people close to us. My friend
was admitted to the hospital, then another person
passed away. Then my son’s coach also passed
away.’

Table 1 Demographic characteristics of 20 participants

n (%) or mean (SD)

Interview language, Spanish 12 (60%)

Age, years 47.6 (17.0)

Female gender 13 (65%)

Hispanic Origina

Puerto Rico 8 (40%)

Mexico 7 (35%)

Ecuador 6 (30%)

Cuba 1 (5%)

El Salvador 1 (5%)

Colombia 1 (5%)

Nativity, Immigrant 13 (65%)

English Proficiency

Well or Very well 13 (65%)

Not well or not at all 7 (35%)

Educational attainment

Did not complete high school 9 (45%)

Completed high school 5 (25%)

Some college 3 (15%)

Completed college 3 (15%)

Number of comorbiditiesb

0 5 (25%)

1 11 (55%)

2 2 (10%)

≥ 3 2 (10%)

Current smoker 3 (15%)

Household size

1 to 2 people 6 (30%)

3 to 4 people 9 (45%)

≥ 5 people 5 (25%)

Health literacyc

Extremely or quite a bit 16 (80%)

Somewhat 3 (15%)

A little bit or not at all 1 (5%)
aParticipants could select multiple Hispanic origin identities
bComorbidities were based on self-reported history of diabetes, high blood
pressure, high cholesterol, any history of cancer, heart problems, liver
problems, kidney problems, lung problems, problems with the immune
system, or depression/anxiety
cBased on the question “How confident are you filling out medical forms
by yourself?”
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Beyond their concerns about contracting COVID19
themselves, many worried about unknowingly transmit-
ting the virus to their family members. One participant
explained:

‘I was working during the pandemic and I was
really, really scared for my mother and my grand-
son, because I didn’t want to infect them.’

Participants were particularly concerned about con-
tracting and transmitting COVID-19 among those whom
they perceived to be high risk. This included older adults
and people with underlying medical conditions. As one
participant expressed:

‘My wife has diabetes. She would die if she got
infected.’

Theme (2): engaging in practices to reduce transmission
of COVID-19
As fears and concerns about COVID-19 arose, partici-
pants reported taking numerous precautions to
minimize their risk. They described attempts to stay in-
doors, sanitize surfaces, practice good hand hygiene, use
personal protective equipment such as masks and gloves,
and social distance. They also aimed to cease interac-
tions with friends and family members. One participant
stated:

‘Outside the house, I am definitely keeping my six
feet away from anyone.’

Many participants adopted these standard precautions
after gathering information on COVID-19 from multiple

sources, and turning to friends, family members, and
health providers for advice. One participant recounted:

‘I have a daughter that’s a nurse. She calls us and
coaches us on what to do and not to do. She’s telling
us daily what’s going on.’

Some participants took even more precautions (beyond
standard ones), which they felt minimized their risk
of transmitting COVID-19. One participant described
it as such:

‘I would spray my whole entire body with Lysol …
getting rid of anything that I had on because I was
so scared for my grandson.’

Others declined resources and health-related care ser-
vices -- such as physical therapy, health aides and physi-
cians’ visits -- in order to decrease transmission risk.
One participant explained:

‘I was without a home health aide for two weeks be-
cause I was afraid of getting infected. I had to do
everything with one hand because my other hand
doesn’t have strength. I couldn’t take a shower.’

Theme (3): barriers to social distancing and quarantining
Despite efforts to take precautions, participants felt that
several factors made it challenging to social distance,
which placed them at an increased risk for COVID-19
transmission. For example, several participants noted that
they or their family members were essential workers or
healthcare workers, and acknowledged the risks associated
with those professions. As one participant expressed it:

‘My husband, my daughter, they both are essential workers.
They both have to go out. They both have to work.’

In addition to these paid jobs which made social dis-
tancing hard, many also served as long-term caregivers
to their family members, which further compounded
their inability to socially distance. One participant de-
scribed the experience of caring for her mother, who
lived separately:

‘I take care of everything in the household … She will
be in her room while I make sure everything is good,
and then I'll just leave. I haven't really touched my
mom going on four months, which is hard.’

Additionally, many felt obligated to care for family
members or friends who had become actively infected,
despite knowing that they were putting themselves at
risk, noting that those individuals would otherwise have

Table 2 Major Themes and Subthemes Summarizing
Experiences with Social Distancing and Self-Quarantining
Among Hispanics During the Coronavirus Disease 2019 (COVID-
19) Pandemic

(1) Fear of contracting and transmitting COVID-19
• Aware and afraid
• Frequent exposure
• Transmission to family and others
• Risk perception

(2) Engaging in practices to reduce transmission of COVID-19
• Standard precautions
• Gathering information
• Extraordinary precautions

(3) Barriers to social distancing and quarantining
• Social and financial obligations
• Accessing basic goods and services
• Unreliable information

(4) Enduring psychological and physical toll of the pandemic
• Psychological impact
• Physical health
• Financial Strain
• Mechanisms of hope and coping
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no other assistance or support. One participant described
such a situation:

‘When my husband got sick, I couldn’t just leave
him. I cared for him. He would stay on the bottom
bunk bed, and my son and I on top. That was the
only distance for us.’

Adding to their struggles, many participants described
being forced to put themselves at risk in order to run er-
rands for themselves or for their loved ones. One partici-
pant noted:

‘If the doctor asks me to go to an appointment, I
need to go. I have to take public transportation to go
to Manhattan.’

Participants also expressed that there was a lack of re-
liable and accurate information, and at times poor com-
munication from health providers, which made it
difficult to understand and trust what precautions to
take during the pandemic, including how to isolate. One
participant said:

‘My partner said he felt like he was dying … The
doctor told him to stay home and ride it out, and
nothing else. He felt very dismissed and unsupported.
He ultimately went to the hospital and was hospital-
ized for four days.’

Similarly, participants reported uncertainty about the
required duration of self-isolation following a potential
exposure or positive test, with several explaining that
they were told to isolate for months at a time.

Theme (4): enduring psychological and physical toll of
the pandemic
In addition to experiencing barriers to social distancing
and self-quarantining, participants also commented that
the pandemic – including trying to adhere to these pro-
tective measures -- affected their overall wellbeing, par-
ticularly their mental health. Many participants referred
to feelings of isolation and depression as a function of
quarantining from their friends and families. Addition-
ally, they expressed feeling anxious about the pandemic,
particularly during quarantining. In several cases, the
symptoms of these stressors, including rapid breathing
and palpitations, were indistinguishable from those of
COVID19, causing further distress, uncertainty, and fear.
As one participant explained:

‘It wouldn’t let me sleep. I was really afraid to. The
last time the ambulance came, he told me it was a
panic attack.’

Beyond mental health, participants spoke about the
pandemic’s negative impact on their overall physical
health, either because of refractory symptoms of
COVID-19 or because of deconditioning and food-
insecurity during quarantining. One participant noted:

‘I’d go out a lot, and when they were giving me ther-
apy, I was getting better, I’d go out to play domino
at the park. With the pandemic, I stopped going out,
and physical therapy shut down. Because of that,
everything hurts a lot.’

Participants also alluded to the financial impact of the
pandemic, with many being suddenly and permanently
unemployed while simultaneously incurring large unex-
pected expenses. One participant stated:

‘The hospital told me to go to a cheap hotel nearby.
They charged me $2,000 and I was left without any-
thing. Now, I have no means. There’s no work. I
haven't paid rent or electricity in three months.’

Despite these challenges, participants expressed resi-
lience and discussed how they were adapting their day-
to-day routines and mindset to remain strong. One
participant summarized:

‘From here on, keep on fighting and keep on
recovering.’

Discussion
To our knowledge, this is the first study to describe the
experiences of an under-resourced Hispanic community
with social distancing and self-quarantining during the
COVID-19 pandemic. Our findings suggest that His-
panic adults had substantial knowledge and fears regard-
ing COVID-19, with many of them having been exposed
to the virus either directly or through close contacts.
Despite attempting to take precautions to minimize their
risk, numerous challenges limited their ability to social
distance. Their frequent role as essential workers placed
them at particularly high risk, as did their simultaneous
duties as family caregivers. Additionally, a lack of reliable
information, at times from healthcare providers, made it
challenging to identify the appropriate precautions to take.
Together, their increased risk of exposure coupled with
barriers to social distancing, strained the psychological,
physical, and financial well-being of this community.
This study expands our understanding of how

COVID-19 affects Hispanic communities. Observational
data has found that age-adjusted hospitalization rates
and deaths are often higher among Hispanics compared
to non-Hispanics, and our study sheds light as to why
this may be [1, 7, 26]. Beyond age and clinical
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morbidities, we found that several social determinants of
health may be powerful drivers of these observed inequi-
ties. First, employment in non-remote essential indus-
tries increased participants’ exposure to COVID-19.
Second, housing in crowded and multigenerational homes
limited their ability to social distance and quarantine when
necessary. Indeed, a recent study by Podewils et al. found
that among adults with COVID-19, Hispanics reported
larger household sizes than non-Hispanics [27]. However,
this study did not assess the crowdedness of those house-
holds nor the support networks that extend between
households. Third, social support networks and providing
care as family caregivers may have facilitated the spread of
the virus among participants and their loved ones. Future
research that accounts for these unique social determi-
nants among Hispanics is needed.
Another key finding in this study was that participants

often faced challenges obtaining reliable information re-
garding COVID-19 despite substantial efforts to do so.
We found that beyond the news, participants leveraged
their informal social networks, to gain information about
COVID-19 and mitigation precautions. They also relied
on interactions with the healthcare system, either as
healthcare workers or care recipients, to obtain informa-
tion. However, participants often acknowledged that it
was difficult to attain accurate and clear information,
noting an abundance of misinformation and poor com-
munication. Future public health interventions should
aim to leverage these informal support networks and in-
direct contacts with the healthcare system to disseminate
culturally-tailored COVID-19-related information and
messaging that considers the unique barriers to social
distancing faced by this population.
Beyond public health messaging, our findings also sig-

nal a need to evaluate and address the physical and men-
tal health of Hispanic communities during and after
COVID-19. Psychological distress and physical inactivity
were common in our sample, particularly as access to
certain resources and informal support systems were
interrupted. These reports are particularly pertinent
given that mental health [28] and sedentary behaviors
[29] are each independently associated with obesity,
which itself has disproportionately burdened the His-
panic community for decades [30, 31]. In this context,
future research should aim to evaluate the longitudinal
impact of COVID-19 on the behavioral and physical
health of this community. In addition to measuring the
collateral impact of the pandemic, policies should be
proactive in expanding health insurance coverage and
investing in community-engaged collaborations that im-
prove medical and mental health service delivery [32].
Although we used the Health Belief Model to inform

our topic guide and the analysis, our four themes do not
individually correspond with the four main constructs of

the model [17]. Rather, our themes reflect how these
constructs are related to each other, and can serve as an
example to how others utilize this framework for
pandemic-related research. For example, among our par-
ticipants, the perceived threat of COVID-19 was nearly
inseparable from the cue to social distance, and both
constructs emerged in one theme (Fear of Contracting
and Transmitting COVID-19). This adds support to
prior findings that individual constructs in the Health
Belief Model, particularly cue to action, may combine
and interact with each other across different health con-
ditions and behaviors [33, 34]. Similarly, self-efficacy and
likelihood of enacting a health behavior both emerged in
Barriers to Enacting Social Distancing and Quarantining.
Participants noted that multiple social determinants of
health acted as barriers to social distancing, and while
these barriers did not deter them from wanting to en-
gage in practices to reduce transmission, they did make
it challenging to perform those practices adequately. Pol-
icies aiming to address these barriers to social distan-
cing, including work protections for essential workers
and optimizing access to basic goods and services, may
influence the likelihood of taking adequate precautions.

Strengths and limitations
The strengths of our study include our community-
engaged approach recruiting a diverse sample of trad-
itionally underrepresented participants. Additionally, in-
terviews were conducted in both Spanish and English.
Finally, we analyzed the data using a rigorous thematic
analysis which builds upon the health behavior theory.
Our study also has several limitations, however. It is a
qualitative study that is not generalizable but instead
designed to generate hypotheses from the thoroughly
explored experiences of participants. Participants were
recruited from a single clinical setting, and while it
captures a relatively diverse underserved Hispanic popu-
lation, it does not capture issues pertinent to all sub-
groups, including those living in rural areas.

Conclusion
Overall, this under-resourced Hispanic community was
substantially affected by the COVID-19 pandemic.
Although aware of the risks for contracting COVID-19
and committed to taking appropriate precautions, they
faced numerous challenges to social distancing and
quarantining. Such challenges took a toll on their phys-
ical, emotional, and financial well-being. Our findings
suggest that a tailored approach to public health
messaging and interventions for pandemic planning are
warranted among members in this community. Further
research is needed to understand and mitigate the long
term physical and psychological consequences of the
pandemic among Hispanics.

Gonzalez et al. BMC Public Health         (2021) 21:1946 Page 6 of 8



Abbreviations
COREQ: Consolidated Criteria for Reporting Qualitative Research; COVID-
19: Novel coronavirus; PPE: Personal Protective Equipment; US: United States

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12889-021-11939-7.

Additional file 1. Interview Topic Guide. The topic guide used in the
qualitative interviews.

Additional file 2. Code Book. An index of qualitative codes used to
analyze the interviews.

Acknowledgements
Not applicable.

Authors’ contributions
CJG, BAA, GCS, HAM, OA, and MFS were involved in the acquisition, analysis
and interpretation of data. CJG, MFS and MRS contributed to the conception
and design of the work, and substantively revised it. All authors approved
the submitted version and agreed both to be personally accountable for the
author’s own contributions and to ensure that questions related to the
accuracy or integrity of any part of the work, even ones in which the author
was not personally involved, are appropriately investigated, resolved, and the
resolution documented in the literature.

Funding
Support provided by Weill Cornell Medicine Diversity Center of Excellence,
which is supported by the Health Resources and Services Administration
(HRSA) of the U.S. Department of Health and Human Services (HHS), grant
D34HP31879 and Award 1 T1NHP391850100.

Availability of data and materials
The datasets used and/or analyzed during the current study are available
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was approved by the Weill Cornell Medicine Institutional Review
Board (Protocol 20–04021971). Because interviews were conducted remotely
by telephone, and consistent with federal regulations for research that
presents no more than minimal risk of harm to subjects and involves no
procedures for which written consent is normally required outside of the
research context [45 CFR 46.117(c)], the review board waived the
requirement to obtain a signed informed consent form. The consent script
for obtaining verbal consent was approved by the IRB. Interviews were
conducted only after verbal consent was obtained.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 11 April 2021 Accepted: 7 October 2021

References
1. US Centers for Disease Control and Prevention. COVID-19 Hospitalization

and Death by Race/Ethnicity. https://www.cdc.gov/coronavirus/2019-ncov/
covid-data/investigations-discovery/hospitalization-death-by-race-ethnicity.
html. Accessed 29 Jan 2021.

2. NYC Department of Health and Mental Hygiene. COVID-19: Data - NYC
Health. https://www1.nyc.gov/site/doh/covid/covid-19-data.page. Accessed
7 Mar 2021.

3. New York City Department of Health and Mental Hygiene. Age-Adjusted
COVID-Related Mortality Rate in New York City by Race/Ethnicity. 2020.

https://www1.nyc.gov/assets/doh/downloads/pdf/imm/covid-19-deaths-ra
ce-ethnicity-04082020-1.pdf. Accessed 8 Apr 2020.

4. U.S. Census Bureau. U.S. Census Bureau QuickFacts: Bronx County (Bronx
borough), N Y. https://www.census.gov/quickfacts/
bronxcountybronxboroughnewyork. Accessed 13 Apr 2020.

5. Wadhera RK, Wadhera P, Gaba P, Figueroa JF, Joynt Maddox KE, Yeh RW, et al.
Variation in COVID-19 hospitalizations and deaths across new York City
boroughs. JAMA. 2020;323(21):2192–5. https://doi.org/10.1001/jama.2020.7197.

6. COVID-19 Cases in New York City, a Neighborhood-Level Analysis – NYU
Furman Center. https://furmancenter.org/thestoop/entry/covid-19-cases-in-
new-york-city-a-neighborhood-level-analysis. Accessed 12 Apr 2020.

7. Cheng KJG, Sun Y, Monnat SM. COVID-19 death rates are higher in rural
counties with larger shares of blacks and Hispanics. J Rural Health. 2020;
36(4):602–8. https://doi.org/10.1111/jrh.12511.

8. Maragakis LL, Johns Hopkins Medicine. Coronavirus, Social and Physical
Distancing and Self-Quarantine. https://www.hopkinsmedicine.org/health/
conditions-and-diseases/coronavirus/coronavirus-social-distancing-and-self-
quarantine. Published July 15, 2020. Accessed 16 Aug 2020.

9. US Bureau of Labor Statistics. Workers who could work at home, did work
at home, and were paid for work at home, by selected characteristics,
averages for the period 2017–2018. https://www.bls.gov/news.release/flex2.
t01.htm. Accessed 13 Apr 2020.

10. Office of the New York City Comptroller Scott M. Stringer. New York City’s
Frontline Workers. https://comptroller.nyc.gov/wp-content/uploads/
documents/Frontline_Workers_032020.pdf. Accessed 13 Apr 2020.

11. Pew Research Center. Record 64 million Americans live in multigenerational
households. https://www.pewresearch.org/fact-tank/2018/04/05/a-record-64-
million-americans-live-in-multigenerational-households/. Accessed 26 Apr 2020.

12. Vahidy FS, Nicolas JC, Meeks JR, Khan O, Pan A, Jones SL, et al. Racial and
ethnic disparities in SARS-CoV-2 pandemic: analysis of a COVID-19
observational registry for a diverse US metropolitan population. BMJ Open.
2020;10(8):e039849. https://doi.org/10.1136/bmjopen-2020-039849.

13. Emeruwa UN, Ona S, Shaman JL, Turitz A, Wright JD, Gyamfi-Bannerman C,
et al. Associations between built environment, neighborhood
socioeconomic status, and SARS-CoV-2 infection among pregnant women
in new York City. JAMA. 2020;324(4):390–2. https://doi.org/10.1001/jama.202
0.11370.

14. Settlement Health Center. History of Settlement Health. https://
settlementhealth.org/about-us/ourhistory/. Accessed 17 Aug 2020.

15. Etikan I. Comparison of convenience sampling and purposive sampling.
AJTAS. 2016;5(1):1. https://doi.org/10.11648/j.ajtas.20160501.11.

16. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care. 2007;19(6):349–57. https://doi.org/10.1093/intqhc/
mzm042.

17. Janz NK, Becker MH. The health belief model: a decade later. Health Educ Q
1984;11(1):1–47. https://doi.org/10.1177/109019818401100101.

18. Ubiqus Group International language services company. https://www.
ubiqus.com/en-us/. Accessed 17 Aug 2020.

19. Ramani S, Mann K. Introducing medical educators to qualitative study
design: twelve tips from inception to completion. Med Teach. 2016;38(5):
456–63. https://doi.org/10.3109/0142159X.2015.1035244.

20. Guest G, MacQueen K, Namey E. Applied Thematic Analysis. Thousand Oaks:
SAGE Publications, Inc; 2012. https://doi.org/10.4135/9781483384436.

21. Dedoose. https://www.dedoose.com/. Accessed 17 Aug 2020.
22. Guest G, Namey E, Chen M. A simple method to assess and report thematic

saturation in qualitative research. PLoS One. 2020;15(5):e0232076. https://doi.
org/10.1371/journal.pone.0232076.

23. Saldaña J. The coding manual for qualitative researchers. SAGE: Los Angeles; 2016.
24. Srivastava P, Hopwood N. A practical iterative framework for qualitative data

analysis. Int J Qual Methods. 2009;8(1):76–84. https://doi.org/10.1177/16094
0690900800107.

25. Fereday J, Muir-Cochrane E. Demonstrating rigor using thematic analysis: a
hybrid approach of inductive and deductive coding and theme
development. Int J Qual Methods. 2006;5(1):80–92. https://doi.org/10.1177/1
60940690600500107.

26. Lopez L, Hart LH, Katz MH. Racial and ethnic health disparities related to
COVID-19. JAMA. 2021;325(8):719–20. https://doi.org/10.1001/jama.2020.26443.

27. Podewils LJ, Burket TL, Mettenbrink C, et al. Disproportionate Incidence of
COVID-19 Infection, Hospitalizations, and Deaths Among Persons Identifying
as Hispanic or Latino - Denver, Colorado March–October 2020. MMWR

Gonzalez et al. BMC Public Health         (2021) 21:1946 Page 7 of 8

https://doi.org/10.1186/s12889-021-11939-7
https://doi.org/10.1186/s12889-021-11939-7
https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-discovery/hospitalization-death-by-race-ethnicity.html
https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-discovery/hospitalization-death-by-race-ethnicity.html
https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-discovery/hospitalization-death-by-race-ethnicity.html
https://www1.nyc.gov/site/doh/covid/covid-19-data.page
https://www1.nyc.gov/assets/doh/downloads/pdf/imm/covid-19-deaths-race-ethnicity-04082020-1.pdf
https://www1.nyc.gov/assets/doh/downloads/pdf/imm/covid-19-deaths-race-ethnicity-04082020-1.pdf
https://www.census.gov/quickfacts/bronxcountybronxboroughnewyork
https://www.census.gov/quickfacts/bronxcountybronxboroughnewyork
https://doi.org/10.1001/jama.2020.7197
https://furmancenter.org/thestoop/entry/covid-19-cases-in-new-york-city-a-neighborhood-level-analysis
https://furmancenter.org/thestoop/entry/covid-19-cases-in-new-york-city-a-neighborhood-level-analysis
https://doi.org/10.1111/jrh.12511
https://www.hopkinsmedicine.org/health/conditions-and-diseases/coronavirus/coronavirus-social-distancing-and-self-quarantine
https://www.hopkinsmedicine.org/health/conditions-and-diseases/coronavirus/coronavirus-social-distancing-and-self-quarantine
https://www.hopkinsmedicine.org/health/conditions-and-diseases/coronavirus/coronavirus-social-distancing-and-self-quarantine
https://www.bls.gov/news.release/flex2.t01.htm
https://www.bls.gov/news.release/flex2.t01.htm
https://comptroller.nyc.gov/wp-content/uploads/documents/Frontline_Workers_032020.pdf
https://comptroller.nyc.gov/wp-content/uploads/documents/Frontline_Workers_032020.pdf
https://www.pewresearch.org/fact-tank/2018/04/05/a-record-64-million-americans-live-in-multigenerational-households/
https://www.pewresearch.org/fact-tank/2018/04/05/a-record-64-million-americans-live-in-multigenerational-households/
https://doi.org/10.1136/bmjopen-2020-039849
https://doi.org/10.1001/jama.2020.11370
https://doi.org/10.1001/jama.2020.11370
https://settlementhealth.org/about-us/ourhistory/
https://settlementhealth.org/about-us/ourhistory/
https://doi.org/10.11648/j.ajtas.20160501.11
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1177/109019818401100101
https://www.ubiqus.com/en-us/
https://www.ubiqus.com/en-us/
https://doi.org/10.3109/0142159X.2015.1035244
https://doi.org/10.4135/9781483384436
https://www.dedoose.com/
https://doi.org/10.1371/journal.pone.0232076
https://doi.org/10.1371/journal.pone.0232076
https://doi.org/10.1177/160940690900800107
https://doi.org/10.1177/160940690900800107
https://doi.org/10.1177/160940690600500107
https://doi.org/10.1177/160940690600500107
https://doi.org/10.1001/jama.2020.26443


Morb Mortal Wkly Rep. 2020;69(48):1812–6. https://doi.org/10.15585/mmwr.
mm6948a3.

28. Milaneschi Y, Simmons WK, van Rossum EFC, Penninx BW. Depression and
obesity: evidence of shared biological mechanisms. Mol Psychiatry. 2019;
24(1):18–33. https://doi.org/10.1038/s41380-018-0017-5.

29. de Rezende LFM, Rey-López JP, VKR M, do Carmo Luiz O. Sedentary
behavior and health outcomes among older adults: a systematic review.
BMC Public Health. 2014;14(1):333. https://doi.org/10.1186/1471-2458-14-333.

30. Ogden CL, Fryar CD, Martin CB, Freedman DS, Carroll MD, Gu Q, et al.
Trends in obesity prevalence by race and Hispanic Origin-1999-2000 to
2017-2018. JAMA. 2020;324(12):1208–10. https://doi.org/10.1001/jama.202
0.14590.

31. Velasco-Mondragon E, Jimenez A, Palladino-Davis AG, Davis D, Escamilla-
Cejudo JA. Hispanic health in the USA: a scoping review of the literature.
Public Health Rev. 2016;37(1):31. https://doi.org/10.1186/s40985-016-0043-2.

32. Goldfield NI, Crittenden R, Fox D, McDonough J, Nichols L, Lee RE. COVID-
19 crisis creates opportunities for community-centered population health:
community health Workers at the Center. J Ambul Care Manage. 2020;43(3):
184–90. https://doi.org/10.1097/JAC.0000000000000337.

33. Abraham C, Sheeran P. The health belief model. In: Conner M, Normal P,
editors. Predicting health behavior. 2nd ed. Philadelphia: Open University
Press; 2005. p. 28–80.

34. Harrison JA, Mullen PD, Green LW. A meta-analysis of studies of the health
belief model with adults. Health Educ Res. 1992;7(1):107–16. https://doi.
org/10.1093/her/7.1.107.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Gonzalez et al. BMC Public Health         (2021) 21:1946 Page 8 of 8

https://doi.org/10.15585/mmwr.mm6948a3
https://doi.org/10.15585/mmwr.mm6948a3
https://doi.org/10.1038/s41380-018-0017-5
https://doi.org/10.1186/1471-2458-14-333
https://doi.org/10.1001/jama.2020.14590
https://doi.org/10.1001/jama.2020.14590
https://doi.org/10.1186/s40985-016-0043-2
https://doi.org/10.1097/JAC.0000000000000337
https://doi.org/10.1093/her/7.1.107
https://doi.org/10.1093/her/7.1.107

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Setting and study population
	Data collection
	Analysis

	Results
	Theme (1): fear of contracting and transmitting COVID-19
	Theme (2): engaging in practices to reduce transmission of COVID-19
	Theme (3): barriers to social distancing and quarantining
	Theme (4): enduring psychological and physical toll of the pandemic

	Discussion
	Strengths and limitations

	Conclusion
	Abbreviations
	Supplementary Information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	References
	Publisher’s Note

