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A B S T R A C T   

Rationale: The COVID-19 pandemic has disproportionately impacted Black Americans. Inequities in systems and 
social determinants of health along with racial health disparities impact degree of pandemic preparedness. 
Objective: In early pandemic stages, we aimed to explore: 1) state of pandemic preparedness; 2) effects of socio- 
ecological factors on preparedness; and 3) multi-level strategies to increase preparedness among uniquely, 
vulnerable Black American subgroups. 
Methods: We conducted 62 in-depth interviews with Black American community members representing parents, 
individuals with underlying medical conditions, essential workers, and young adults. Based on the McLeroy’s 
Model Ecological for Health Promotion, an inductive-deductive content analysis approach was used to analyze 
the interview data around the factors influencing preparedness on individual, interpersonal processes and pri-
mary groups, community/institutional, and public policy. 
Results: Majority (56.5%) of the participants stated they were somewhat or very prepared. We identified four 
themes: 1) Lived Experiences during the COVID-19 Pandemic; 2) Challenges experienced during the COVID-19 
Pandemic; 3) I would do this differently they say; 4) Changes Needed to Survive the Pandemic relate to Public 
Policy, Community/institutional factors, and Interpersonal processes and primary group(s). All participants 
described their adjustments to live in the new norm. Participants identified perceived challenges and solutions on 
multi-levels, driven by subgroup. 
Conclusions: Pandemic response plans should use targeted strategies across multi-levels to enhance the pre-
paredness of Black Americans, especially those in vulnerable groups. This could reduce the disproportionate 
COVID-19 disease burden exhibited by Black Americans and better prepare for future pandemics.   

1. Introduction 

The COVID-19 pandemic has exposed the severity of biological 
threats and the vulnerability in preparedness plans globally (Khan et al., 
2020). In the U.S., there have been over 62 million cases and 840,000 
deaths as of January 12, 2022 (Centers for Disease Control and Pre-
vention [CDC], 2022). Black Americans bear the burden of COVID-19 
(Vasquez Reyes, 2020) with hospitalization and mortality rates being 
three and two times higher compared to White Americans (CDC, 2021b). 

During the Trump Administration, agenda-political factors of 
decision-makers and organizations, bureau-organizational factors such 
as policy failure (e.g., disbandment of disaster and preparedness unit), 
and psychological factors which can impact threat perception and 
decision-making in early pandemic stages exacerbated COVID-19 out-
comes (Hanage et al., 2020; Parker and Stern, 2022). Pandemic pre-
paredness is key to minimizing threats on health outcomes and existing 
disparities through: 1) reducing the spread of the biological threat, 2) 
providing personal protective equipment, 3) maintaining hospital 
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capacity, and 4) ensuring acquisition of preventive tools (Alberti et al., 
2020). 

The long-standing history of inequities in our systems and social 
determinants of health along with disparities in chronic disease drive the 
unpreparedness of Black Americans (Hart et al., 2020; Satcher, 2011; 
Peek et al., 2021). Where these components intersect lies structural 
racism to create a system in which racial group inequity is perpetuated 
through policy, economics, community/organizational practices, cul-
tural representations, and interpersonal dynamics (Yearby and Moha-
patra, 2020, Churchwell et al., 2020). Therefore, unpreparedness is 
demonstrated through ones’ instability in economics, poor access to 
COVID-19 education, and lack of access to or poor quality of care (e.g., 
testing, vaccines) (Ngepan, 2021; Yancy, 2020). It is further identified 
through an individuals’ social and community context (e.g., environ-
mental exposures, multi-generational homes, stigma), and causes 
mistrust in the healthcare system, government, and researchers 
(Snowden and Graff, 2021; Ngepan, 2021; Yancy, 2020). This can lead 
to psychosocial stress which increases likelihood of COVID-19 and poor 
outcomes (Lee et al., 2021). 

A comprehensive, multi-level response plan that centers equity is 
necessary to improve pandemic preparedness (Wilkins et al., 2021). 
Black Americans should be engaged in the development to ensure the 
communities are equipped with the necessary information, resources, 
capacities, and organizational systems (Williams and Cooper, 2020; 
Krouse, 2020; Alberti et al., 2020). This is especially important as certain 
subgroups (e.g., essential workers) are more vulnerable to unprepared-
ness (The Lancet, 2020; Mason et al., 2021; Lam et al., 2020). Pandemic 
preparedness plans have been re-enacted under Biden’s administration 
and public health officials have offered strategies that center equity 
(Peek et al., 2021; Rusoja and Thomas, 2021; Alberti et al., 2020) Yet, 
few studies have sought to gain a comprehensive understanding of 
COVID-19 pandemic preparedness through the lens of uniquely 
vulnerable, Black American subgroups. 

1.1. Socio-ecological model 

Socio-ecological models have been widely applied to identify inter-
vention targets (McLeroy et al., 1988; Lang et al., 2021; Mancera et al., 
2017), including pandemic preparedness (McLeroy et al., 1988). Spe-
cifically, McLeroy’s Model Ecological for Health Promotion is a public 
health framework that posits a behavior is determined by intrapersonal, 
interpersonal, institutional, community, and public policy factors. In-
dividual factors involve the personal (e.g., knowledge, attitudes, 
behavior) and biological factors of an individual. Interpersonal pro-
cesses and primary groups reflect close relationships, formal and 
informal (e.g., family, work group, friends). The institutional factors are 
social institution with organizational characteristics, and formal rules 
and regulations for operation, while community factors are the re-
lationships among organizations and institutions. Last, public policy 
refers to laws and policies at the local, state, and national level (McLeroy 
et al., 1988). The assumption is that “health promotion interventions are 
based on our beliefs, understanding, and theories of the determinants of 
behavior, and that the five levels of analysis reflect the range of strate-
gies available for health promotion programming” (McLeroy et al., 
1988). Health promotion is a key to behavior, and in our case, is 
necessary to explore needs and strategies across these multi-levels to 
increase preparedness for the current and future pandemics. 

Our qualitative study explores COVID-19 pandemic preparedness 
among vulnerable, Black American subgroups. We applied McLeroy’s 
Model Ecological for Health Promotion to better understand the state of 
preparedness, along with challenges and strategies to inform pandemic 
response plans. 

2. Methods 

2.1. Study design and study setting 

A phenomenological qualitative approach (Creswell, 2007) was 
chosen to explore the lived experiences and preparedness of vulnerable, 
Black Americans. In the U.S., there are approximately 332.5 million 
people and Black Americans comprise 13% of the population (U.S. 
Census Bureau, 2020). This study was conducted between May 2020 
through September 2020 and approved by Meharry Medical College 
Institutional Review Board. 

2.2. Sampling and recruitment 

A purposive sampling method was used to recruit study participants 
(Creswell, 2007). Recruitment mechanisms were email, existing data-
bases, word-of-mouth, and flyers. Participants were screened for eligi-
bility. The inclusion criteria are: English-speaking, self-identified as 
Black American, over 18 years, and an essential worker (i.e., an indi-
vidual whose services are necessary), parent (i.e., caregiver or legal 
guardian to a child), young adult (i.e., between 18 and 35 years), or an 
individual with an UMC. The exclusion criterion was all individuals who 
do not meet inclusion criteria. Individuals who identified in more than 
one subgroup were asked to address questions from the subgroup 
assigned upon study entry. 

2.3. Interview protocol development 

The interviewer protocol sought participants’ preparedness for the 
COVID-19 pandemic. We asked about their lived experiences, perceived 
degree of preparedness, challenges, and changes needed on multi-levels 
to increase preparedness (See Appendix). Protocol topics were loosely 
mapped to constructs of McLeroy’s Model Ecological for Health Pro-
motion, allowing us to understand relevant questions for each construct 
while exploring emerging issues. 

2.4. Procedures 

Three trained medical students and two trained researchers con-
ducted the interviews. To screen for eligibility, participants were sent a 
link using REDCap (Harris et al., 2009). After providing verbal consent, 
participants interviews lasted between 45 and 90 minutes, pending on 
their lived experiences. One individual conducted each interview, and 
another person took notes. Participants were compensated a $30 e-gift 
card. All sessions were audio-recorded and transcribed using Zoom. 
Then, the team checked for accuracy. Transcripts were assigned unique 
identification numbers. 

2.5. Analysis 

Descriptive statistics (i.e., frequencies, percentages, and cross- 
tabulations) were conducted using SPSS vs 26. Data were analyzed by 
one PhD level researcher and one medical student. Using the questions 
and a preliminary review of five transcripts per group, a hierarchical 
coding system was developed by the last author. Then each coder used 
the system to independently code five transcripts, compare codes, and 
add or remove codes. This established reliability in the coding system. 
Each coder continued to use the system to code all transcripts inde-
pendently. Coding saturation was met when no new codes emerged. 
Each coder reviewed the codes, identified differences, and resolved via 
consensus. Then coders performed axial coding, placing codes into 
categories based on their group and then by constructs of McLeroy’s 
Model Ecological for Health Promotion. In our analyses, we combined 
codes related to community and institutional factors for data presenta-
tion. Inductive-deductive thematic analysis occurred through the con-
stant comparison of codes, and identification of themes. Verification 
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procedures were investigator triangulation, intercoder reliability, and 
thick, rich description (Creswell, 2007). 

3. Results 

Semi-interviews were conducted with 62 Black Americans including 
16 parents, 16 essential workers, 15 individuals with UMCs, and 15 
young adults. The majority (56.5%) stated they were somewhat or very 
prepared. Because we used mass recruitment, we were unable to capture 
response rates. See Table 1 for demographics by level of preparedness. 
There were no significant differences by degree of preparedness and 
socio-demographics (See Table 2 for examples of interview intercepts by 
themes and groups). 

3.1. Theme 1: Lived experiences during the COVID-19 pandemic 

Participants who were prepared were aware of the virus’ potential to 
spread, and had trusted information sources (i.e., jobs, child’s school, 
friends in STEM/medical careers). They had a stockpile of essentials, 
limited or full access to healthcare, savings and/or multiple incomes, or 
had a childcare plan (i.e., remote job or family/friends assistance). Many 
who had access to essentials ensured relatives and friends had the items 
needed to survive and protect themselves. Those who were unprepared 
described dissimilar experiences. Participants highlighted living the 
unknown, a public health pandemic on top of a racial pandemic, 
changing of lifestyle behaviors, and experiences of COVID-19 diagnoses. 
We briefly describe the experiences of those unprepared. 

Living the Unknown. Participants perceived the pandemic was 
“surreal” and initially believed it would be “short-lived” (e.g., one 
week). Participants described how major life events (e.g., having a baby, 
graduation, prom, funerals) were missed or few attendees, physically 
distanced, or spent alone. Living in the pandemic with no end in sight 
invoked fear, and many were “mentally unprepared” of the “impact on 

our country and all over the world”. Many were unsure if they were 
engaging in proper behaviors daily to protect their family from COVID- 
19.” Participants, especially essential workers and individuals with 
UMCs, even discussed the idea of preparing a will as they perceived they 
would not survive a COVID diagnosis. A few participants across each 
group indicated a vaccine was needed; however, many lacked trust in 
the government, pharmaceutical companies, and researchers due to 
Operation “warp speed” and historical abuses in research. Last, the 
inability to retrieve essentials, lack or limited money, and the inability to 
see family or friends created “anxiety” for many participants and caused 
them to question pandemic survival. 

“Public health pandemic on top of a racial pandemic”. Many 
participants described the uneasiness and inequities in living in a public 
health pandemic during a racial pandemic. Many perceived the racial 
pandemic prepared them and their children for the COVID-19 pandemic. 
They felt they “grew up in the third world, so you’ve always been pre-
pared. … Yeah, every, every day, every day is like a pandemic.” 
Minority-owned business owners described their inability to receive 
loans to survive the pandemic. Young males expressed fear in mask 
wearing since they are a perceived threat in society. Parents with sons 
were not prepared to discuss racism (e.g., incidences like George Floyd), 
and how to properly wear face masks and stay safe. Last, parents 
describe the inequities in the school systems with many Black American 
children getting “left behind”. Parents emphasized the lack of funding 
investment by the government to equip schools and students with digital 
technology, trained teachers, and proper safety measures (e.g., cleaning, 
provide face masks). This led some parents to homeschool their children. 

Face-to-Face with COVID-19. Many participants described a 
COVID-19 experience, personally or with loved ones or co-workers. 
Experiences range from being asymptomatic to death, sparking fear in 
participants. If someone died from COVID-19, participants further 
described their grieving process as being “a fantasy world” or “island of 
denial” due to the physical distancing. These experiences provided a 
“picturesque idea of what COVID actually looked like.” Essential 
workers and parents further described how COVID-19 diagnoses among 
workers at jobs and childcare facilities caused businesses to suffer 
financially or shut down, creating duress. 

Changing lifestyle behaviors. A major lifestyle change was how 
participants “interact and engage socially” with family, friends, and co- 
workers daily. Most participants attempted to avoid individuals who 
were not physically distancing and large crowds (e.g., grocery stores, 
churches, and clubs). Some cleaned excessively especially essential 
workers due to perceived high-risk and wanting to protect their “loved 
ones”. Essential workers described their jobs either being prepared by 
providing proper protective equipment (PPE) or having little-to-no PPE. 
Young adults, particularly college students, shared experiences of being 
in constant interaction with peers or co-workers with few preventive 
measures against COVID-19. Individuals with UMC perceived they 
became “prisoners” in their homes to ensure their safety. Parents were 
now learning technology, and how to do their jobs and homeschool their 
children due to fear or closure of schools or daycare. Children were 
adjusting to the new norm of limited-to-no socialization with peers, 
interacting with a “computer screen” if school-aged, and missing life 
events (i.e., birthdays, proms). Last, participants discussed improved or 
worsened eating habits and/or physical activity. 

3.2. Theme 2: Challenges experienced during the COVID-19 pandemic 

Multi-level challenges during the COVID-19 pandemic are described 
below. 

Public Policy. Participants expressed the inactivation of the 
pandemic response plan led to several issues. They highlighted poor 
communication from national leaders, creating confusion and fueling 
mis- and dis-information on COVID-19 and the vaccines. This left many 
feeling the pandemic was too politicized. Poor promotion of community 
mitigation of viral spread (e.g., mask use and physical distancing) and 

Table 1 
Socio-demographics by level of preparedness, N = 62.   

Unprepared (n =
27) 

Prepared (n = 35)   

Mean Standard 
Deviation 

Mean Standard 
Deviation 

Age 37.7 13.3 42.5 14.5    
N % N % Х2 p- 

value 
Gender     0.501 0.479 

Male 7 25.9 12 34.3   
Female 20 74.1 23 65.7   

Education     0.050 0.822 
Some College 
or less 

10 37.0 12 34.3   

Associates 
Degree or 
higher 

17 63.0 23 65.7    

N % N % H p- 
value 

Category     2.107 0.147 
Essential 
Worker 

5 18.5 11 31.4   

Underlying 
Medical 
Condition 

5 18.5 10 28.6   

Young Adults 9 33.3 6 17.1   
Parents 8 33.3 8 22.9   

Income     0.403 0.526 
Less than 
$40,000 

9 33.3 11 31.4   

$40,001- 
$80,000 

5 18.5 12 34.3   

Over $80,000 8 29.6 8 29.6   
Do not want 
to answer 

5 18.5 4 18.5    
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the silencing of public health officials was a major concern. Participants 
further perceived policies were not implemented at the national, state, 
or local levels to address the health emergencies especially in minority 
communities which reflected the American people not engaging in 
proper preventive actions. Many, especially individuals with UMCs and 
parents, further perceived the healthcare system was not ready to 
respond. This reflected the government not providing personal protec-
tive equipment (PPE) and supplies (e.g., ventilators). Similarly, essential 
workers felt the government did not enforce workplace safety and pro-
vide PPE. Parents were concerned of the inequitable response in edu-
cation to ensure children maintained their educational opportunities 
and achievements. Almost all participants indicated the economic 
response “stimulus” disbursements were not enough and were inequi-
tably distributed. Among young adults, many perceived they were 
overlooked in the policy decisions especially since they were dependents 
under their parents with no access to federal funding (i.e., stimulus) 
and/or healthcare. Overall, participants felt overwhelmed with lack of 
support from the national, state, and local governments. 

Community and Institutional Factors. All participants expressed 
unpreparedness of community institutions and organizations. There 
were lack of pandemic response plans and many resisted updating 
workplace safety standards to protect employees. For example, some 
participants highlighted few required face masks and physical 
distancing, leading to high COVID-19 rates. Many community in-
stitutions closed due to the economic “hit”, which led some participants 
being furloughed or job loss. There were food and PPE shortages, with 
many perceiving “grocery stores should have been more prepared.” 

Parents described how schools scrambled to format their curriculum 
for Zoom lectures to institute stay-at-home policies to keep students safe. 
While some schools were able to provide parental assistance, other 
districts were unable to adapt to remote learning, lacked skilled and 
“ready” teachers for remote learning, and were unable to provide 
computers and hotspots. They further described absence of their child’s 
teacher on the virtual platform at times. This made inequities in edu-
cation more apparent. Among college students, there was an issue of 
colleges not being prepared to conduct remote learning and proper 
sanitation stations. 

Participants described the unpreparedness of their jobs although 
some were perceived more adaptable. Particularly, essential workers 
discussed how they had to continue working without or little provision 
of the proper PPE, despite COVID-19 exposures, poor physical 
distancing protocols, and lack of sanitation stations. Some further 
described their requirement to work with COVID-19 symptoms until 
providing a positive test. This was because jobs did not: 1) offer sick 
leave; 2) prioritize workplace safety; and/or 3) emphasize health over 
labor shortage. Last, participants described how medical homes were 
not equipped for telehealth visits and were cancelling upcoming visits, 
particularly essential workers, individuals with UMC, and parents. Some 
participants with UMCs further perceived their doctors were either 
trying to make money by forcing them to keep doctors’ appointments 
and placed them at risk by not offering telehealth visits. 

Last, the lack of education by scientists and healthcare providers on 
the current science around SARS-CoV-2, COVID-19, and future de-
velopments (e.g., vaccines, drugs) was commonly cited. While key sci-
entists such as Dr. Fauci was considered reputable for some, participants 
were disappointed that scientists were not more engaged with commu-
nities. Collectively, these challenges caused mental health issues among 
some participants, and in some cases, tension in the community 
institutions. 

Interpersonal Processes and Primary Groups. Almost all partici-
pants, especially those with UMCs, perceived the pandemic isolated 
them from family and friends, negatively affecting their mental health. 
Families were unsure of how to manage home life, especially being 
overworked, adjusting to working from home, and ensuring their chil-
dren had a proper education. They also mentioned the strain of being 
together continuously during lockdown. Many parents discussed their 

inability to teach the children the material offered by the schools, or the 
issues with doing their job and assisting their children with their work. 
Some parents even highlighted the issues in maintaining food security, 
describing the financial burden to ensure their children were fed daily, a 
resource provided by schools. Furthermore, participants especially in-
dividuals with UMCs and parents expressed the need for improved 
communication between healthcare professionals and their patients to 
learn about COVID-19 and improve or ensure maintenance of health. 
Last, many felt their family and peers did not respect the prevention 
guidelines, spread misinformation, and lacked empathy, placing them 
and their families at risk. 

Individual factors. Unemployment, financial disarray, limited ac-
cess to necessities (e.g., food) and healthcare, and the mental toll of 
isolation during the lockdown were major issues. Other issues included 
lack of exercise or health food options to prepare the body for a possible 
COVID-19 diagnosis. A few participants further highlighted how people 
in marginalized communities like themselves live “check-to-check” or 
do not make enough to care for themselves and/or their families with 
the pandemic exacerbating these issues. They were less likely to get and/ 
or understand pandemic-related information or able to adapt to the 
necessary changes (i.e., buying PPE, physical distance in multi- 
generational homes). Furthermore, they have limited access to care, 
especially if experienced job loss. Essential workers felt they were faced 
with a dilemma, choosing work and placing their families at-risk or 
staying home to experience unemployment. In addition, they expressed 
frustration with repeat COVID-19 tests which caused discomfort and 
their insurance being charged or the fact they were not required to test 
often due to workplace requirements. Young adults did not perceive they 
had many challenges except for the financial adjustment (i.e., job loss, 
little-to-no savings, or healthcare) or the inability to see family due to 
not physical distancing. Last, parents described the mental distress on 
their children, having to adjust to isolation or minimal interaction with 
peers and the new way of learning remotely. 

3.3. Theme 3: I would do this differently, they say … (Individual) 

The most commonly cited change was stocking up on essential 
products (e.g., food, cleaning supplies, masks, hand sanitizer). Addi-
tional changes, especially among young adults and essential workers, 
were taking the pandemic more seriously and engaging in preventive 
behaviors (I.e., face mask wearing, physical distancing, getting a pri-
mary care doctor or keeping appointments, eating healthier). In addi-
tion, participants stated they would be more proactive in watching the 
news or internet for updates from scientific experts about the disease 
and prevention (e.g., vaccines and behaviors). Being information sour-
ces to family and friends was important to many participants. Some even 
discussed how they would not take life for granted and spend more time 
with loved ones, especially among parents. A notable change parents 
mentioned was teaching their children to be “more clean and cautious”, 
including wearing masks, hand sanitizing, and “covering cough’s”. A 
few parents also highlighted the need for technology training to virtually 
homeschool their children and work remote. 

The idea of multiple income sources was common among parents and 
young adults. A few young adults stated they will begin investing in 
stocks to financially prepare for future pandemics. Parents stated they 
would start their own businesses. However, many young adults and 
individuals with UMCs stated they would not change anything. For 
example, those with UMC were already engaging in preventive behav-
iors daily and a few stated they would continue to rely on God to protect 
them. Most young adults did not believe they could prepare for a 
pandemic. Participants that were representative of marginalized com-
munities emphasized they cannot prepare for pandemics especially the 
associated financial burden (e.g., job loss, increased supply cost such as 
food and masks, health care expenses). Last, many perceived community 
members like themselves should help in decision-making or advocating 
to ensure these groups receive resources to survive the pandemic. 
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3.4. Theme 4: Changes needed to survive the pandemic relate to public 
policy, community/institutional factors, and interpersonal processes and 
primary group(s) 

Participants described several changes they perceived needed to 
occur across the multi-levels to survive pandemics. We briefly describe 
these changes. 

Public Policy. All participants highlighted the need for the gov-
ernment to take the pandemic “seriously”, investing in and providing 
consistent, accurate, and ongoing communication on COVID-19 and 
access to the necessary preventive PPE (e.g., masks, tests). They also 
perceived the need for a coordinated response across all levels of gov-
ernment and key stakeholders (e.g., healthcare workers, employers, 
educators). Young adults wanted the government to stop putting the US 
population in fear through their messaging and providing misinforma-
tion. Participants further suggested the reactivation of the pandemic 
response plan and listening to top science experts and community to 
inform those plans. The need for mandates to wear face masks was 
commonly cited across participants. In addition, participants perceived 
government officials should lead by example in following recommen-
dations (e.g., wearing masking, physical distancing). Additional sug-
gestions by young adults were providing and enforcing guidelines for 
travel. 

For economics, majority of participants wanted the national gov-
ernment to better distribute and regulate funds distributed to hospitals 
and small businesses. They, especially young adults, perceived a better 
plan was needed for those unemployed and the stimulus checks should 
be better regulated since many were still working and “collecting 
checks”. Participants suggested unlinking insurance with jobs since 
many were without insurance once unemployed and provision of edu-
cation around insurance options. Parents stated the national govern-
ment should invest more funds into education while ensuring its’ 
equitable distribution to ensure safety and proper education for students 
across different economic backgrounds. Young adults, especially those 
in college, requested economic policies that addressed their needs, 
especially if furloughed or did not receive a stimulus package since they 
were dependents of their parents. Some even suggested “rent and 
mortgage freezes” and increased minimum wage. 

Community and Institution. Participants wanted all community 
institutions including providers, community organizations, and schools 
to collaborate and conduct communication campaigns on COVID-19, 
preventive measures, and resources (e.g., healthcare services, food 
banks) including “online tools with ads and videos”. They perceived all 
institutions should be equipped with sanitation stations, and enforce 
preventive behaviors (i.e., face masks and physical distancing). If com-
munity institutions are providers for consumers (e.g., grocery stores, 
pharmacies), plans should ensure essentials and a resource directory are 
available. 

Schools. Parents highlighted schools needed equitable pandemic 
plans (e.g., distribution of computers with hotspots) to prepare for 
future outbreaks. Plans should ensure all schools can revert to remote 
learning with educators and parents being trained to use technology and 
effective strategies to engage children of all ages. They should also 
ensure the safety of teachers and students-sanitation throughout the day, 
physical distancing when possible, and the provision of masks and hand 
sanitizers. School administrators should then effectively communicate 
these plans to the teachers, parents, and students. Parents who had 
children in summer camps/daycares expressed similar measures should 
be taken. Last, young adults stated colleges need pandemic response 
plans including conversion of in-person classes to online, physical 
distancing, and sanitation stations. 

Healthcare Providers. Most participants cited a pandemic plan is 
needed by healthcare providers to be able to act promptly. Continual 
updates should be given to patients to help navigate the healthcare 
system and the pandemic in general. Transparency in updates are 
necessary even if it is “I do not know”. Participants with UMCs perceived 

telehealth visits should be immediately available or plans that promote 
“safety” during visits. Few parents perceived cancelled or shortened 
appointments with their child’s provider was unacceptable, and alter-
native strategies for engagement should be available. Most suggested 
“stepping up” on cleanliness to prevent COVID-19 transmission. Young 
adults stated providers could offer more immune-building strategies to 
prepare for a possible COVID-19 diagnosis. 

Employers. The need for new or improved workplace safety stan-
dards was cited by most participants. Continual cleaning of workplaces, 
sanitation station availability, and the enforcement of face masks were 
recommended especially by those with UMCs, essential workers, and 
parents. Due to the nature of their jobs, essential workers perceived 
employers should require COVID-testing daily, physical distancing when 
possible, and face mask use. Participants, especially young adults and 
essential workers, perceived employers should have better sick pay, or 
not take away paid time off for those with COVID-19. Parents and those 
with UMCs emphasized the need to implement work from home policies 
which ensures safety for employers and children. This would address 
those with UMCs fearing COVID-19 exposure and parents dealing with 
daycare and school closures. Essential workers with children perceived 
employers should be more understanding, demonstrate gratitude, and 
shut down if needed. However, essential workers did recognize that 
institutions are different, policies will vary, and their jobs were needed. 

Scientists and Pharmaceutical Companies. Participants, especially 
essential workers and those with UMCs, stressed the need for scientists 
to be more active in pandemic response. Specifically, they need to 
communicate continually on the public health issue (i.e., SARS-CoV-2), 
the transmission, and solutions (e.g., vaccines, face mask use). They 
“don’t need to make people feel intimidated or be cocky”. Particularly, 
participants felt honesty and transparency were important and state 
their limitations in knowledge when unsure of community questions. 
Some even felt they should have been in the community prior to the 
pandemic to educate on science and to build trust so that they would 
have been more prepared to respond to the pandemic and the commu-
nity would be more apt to accept recommendations. However, partici-
pants with UMCs perceived scientists should have been more prepared 
or aware of this issue to ensure an effective response. Pharmaceutical 
companies should make medications more affordable, especially to 
those who are unable to work. 

Interpersonal processes and primary groups. Most participants 
perceived their peers should take the pandemic more seriously and be 
considerate of others. Particularly, they emphasized the need for peers 
to be prepared to follow guidelines such as physical distancing or being 
around the same people consistently and wear masks. Parents further 
emphasized the need for their peers to be more trusting and listen to the 
experts. Last, the idea of being empathetic towards others and their 
situations (e.g., those with UMCs) were commonly mentioned. 

4. Discussion 

Pandemic preparedness is complex, yet a necessary process to have 
an effective response, especially for vulnerable groups (CDC, 2021a) We 
believe we are the first to understand the experiences and preparedness 
of uniquely, vulnerable Black American subgroups during the early 
phase of the COVID-19 pandemic. While over half of participants indi-
cated they were somewhat or very prepared, it was unsurprising for 
essential workers and individuals with UMCs to report greater levels of 
preparedness due to the emphasis placed on protecting these pop-
ulations in early pandemic stages (The Lancet, 2020; Kompaniyets et al., 
2021; Hanage et al., 2020; Elbeddini and Tayefehchamani, 2021). 

4.1. Lived experiences 

Participants described their COVID-19 lived experiences while living 
in the U.S. with existing inequities in systems and social determinants 
that are deeply rooted in structural racism (Bailey et al., 2021). Similar 
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to studies on past and current pandemics (Steelfisher et al., 2010; 
Hanage et al., 2020), our data highlighted the poor, inequitable 
COVID-19 response of the government. As a result, many experienced 
the loss of a family member, friend, or co-worker. Some, particularly 
parents of young boys and young adult males further lived in fear and 
was not prepared to discuss and face race-based social identity threats by 
community and police. Kahn and Money confirmed these findings with 
social identify threat leading to lower face mask usage among Black 
Americans (Kahn and EEL, 2021). In addition, the lack of or limited 
information around the virus and preventive behaviors fueled mis- and 
dis-information. Participants further perceived this trickled down to 
poor communication by communities and organizations. This is a 
common concern across emergency preparedness efforts (Fineberg, 
2014). Because effective communication is vital during a pandemic 
(Cowper, 2020) and those with limited access to care are less likely to 
receive information (Vaughn and Tinker, 2009), plans should be 
informed using various stakeholders including community members. 

4.2. Challenges during pandemic 

Using the McLeroy’s Model Ecological for Health Promotion, we 
found that factors on multi-levels interplay and influence perceived 
preparedness differently among Black American subgroups, which is 
critical in informing pandemic response plans. Our study demonstrated 
over half of individuals across groups were prepared (e.g., access to 
supplies, healthcare, jobs, and/or family/peers for childcare). However, 
almost all individuals across groups described the inequitable distribu-
tion of resources at the societal level, which yielded different insights on 
their ability to prepare. Essential workers are key to the critical functions 
of the U.S., and are primarily Black American and Latino with many left 
unprotected and unprepared during the pandemic especially in early 
stages (CDC, 2020). Our data confirmed these findings with many 
essential workers describing little to no PPE along with poor workplace 
safety, PTO benefits, and healthcare coverage. Many young adults, a 
vulnerable group (Son et al., 2020), are less prepared today for adult-
hood than previous generations (Twenge and Park, 2019). Many take 
risks due to experiencing their freedom from moral supervision of par-
ents (Scneider and Morris, 1991), and they lack or have limited educa-
tion, financial and social support, and healthcare access (Arora et al., 
2015) This situation is evident in our study with young adults engaging 
in high-risk COVID behaviors (e.g., poor physical distancing and face 
mask use) and their cited need for financial support from the 
government. 

Another significant issue that emerged in our data is the inequitable 
school funding systems, in which less state and local funding is received 
by 45 percent of high-poverty schools (US Department of U.S. Depart-
ment of Education, 2021). This fueled parental discussion around the 
inequities in remote learning from lack of provision of technology to 
untrained teachers along with food insecurity and inability to teach 
school lessons. This important finding encourages a deeper review of 
school funding policies and re-distribution of funds to ensure “no child 
get’s left behind”. Many individuals with UMCs cite they were prepared. 
Yet, similar to past studies (Elbeddini and Tayefehchamani, 2021), our 
findings did demonstrate the pandemic, in some cases, limited or 
removed healthcare access and some of the activities they used to cope 
with their situations (e.g., socialization, exercise). Collectively, these 
barriers, especially healthcare access, are considered the greatest threats 
to the individual (e.g., mental stress, financial loss, multi-generational 
homes, no childcare) along with family, community, and national se-
curity (Satcher, 2011). These findings suggest that preparedness 
response plans should be targeted across groups and their context. 

4.3. Multi-level strategies to increase preparedness 

Identifying interventions on multi-levels targeting hard-to-reach 
populations is essential Black Americans is important (Vlahov et al., 

2007). However, it is the change in the societal level factors that create 
the best opportunity for changes at the organizational and community 
levels which will positively impact the individual and their interpersonal 
influencers (Alberti et al., 2020). Our participants highlighted the need 
for the government at the national, state, and local levels along with 
community institutions and organizations to provide a quicker, yet 
equitable response in the areas such as education, housing, healthcare, 
and economics (See Fig. 1 and Table 3 for details). As identified in 
previous work (Alberti et al., 2020), participants also perceived these 
plans should be guided by community input and recommendations of 
public health officials with continual updates with accurate information. 
This is to help reduce the impact the current systems have on individual 
and family outcomes during the COVID-19 pandemic (e.g., economic 
instability) along with the mitigation of confusion and fear as occurred 
during the H1N1 and Ebola pandemics (Gray et al., 2018; Fineberg, 
2014). 

Strategies offered by participants at the community/organizational 
level included the provision of COVID-19 education including etiology, 
drugs, and vaccines by researchers and medical providers, the most 
trusted information source (Hamel et al., 2020). During past pandemics, 
providers were needed for an effective response which creates a higher 
work volume, social pressure, and personal risk (Yakuba et al., 2016; 
Johnson and Butcher, 2021). So, this request is not unusual, but it adds 
pressure to healthcare workers. The emergence of researchers as an in-
formation source was surprising and revitalizing considering the years of 
research (Corbie-Smith et al., 2002; Durant et al., 2011), demonstrating 
the distrust Black Americans have in researchers and the process. Un-
surprisingly, the need for empathy from peers, especially among the 
essential workers and individuals with UMCs, was common. Studies 
indicate empathy is low among Americans, which is a direct relationship 
to engagement in preventive behaviors such as self-isolation and face 
mask wearing (Pfattheicher et al., 2020; Petrocchi et al., 2021). Hence, 
further study of this concept is necessary to begin to address the 
COVID-19 pandemic. 

In recognizing change should start at the societal level, participants 
did identify areas where they could increase their preparedness. 
Changes included saving and investing money, keeping a stockpile of 
essential items, and engaging in preventive behaviors daily (e.g., 
working out, eating healthier). More importantly, all agreed to spend 
time with family and friends post-pandemic. However, past studies and 
even a few participants indicate that many individuals especially those 
in marginalized communities are unable to engage in many of these 
behaviors pre-pandemic (Quinn and Kumar, 2014) which points to the 
need to address the existing structural inequities. Some young adults and 
individuals with UMC did not foresee many changes which could be 
made. This is unsurprising as studies are showing many young adults 
today are less prepared for adulthood than previous generations 
(Twenge and Park, 2019) and many take risks due to experiencing their 
freedom from moral supervision of parents (Scneider and Morris, 1991). 
Further exploration is needed on how individuals with UMCs prepared 
for pandemics to inform future pandemic preparation efforts. Findings 
demonstrate a myriad of changes are needed on multi-levels to ensure an 
equitable response in the COVID-19 and future pandemics. 

4.4. Strengths and limitations 

To our knowledge this is the first study to capture perspectives on 
pandemic preparedness among Black American subgroups: essential 
workers, young adults, parents, and individuals with UMCs. Gaining 
insight on their lived experiences along with challenges and perceived 
changes needed to improve preparedness provides tailored, intervention 
targets to increase preparedness. There are limitations. This study’s 
findings may not be generalizable to all members of the Black American 
population. Perspectives of all subgroups within the Black American 
population (e.g., children) are not included. Intersectionality could play 
a role in participants’ answers. Lastly, it is possible that researchers’ 
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Fig. 1. Preparedness by context: Challenges and strategies.  
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Table 2 
Examples of interview excerpts by themes and group.  

Theme Category Quotation 

Theme 1: Lived Experiences during the COVID-19 Pandemic Essential Worker “So I have a [great] friend, he didn’t understand why you know in the job 
where he worked. They didn’t have any form of social distancing in place, and 
he contracted the virus. And as I was talking to him he was telling me I don’t 
have any taste. I can’t smell it. I just feel so drained. And he had to isolate 
himself. I got to see a picturesque idea of what actually covid actually looked 
like.” 

Parent “It’s been difficult, I actually lost two aunts. And the worst part about it was not 
being able to grieve as a family and collective home. And we’re still not to the 
point where we even had an opportunity to come together and celebrate life. … 
It’s difficult because you know that it’s happened when you originally or 
initially hear about it. It’s devastating. But then you get to go into this fantasy 
world or this island of denial. You know, it makes it easier to not accept …” 

Young Adult “Yeah, it’s really hard for everybody to be at home. It’s just the routine changed 
the impact on my family. So there are four people in my household … I have an 
11-year-old and a seven year old. So it’s like they’re old enough to kind of do 
their own thing for a while. But coming back together you know we had to find 
new ways to live and exist even together … you know, building tolerance 
levels, having more patience.” 

Individuals with 
Underlying Medical 
Conditions 

“So for me It really freaked me out in the sense that knowing especially my 
father had it, that I might not see him again … I tried to get it to him and I 
asked, his wife to make sure that he takes it. I talked to him daily to force him to 
try to eat because he would not eat. I was really worried and nervous that I was 
going to get a call, stating that you know he was on a ventilator or that he died 
or something like that.” 

Theme 2: Challenges experienced during the COVID-19 Pandemic Essential Worker “It’s become more challenging to say the least, because in our field, people still 
demand and depend on electricity. … we still have to abide by our safety 
policies. Now, we have to take on the Covid-19 policies so you take a lineman 
who’s working outside you know in hundred degree weather who already have 
long sleeves and you tell him to wear a mask while he’s working outside. You 
know you’re putting them in a greater risk where they can dehydrate pass out, 
have heat exhaustion or a heat stroke. It’s been tough from a professional 
standpoint.” 

Parent “It’s an expensive virus when one gets it. It’s an expensive virus to prepare for 
or to try to prepare for. Your thing’s shut completely down if the food supply 
for any reason is cut or the window closes where you can’t get groceries when 
you want them or need them … And then when you throw in, you know, all the 
black men been getting killed on TV, when you throw in those murders and 
what not, coupled with this invisible killer, you got the killer. We do see the 
police, then you’ve got the killer. We don’t see this virus. So it’s been like, is 
this real is this really real?” 

Young Adult “So we went to a spring break, and then we’re supposed to come back from 
spring break is when the university announced that we were going online. As 
well. Okay, cool. Like, I don’t have to go inside, you know, have to drive across 
the city, but it’s definitely proven to be a challenge. I think that my actual 
department has tried their best to be Mindful of that and like how students 
learn and I think that the university has tried to keep us up to date, but I think 
they were just lagging. There is still a lot of uncertainty.” 

Individuals with 
Underlying Medical 
Conditions 

“I’ve always been a more outside person. I love to travel … And so actually I’ve 
been mostly, like 90%, in my house since March 10. And that’s very unlike 
what I do, or normally do, I tend to like to go out, and take my kids out to 
different places. But because I’m a lot more at risk, I just kind of was basically 
shut in. And that took a toll or is constantly taking a toll on you know, my 
mental health.” 

Theme 3: I would do this differently they say …. Essential Worker “I will most definitely stock up on cleaning products. Most definitely. And 
cleaning products. I would say I would save more. And I’ve always been a 
saver.” 

Parent “You know, people have those emergency kits in case of bad weather and things 
of that nature? I would definitely keep an emergency kit with cleaning supplies 
I will definitely keep stashes of cleaning supplies, stashes of masks and gloves, 
stashes of non-perishable foods, things of that nature. I was never one of those, 
you know, end of the world bunker mentality people but it kind of makes sense 
now.” 

Young Adult “Keep the steps I’ve already taken while adding in growing and investing in 
stocks, crypto, whatever it is to make you a crap ton of money and put it away 
for saving. So if something like this happens again, financially you will not be 
burdened.” 

Individuals with 
Underlying Medical 
Conditions 

“Probably stocked up more on food supplies, you know, had one known and 
cleaning supplies had, you know, had one known. The necessary gear like the 
gloves, and the sanitizers, and the facemasks, making sure we’re properly 
prepared for that as well.” 

Theme 4: Changes Needed to Survive the Pandemic relate to Public 
Policy, Community/institutional factors, and Interpersonal 
processes and primary group(s) 

Essential Worker “Yeah, I think government they just need to be honest. I just feel like 
everybody’s campaigning for something and it has nothing to do just solely 
with the coronavirus but its just to get the next person in office. So we’ll say 
whenever we can. We’ve lost so many people to the coronavirus, and it’s just so 

(continued on next page) 
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personal biases influenced with data collection and interpretations. 

5. Conclusions 

This study explored preparedness using McLeroy’s Model Ecological 
for Health Promotion among Black American subgroups for the COVID- 
19 pandemic along with perceived challenges related to underlying 
system inequities and health disparities and solutions to increase pre-
paredness. While many participants indicated they were prepared in our 
study, all experienced challenges and provided suggestions to improve 
their preparedness for current and future pandemics. As an initial step to 
address these concerns, we served as a health education resource post- 
interviews to educate on COVID-19 and public health recommenda-
tions and linked participants to resources when necessary. To further 
inform preparedness plans as they are reenacted, Table 3 provides rec-
ommendations informed by study participants to increase pandemic 
preparedness among vulnerable Black American subgroups. Further 
studies are needed to determine if these findings resonate with other 
groups (e.g., children) and groups in other geographical areas especially 
those considered hard-to-reach. Studies should also explore in depth 
systems stakeholders’ degree of preparedness and their needs to engage 
with uniquely, vulnerable Black American subgroups. For example, 
future studies should explore the role researchers can play in addressing 
educational needs (e.g., vaccines) of Black Americans during a 

pandemic. Study findings could be leveraged to inform targeted multi- 
level strategies for response plans that could increase preparedness 
across sub-groups within the Black American population. 
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Table 2 (continued ) 

Theme Category Quotation 

sad. Like, where’s the compassion. Like think about that and then just be totally 
honest, transparent, what’s really happening so that we can deal with this as a 
whole society. And as far as schools like teachers and Gosh so many people just 
don’t necessarily want to be at work, but have to be a work and they put their 
lives on line and health care workers too.” 

Parent “They might be handling it better than some other places but nowhere near as 
well as you would hope the National Institutes of Health would handle it. But 
the good thing they did was they installed hand sanitizer dispensers. I mean, 
they’re all over the building like everywhere all so that’s probably the best 
thing that they did. And I say, handing out masks. When you come in. Those are 
the two measures that they really took but they could have done much better.” 

Young Adult “State officials and stuff, sit (expletive) down and stop putting everything into 
the media right away until you truly know every single last piece of 
information to the state officials again stop instilling fear into people. There’s a 
way to deliver something to get people to understand without putting fear in 
them.” 

Individuals with 
Underlying Medical 
Conditions 

“. I kind of feel like You know, there needs to be a bigger stance on requiring 
people to do what is necessary to come back the virus, New York. They did a 
great job in And making sure that the virus was contained and you know 
getting everything under control. But then, Georgia. Instead of following suit 
what New York was doing, they decided to do their own thing and allowed you 
know for the virus to get worse here in Georgia. So I just kind of wished it they 
would make more of a mandate nationwide to combat the whole thing.”  

Table 3 
Recommendations to increase preparedness of black americans for future 
pandemics.   

• Multi-level systemic change including funding redistribution which promotes 
equity and sustainability in all areas. These areas include but are not limited to 
education (e.g., availability of digital technology), food (e.g., access), work (e.g., 
work safety plans including pandemic preparedness), housing (e.g., rent freeze), 
healthcare (e.g., access to PPE, testing, insurance), and economics (i.e., paid time 
off or sick leave) which promote preparedness.  

• Tailor or target preparedness plans based on the context and/or group.  
• Engage and acknowledge community institutions including learning institutions, 

employers, and community members in preparedness planning to determine their 
roles in the response.  

• Build trust between community and government, researchers, pharmaceutical 
companies, and providers.  

• Create or identify an effective communication system to reach all people in all 
contexts.  

• Be transparent when engaging the community.  
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