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1 | INTRODUCTION

In the U.S., Latinos are being disproportionately affected by the
COVID-19 pandemic. As of mid-January 2021, approximately 1 year
after the pandemic reached the U.S., Latinos accounted for 21%
of all COVID-19 cases (CDC 2020). Recently, COVID-19 cases and

Abstract

In the U.S., Latinos are disproportionately affected by the COVID-19 pandemic. A
critical step to reduce the spread of COVID-19 is diagnostic testing. Yet, for testing
to be effective, barriers must be reduced or eliminated and facilitators promoted.
Guided by principles of community-based participatory research, we collected data
from 64 community health workers and Promotor/as (CHW/Ps) in Texas to identify
relevant personal, community-level, and testing-related barriers and facilitators to
diagnostic testing for COVID-19 among underserved Latino communities. Data were
collected through an online survey and focus groups. A large majority of CHW/Ps
(90.6%) reported that they perceived diagnostic testing to be important for their com-
munities; however, only 42.2% believed that their communities understand the use
of testing. Personal barriers to diagnostic testing included mistrust and fear, includ-
ing fear of: becoming infected and infecting others, job/income loss, discrimination/
stigmatisation, uncovering other diseases, and mishandling of personal information.
Community-level barriers to testing included fear-inducing myths and beliefs. Test-
related factors included cost and accuracy of testing, testing procedures, inadequate
and insufficient information, and logistics pertaining to testing sites. Facilitators to
testing included building trust between communities and those administering test-
ing, along with receiving culturally and contextually appropriate testing information.
Diagnostic testing for COVID-19 among underserved Latino communities is complex
and suboptimal. Targeted efforts are needed to overcome personal, community and
test-related barriers in a culturally and contextually sensitive manner in order to pre-

vent harm and to reduce further risk among underserved communities.
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related deaths among Latinos have surged (United States Census
Bureau 2021), with a disproportionate number of cases and fatalities
reported among Latinos residing near the U.S-Mexico border where
chronic and infectious diseases are highly prevalent (CDC 2021). The
high COVID-19 risk among Latinos near the U.S.-Mexico border is

further compounded by poverty, social disadvantage, and limited
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access to health and social resources, as well as by a heavy presence
of immigration law enforcement, which increases distress in these
border communities (Lapeyrouse et al., 2011). The aforementioned
factors make U.S.-Mexico border region residents vulnerable to in-
creased risk of morbidity and mortality from COVID-19 and its as-
sociated economic and social consequences (CDC 2021).

A critical step in the control of COVID-19 is diagnostic testing.
Diagnostic testing is essential to rapidly identifying cases; isolat-
ing and potentially treating infected individuals; and quarantining
people exposed to COVID-19 (Kuniya & Inaba, 2020). From a public
health perspective, diagnostic testing is also important to provide
public health officials, healthcare organisations, and providers with
information about the prevalence, incidence, spread and contagious-
ness of the disease, information needed to plan interventions and
resource allocation (Binnicker, 2020). For diagnostic testing to be ef-
fective, tests must be widely available and barriers must be reduced
or eliminated if possible (Salathé et al., 2020). Yet, throughout the
pandemic, the U.S. has encountered challenges with the accuracy of
diagnostic testing, confusion around the different types of diagnos-
tic testing, delays in the return of test results, and conflicting opin-
ions as to who should be tested and under what conditions. These
challenges have limited the effectiveness of testing for containing
COVID-19 (Capps & Gelatt, 2020; Kim et al., 2020). Importantly,
barriers and facilitators to testing may differ across settings and
populations depending on the contextual environment, available re-
sources, and prevalent cultural myths, beliefs, and practices (Romer
& Jamieson, 2020; Wang et al., 2020). The goal of this project was to
identify barriers and facilitators to diagnostic testing for COVID-19
among underserved Latino communities, in particular those residing

in proximity to the U.S.-Mexico border.

2 | MATERIALS AND METHODS

From its inception, the conceptualisation and development of this
project relied on shared cultural and contextual knowledge from col-
laborating community and academic partners, including representa-
tives from Community Health Worker associations in South Texas.
The collaborative process with Community Health Workers and
Promotor/as (CHW/Ps) has been longstanding, and it was established
prior to the development and launching of this project. Promotor/as
are lay health workers in the Latino community who provide health
education and resources. As members of the communities in which
they work, CHW/Ps share the experiences of the friends, neigh-
bours, and other fellow community members they represent (Peretz,
2020). As such, they are knowledgeable advocates who can justly
speak on behalf of their communities and offer accurate needs as-
sessments of barriers and facilitators to healthcare access. In this
project, consultation with collaborating CHW/Ps was undertaken
to develop and evaluate the appropriateness of the questions and
language used in the survey and in the focus groups. In addition,
collaborating CHW/Ps assisted in conducting the focus groups, no-

tetaking, and with the interpretation of findings.

What is known about this topic
e The COVID-19 pandemic has disproportionately af-

fected Latinos.

e A critical step in the control of COVID-19 is diagnostic
testing.

e Latinxs have limited access to health services, including
preventive services and screening.

What this paper adds

e Despite its importance, the use of diagnostic testing for
COVID-19 is not well understood among underserved
Latino communities.

e There are salient community and cultural factors,
such as fear-inducing rumours surrounding testing for
COVID-19, which are rooted in deception and mistrust
of government authorities.

e Among Latinos, guilt and shame surrounding a positive
diagnostic test for COVID-19 need to be addressed

using culturally sensitive interventions.

Data were collected in July 2020 from a sample of 64 CHW/Ps.
Bilingual CHW/Ps were recruited by using network-based referrals
from academic and community partners in underserved communi-
ties. Bilingual CHW/Ps were recruited using network-based referrals
from academic and community partners in underserved communi-
ties. Recruitment strategies used included emails, social networks,
and presentations offered at online meetings for local CHW associ-
ations. To determine eligibility, CHWs had to reside and work with
underserved communities in the target region. Fluency in English or
Spanish was also required for participation.

All data were collected remotely to avert person-to-person ex-
posure during the pandemic. We collected quantitative data via an
online Qualtrics survey (Qualtrics), and qualitative data through on-
line focus groups facilitated by a bilingual facilitator, 2 research as-
sistants, and 2 CHWs that work extensively with Latino communities
in the area. All participants were required to complete the survey
and attend one focus group. The survey was completed prior to the
focus groups in order to introduce the topic and motivate discus-
sion. Out of the 5 focus groups conducted, 2 were in English and
3 in Spanish. The online focus groups and the online survey each
took about an hour to complete. Participants who completed the
survey and attended a focus group received a $40 online gift card
for their participation. Participants consented to audiotaping the
focus groups. Audiotapes from the focus groups were translated
and transcribed by a professional service to facilitate the analysis of
data. The University of Texas Health Science Center at San Antonio
Institutional Review Board reviewed this project and deemed it to
be a needs assessment project and thus non-regulated research

activity.
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2.1 | Measures

Quantitative data included 80 questions to assess information on
demographics; health issues typically addressed by CHW/Ps; and
perceived willingness, barriers, and facilitators faced by people in
their communities for COVID-19 diagnostic testing, vaccination, and
engagement in protective measures. To assess barriers to diagnostic
testing, we asked “On a scale from 1 (not at all) to 4 (extremely),
how likely is it that the following concerns may prevent people in
your community from getting diagnostic testing for COVID-19?”
Responses were provided using a Likert scale with higher values
denoting a more serious concern or barrier. Focus group questions
were semi-structured and expanded on: (1) beliefs, attitudes, and
barriers to diagnostic testing for COVID-19 among underserved
Latino communities, and (2) facilitators that may increase knowledge

and willingness to be tested.

2.2 | Analyses

Quantitative survey data were analysed by using descriptive statistics
(i.e., frequencies, measures of central tendency). Qualitative data from
the focus groups were analysed through systematic methods outlined
by Miles and Huberman (1994), including starting with specific ques-
tions previously developed by the investigators and then proceeding
through the steps of data categorisation, data reduction, data display,
and conclusion drawing and confirmation. The qualitative transcripts
were analysed by the principal investigator (PI) and two research as-
sistants. Initially, the Pl and one research assistant independently
coded two of the focus group transcripts to come up with a coding
frame to highlight primary codes and subcodes, including developing
definitions and examples for the codes identified. Agreement in cod-
ing was achieved through discussion of overlaps and divergences. The
coding frame and definitions were shared and discussed with collabo-
rating CHWs for feedback, and adjustments were made to the coding
frame. Subsequently, the coding frame was used to code the rest of
the transcripts. Each transcript was analysed independently by two
coders and collaborative weekly team meetings were used to check
results for clarification. In addition, triangulation of multiple data
sources and agreement checks were used to ensure trustworthiness,
credibility, transferability, and accuracy of the qualitative findings. A
table displaying salient codes and subcodes from the qualitative data
was used to compare to frequency data from the quantitative survey.
Convergence of all of the aforementioned data sources was examined

to enhance the trustworthiness of our findings.

3 | RESULTS
3.1 | Participants

Overall, 64 CHW/Ps participated in the survey and in the focus

groups. Focus groups ranged in size from 7 to 15 participants.
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Most CHW/Ps were women and of Latino origin (Table 1). Their
mean age was 45.3 (SD = 13.7). Approximately half (46.9%) regu-
larly worked with immigrant communities, and most worked across
various settings, including community locations (e.g., homes,
schools, community centres; 62.5%), non-profit organizations
(50.0%), churches or faith-based centres (21.9%), and primary care
clinics (14.1%).

3.2 | Perceived relevance and importance of
COVID-19 diagnostic testing in South Texas

Overall, 85.7% of CHW/Ps reported that people in their communi-
ties perceive COVID-19 to be a serious illness and 90.6% reported
that they perceived diagnostic testing to be important for their com-
munities. Nonetheless, only 42.2% of participants reported that
people in their communities understand the use of diagnostic test-
ing for COVID-19. Regarding circumstances for diagnostic testing,
almost half of the participants reported that it is important to get
tested even if people do not have symptoms (48.4%), whereas the
other half reported that is important to get diagnostic testing only
when a person has symptoms (51.6%).

Among CHW/Ps reporting that diagnostic testing is important
for their communities, qualitative data showed that primary rea-
sons include: (1) testing can keep communities and families safe
and prevent the spread of the disease, for instance by identifying
asymptomatic people; (2) testing can help detect people in early
stages of the disease, potentially reducing complications; (3) test-
ing can motivate people to use personal protective equipment
and follow safety guidelines; (4) testing can help in the differen-
tial diagnosis of other diseases such as influenza; and (5) testing is
useful to identify people who can donate plasma to infected peo-
ple. Barriers to COVID-19 diagnostic testing among underserved

Latino communities

TABLE 1 Demographic characteristics of community health
workers and Promotor/as

Total

Characteristics (N = 64)
Sex

% Women 89.8
Age, years (M, SD) 45.3 (13.7)
Race/ethnicity

% Latino 91.5
Education

% High school graduate or beyond 89.8
Employment

% Full or part time 85.7
Years as CHW/Promotor/as

(M, SD) 6.4 (7.0)
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3.2.1 | Personal and community factors

Quantitative results showed that the most frequently reported
barriers to diagnostic testing at the individual level were fear and
mistrust. Fear of becoming infected was identified as the most
concerning (M = 3.39; SD = 0.77), particularly among those with
limited access to healthcare. Additional fears identified included
fear of job or income loss due to a positive test result (M = 3.19;
SD = 0.95), concerns about immigration legal status, such as
not having adequate identification requirements (M = 3.03;
SD = 1.06), fear of being discriminated against or stigmatised
(M = 3.02; SD = 1.00), and fear of sharing personal information
(M =2.72; SD = 1.01). Pertaining to mistrust, the most salient bar-
riers were concerns related to mishandling confidential informa-
tion (M = 2.93, SD = 0.09), which may be particularly concerning
for people with undocumented immigration legal status due to
fear of deportation and family separation.

In addition to the aforementioned fears and mistrust, results
from qualitative data identified that fear of discovering that one has
a positive test result and thus could have infected others were as-
sociated with feelings of shame, guilt and fears of rejection and dis-
crimination. Fears of a positive test result were also associated with
feelings of failure, particularly in regards to self-care and failing to
keep loved ones and the community safe, which may cause embar-
rassment (Table 2). Additional fears identified included: (1) that test
results may reveal other highly stigmatised infectious diseases, such
as HIV or STDs, which may lead to discrimination, stigmatisation,
and/or rejection; and (2) that a positive test result would affect care-
giving given the need to isolate, which may lead to family separation
and feelings of rejection and loneliness.

At the community level, results from qualitative data identified
specific myths and beliefs that may interfere with diagnostic test-
ing, such as rumours and spiritual/religious beliefs, which may pre-
cipitate fear, worry, shame, guilt and deceitfulness. For instance, a
salient rumour identified was believing that diagnostic testing itself

would be harmful—regardless of the results.

3.2.2 | Test-related factors

Quantitative results showed that the most salient barriers pertain-
ing to testing were the cost of testing (M = 3.49; SD = 0.81) and
concerns about the accuracy of the test (M = 3.12; SD = 0.85).
Pertaining to logistics of diagnostic testing, the most salient barrier
was limited access to a testing site (M = 3.30; SD = 0.79). Insufficient
information about testing was also identified as a prominent barrier
(M = 2.88, SD = 1.05), including not knowing where to get tested
(M =2.80,SD=0.92).

Results from qualitative data identified additional test-related
barriers including: (1) variations in the procedures for testing (e.g.,
nasal swab vs. oral; self-administered vs. administered by health-
care workers) as contributing to confusion, mistrust, and preoccu-

pation with the accuracy of test results; and (2) misunderstanding

or rumours about the testing procedure, such as believing that
testing is extremely painful. Qualitative results also confirmed
quantitative findings and showed information about testing to
be a salient concern, specifically limited information about where
and when to get tested reliably and safely. Believing that testing
is only required for people at risk, such as the elderly or those in
poor health; believing that a doctor's referral is needed in order
to get tested; and being uncertain about documents needed for
testing (e.g., identification) were also identified as gaps in informa-
tion. According to the CHW/Ps, documentation and identification
requirements for testing pose a substantial barrier for community
members who are undocumented. Another gap identified was the
limited understanding of the difference between diagnostic and
antibody testing, resulting in confusion, frustration, and doubt.
Respondents also mentioned test scarcity, inconvenient testing
sites and times, and long waits for testing and testing results as
barriers (Table 3). Facilitators to COVID-19 diagnostic testing in

underserved Latino communities

3.2.3 | Personal and community faciliators

Quantitative results showed that making diagnostic testing confi-
dential or anonymous is important (M = 3.50; SD = 0.82). Moreover,
qualitative findings showed that an essential facilitator to diagnos-
tic testing is building trust between community members and those
providing testing. To increase trust, CHW/Ps emphasised (1) pro-
tecting personal information of people tested and informing people
how the information will be used (e.g., who is informed when a per-
son has a positive test result? Who will have access to the records?);
(2) providing legal protection at testing sites, particularly for undocu-
mented immigrants; and (3) having trusted networks for providing
testing, such as faith-based organisations, community non-profits,
and CHW/Ps. Of note, participants mentioned that increasing trust
would also decrease fear prevalent in underserved Latino communi-

ties, particularly those near the border.

3.2.4 | Test-related factors

Quantitative results showed that low-cost or affordable diagnostic
testing, as determined by the socio-economic status of each person
(e.g., sliding scale cost) isimportant (M = 3.95; SD = 0.22). Facilitating
information about test result interpretation, specifically what steps
to take if the test is positive, was also seen as needed (M = 3.90;
SD = 0.30), as was providing referral information for people with
positive test results (M = 3.88; SD = 0.38).

Qualitative results highlighted additional facilitators related to
the convenience of diagnostic testing and testing sites: (1) setting
up more sites at nearby locations with hours that accommodated
standard work hours; (2) providing transportation to testing sites; (3)
using mobile clinics or at-home testing for individuals unable to leave

their homes; (4) providing childcare services for those needing to get
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TABLE 2 Personal and community barriers to diagnostic testing and their associated psychological consequences, according to
community health workers and Promotor/as

Barriers sub-categories Sample quotations Psychosocial consequences
Fear 1. Becoming infected or They were afraid that there would be a lot of people [at the e Disappointment
exposed testing centre], and ... if they were not sick that there e Shame
was a possibility of getting infected by going. o Guilt

e Stigmatisation
o Fear of rejection

2. Getting others sick | felt like a putrid person ... because [the clinic staff member]
is blaming me for infecting others ... there is a stigma ...
you got people sick because you did not use protection
and people are going to find out about that ... it is
feeling the guilt of knowing that you are responsible if
somebody else gets sick.

3. Uncovering other I am working with the LGBTQ community and they are
diseases (e.g., STDs, scared that something else might come up: HIV, AIDS,
HIV) STDs ... that is another fear, that you may go for COVID,

but you will bring back more diseases.

4. Failure (i.e., self-care, Nobody wants to look like they failed ... they failed to - to
care for family, care for take care of themselves, they failed to keep their families
community) safe, and they feel like they let the community down.

They are just embarrassed.

5. Discrimination People are afraid to test positive because they are going to
be discriminated against ... they will get labelled ... their
families will find out they had the virus, so they will not
want to get close to them... their families can make them
feel less because now they have the virus, they do not
want to visit with them ... It is a type of discrimination.

There are a lot of people who do not want to say they have
had it or that they have it, because of fear of rejection
... if someone says that they have it ... [the community
looks] at them weird ... do not touch them, do not look at
them ... do not visit them.

6. Caregiving concerns If you are sick and people don’t want to be near you, who
is going to help you, right? It is that sense of being left
alone and left behind.

7. Job or income loss if People are afraid to say they have the virus because they are
testing positive afraid that they are going to be sent home, and they will
not get paid ... there is fear of lack of employment.

If | test positive, | am going to have to stay home and not
work ... | can’t miss work ... | have bills to pay ... | am
afraid of getting tested because what if | am [positive]?
Who is going to pay for the bill ... that is the worst fear.

8. Immigration legal status There were immigration trucks parked in one of the
testing sites [at the border] .... when people who are
undocumented see the truck, they leave ... they tell me,
“they are going to take down my information there, and
what if they pick me up?”

Mistrust 1. Mishandling personal Their biggest worry is to give out their personal information e Fear of persecution
information and that they are tracked ... we hear that for people who o Fear of deportation
test positive, human services are taking their children e Fear of family separation

away ... and they would rather not get it done, so they do e Deception
not get them separated.

People are terrified of getting tested because they are
fearful that the government will track them and follow
them ... there are immigration trucks parked in one of
the testing sites ... when people see the truck, they
leave ... they tell me, “They are going to take down my
information and what if they pick me up?”

(Continues)
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TABLE 2 (Continued)
Barriers sub-categories Sample quotations

2. Concern about financial
scams

Psychosocial consequences

There is a rumour going around and people feel fearful ...
supposedly, for every positive test, the hospital or the

clinic receives an X amount of money from the state so
they are giving false positives just to get money. They do

not have...

Myths/Beliefs 1. Rumours

A lot of people are saying that they regret getting tested
because there is a rumour that those [testing positive]
will be the first to receive the vaccine, whether they

e Fear
e Doubt
e Disappointment

want to or not, because they had the virus already ...
that sets us back a step in having people going in to get

tested.

[People] are afraid to get tested because they are afraid
that the test may have the virus ... they are afraid they
may be inserting the virus through the test ... there
is a conspiracy and [testing] is government’s way of
eliminating the weak.

2. Spiritual/religious beliefs

Why has this whole wrath of God arrived? ... People say,

the wrath of God is on this country or this community
or these people ... it is a lot about God being upset, so
when somebody from the community gets COVID, it is
hard to accept because it is, like, wait a minute. We were
supposed to be protected.

Abbreviations: LGBTQ, lesbian, gay, bisexual, transgender, queer; STD, sexually transmitted disease.

tested; (5) returning test results quickly; and (6) ensuring bilingual
services, resources, and staff at testing sites.

Pertaining to testing information, qualitative results empha-
sised the need to explain why diagnostic testing is important, while
considering cultural values that are relevant for these communi-
ties (e.g., familismo, collectivism). Using infographics and instruc-
tional videos was strongly recommended, particularly to overcome
myths and beliefs about the testing procedure (i.e., painfulness of
testing). The use of testimonials from people in the community,
which has been tested, was identified as helpful. Moreover, partic-
ipants stressed the importance of carefully explaining the differ-
ence between diagnostic and antibody testing to avoid confusion
and reduce mistrust.

4 | DISCUSSION

Diagnostic testing for COVID-19 is key to preventing the spread of
the disease and facilitating early isolation, quarantine, and treatment,
yet, throughout the pandemic, many barriers have undermined test-
ing efforts in underserved communities (Botti-Lodovico, Rosenberg,
Sabeti 2021). Research on COVID-19 has focused primarily on docu-
menting health disparities related to the pandemic (e.g., infection,
death, vaccination, and testing rates) and identifying demographic
risk factors, with less attention given to identifying and understand-
ing social and test-related factors that may influence such disparities.
This project identified personal, community and test-related barriers
to diagnostic testing for COVID-19 among underserved Latino com-

munities, as well as facilitators that may improve testing efforts.

Consistent with prior studies on personal barriers to testing for
highly stigmatised diseases (e.g., HIV, sexually transmitted diseases,
hepatitis C), the present project identified fear and mistrust as the
most salient barriers to testing among Latinos, confirming previous
reports (Blondell et al., 2015; Shehata et al., 2018; Solorio, Forehand,
Simoni 2013). For many people in underserved communities, a posi-
tive test result occurs in the face of limited or non-existent access to
healthcare, the possibility of losing employment, and concerns about
being discriminated against or stigmatised. In addition, distrust about
mishandling personal information makes diagnostic testing particu-
larly stressful for many Latinos, particularly the undocumented, given
that release of information could lead to detention, deportation, and
family separation (Blondell et al., 2015; Shehata et al., 2018; Solorio,
Forehand, Simoni 2013). Thus, for many, the task of weighing the
pros and cons of testing is difficult and frightening. Some potential
ways to reduce fear and mistrust about diagnostic testing, partic-
ularly regarding concerns about mishandling personal information,
may include providing home testing kits or anonymous testing sites
that use a secure coding system to reduce the number of people with
access to personally identifiable information.

Additional barriers to diagnostic testing are those that pertain
to community and cultural factors. This project identified specific
myths and beliefs, particularly fear-inducing rumours, as salient barri-
ers, a finding that is consistent with the negative effect that rumours
can have on screening and testing practices for stigmatising diseases
(Blondell et al., 2015). Our findings suggest that rumours surround-
ing testing for COVID-19 are rooted in deception and mistrust of
government authorities (Garcini et al., 2020). Religious beliefs or cul-

tural values may also deter people from testing. Specifically salient
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TABLE 3 Test-related factors as barriers to diagnostic testing and their associated psychosocial consequences, according to community

health workers and Promotor/as

Barriers Sub-categories
Cost of test 1. Affordability
Test 1. Accuracy

characteristics

2. Variations in test
administration

1. Confusion between
diagnostic and
antibody testing

Testing
Information

2. Poor understanding
or rumours about the
testing procedure

3. Not knowing where
to test

4. Not knowing when to
test

5. Testing requirements
(e.g., documentation)

Sample quotations Psychosocial consequences

Often, when they do the blood test, they charge $75 or o Worry

$50 and [people] don’t have [the money] ... if youare e Fear

active with COVID-19, what is going to happen next? e Confusion

Who is going to carry the bill? A lot of [people] in my e Doubt

area do not have medical insurance. So it seems |. e Frustration
e Despair
e Perceived discrimination
e Sense of unfairness

What they have heard is horror stories that the testing
is very expensive ... they rather not get tested and
just wait and see if they have symptoms.

It is costing people a lot of money, with unreliable
results. They know that the accuracy of the test
is not good, so they do not trust in those things ...
people are scared and frantic .... they are paying
just to find out and then it is not even 100 percent
[accurate].

I do not think it is that accurate, because ... if you did
it [tested] yourself, you do not know if everyone
does it [that way]. You wonder if you did it correctly
because you are not someone who knows or has
practiced doing those types of [self-administered
nasal swab] tests.

they rather not ge It seems like there is a disparity in
[testing] price and confusion in terms of what test
[to take] ... [people] have a lot of questions because
one [test] is through the nasal cavities and another is
with a blood sample ... [people] do not know which
test to get done.

Someone that | knew took a test ... they did blood work
and then they did the swab ... she did say, “Well,
with the blood, | came out negative, so | am good” ...
| did not understand what she meant by that.

One of the employees ended up being positive with
COVID ... he was so scared because his wife
was pregnant ... he ended up going to get tested
somewhere else but with the nasal [swab] ... it ended
up saying that he was negative.

| heard that it is dangerous to have the test go down
so far into your nose and it may choke you ... they
say they hurt you, that they make you bleed ... | am
afraid of doing the test myself.

[People say] that [testing] is painful ... | had a client who
claimed it was as if they were touching the brain.

The information they are lacking is where to go ...
several people have called me because they do not
know where to go get tested.

There is a lot that we need to know... when is it a right
time to check? What to do?

A big question is whether or not they will accept their
Matricula, whether or not they will accept the
identification ... if they have an identification or if
it is expired ... [many] find out later that they are
not qualified ... people think that legal documents
are required prior to testing and that people need a
doctor’s prescription to get tested.

(Continues)
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TABLE 2 (Continued)
Barriers Sub-categories

Testing logistics 1. Scarcity of tests

Sample quotations

Psychosocial consequences

There are not enough tests ... many times [people] do

not get tested because by the time their turn comes,
they are turned away and told there are no more
tests available, even though they are getting up very

early to get tested.

A lot of testing sites are booked ... it is a big problem
because you go to the website and it is constantly
booked and you cannot book a week in advance.

2. Not convenient (e.g.,
long wait; competing
demands; safety
protocols)

| have to work, and | do not have the time to go stand in
line, so | am not going to get tested.

I had an experience with an individual who came to the
local clinic ... upon arrival, a staff member told her
she had to get in her car, because she couldn’t be
outside there because she was putting others at risk
... she replied, “Miss, look, | do not have a car, | took
the bus” ... the staff member told her, “Then, | am
terribly sorry, but | can’t test you.”

Note: Other people to know. It is like.

in this population are guilt and shame for people testing positive. For
instance, our respondents reported that fear of letting down one's
family due to embarrassment was as a deterrent to testing. For many
Latinos, obtaining a positive test result is regarded as having been
careless, as placing the family at risk of infection, and as risking one's
job or income, all of which could compromise caring and/or provid-
ing for one's family (Tienda et al., 2006). The Latino cultural value
of familismo emphasises the need to put one's family above oneself,
including protecting family bonds and making contributions to the
wellbeing of family members (Campos et al., 2014). Thus, reframing
or formulating health messages that approach testing as an act of
love and care for one's family and as an effective strategy to protect
family bonds by keeping family members healthy could be helpful to
overcome the guilt and shame that is often associated with obtain-
ing a positive test result. Similarly, enhancing health messages with
metaphors in the form of dichos or folk sayings rooted in cultural
and collectivistic values (Spina et al., 2018) and using story-telling
and testimonials from people in the community, are effective strat-
egies that could increase testing behaviour among Latinos (Larkey
& Gonzalez, 2007). Further research is needed to identify ways to
frame health messages about testing for COVID-19 in a culturally
and contextually appropriate manner in order to debunk or reframe
fear-inducing rumours and beliefs interfering with testing efforts.
Many test-related factors emerged as major barriers to testing
in underserved Latino communities. Some of these barriers are sim-
ilar across the general population, such as concerns about the ac-
curacy of test results or differences in test administration (Capps
& Gelatt, 2020; Kim et al.,, 2020). Nonetheless, medically under-
served communities face a heavier burden pertaining to the afford-
ability of the test when testing is not free, information is limited,
and logistics of testing are not tailored to the needs of the commu-

nity (e.g., difficult access, inconvenient schedules, overcrowding,

identification requirements). Yet, of the aforementioned test-related
factors, the lack of reliable and consistent information in Spanish
has substantially stymied efforts to slow the spread of the virus in
Latino communities (Perez, Uppal, Velasquez, 2020). Lack of or in-
adequate information often contributes to fear and mistrust among
marginalised communities, which in turn deters people from seeking
or engaging in essential health services such as diagnostic testing
(Jaisawl, LoSchiavo, Perlman 2020). Efforts to facilitate access to
accurate information about testing for COVID-19 is needed, includ-
ing information to clarify the difference between diagnostic and
antibody testing, details about the testing procedures, information
about logistics (e.g., testing sites, testing requirements, identifica-
tion needed), and most importantly, information about what to do,
and how and where to seek help if you test positive.

To overcome the aforementioned personal, community and
test-related barriers, health providers and public health authorities
should partner with non-traditional but trusted sources of service
delivery in underserved communities. In this regard, community
non-profits and faith-based institutions can be key collabora-
tors (National Academies of Sciences, Engineerings, and Medicine
2017). Likewise, CHW/Ps are trusted members of the community
who work in association with local healthcare, community, and gov-
ernment systems as an extension for providing services (Landers &
Levinson, 2016). CHW/Ps play a variety of roles in education and
healthcare delivery, including acting as liaisons with their commu-
nities, assisting with health system navigation, case management,
counselling, and education to combat misinformation and rumours;
and collecting data for disease surveillance, among many other im-
portant activities (Landers & Levinson, 2016; Peretz et al., 2020).
CHW/Ps are becoming increasingly involved in public health inter-
ventions that are culturally and contextually sensitive to underserved

communities (Landers & Levinson, 2016). To maximise success, the
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aforementioned collaborations have to be carefully and respectfully
established, adequately funded, and provided with ongoing training

and support during and beyond the pandemic.

4.1 | Limitations

This project has several limitations. Our sample size was modest, and
although drawn from a large region, the sample represents under-
served Latino communities in South Texas. U.S. Latinos are a het-
erogeneous population, so a larger community needs assessment to
identify barriers and facilitators that may influence testing across
different U.S. Latino communities is needed. Additionally, due to
COVID-19, we conducted our survey and focus groups over a vide-
oconferencing platform (web-based and telephone-accessed), which
may have excluded participants lacking access to the internet or reli-
able phone service. Nonetheless, in case any CHW/Ps had limited
computer literacy, participants were given the option to complete
the focus group and survey via telephone assisted by a research as-
sistant. None of the participants requested that option.

5 | CONCLUSION

Diagnostic testing for COVID-19 among underserved Latino com-
munities is complex and suboptimal. Given that diagnostic testing
is key to preventing the spread of the virus and to facilitating early
treatment, targeted efforts are needed to overcome personal, com-
munity and test-related barriers in a culturally and contextually sen-
sitive manner. The barriers identified in this project are not unique
to diagnostic testing, but highlight problems in the availability and
accessibility of healthcare more broadly for underserved Latino
communities.
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