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Introduction: COVID-19 disproportionally affects U.S. Hispanic and Latinx individuals.

Guided by the Health Belief Model, we examined COVID-19 beliefs among Hispanic and

Latinx adults in Virginia.

Method: Respondents (n = 414) were Hispanic and/or Latinx adults in Virginia

recruited via Qualtrics panel between May and September 2021. Approximately

two-thirds completed the survey in English (63.0%), and one-third completed the survey

in Spanish (37.0%).

Results: Most respondents self-reported as vaccinated (72%). Vaccinated

respondents reported greater perceived severity and susceptibility to COVID-19

than unvaccinated respondents. Perceived benefits and barriers to vaccination were

identified among vaccinated and unvaccinated respondents, respectively. Among

unvaccinated respondents, self-efficacy was greater for individuals who planned to

get vaccinated compared with those who did not or were unsure. For cues-to-action,

vaccinated and unvaccinated respondents identified credible sources and channels for

COVID-19 information.

Conclusion: Our results highlight several opportunities and challenges to promoting

COVID-19 awareness and vaccination among Hispanic and Latinx adults.

Keywords: COVID-19, Hispanic (demographic), Latinx, vaccination, Health Belief Model (HBM)

Despite their ethnic diversity, U.S. Hispanic and Latinx individuals are disproportionally affected by
COVID-19, revealing deeply rooted health disparities (Macias Gil et al., 2020; Obinna, 2021). The
risk of morbidity, mortality, and hospitalization is higher among Hispanic Americans than non-
Hispanic Whites (Centers for Disease Control Prevention, 2021) due to such social determinants
of health as low socioeconomic status, more limited health care access, language barriers, and
occupational exposure (Macias Gil et al., 2020; Obinna, 2021). Given these disparities and the
emergence of new COVID-19 variants, there is a need to better understand COVID-19 beliefs
among U.S. Hispanic and Latinx populations.

Guided by the Health Belief Model (HBM; Rosenstock, 1974), the current study examined
COVID-19 beliefs among Hispanic and Latinx adults in Virginia. The HBM is one of the most
widely used theories for understanding health beliefs and behavior (Skinner et al., 2015), including
COVID-19 (Wong et al., 2020; Mercadante and Law, 2021). The HBM assumes that to take
protective action from a health-related threat (e.g., COVID-19). Individuals must believe they are
at risk for a condition with potentially serious consequences, and that a recommended course of
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action provides some benefit and is feasible to do (Skinner et al.,
2015). Below, we review the major components of the HBM and
the research questions examined in the current study.

THE HEALTH BELIEF MODEL

The HBM consists of six major constructs: (a) perceived
susceptibility, (b) perceived severity, (c) perceived benefits,
(d) perceived barriers, (e) self-efficacy, and (f) cues-to-
action (Skinner et al., 2015). Perceived susceptibility refers to
an individual’s perception that they are personally at risk
for experiencing a disease or condition. Perceived severity
refers to an individual’s perception that the disease or
condition could have serious consequences. The current study
asked Hispanic and Latinx adults about their perceived
susceptibility (i.e., perceived risk of contracting COVID-19)
and perceived severity (i.e., perceived negative consequences
of contracting COVID-19). We also examined differences in
perceptions of severity and susceptibility among vaccinated vs.
unvaccinated individuals.

Perceived benefits refer to beliefs about the positive aspects of
a recommended action. For example, commonly cited reasons
for getting vaccinated include the desire to protect loved
ones and vulnerable populations (African American Research
Collaborative, 2021). Perceived barriers refer to perceptions of
possible obstacles to action, including negative consequences of
the recommended action. For example, commonly cited barriers
against COVID-19 vaccination include concerns about vaccine
safety and efficacy (Wong et al., 2020). In the current study,
we asked Hispanic and Latinx adults who had been vaccinated
why they decided to get vaccinated (i.e., perceived benefits).
Among those who had not yet been vaccinated, we asked
their perceptions of the obstacles and negative consequences of
vaccination (i.e., perceived barriers).

Self-efficacy refers to an individual’s perceived confidence that
they can perform a recommended action (Bandura, 1977). Self-
efficacy is a critical determinant of health behavior (Sheeran et al.,
2016). We asked unvaccinated Hispanic and Latinx adults about
their perceptions of self-efficacy (i.e., how confident they felt in
getting vaccinated). We also examined differences in self-efficacy
among those unvaccinated respondents who said they planned to
get vaccinated, those who did not, and those who were unsure.

Finally, cues-to-action refer to internal or external factors that
can promote a health behavior. Cues-to-action can be internal
(e.g., personally experiencing COVID-19) or external (e.g., media
campaigns, verbal persuasion from a family member). Following
past research (Williamson et al., 2017), we focused on asking
what sources and channels do Hispanic and Latinx adults view
as credible for COVID-19 information? We also examined
differences between vaccinated and unvaccinated respondents on
which sources and channels they found credible.

Altogether, our main research question asked what HBM
variables are associated withHispanic and Latinx adults’ COVID-
19 vaccination decisions? See Table 1 for a list of HBM constructs
defined and operationalized for our study, as well as a list of
research questions related to each HBM variable.

TABLE 1 | Health belief model concepts, definitions, and study research

questions.

HBM

concept

Definition Research question(s)

Perceived

susceptibility

Beliefs about one’s personal

risk for experiencing a

disease or condition.

• What is the perceived susceptibility

to COVID-19 among Hispanic and

Latinx adults?

• Are there differences in perceived

susceptibility among vaccinated

and unvaccinated individuals?

Perceived

severity

Belief about the seriousness

of a disease or condition.

• What is the perceived severity to

COVID-19 among Hispanic and

Latinx adults?

• Are there differences in perceived

severity among vaccinated and

unvaccinated individuals?

Perceived

benefits

Beliefs about the positive

aspects of a recommended

action.

• What are the perceived benefits of

vaccination among Hispanic and

Latinx adults who have

been vaccinated?

Perceived

barriers

Beliefs about possible

obstacles to performing the

recommended action,

including negative

consequences of the

recommended action.

• What are the perceived barriers to

vaccination among Hispanic and

Latinx adults who have yet to

be vaccinated?

Self-efficacy Perceived confidence that

one can perform a

recommended action.

• How confident do unvaccinated

Hispanic and Latinx adults feel in

getting a COVID-19 vaccine?

Cues-to-

action

Internal or external factors

that can promote a health

behavior

• What sources and channels do

Hispanic and Latinx adults view as

credible for COVID-19 information?

• Are there differences between

vaccinated and unvaccinated

individuals in terms of the sources

and channels they find credible?

METHOD

After receiving approval from the James Madison University
Institutional Review Board (IRB), adult respondents (n= 414) in
Virginia were recruited via a Qualtrics panel to take one 15-min
online Qualtrics survey (including demographic, vaccine status,
and health belief questions) between May and September 2021.
Sampling was purposive and consisted of respondents who were
18 years of age or older, Virginia residents, and individuals who
identified as Hispanic and/or Latinx. Respondents self-identified
along several categories of racial background and ethnic heritage.
For this reason, we use both “Hispanic” and “Latinx” throughout
this report to denote the diversity of heritage and inclusivity of
respondent identities. The cost per respondent was $11.

Respondents ranged in age from 18 to 79. Their mean
(M) age was 31.35 years (standard deviation [SD] = 12.57
years). Most respondents identified as female (54.6%), followed
by male (43.7%), and non-binary (1.7%). Approximately two-
thirds completed the survey in English (63.0%), and one-third
completed it in Spanish (37.0%). For most respondents, the
primary language spoken inside the home was English (58.5%),
followed by Spanish (41.5%). Most self-reported as vaccinated
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TABLE 2 | Perceived benefits and barriers of vaccination.

n %

Perceived benefits (vaccinated respondents only)

To protect myself from COVID-19 331 79.9

To protect my loved ones from COVID-19 325 78.5

Because I can’t afford to get sick 144 34.9

Because I was afraid of dying from COVID-19 133 32.2

Because I’m at high risk for COVID-19 107 25.8

Because I was required to do so for my job 82 19.8

Because a family member insisted that I get one 72 17.4

Other 17 4.0

Perceived barriers (unvaccinated respondents only)

I’m scared of the side effects 243 58.6

I don’t trust the COVID-19 vaccine 171 41.4

I don’t trust the government 143 34.5

I don’t trust vaccines in general 93 22.4

I’m not well-informed 79 19

My family members say that I shouldn’t get it 39 9.5

It’s not accessible to me 36 8.6

I have difficulty registering online 29 6.9

I don’t trust healthcare workers 29 6.9

I can’t take time off from work to get it 25 6.0

I don’t have anyone to drive me to get it 25 6.0

The information is not in my language or I don’t understand it 22 5.2

I don’t have health insurance 18 4.3

I don’t have a driver’s license or a similar form of identification 14 3.4

It’s too expensive 7 1.7

I don’t have anyone to go with me to translate 4 0.9

It’s not possible with my immigration status 4 0.9

Other 32 7.8

(72%). Among the 28% who self-reported as unvaccinated,
roughly equal amounts said they planned to get vaccinated
(31.9%), did not plan to get vaccinated (33.6%), or were
unsure (34.5%).

Measures
The way the survey flow was designed, respondents first self-
identified their vaccinated status (if they were vaccinated or
unvaccinated). Respondents who said they were unvaccinated
were additionally asked if they intended to get vaccinated (yes,
no, unsure). Respondents’ vaccination status determined which
questions they saw in the survey flow. All vaccinated respondents
were presented with a list of perceived benefits and asked
to select all that applied. All unvaccinated respondents were
presented with a list of perceived barriers and were asked to
select all that applied. For severity, susceptibility, cues-to-action,
and demographics, respondents all viewed the same questions.
All measures were adapted from previous studies and CDC
guides, and all demographic questions were adapted from the
U.S. Census or developed internally for the study’s purpose.

Perceived Susceptibility
Perceived susceptibility was measured on a 5-point (1 = strongly
disagree to 5= strongly agree) Likert scale with four items (e.g., “I
am at risk for contracting COVID-19;” α = 0.84;M = 3.43, SD=

1.03) adapted from Paek (2016).

Perceived Severity
Perceived severity was measured on a 5-point (1 = strongly
disagree to 5= strongly agree) Likert scale with four items (e.g., “I
believe COVID-19 is a serious issue;” α = 0.90; M = 4.21, SD =

1.00) adapted from Paek (2016).

Perceived Benefits
Vaccinated respondents (n = 298) were asked the following
question: “Which of the following are reasons why you decided
to get a COVID-19 vaccine? Select all that apply.” See Table 2

for a complete list of response options adapted from the
CDC’s Reasons to Vaccinate guide (Centers for Disease Control
Prevention, 2016).

Perceived Barriers
Unvaccinated respondents (n = 116) were asked the following
question: “Which of the following do you think could make it
difficult for you to get a COVID- 19 vaccine? Select all that apply.”
See Table 2 for a complete list of response options adapted from
Fisk (2021).

Self-Efficacy
Self-efficacy was assessed among unvaccinated respondents on a
5-point (1 = strongly disagree to 5 = strongly agree) Likert scale
with three items (“Getting a COVID-19 vaccine is something I
am able to do;” α = 0.84; M = 3.53, SD = 1.04) adapted from
Witte (1994).

Cues-to-Action
Cues-to-action were conceptualized as credible sources and
channels for COVID-19 information (Williamson et al., 2017).
For credible sources, respondents were asked: “Who do you think
is a credible source on the topic of COVID-19? Select all that
apply” For channels, respondents were asked: “Where do you
tend to get most of your COVID-19 information from? Select all
that apply.” See Table 3 for a complete list of response options.

Demographics
Demographic questions included age, gender, ethnicity, language
spoken in and outside the home, vaccination status, and
vaccination plans.

Data Analysis
Study analyses were primarily descriptive with use of
inferential tests to examine differences between vaccinated
and unvaccinated respondents. To answer study research
questions, we report descriptive statistics (e.g., frequencies or M
and SD) for susceptibility, severity, barriers, benefits, self-efficacy,
and cues-to-action. Perceived benefits were reported only for
vaccinated respondents. Perceived barriers and self-efficacy
were reported only for unvaccinated respondents. Inferential
tests between vaccinated and unvaccinated respondents were

Frontiers in Communication | www.frontiersin.org 3 April 2022 | Volume 7 | Article 876656

https://www.frontiersin.org/journals/communication
https://www.frontiersin.org
https://www.frontiersin.org/journals/communication#articles


Martinez Gonzalez et al. HBM COVID-19

TABLE 3 | Cues-to-action (source and channel).

All n (%) Vaccinated n (%) Unvaccinated n (%)

Credible sources

Government medical professionals (such as surgeon general) 217 (52.4) 243 (58.7)a 150 (36.2)a

Local medical professionals (such as local doctors and nurses) 184 (44.4) 196 (47.3) 154 (37.1)

Elected federal officials (such as president, governor, or senator) 124 (30) 147 (35.6)b 64 (15.5)b

National leaders and spokespersons 62 (15) 71 (17.1) 39 (9.5)

National television news leaders. 49 (11.8) 53 (12.8) 39 (9.5)

Local television news leaders 40 (9.7) 42 (10.1) 36 (8.6)

Elected local officials (such as mayor or school superintendent) 33 (8) 36 (8.7) 25 (6)

Local leaders (such as church pastors or school principals) 36 (8.7) 39 (9.4) 29 (6.9)

Other 55 (13.3) 31 (7.4)c 118 (28.4)c

Sources of information

The Internet, such as Google search 248 (59.9) 60.7 (251) 239 (57.8)

The news 225 (54.3) 54.7 (226) 225 (54.3)

Social media, such as Facebook and Instagram 190 (45.9) 47.0 (195) 207 (50)

Healthcare providers 166 (40.1) 42.3 (175) 143 (34.5)

Friends and family members 147 (35.5) 34.6 (143) 157 (37.9)

Personal contacts 93 (22.5) 25.2 (104)d 64 (15.5)d

Local organizations or institutions 85 (20.5) 21.8 (90) 71 (17.2)

TV shows 76 (18.4) 19.8 (82) 61 (14.7)

Messaging Apps (like WhatsApp) 35 (8.5) 10.4 (43)e 14 (3.4)e

Other 8 (1.9) 2.3 (10) 7 (1.7)

Shared superscripts indicate significant differences between vaccinated vs. unvaccinated groups (p < 0.05).

conducted to examine differences in perceived susceptibility and
severity (independent samples t-tests) and for cues-to-action
(chi-square analysis).

RESULTS

Results revealed that vaccinated respondents had greater
perceived susceptibility (M= 3.56, SD= 1.01) than unvaccinated
(M = 3.12, SD = 1.00), t(1, 411) = 3.99, p < 0.001, d = 0.44.
Likewise, vaccinated respondents had greater perceived severity
(M= 4.39, SD= 0.80) than unvaccinated respondents (M= 3.72,
SD= 1.28), t(1, 412)= 6.38, p < 0.001, d = 0.70.

Among vaccinated respondents, common perceived benefits
were protecting oneself from COVID-19 (79.9%), protecting
loved ones from COVID-19 (78.5%), and concerns about getting
sick (34.9%) or dying (32.2%). Among unvaccinated respondents,
common perceived barriers included fear of vaccine side effects
(58.6%), vaccine distrust (41.4%), and government distrust
(34.5%). See Table 2 for a complete list of perceived benefits
and barriers.

Among unvaccinated respondents, significant differences
arose between those who said they planned to get vaccinated
(n = 37), those who did not (n = 39), and those who were
unsure (n = 40), F(2, 116) = 14.37, p < 0.001, η

2
= 0.20. Post

hoc tests revealed that those who planned to get vaccinated had
significantly higher self-efficacy (M= 4.14, SD= 0.79) than those
did not (M = 2.99, SD = 1.17, p < 0.001) and those who were
unsure (M = 3.49, SD= 1.04, p= 0.008).

For cues-to-action, all respondents identified credible sources
and channels for COVID-19 information. Credible sources
included government medical professionals (52.4%), local
medical professionals (44.4%), and elected federal officials (30%).
Popular channels for information were the Internet (59.9%),
news (54.3%), and social media (45.9%). See Table 3 for a
complete list of cues-to-action.

Vaccinated respondents were more likely than unvaccinated
respondents to view government medical professionals, χ²(1,
414) = 16.98, p < 0.001, and elected federal officials, χ²(1, 414)
= 16.00, p< 0.001, as credible. Among unvaccinated respondents
were also more likely than unvaccinated respondents to identify
personal contacts, χ²(1, 414) = 4.47, p = 0.035, and messaging
apps (like WhatsApp), χ²(1, 414) = 5.22, p < 0.001 as credible
channels for COVID-19 information (see Table 3).

DISCUSSION

The current study examined COVID-19 beliefs among Hispanic
and Latinx adults using the HBM. Consistent with the HBM,
results revealed vaccinated respondents reported greater
perceived severity and susceptibility to COVID-19 than
unvaccinated respondents. Notably, perceptions of susceptibility
were relatively moderate (mean of 3.43 on a 5-point scale),
suggesting continued effort is needed in raising awareness
among Hispanic and Latinx adults about the risks of COVID-19
transmission. In contrast, perceptions of severity were more
robust (mean of 4.21), suggesting many Hispanic and Latinx
adults see the consequences of contracting COVID-19 as severe.
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Among vaccinated, nearly 4 out of 5 respondents viewed
self-protection (“To protect myself from COVID-19;” 79.9%)
and protection for loved ones (“To protect my loved ones from
COVID-19;” 78.5%) as a benefit of vaccination. These findings
align with research conducted by the African American Research
Collaborative (2021), which found that the most effective
message promoting vaccination—among all racial/ethnic
groups—was “Getting a COVID-19 vaccine can protect the
lives of my family, friends, and those I love.” The argument
that getting vaccinated helps protect yourself and others may
resonate with Hispanic and Latinx individuals due to the concept
of familismo, a cultural value for family and kinship closeness
and protection that has been shown to impact health beliefs and
behaviors (Garcia et al., 2021). Our findings suggest the utility
of this “protection” messaging in COVID-19 vaccination efforts
among Hispanic and Latinx adults.

Among unvaccinated, two-thirds reported they did not plan
to get vaccinated or were unsure. The major barriers to
vaccination among unvaccinated responses were fear of vaccine
side effects (58.6%), distrust in the vaccine (41.4%), distrust in the
government (34.5%), and distrust of vaccines in general (22.4%).
Furthermore, approximately 1 in 5 unvaccinated respondents
(19.0%) cited “not feeling well-enough informed” as a barrier to
vaccination. These findings align with previous research (Garcia
et al., 2021), which found vaccine hesitancy for Latinos to be
rooted in concerns about side effects, mistrust, and fear of being
treated like “guinea pigs.” Together, these findings affirm the
importance of informing Hispanic and Latinx adults about the
safety and efficacy of the COVID-19 vaccines while addressing
vaccine misinformation and disinformation.

Overall, perceptions of self-efficacy among unvaccinated
respondents were relatively moderate (mean of 3.53).
In line with the HBM, self-efficacy was greater among
those who planned to get vaccinated compared to those
who did not or were unsure. Research using the HBM
(Williamson et al., 2017) has found that individuals face
self-efficacy challenges not only in performing a task
(i.e., getting vaccinated) but also in the decision-making
leading up to the task (i.e., deciding whether one should get
vaccinated). Future work could examine the role of task-
related and decision-related self-efficacy among Hispanic and
Latinx adults.

Consistent with previous research (Garcia et al., 2021),
respondents reported consuming COVID-19 information
through multiple media channels, including the Internet, news,
and social media. Surprisingly, national sources were viewed
as more credible than local sources (e.g., community leaders,
elected officials, television personalities; see Table 3). While
channel use was similar among vaccinated and non-vaccinated
respondents, unvaccinated respondents viewed very few of the
listed sources to be credible for information on COVID-19.
These findings highlight the challenge of reaching unvaccinated
Hispanic and Latinx adults with credible messengers. Future
research should more closely examine perceptions of credible

sources and messengers among unvaccinated Hispanic and
Latinx adults.

Limitations and Future Directions
This study was limited in several ways. First, given the changing
nature of the pandemic, our cross-sectional survey represents
a limited snapshot of Hispanic and Latinx adults’ beliefs about
COVID-19. Second, our survey included a large number of
items for perceived barriers (eighteen items), perceived benefits
(eight items), and cues-to-action (seventeen items). Therefore,
we opted to use a list-style “check all that apply” rather than a
Likert-style measure in order to reduce participant fatigue. Our
rationale for doing so was to include more items at the cost of
precision (which a Likert-style measure would have provided).
Third, our sample was diverse in age, gender, and language, but
our reach was limited to respondents with access to the Internet
residing within the Commonwealth of Virginia. Responses were
undoubtedly impacted by the state of the pandemic during the
period of data collection. Despite these limitations, we believe
these data are timely and relevant for practitioners working to
promote COVID-19 awareness and vaccination among Hispanic
and Latinx adults.

CONCLUSION

Our results highlight several opportunities and challenges for
efforts to promote COVID-19 awareness and vaccination among
Hispanic and Latinx adults. Given the changing nature of
the pandemic, continued research on this diverse population
is essential.
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