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As of May 2021, severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) had infected >154 

million globally and caused >3.2 million deaths (1). 
The United States accounts for ≈21% of coronavirus 
disease (COVID-19) cases and related deaths world-
wide (1). Vaccines are a highly effective transmis-
sion prevention tool. However, SARS-CoV-2 testing, 
contact tracing, and quarantining are among the few 
effective prevention measures available to the public 
that are proven to reduce transmission in the setting 
of variable vaccine availability and uptake (2). The 
COVID-19 disease burden has disproportionately 
affected Black and Latinx populations in the United 
States (3,4). These health disparities in racial and eth-
nic minority populations are driven by complex so-
cial and structural factors, such as a paucity of health 
services, absence of culturally tailored services, and 
economic barriers that affect adherence to quarantine 
guidelines (5,6). These disparities have been further 
compounded by fragmented SARS-CoV-2 testing 

policies in the United States, which have not priori-
tized testing for medically underserved racial and 
ethnic minority communities (2).

Rhode Island experienced high rates of SARS-
CoV-2 infection early in the pandemic and has been 
recognized for expanding testing early across the state 
(5). Policies in Rhode Island evolved in tandem with 
the pandemic and availability of testing supplies. In 
April 2020, faced with limited testing supplies and 
healthcare personnel, offi cials in Rhode Island restrict-
ed SARS-CoV-2 testing to prescheduled appointments 
for symptomatic persons with recent travel histories 
(7,8). By June, testing recommendations in Rhode Is-
land had evolved to include populations considered at 
high risk for COVID-19, and the state has since main-
tained one of the highest per capita testing rates in the 
United States (7,8). However, most testing locations re-
quired appointments and were limited to symptomatic 
patients, and services were not offered in most urban 
communities, where infection rates were highest. 

As seen elsewhere in the United States, the Latinx 
community in Rhode Island has been disproportion-
ately affected by COVID-19 (9). The Latinx commu-
nity constitutes just 14% of the population in Rhode 
Island; the most represented countries and territo-
ries are Mexico (35%), Cuba (29%), Spain (11.7%), 
and Puerto Rico (8.9%). However, the Latinx com-
munity accounts for 38% of positive SARS-CoV-2 
tests and 33% of COVID-19–related hospitalizations 
in the state (1,8).

The Study
In June 2020, to respond to the unmet need for cultur-
ally tailored SARS-CoV-2 testing services, we opened 
a multilingual, community-based site for testing by 
PCR in Providence, Rhode Island (7). This program 
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DISPATCHES

We	developed	a	testing	program	for	severe	acute	respira-
tory	syndrome	coronavirus	2	in	an	urban	Latinx	neighbor-
hood	 in	Providence,	Rhode	 Island,	USA.	Approximately	
11%	of	Latinx	participants	(n	=	180)	tested	positive.	Cul-
turally	 tailored,	community-based	programs	 that	 reduce	
barriers	to	testing	help	identify	persons	at	highest	risk	for	
coronavirus	disease.
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was supported by the Rhode Island Department of 
Health. We partnered with a local community cul-
tural center to develop a culturally tailored model 
for SARS-CoV-2 testing in urban neighborhoods 
with large numbers of Latinx residents and high 
rates of COVID-19 infection. The cultural center was 
a well-known space for community gatherings, art-
ist performances, and religious services. The testing 
site was staffed by trained medical personnel includ-
ing clinical providers and volunteers. We designed 
the testing model to accept all walk-ins; offer drive-

through and walk-up testing; provide onsite access 
to bilingual testing services in English, Spanish, and 
Portuguese (with additional language services pro-
vided by tele-interpretation); offer patients multiple 
modalities for accessing test results (in person, by 
telephone, postal mail, or online portal for patients 
with email addresses); provide testing regardless 
of insurance status, provider referral, in-state resi-
dency, or clinical manifestation; and forego out-of-
pocket costs. We also worked with Latinx communi-
ty leaders to promote our testing program on Latinx 
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Table 1. Demographic	information	for patients	undergoing	testing	for	severe	acute	respiratory	syndrome	coronavirus	2	at	Rhode	
Island	Public	Health	Institute	testing	site,	Rhode	Island,	USA,	June	8–August	8,	2020* 

Characteristic Total,	n	=	498 
SARS-CoV-2–positive	
patients,	n	=	26	(5%) 

SARS-CoV-2–negative	
patients,	n	=	472	(95%) 

Median	age	(range),	y 36.9	(7–91) 40.1	(7–91) 36.7	(11–77) 
Age	group,	y 

   

 0–14 13	(3) 1	(4) 12	(3) 
 15–34 262	(53) 11	(42) 251	(53) 
 35–64 184	(37) 11	(42) 173	(37) 
 >65 39	(8) 3	(12) 36	(8) 
Race 

   

 White 230	(49) 2	(9) 228	(51) 
 Other	race 123	(26) 14	(61) 109	(24) 
 Black	or	African	American 86	(18) 4	(17) 82	(18) 
 Asian 26	(6) 2	(9) 24	(5) 
 American	Indian	or	Alaskan	Native 4	(1) 1	(4) 3	(1) 
 Unknown	or	not	reported 29	(6) 3	(12) 26	(6) 
Ethnicity    
 Not	Hispanic	or	Latinx 303	(63) 5	(21) 298	(65) 
 Hispanic	or	Latinx 180	(37) 19	(79) 161	(35) 
 Unknown	or	not	reported 15	(3) 2	(8) 13	(3) 
Preferred	language 

      

 English 392	(79) 12	(48) 380	(81) 
 Spanish 102	(21) 12	(48) 90	(19) 
 Other	language 2	(0) 1	(4) 1	(0) 
 Unknown	or	not	reported 2	(0) 1	(4) 1	(0) 
Sex	assigned	at	birth 

      

 F 304	(61) 9	(36) 295	(63) 
 M 193	(39) 16	(64) 177	(38) 
 Unknown	or	not	reported 1	(0) 1	(4) 0 
Gender	identity	(grouped) 

      

 Woman 225	(52) 9	(41) 216	(53) 
 Man 155	(36) 13	(59) 142	(35) 
 Nonbinary,	genderqueer,	nonconforming,	or	agender 46	(11) 0 46	(11) 
 Not	listed	or	other 5	(1) 0 5	(1) 
 Unknown	or	not	reported 67	(13) 4	(15) 63	(13) 
Sexual	orientation 

      

 Straight	or	heterosexual 260	(60) 20	(91) 240	(59) 
 Pansexual,	queer,	asexual,	or	bisexual 100	(23) 0 100	(24) 
 Lesbian,	gay,	or	homosexual 57	(13) 1	(5) 56	(14) 
 Not	listed	or	other 15	(3) 1	(5) 14	(3) 
 Unknown	or	not	reported 66	(13) 4	(15) 62	(13) 
Clinical	manifestation 

      

 Asymptomatic 369	(90) 14	(78) 355	(91) 
 Symptomatic 39	(10) 4	(22) 35	(9) 
 Unknown	or	not	reported 90	(18) 8	(31) 82	(17) 
Insurance	package 

      

 Commercial	or	group	policy, e.g.,	HMO,	PPO 307	(62) 10	(40) 297	(63) 
 No	insurance 116	(23) 10	(40) 106	(23) 
 Medicaid	or	Medicare	Part	B 73	(15) 5	(20) 68	(14) 
 Unknown	or	not	reported 2	(0) 1	(4) 1	(0) 
*Values	are	no.	(%)	except	as	indicated.	SARS-CoV-2,	severe	acute	respiratory	syndrome	coronavirus	2. 
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radio, Facebook, and other social media; conducted 
outreach to sexual and gender minority communi-
ties on social media platforms; and partnered with 
established community resources (e.g., cultural cen-
ters, churches) to promote testing by word of mouth. 
All persons who underwent testing were required to 
provide their legal name and date of birth, proof of 
identity and address (e.g., state identification card, 
utility bill, bank statement, etc.), contact information 
(i.e., address, phone number), and insurance infor-
mation if applicable. We did not collect information 
related to immigration or in-state residency status 
to avoid introducing perceived barriers to testing. A 
healthcare provider at our facility contacted every 
person who tested positive for SARS-CoV-2 as soon 
as results were available. Patients were then con-
nected with available support services, such as food 
and housing resources. The Department of Health 
also contacted patients to support additional trans-
mission prevention activities.

During June 8–August 8, 2020, a total of 498 
persons in the community underwent testing at 
this site; 40% of the sample identified as Latinx. 
Approximately 5% of all persons (Table 1) and 11% 
of Latinx participants were SARS-CoV-2–positive, 
compared with a statewide positive rate of 2%–3% 
(10). Furthermore, although 40% of the sample self-
identified as Latinx, Latinx persons constituted 
80% of positive case-patients. Latinx persons had 
7 times higher odds of testing positive (crude odds 

ratio [OR] 7.03, 95% CI 2.58–19.19) than did non-
Latinx persons (Table 2). 

Although we designed our program to respond 
to unmet needs for urban SARS-CoV-2 testing, it at-
tracted persons from throughout the city of Provi-
dence and the state of Rhode Island (Figure 1). How-
ever, the greatest number of positive SARS-CoV-2 
tests were from persons who lived in the surrounding 
ZIP codes (Figure 2), a geographic area experiencing 
high rates of community transmission.

Only 39% of all patients in this sample were men, 
but they represented 59% of all COVID-19 cases. Be-
ing male was associated with 2.96 times higher odds 
of testing positive (crude OR 2.96, 95% CI 1.28–6.84). 
Sexual minorities accounted for ≈40% of the sample, 
and gender minorities accounted for 12% of the sam-
ple. However, sexual and gender minorities had far 
lower rates of COVID-19 infection; 90% of persons 
who tested positive for SARS-CoV-2 were cisgender 
and heterosexual.

Conclusions
Our experience suggests that SARS-CoV-2 testing 
models that reduce barriers to care can successful-
ly reach medically underserved communities that 
have high rates of COVID-19 infection. Culturally 
tailored approaches might be critical for identify-
ing Latinx populations unaware of their SARS-
CoV-2 infection (10). Not requiring health insur-
ance or physician orders for testing, not charging 
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Table 2. Association	between	specific	sociodemographic	characteristics	and	a	positive	PCR	test	result	for	severe	acute	respiratory	
syndrome	coronavirus	2,	Rhode	Island,	USA,	June	8–August	8,	2020* 
Variables Crude	odds	ratio	(95%	CI) Adjusted	odds	ratio	(95%	CI) 
Age,	y 1.01	(0.99–1.03) NC 
Race 

  

 White Referent 
 

 Asian 9.5	(1.28–70.52) NC 
 Black/African	American 5.56	(1.00–30.93) NC 
 Other	Race 15.27	(3.43–67.92) NC 
Ethnicity 

  

 Non-Hispanic Referent 
 

 Hispanic 7.03	(2.58–19.19) NC 
Gender 

  

 Female Referent 
 

 Male 2.96	(1.28–6.84) NC 
Insurance	status 

  

 Insured 
 

Referent 
 Uninsured NC 1.46	(0.50–4.21) 
 Medicaid/Medicare	Part	B NC 2.57	(0.75–8.75) 
Sexual	orientation 

  

 Heterosexual 
 

Referent 
 Same-sex NC 0.61	(0.07–5.47) 
 Bisexual NC NC 
 Queer,	asexual,	or	pansexual NC NC 
 Other NC 0.69	(0.08–5.97) 
*In	an	exploratory	analysis,	we	treated	demographics,	insurance,	and	sexual	orientations	as	exposures	and	identified	models	for	each	variable.	Because	
no	factors	could	affect	the	status	of	age,	race,	or	ethnicity,	we	present	crude	odds	ratios	for	these	variables.	For	insurance	and	sexual	orientation,	we	
identified	age,	race,	and	ethnicity	as	confounding	variables	on	the	basis	of	a	priori	knowledge	and	present	adjusted	odds	ratios. NC,	not	calculable. 
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payment, and offering walk-up and drive-through 
testing enabled widespread participation in our 
testing program. Offering multiple means of bilin-
gual communication, including text, phone, email, 
traditional mail, and an online portal, also enabled 
communication with otherwise hard-to-reach pa-
tients. Although our findings are notable, they 
would be strengthened by an increased sample size 
to better characterize differences observed in the 
study population. Our outreach strategies were ef-
fective, but additional efforts in future initiatives 
could further improve testing outreach.

Our program provides a useful framework for 
reducing barriers to SARS-CoV-2 testing services in 
underserved communities, including sexual and gen-
der minorities and Latinx populations who otherwise 
might not be tested for SARS-CoV-2. Perhaps the great-
est challenge to replicating and sustaining this model 
is developing a viable funding model. Despite our 
program’s success in enabling testing for persons at 
elevated risk for COVID-19, the human and financial 
resources needed to maintain this testing site design 
might limit its ability to be implemented in resource-

limited environments. The need for culturally tailored 
testing programs will continue even as vaccination 
programs are enacted across the country. Currently, 
reimbursement-based and traditional medical service 
delivery models often operate at a financial loss; great-
er public funding support is needed to sustain cultur-
ally tailored, low-barrier testing models that address 
ethnic and racial disparities in SARS-CoV-2 infection.

This research was supported in part by National Institutes 
of Health/National Institute of Allergy and Infectious 
Diseases grant R25AI140490 and National Institutes of 
Health/National Institute of General Medical Sciences 
grant U54GM115677.
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Figure 1. Geographic distribution of 498 persons tested for severe 
acute respiratory syndrome coronavirus 2 by Rhode Island Public 
Health Institute staff, Rhode Island, USA, June 8–August 8, 2020. 
Color scale indicates number of persons tested by ZIP code. Five 
patients had unknown ZIP codes and 16 were from out of state.

Figure 2. Geographic distribution of 28 persons receiving a positive 
test result for severe acute respiratory syndrome coronavirus 2 from 
testing performed by Rhode Island Public Health Institute staff during 
June 8–August 8, 2020. Color scale indicates number of persons 
testing positive by ZIP code. One patient had an unknown ZIP code.



Community-Adapted SARS-CoV-2 Testing, USA

References
  1.	 Dong E, Du H, Gardner L. An interactive web-based 

dashboard to track COVID-19 in real time. Lancet Infect 
Dis. 2020;20:533–4. https://doi.org/10.1016/S1473-
3099(20)30120-1

  2.	 Robert A. Lessons from New Zealand’s COVID-19 outbreak 
response. Lancet Public Health. 2020;5:e569–70.  
https://doi.org/10.1016/S2468-2667(20)30237-1

  3.	 Okonkwo NE, Aguwa UT, Jang M, Barré IA, Page KR,  
Sullivan PS, et al. COVID-19 and the US response:  
accelerating health inequities. BMJ Evid Based Med. 2020 Jun 
3 [Epub ahead of print]. https://doi.org/10.1136/ 
bmjebm-2020-111426

  4.	 Berger ZD, Evans NG, Phelan AL, Silverman RD. Covid-19: 
control measures must be equitable and inclusive.  
BMJ. 2020;368:m1141. https://doi.org/10.1136/ 
bmj.m1141

  5.	 Kerkhoff AD, Sachdev D, Mizany S, Rojas S, Gandhi M,  
Peng J, et al. Evaluation of a novel community-based  
COVID-19 ‘Test-to-Care’ model for low-income populations. 
PLoS One. 2020;15:e0239400. https://doi.org/10.1371/ 
journal.pone.0239400

  6.	 Towns R, Corbie-Smith G, Richmond A, Gwynne M,  
Fiscus L. Rapid deployment of a community-centered  
mobile COVID-19 testing unit to improve health equity. 

NEJM Catal. 2020 Oct 22 [cited 2020 Dec 11].  
https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0522

  7.	 National Governors Association. Rhode Island—coronavirus 
state actions. 2020 Mar 9 [cited 2020 Sep 11]. https://www.
nga.org/coronavirus-state-actions/rhode-island/

  8.	 Johns Hopkins Coronavirus Resource Center. Impact of 
opening and closing decisions by state: a look at how social 
distancing measures have influenced trends in COVID-19 
cases and deaths in Rhode Island [cited 2020 Dec 11]. 
https://coronavirus.jhu.edu/data/state-timeline/ 
new-confirmed-cases/rhode-island

  9.	 Macias Gil R, Marcelin JR, Zuniga-Blanco B, Marquez C, 
Mathew T, Piggott DA. COVID-19 pandemic: disparate 
health impact on the Hispanic/Latinx population in the 
United States. J Infect Dis. 2020;222:1592–5. https://doi.
org/10.1093/infdis/jiaa474

10.	 Rhode Island Department of Health (RIDOH). COVID-19 
Rhode Island data [cited 2020 Dec 11]. https://docs.google.
com/spreadsheets/d/1c2QrNMz8pIbYEKzMJL7Uh2dtThOJ
a2j1sSMwiDo5Gz4/edit#gid=31350783

Address for correspondence: Amy Nunn, Rhode Island Public 
Health Institute, 7 Central St, Providence, RI 02907, USA; email: 
amycitanunn@gmail.com

	 Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 27, No. 9, September 2021	 2449

®

Coronavirus

To revisit the September 2020 issue, go to:
https://wwwnc.cdc.gov/eid/articles/issue/26/9/table-of-contents

• �Disparate Effects of Invasive Group A 
Streptococcus on Native Americans

• �Seroepidemiologic Study Designs for 
Determining SARS-COV-2 Transmission 
and Immunity

• �Polyclonal Burkholderia cepacia Complex

• �Outbreak in Peritoneal Dialysis Patients 
Caused by Contaminated Aqueous 
Chlorhexidine

• �Severe Acute Respiratory Syndrome 
Coronavirus 2 Prevalence, 
Seroprevalence, and Exposure among 
Evacuees from Wuhan, China, 2020

• �Pathology and Pathogenesis of 
SARS-CoV-2 Associated with Fatal 
Coronavirus Disease, United States

• �Encephalopathy and Encephalitis 
Associated with Cerebrospinal Fluid 
Cytokine Alterations and Coronavirus 
Disease, Atlanta, Georgia, USA, 2020

• �Invasive Infections with Nannizziopsis 
obscura Species Complex in 9 Patients 
from West Africa, France, 2004–2020

• �Evaluation of World Health 
Organization– Recommended Hand 
Hygiene Formulations

• �Saprochaete clavata Outbreak 
Infecting Cancer Center through 
Dishwasher

• �Updated Estimates of Chronic 
Conditions Affecting Risk for 
Complications from Coronavirus 
Disease, United States

• �Risk-Based Estimate of Human Fungal 
Disease Burden, China

• �Association of Biosecurity and 
Hygiene Practices with Environmental 
Contamination with Influenza 
A Viruses in Live Bird Markets, 
Bangladesh

• �Q Fever Osteoarticular Infection  
in Children

• �Web-Based Interactive Tool to  
Identify Facilities at Risk of Receiving 
Patients with Multidrug-Resistant 
Organisms

• �Isolation, Sequence, Infectivity, and 
Replication Kinetics of Severe Acute 
Respiratory Syndome Coronavirus 2

• �Retrospective Description of Pregnant 
Women Infected with Severe Acute 
Respiratory Syndrome Coronavirus 2, 
France

• �Heterogeneity of Dengue Illness in 
Community-Based Prospective Study, 
Iquitos, Peru

• �Costs Associated with Nontuberculous 
Mycobacteria Infection, Ontario, 
Canada, 2001–2012

September 2020


