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Abstract
Objective: To describe COVID-19 related symptoms and medical care experienced in the first six months of the
pandemic as well as stay-at-home order adherence, and attitudes related to COVID-19 risk and social distancing
among a diverse sample of adults in the Deep South.
Methods: Survey data were collected from 411 Louisiana and Mississippi residents for three weeks in June 2020
through social media.
Results: Over half (52.5%) of participants who experienced COVID-19 related symptoms (with 41.5% experiencing at
least one symptom) did not feel the severity of symptoms warranted seeking medical care. 91.6% of the Deep
South adults visited certain places or did activities where visiting or gathering with other people was involved
during stay-at-home mandates. Religiosity/spirituality, age, education, number of children in the home, attitudes
related to COVID-19 risk of complications and social distancing were related to the greater/lesser likelihood of stayat-home order adherence.
Conclusions: Various cultural and contextual factors were related to stay-at-home order adherence. Understanding
how social values, life stage, socioeconomic, and geographic factors influence stay-at-home order adherence would
lead to more effective policy design to improve population adherence.
Keywords: Social determinants of health, COVID-19, Public health, Rural health

Introduction
The novel coronavirus disease (COVID-19) has become
a public health emergency worldwide after being declared as a pandemic by the World Health Organization
in March 2020. The United States (US) is among the
most-affected countries and with near six million cases
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and 190,000 deaths in the first six months [1]. Deep
South states, such as Mississippi and Louisiana, with
already existing health and social inequities were expected to bear a disproportionate burden from the pandemic. Early studies reported that African Americans
had greater hospitalization rates from COVID-19 in
comparison to other races but also pointed out the
underlying factors such as chronic disease burden, residence in low-income areas, or occupational exposures
that could result in a greater risk of COVID-19 infection
[2, 3]. A recent study reported that higher perceived risk
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for COVID-19 was associated with greater income and
younger age [4].
As of September 13, 2020, Mississippi and Louisiana
reported a cumulative of 87,805 and 154,955 cases, respectively [5]. Louisiana became an epicenter among
southern states as early as April and was the third highest in per capita reported cases in the US [6]. Mississippi
had a more steady increase in the number of cases but
had the second highest COVID-19 hospitalization rate
in the nation by early June [7]. The emergence of
COVID-19 cases and scientific and medical uncertainty
of disease surveillance urged public health officials and
state/local governments to identify and implement interventions to slow the spread of disease [8]. Nonpharmaceutical public health interventions (NPI) such as
social distancing and isolation have been shown to be
simple and cost-effective ways to control respiratory infections [9]. The Center for Disease Control and Prevention has also identified NPIs as one of the best ways to
control pandemic illnesses when vaccines are not yet
available [10]. By early April, both Mississippi and Louisiana issued stay-at-home orders and stated guidelines
that included mask mandates, restrictions for nonessential businesses, and social distancing to slow the
spread of COVID-19. Stay-at-home orders (referred to
as “shelter” at home in Louisiana) in both states directed
residents to stay at or shelter at home and limit movements outside of their homes beyond essential needs.
There is still much too be learned about medical experiences related to the pandemic as well as attitudes and
other factors related to stay-at-home order adherence.
Additionally, it is critically to understand the factors related to state-at-home order adherence to better inform
intervention and policy design. The purpose of this study
was to describe COVID-19 related symptoms and medical care experienced in the first six months of the pandemic as well as stay-at-home order adherence, and
attitudes related to COVID-19 risk and social distancing
among a diverse sample of adults in the Deep South,
specifically in the states of Louisiana and Mississippi.
Additionally, we determined predictors of stay-at-home
order adherence.

Methods
Study setting and participants

Adults 18 years of age and older who resided in Mississippi or Louisiana were recruited for the study via social
media posts (i.e.., Facebook, Instagram). The posts were
shared to various social media pages (i.e., Mississippi
INBRE Telenutrition Center and Center for American
Indian Research and Studies pages), and promoted by
Mississippi INBRE Outreach Scholars and community
partners. The data collection period occurred for three
weeks in June 2020. The survey was developed to
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support the research of the MIOS summer research program. The survey was delivered online, lasted approximately 15 to 20 min, and began with an overview of the
study and informed consent information. Participants
were informed that the purpose of the survey was to
conduct a health assessment in Mississippi and Louisiana that include questions related to demographics,
standard health information, health views and attitudes,
and nutrition, physical activity, and COVID-19 behaviors. Participants were also informed that the information gathered may be utilized for research purposes or
by agencies and organizations to develop programs or
provide resources to address community needs. Initial
questions were presented to determine study eligibility
based on age and state of residence. Individuals who did
not live in Louisiana or Mississippi or were less than 18
years of age were excluded from participation in the
study. After completing the survey, participants were offered the opportunity to accept a $5 Walmart electronic
gift card. All study procedures were reviewed and approved by The University of Southern Mississippi Institutional Review Board.
Measures

The survey included items related to nutrition, physical
activity, COVID-19, and preventable chronic disease.
Standard demographics and medical history information
included items such as race/ethnicity, gender, educational levels, individual and household income, household size, religion and religiosity/spirituality, chronic
disease information for self and family/household members. The study adopted/adapted items from Centers for
Disease Control and Prevention COVID-19 Community
Survey [11] to collect detailed information regarding
COVID-19 related symptoms, medical care sought for
COVID-19 related symptoms, COVID-19 related attitudes and social distancing/stay-at-home adherence behaviors. To assess COVID-19 related attitudes,
participants selected their agreement on a 7-point Likert
scale with the following six statements: 1. I have a
greater risk of COVID-19; 2. I live in a neighborhood
where it is difficult to socially distance myself from
others; 3. It is easy for me to socially distance from family members in my home; 4. It is more important to be
with my family than to socially distance from them; and
5. It will help decrease the spread of COVID-19 fi I stay
away from other people, including my family. Social distancing/stay-at-home order adherence behaviors were
yes/no responses for having done any of the following
behaviors during the stay-at-home order time period
(April 2020): 1. Gone out to a restaurant, bar, club, or
other place where people gather; 2. Visit with friends,
relatives, or neighbors aged 60 years or older; 3: Gone to
the grocery store or pharmacy; 4: Gone to a friend,
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neighbor, or relative’s house (other than your own); 5.
Had more than 10 friends, neighbors, or relatives over
for a gathering or meal; 6. Gone to a family gathering
with more than 10 people; 7. Gone to a gathering of
friends with more than 10 people; and 8: Gone to a
faith-based gathering. The question stem was “During
the month of April 2020, have you …” and participants
were asked to “select all that apply.” Other items collected and not included in this study were fatalistic attitudes related to preventable chronic disease, dietary and
physical activity behaviors, peer social support for diet
and physical activity, and community health values related to preventable chronic diseases.
Statistical analysis

Descriptive and frequency data were computed for all
variables and all analyses were conducted using IBM
SPSS Statistics 27.0 software. To determine whether
COVID-19 -related attitudes predicted social distancing/
stay-at-home adherence behaviors net of the effects of
demographic and psychosocial variables, we proceeded
through a series of steps to determine which variables to
include in the final model. First, simple correlations
among demographic variables (age, education, income,
the number of adults and the number of children in the
household) and psychosocial variables (religiosity/spirituality, perceptions of physical health and perceptions
of social-emotional support) were computed. Eight hierarchical binary logistic regression models were used to
test the contributions of demographic, psychosocial and
COVID-19 -related attitude variables on each of the social distance/stay-at-home order adherence variables.

Results
Demographics, impact of COVID-19 on employment and
medical history

411 participants attempted survey completion. Of the
411 participants, 99% of participants completed all of
the demographic information, 97% reported on whether
they had been diagnosed with a chronic disease, 97% reported on whether or not they experienced COVID-19
symptoms, 91% reported on social support, and 90%
reported on COVID-19 related attitudes and behaviors.
The decrease in responses followed the order of questions in the survey with questions asked early in the survey having higher response rates compared to those
answered later in the survey. Those who completed the
survey (n = 368), were on average older (mean, M =
33.93, standard deviation, S = 14.03) compared to those
who did not complete the survey (M = 28.60, S = 12.30; F
(1,409) = 5.69, p = .02), more educated (r = .16, p < .01),
and more likely to be married (41%) compared to noncompleters (17%; Chi Square [4] = 13.02, p = 0.01), but
not different with regard to race, employment status, or
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income. Demographics for the 368 participants who
completed the survey are located in Table 1.
The final surveyed sample of Deep South residents
(n = 368) was relatively young with 78.1% of respondents
45 years or younger and an age range of 18 to 79 years.
Most respondents were female (75.0%), married (41.0%)
or single (46.5%), had at least some college (83.1%), reported an individual annual income of $59,999 or less
(86.1%), and about half reported employment in a fulltime position (46.5%). About half reported zero children
(54.3%) followed by one to two children (38.5%) living in
the home, and one to three adults living in the household (84.3%). Most respondents were Baptist (36.1%)
followed by non-denominational (16.8%) and Catholic
(16.0%). Most participants (75.8%) reported that they
were fairly or very religious. Table 1 provides detailed information for demographic data.
29.7% (n = 104) of participants reported that the
COVID-19 pandemic caused them to work remotely or
from home more than usual. 14.6% (n = 51), 18.3% (n =
64) and 17.7% (n = 62) either worked more hours than
usual, worked fewer hours than usual or were not able
to work, respectively. Only 5.1% (n = 18) had difficulty
arranging childcare and 0.9% (n = 3) had incurred increased childcare costs. 14.3% (n = 50) experienced reduced income/pay and 8.3% (n = 29) were not paid at all.
COVID-19 related symptoms and medical care

214 (58.2%) of the 368 participants reported not experiencing any of the five COVID-19 related symptoms between January and July 2020. Of those who reported at
least one symptom (n = 154), the most reported symptom was a runny/stuffy nose followed by sore throat and
cough. Nearly half (46.8%) of those who experienced at
least one symptom went to a healthcare professional for
the COVID-19 related symptom(s). Less than a quarter
(18.1%) of those individuals who sought medical care for
a COVID-19 related symptom were tested for COVID19 and 48.6% were tested for influenza. The most common healthcare setting visited was a doctor’s office
(41.7%) followed by the urgent care center (38.9%). Most
individuals who did not seek medical care for COVID19 related symptoms (n = 82) reported they did not do
so because the symptoms were not considered severe
enough to seek medical care (79.3%). Those who selected the “other” response indicated the following reasons for not seeking medical care: had sinus/allergy
issues, avoided missing work/school, or self-medicated
(data not shown). Table 2 provides complete information for quantitative data.
COVID-19 related behaviors and attitudes

During the month of April 2020, which is the time
period when both states of Mississippi and Louisiana
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Table 1 Demographic descriptive data for the Deep South sample (n = 368)
Demographics

Mean (SD)

Age

Years

33.93 (14.03)

Categorical Demographics

Category Labels

% (n)

Race/Ethnicity

State of Residence

Gender

Education

Individual Annual Income

Household Annual Income

Children in Household

Adults in Household

Marital Status

White

43.5 (160)

Black or African American

30.7 (113)

American Indian or Alaskan Native

17.9 (66)

Hispanic/Latino

1.4 (5)

Asian

1.1 (4)

Two or more races

5.4 (20)

Louisiana

35.3 (130)

Mississippi

64.7 (238)

Male

25.0 (92)

Female

75.0 (276)

Less than a high school degree

3.8 (14)

A high school degree

13.0 (48)

Some college, but not a college degree

25.5 (94)

A 2-year or vocational degree

16.0 (59)

A 4-year college degree or higher

41.6 (153)

$0 to $19,999

41.6 (153)

$20,000 to $29,999

12.5 (46)

$30,000 to $39,999

14.1 (52)

$40,000 to $49,999

9.2 (34)

$50,000 to $59,999

8.7 (32)

$60,000 or greater

11.9 (51)

$0 to $19,999

14.1 (52)

$20,000 to $29,999

7.9 (29)

$30,000 to $39,999

11.1 (41)

$40,000 to $49,999

8.2 (30)

$50,000 to $59,999

6.3 (23)

$60,000 or greater

52.4 (193)

0

54.3 (200)

1

23.6 (87)

2

14.9 (55)

3

4.1 (15)

4

1.9 (7)

5 or more

1.1 (4)

0

2.7 (10)

1

17.7 (65)

2

47.3 (174)

3

19.3 (71)

4

10.1 (37)

5 or more

3.0 (11)

Single

46.5 (171)

Married

41.0 (151)

Cohabitating

8.4 (31)
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Table 1 Demographic descriptive data for the Deep South sample (n = 368) (Continued)
Demographics
Employment Status

Perceptions of Physical Health

Health Insurance Status

Religion

Religiosity/Spirituality

Social & Emotional Support

Mean (SD)
Divorced/Separated

4.1 (15)

I do not work but I stay at home to care for children or elderly family members

4.6 (17)

I do not work because I am retired

2.4 (8)

I have a full-time position

46.5 (171)

I have a part-time position

7.9 (29)

I have more than one part time position

4.3 (16)

I am a student and work part or full time

17.1 (63)

I am a student and do not work

7.9 (29)

I do not work and am not looking for work

3.5 (13)

I do not work but I am looking for work

5.7 (21)

Poor

3.3 (12)

Fair

59 (16.0)

Good

142 (38.6)

Very Good

119 (32.3)

Excellent

36 (9.8)

Has health insurance support

88.9 (327)

No health insurance of any kind

11.1 (41)

No religious affiliation

11.4 (40)

Baptist

36.1 (133)

Catholic

16.0 (59)

Methodist

5.2 (19)

Non-denominational

16.8 (62)

Presbyterian

1.6 (6)

Other

8.7 (32)

Prefer not to respond

4.6 (17)

Not religious at all

6.3 (23)

Not too religious

17.9 (66)

Fairly religious

45.4 (167)

Very religious

30.4 (112)

Never

2.7 (10)

Rarely

11.4 (42)

Sometimes

20.7 (76)

Usually

41.6 (153)

Always

23.6 (87)

were under a stay-at-home order, the majority of respondents (85.1%) visited a grocery store/pharmacy
followed by visiting a friend, neighbor, or relative’s house
(60.1%), and visited with friends, relatives or neighbors
aged 60 years or older (31.4%). Only 7.5% (n = 31) of respondents did not visit any of the places or do any of
the activities listed. Other social distancing/stay-at-home
adherence behaviors are described in Table 3.
54.9% of participants somewhat disagreed-tostrongly disagreed that they have a greater risk of

COVID-19 complications. 81.3% of participants somewhat disagreed-to-strongly disagreed that they live in
a neighborhood where it is difficult to socially distance from others. 41.0% of respondents somewhat
agreed-to-strongly agreed that it is more important to
be with family than to social distance. 62.5% of participants somewhat agreed-to-strongly agreed that
staying away from other people, including family,
would help decrease the spread of COVID-19. A
complete distribution of data is reported in Table 4.
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Table 2 COVID-19 related symptoms experiences and medical
care sought between January and July 2020 (n = 368)
% (n)
Reported COVID-19 related symptoms between January and July 2020 (n =
154)
Fever

29.8 (46)
Cough

Sore Throat

59.7 (92)
60.4 (93)

Runny or Stuffy Nose
Difficulty breathing

79.2 (122)
20.1 (31)

Experienced at least 1 COVID19 related symptom and saw healthcare
professional for symptom (n = 72)
Tested for COVID-19 at healthcare visit

18.1 (13)

Received positive test result for COVID-19

15.4 (2)

Tested for influenza at healthcare visit

48.6 (35)

Received positive test result for influenza

8.6 (3)

Location of healthcare visit for COVID-19 related symptom (n = 72)
Doctor’s office

41.7 (30)

Urgent care center

38.9 (28)

Telemedicine/telephone triage

8.3 (6)

Emergency room at a hospital

6.9 (5)

Health department/public health clinic

2.8 (2)

Somewhere else

1.4 (1)

Reasons for not seeking medical care for COVID-19 related symptom (n =
82)
Did not feel bad enough
Distrust healthcare system

79.3 (65)
8.5 (7)

Did not have insurance

13.4 (11)

Worried about cost

11.0 (9)

Did not want to spend money

15.9 (13)

Did not have paid sick leave

9.8 (8)

No one to look after my family

2.4 (2)

Other

17.1 (14)

Table 3 Most to least common social behaviors during stay-athome order (April 2020, n = 337)
% (n)
Gone to the grocery store or pharmacy

85.1 (313)

Gone to a friend, neighbor, or relative’s house
(other than your own)

60.1 (221)

Visited with friends, relatives, or neighbors aged
60 years or older

31.4 (129)

Gone out to a restaurant, bar, club, or other
place where people gather

21.7 (80)

Gone to a family gathering with more than
10 people

14.1 (82)

Gone to a faith-based gathering

10.3 (38)

Had more than 10 friends, neighbors, or relatives
over for a gathering or meal

8.7 (32)

Gone to a gathering of friends with more than
10 people

8.8 (38)

Correlation and regression analyses

Power analysis indicated that a sample size of 300 was
needed to detect between a small and medium effect size
(f [2] = .10, power = .99, alpha = .05) to test for the relation between COVID-19 behaviors and the five COVID19 attitudes over and above the explanatory power of
demographic variables [5] and psychosocial variables [3].
Simple correlations among demographic and psychosocial variables revealed, at most, moderate correlations
between predictor variables (See Table 5). Moderate correlations were also noted among attitudes related to
COVID-19 risk and social distancing and social behaviors related to stay-at-home order adherence (See
Table 6). Findings indicated that the older the participants and greater agreement that “it will help decrease
the spread of COVID-19 if I stay away from other
people, including my family,” the less likely participants
were to report going to a restaurant, bar, club, or other
place where people gather. The younger and more educated the participants, and the greater the agreement
with “It is more important to be with my family than to
socially distance from them,” the more likely to report
having gone to a friend, neighbor, or relative’s home.
The greater the importance to be with family than to socially distance from them, the more likely they were to
report attending family gatherings of 10 or more people.
The greater the agreement that they lived in a neighborhood where it is difficult to social distance, the more
likely they were to have gone to a gather of friends with
more than 10 people. The more religious the participants, the more likely they were to report having gone
to a gathering with friends with more than 10 people or
attended a faith-based gathering. Table 7 contains
complete regression analyses results.

Discussion
This study identified COVID-19 related symptoms and medical care during the first six months of the pandemic, and described attitudes, demographic and psychosocial factors that
were related to social distancing/stay-at-home adherence behaviors during statewide stay-at-home mandates. Our findings indicated that near half of participants who experienced
COVID-19 related symptoms between January and July 2020
sought medical care at predominantly doctor’s offices and urgent care centers. Most of the other half did not seek medical
care for symptoms because they did not feel symptoms were
severe enough for medical care. Approximately two-thirds of
participants reported that they disagreed that they were at
greater risk of COVID-19 complications and agreed that staying away from other people would decrease the spread of
COVID-19. An overwhelming majority reported that they
lived in a neighborhood where it was not difficult to social
distance from others. Several factors, including demographics,
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Table 4 Likert scale distribution of attitudes related to COVID-19 risk and social distancing, n = 368
Strongly
Disagree

Disagree Somewhat
Disagree

Neither Agree
nor Disagree

Somewhat
Agree

Agree Strongly
Agree

Attitude Statements

% (n)

I have a greater risk of COVID-19 complications.

28.0 (103)

26.9 (99)

5.4 (20)

13.9 (51)

10.9 (40)

8.4
(31)

I live in a neighborhood where it is difficult to socially
distance myself from others.

43.8 (161)

37.5
(138)

4.3 (16)

7.6 (28)

3.0 (11)

2.4 (9) 1.4 (5)

It is easy for me to socially distance from family members 17.9 (66)
in my home.

16.0 (59)

7.6 (28)

8.7 (32)

11.4 (42)

25.3
(93)

13.0 (48)

It is more important to be with my family than to socially 9.2 (34)
distance from them.

15.8 (58)

8.2 (30)

25.8 (95)

14.9 (55)

15.8
(58)

10.3 (38)

It will help decrease the spread of COVID-19 if I stay away 5.7 (21)
from other people including my family.

7.3 (27)

7.9 (29)

16.6 (61)

19.3 (71)

26.6
(98)

16.6 (61)

6.5 (24)

psychological impacts have also been reported at individual and community levels among other populations
[14, 15]. This is important to consider, especially in the
Deep South, where underserved populations already experience disparities in many areas, which could be exacerbated by stay-at-home orders.
Most participants reported as fairly/very religious/spiritual and some type of religious affiliation. This region of
the country is among the highest for church attendance
compared to other states and regions of the US [16].
Other research has shown that attending places of worship within two weeks prior to testing positive for
COVID-19 had higher likelihood of testing positive for
COVID-19 [17]. Our research shows that religiosity/spirituality did increase the likelihood of having attended a
faith-based gathering during the stay-at-home order.
This could be a unique contributor to the spread of
COVID-19 in this region.
Attitudes about staying away from other people to prevent COVID-19 and the importance of family over social
distancing along with age, was associated with the likelihood of going where other people gather (restaurants/

psychosocial and COVID-19 attitudes, were related to a
greater/lessor likelihood of stay-at-home order adherence.
NPIs such as stay-at-home orders have been shown to
reduce the spread of disease, including reduced rates of
COVID-19 cases [12]. A current longitudinal study
found that individuals living in highly populated areas
made less frequent essential trips to places like the grocery store or pharmacy and were more likely to adhere
to social distancing guidelines [13]. Louisiana and Mississippi are largely rural states, and most participants did
visit a grocery store/pharmacy during the stay-at-home
order period. It should be noted that our sample was
composed of a greater proportion of women, who could
be caretakers of their home and responsible for the food
and other household necessities. Another study in
Bangladesh women was similar where 89.1% of 2424 respondents reported leaving the house for “shopping necessities” during the over two-month stay-at-home order
[14]. Additionally, near half of our sample reported
changes to employment that would worsen socioeconomic conditions. While stay-at-home orders may reduce or slow disease incidence, economical and

Table 5 Correlations Among Demographic Predictor Variables (n = 368)
Variable
[Mean (Standard
Deviation), Range]

Age
[33.9 (14.0),
18–79]

Age

–

Education
Income
Household Adults
Household Children
Perceptions of Health
Social & Emotional
Support
* p < .05, ** p < .01

Education Income
[3.8 (1.2), [4.0 (2.5),
1–5]
2–12]
.05

Household
Adults
[2.3 (1.0),
1–6]

Household
Children
[0.8 (1.1), 0–
6]

.54**

−.15**

.29**

.02
−.19**

Perceptions
Social &
of Health
Emotional
[3.3 (1.0), 1–5] Support
[3.7 (1.0), 1–5]

Spirituality
[3.0 (0.9),
1–4]

−.08

−.05

.14**

.17**

−.11*

.14**

.07

.04

−.07

.10*

.14**

.04

.14**

.03

.01

.15**

−.01

.001

−.13*

.29**

.17**
.18**
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Table 6 Correlations among Attitudes related to COVID-19 Risk and Social Distancing and Social Behaviors Related to Stay-at-Home
Order Adherence
Gone out to a
restaurant, bar,
club, or other
place where
people gather

Visited with
friends,
relatives, or
neighbors
aged 60 years
or older

Gone to
the
grocery
store or
pharmacy

Gone to a
friend,
neighbor, or
relative’s
house (other
than your
own)

Had more than
10 friends,
neighbors, or
relatives over
for a gathering
or meal

Gone to a
family
gathering
with more
than 10
people

Gone to a
gathering
of friends
with more
than 10
people

Gone to
a faithbased
gathering

I have a greater risk
of COVID-19
complications.

−0.15**

−0.059

−0.078

−.117*

−0.067

−0.021

−0.016

−0.041

I live in a
neighborhood
where it is difficult
to socially distance
myself from others.

0.024

−0.033

−0.019

0.046

0.097

0.066

0.055

−0.032

It is easy for me to
socially distance
from family
members in my
home.

−.147**

−0.068

−0.038

−.116*

−.132*

−.109*

− 0.087

0.079

It is more important 0.084
to be with my family
than to socially
distance from them.

.111*

0.040

.119*

.125*

.159**

0.090

0.052

It will help decrease −.184**
the spread of
COVID-19 if I stay
away from other
people including my
family.

−0.042

−0.025

−0.070

−.122*

−.168**

−.115*

−.120*

p < .05, ** p < .01

bars/clubs) and to faith-based gatherings. Younger adults
and disagreement with staying away from other people
would help decrease the spread of COVID-19 were more
likely to have gone to gathering places; younger adults
were also more likely to have gone to a gathering of
friends with more than 10 people. Research has reported
that COVID-19 transmission was highest in younger
adults later on in the pandemic (June to August) compared to earlier on (January to May) [18]. Additionally, a
very large study of over 30,000 people in the UK (the
CORSAIR study) found that non-adherence to selfisolation behaviors was associated with younger age
groups [19]. This could be attributed to public health
messages that older/elderly adults were at a greater risk
of COVID-19 complications compared to younger
populations.
Those who placed greater value on being with family
than social distancing were more likely to go to a family
gathering of more than 10 people and to a friend, neighbor, or relative’s house. Prior research has shown that
individuals who tested positive for COVID-19 reported
significantly more close contacts with a person with
known COVID-19 within the two weeks prior to being
tested compared to those who tested negative for

COVID-19 [20]. Of those that had a close contact with
an individual who tested positive for COVID-19, “family”
was the most commonly reported relationship of the
close contact with COVID-19, accounting for about 50%
of the responses, followed by “work colleague” and
“friend.” [20]
The reported results highlight unique cultural and
contextual factors that may influence stay-at-home order
adherence and possibly other NPIs. During a similar
time period, the first two weeks of May 2020, 77.4, 83.0
and 84.6% of a US, Los Angeles, and New York City
sample, respectively, reported no contact with anyone
outside of their home as a COVID-19 mitigation strategy
[21]. Similarly, 75.1 to 77.6% of those samples reported
always avoiding groups of 10 or more people [21]. This
is starkly different from our results where only 7.5% of
our sample did not visit any of the places or do any of
the listed activities where visiting or gathering with other
people was involved. As mentioned earlier, there may be
geographic attributions to stay-at-home order adherence,
in addition to socioeconomic and cultural considerations. However, the CORSAIR study reported that going to the grocery store/pharmacy was one of the
reasons for not self-isolating when presented with
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Table 7 Regression Analyses with Demographic, Psychosocial, and Attitudes Predictors of Social Behaviors related to Stay-At-Home
Order Adherence
Social behaviors related to stay-at-home order adherence
Gone out to
a restaurant,
bar, club, or
other place
where
people
gather

Visited with
friends,
relatives, or
neighbors
aged 60
years or
older

Gone to
the
grocery
store or
pharmacy

Gone to a
friend,
neighbor, or
relative’s
house
(other than
your own)

Had more
than 10
friends,
neighbors, or
relatives over
for a
gathering or
meal

Gone to a
family
gathering
with more
than 10
people

Gone to a
gathering
of friends
with more
than 10
people

Gone to
a faithbased
gathering

.97**

.99

1.01

.97**

.98

1.00

.97

.98

.84

1.1

1.12

1.26**

.77

.98

1.08

.81

b (odds)
Step 1
Age
Demographic
Education
Variables
Income

Step 2
Psychosocial
Variables

Step 3
Attitudes
related to
COVID-19
risk and social
distancing

.95

.94

.93

1.00

.96

.95

.95

.90

Household
Adults

1.1

.96

1.12

.93

1.08

.88

.77

.83

Household
Children

.85

.93

.91

.85

1.10

1.32

.91

1.11

Y intercept

2.0

.65

3.04

2.94*

.52

.26

.46

.79

df = 5

χ2 = 21.3**

χ2 = 4.6

χ2 = 3.4

χ2 = 28.0**

χ2 = 9.2

χ2 = 6.5

χ2 = 6.5

χ2 = 8.3

Religiosity

1.02

1.30

.86

.93

1.26

1.07

1.8*

3.94**

Health

1.02

1.05

.84

.99

.99

1.16

.76

.95

Social Support

1.16

1.02

1.29

1.02

.91

.85

.96

.73

Y intercept

1.16

.27

3.57

3.44

.38

.23

.20

.04*

df = 3
df = 8

χ = 1.5
χ2 = 22.8**

χ = 4.4
χ2 = 9.0

χ = 3.8
χ2 = 7.1

χ = .4
χ2 = 28.3**

χ = 1.3
χ2 = 10.5

χ = 1.6
χ2 = 8.1

χ = 6.3
χ2 = 14.2

χ2 = 23.4**
χ2 = 28.3**

I have a greater
risk of COVID-19
complications.

.86

.98

.86

.93

.90

1.01

.88

1.02

I live in a
neighborhood
where it is
difficult to social
distance myself
from others.

1.06

.94

1.03

1.04

1.27

1.15

1.78*

.89

It is easy for me
to socially
distance from
family members
in my home.

.89

.94

.98

.93

.86

.94

.79

1.23*

It is more
important to be
with my family
than to socially
distance from
them.

1.04

1.12

1.04

1.17*

1.18

1.24*

.96

1.02

It will help
.80**
decrease the
spread of
COVID19 if I stay
away from other
people, including
my family.

1.00

.98

.95

.89

.84

1.00

.74*

2

2

2

2

2

2

2

Y intercept

7.78

.36

6.83

5.21

.52

.22

1.11

.07

df = 5
df = 13

χ2 = 21.3**
χ2 = 44.1**

χ2 = 6.3
χ2 = 15.3

χ2 = 4.0
χ2 = 11.1

χ2 = 13.5*
χ2 = 41.8**

χ2 = 14.5*
χ2 = 25.0*

χ2 = 16.2*
χ2 = 24.4*

χ2 = 8.9
χ2 = 23.1*

χ2 = 9.9
χ2 = 41.6*
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possible COVID-19 symptoms [19]. This study also reported that feeling better was another reason for not
self-isolating, which was similar to our results.
Study strengths include a respectable sample size.
While the sample size was adequate for our purposes
and was diverse in terms of race/ethnicity, it does not
necessarily represent the entire population of Louisiana
and Mississippi. Compared to 2019 US Census data for
the states of Louisiana and Mississippi [22, 23], our sample had approximately 24% more women, 11% less individuals with only a high school education, 17% more
American Indian/Alaskan Natives, and 16% less Whites.
The electronic survey was an ideal data collection
method amidst a pandemic and our approach leveraged
widely used social platforms. However, bias may be introduced due to social media use and internet access required of our approach. Other limitations include biases
associated with self-report measures. We also do not
know the frequency of the social behaviors exhibited
during the stay-at-home order, which could influence
results.

Conclusions
As the US continues to manage the pandemic and identifies strategies to mitigate the transmission of COVID19, cultural and contextual factors need to be considered
to identify state level strategies for most effective NPI
implementation. As future stay-at-home/lockdown recommendations are considered by policy makers, understanding how social values, life stage, socioeconomic,
and geographic factors influence stay-at-home order adherence would lead to more effective policy design to
improve population adherence.
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