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Workshop Report, Workshop 1 
Workshop 1 asked participants to discuss three questions, what went well in distribution of 
vaccines and addressing vaccine hesitancy, where there were gaps or failures, and what is 
needed to close the gaps, learn from experience and create ways of addressing future crises 
and chronic health disparities in the future. Each of four workshops addressed the same 
questions. The workshop groups in Zoom breakout rooms were recorded, recordings were 
transcribed using Otter software and notes were based on both the audio and the notes. Notes 
are available for three of the four workshops.  The list of attendees and facilitators is appended.  

  
Some of the main themes that cut across all of the breakout groups are the following: 

 
Service delivery networking and collaboration has been effective in reaching large numbers of 

people. 
 

The involvement of multiple smaller and larger organizations (Hospitals, FQCHCs, and other 
vaccine delivery sites)  in the distribution of vaccine including:  large vaccination sites, 
coordination with FQCHCs, mobile clinics located in places where people gather (libraries, 
health fairs, churches)  

 
“And it's been really a collaboration amongst many, many groups, both small and large, 
both known and in some cases relatively unknown to influencers, but known to community 
members that have helped make this effort”. 
 
I think that the expansion of networks throughout the city and making, I mean, the COVID 
vaccine accessible, I think was amazing. It's something that I haven't seen before. And it's 
ultimately something that I feel like we can use in the future in regards to any other health 
concerns besides COVID. Um, also the allocation of resources, um, to make everything 
mobile  
 
“…..you mentioned the West Indian social club, and actually my team of community 
outreach specialists. We partnered with Hartford healthcare, about a month ago to set up a 
vaccine clinic at the West Indian social club, and we had 100% attendance. And then I think 
what the reason that it was so successful is that we had community outreach specialists who 
were connected with the east, English speaking Caribbean community in Hartford, they did a 
lot of outreach. They worked through the churches, they worked through that, you know, 
the trust component that Judy emphasize was 100%, why it was successful. And then 
Hartford healthcare, provided the vaccines and the clinicians. But I think having that 
combined connection, it's more time and labor intensive. But it was really successful when 
we've seen other DPH clinics have much lower turnouts.” 

 
The importance of creating options for vaccination beyond mainstream reach.   
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Hospitals, community health clinics and some community service providers used multiple ways 
of reaching as many people as possible including mass vaccinations, mobile vaccination vans 
stopping in multiple venues, arranging with community service organizations or clubs to 
vaccinate on site during events, or working with community organizations to arrange events. 
Reducing barriers for low income or tech limited people was critical.  

 
“we don't have we take phone calls, you don't need to have a computer, you don't need to 
know English, in order to make an appointment. And I think getting mobile clinics out very 
early. And in some cases, I think we were one of the earliest in the state, to get mobile 
clinics into our senior housing and out into the community once it became open to 
everybody.” 
 
“it's a lot of it's the same amount of work to vaccinate 100 people as it is to just vaccinate 
20. And so a lot of the larger providers would go out and they, they would do the 100, or 
200, but weren't as interested in the 20 or 30. And that's not enough, that's just it takes a 
lot of resources. And it's the same thing to do both right.” 

 
The involvement of smaller and on the ground service CBOs in the provision of vaccine 
information and links to vaccination opportunities, through direct assistance in arranging 
vaccination appointments, community health workers, vaccine ambassadors, direct door to 
door outreach and community events such as Heal the Community. 

 
Organizations have been flexible to respond to changing conditions.   
 
Organizations at all levels have had to respond to changing government mandates for vaccine 
distribution as well as earlier requirements for COVID-19 mitigation. 

 
And they and we all had regulations or guidelines as to how quickly we had to use our 
allocation. And they had large allocations. So they had to use them quickly, much more 
quickly than I did at a much smaller application. So when I talk about flexibility, it's sort of 
going to roll it out the phase one a first responders, healthcare providers, nursing homes, 
then phase one be the older individuals, then essential workers, we were planning for all of 
that. We were set out on a path that this is the way the things we're going to roll out. Okay, 
so we had to be able to sort of flip on a dime. It was there to be a call on on Wednesday 
telling us, okay, we expect that it'll open to 75. And up in a week and a half, that is Friday, 
the upcoming Friday. And then on Monday, the governor would say it's opening to 65 and 
up on Tuesday. And so every ability was for the changes that were coming those changes to 
J and J when J and J got taken off the market. And we hit pause on that…” 
 

Smaller organizations face more challenges than larger organizations in meeting these 
challenges because of lack of ready access to updated information, fewer resources and less 
capacity to respond to opportunities for funding and staffing. 
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CBOss have had to respond to the changing and more complex needs of clients  in relation to 
COVID, e.g. rent subsidies, housing because of evictions, food needs and food insecurity, need 
for tech devices so children can participate in online learning 

 
 
Effective messaging and reach.  Different people need different information in different 
formats, addressing their own situation in in their own settings.     
 

“I don't call it vaccine hesitancy, I call it vaccine information or lack of information. That 
information that is that is relevant to the people that we're trying to vaccinate into the 
community that we're trying to vaccinate. So I think there's more work that could be done 
there”. 

 
Initial webinars were not sufficient 
 

“most of what we've done in Hartford has been really big webinars. And I think those are 
successful in sharing information. And that's what they're about is trying to answer 
questions, but not as much yet of the one on one conversations that that people may need. 
 

Trust is essential between patients and vaccinators/educators 
 
“just like with us, you know, Mrs. Garcia comes in, she said the same provider here for 10 
years, she trusts that provider, she says get the shot, she's gonna get the shot”. (FQCHC) 
 

Critical to “talk to people on the ground”.  
 

“And I feel as though there needs to be more individual conversations, I know there has 
been attempts to I mean, go door to door and talk to people and encourage them to get 
vaccinated……I ….compare it to, when we go out and try to register people to vote, um, 
people require that mean that five to 10 minute conversation about what their concerns 
are, and if you end it sometimes can't get addressed…. It won't happen in a workshop, 
it's going to happen when you're walking through the neighborhood saying, Hey, did you 
get vaccinated? They know, I didn't get vaccinated, why didn't you get vaccinated, it 
takes that 10 minute time.” 
 
 

Staff as role models for diffusion of influence 
 

Organizations on the ground meeting the informational needs of groups that are most 
marginalized including people without homes, undocumented people and people with 
disabilities  
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Unique informational needs and vaccine beliefs and fears for specific groups; e.g. 
undocumented people were concerned about IDs, drug users concerned about stigma and past 
negative experiences in health clinics and hospitals; people with disabilities with sensory 
disorders preferring to be away from crowds and loud noises or fearing injections; 

 
Reaching youth through social media – who can do that. .  
 

For the majority of the vaccine rollout, so much of it has been, you know, aimed at 
getting grandmothers to get to see their grandchildren, again, that sort of thing, which is 
not something that is relevant for you, if you are 21, or 17, that's not going to resonate 
with you, really at all. And so I think we're also thinking about how our messaging needs 
to evolve, and also the channels that we use to reach those populations, who probably 
reads it needs to rethink, you know, our presence on social media, our the way that we 
are engaging those folks, I think really needs to be very different. From what we've done 
so far. I think that the data supports very much that the essentially, I think it's I've seen 
16 to It's, it's the general young adult population. 

 
 
Giving people what they need through events with multiple purposes including healing from 
emotional and historical trauma.  

 
“heal, heal the community event next weekend, and they're going to try to provide 
some vaccinations, along with other resources, like providing food and entertainment for 
people that go so it's like, yo, yo, come to this like free event, but also like, try to get 
vaccinated to win. I think that's a good idea to couple it with other things people might 
be interested in. (this event includes preaching)” 
 

 
Political marginalization during early phases of testing and vaccination distribution.  There is 
frustration with bureaucratic and political decisions that marginalize the young population 
mainly of color in the city of Hartford from vaccination testing and vaccine delivery. 

 
Care is set up for people who want it not the people who are not seeking it or are avoiding it.  

 
“it's based on a system that was set up to deliver care to the maximum amount of 
people who want to care. So, you know, it's a huge structural shift, basically”. 

 
Failure to foresee and/or to respond to needs (e.g. essential service providers versus favoring 
older adults and white teachers) 

 
“I think we did a piss poor job of getting to people of color. In this day, I think we're 
slapping each other on the back for being in 70% vaccination with huge disparities that 
didn't need to happen.” 
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Testing sites inaccessible to many without transportation till later 
 

Vaccine distribution made inaccessible to people without wifi, cell phnes, computers, or who 
had reason to feel uncomfortable in large or public vaccination sites, or health care settings 
where they are stigmatized.  

 
“you take a system and develop a system that's solely based around these challenges 
that you know, the group that you need to get to, is going to have, make it computer, 
make it English, make it mega centers, right, and then create an availability system in 
terms of who's eligible and eligibility system,  that, in many ways puts those people that 
are most in need at the bottom. Because if you look at an age pyramid, the white 
populations like this, and we're like this (meaning whites are older and POC are 
younger)**. And so we couldn't, we kind of took everything that we knew, is not right, 
and put it into a system. And I think that's what we're dealing with now. And we're 
trying to unravel and we're trying to fit these things around a system that was created. 
That didn't work for us from the beginning. In my city, my median age is 32 and a half. 
We've had like the second highest number of deaths in the state of Connecticut. And I 
was not able to get to half of my like, really almost a quarter of my population that I 
need to vaccinate”. 

 
Failure to consider needs of people with disabilities not in institutional settings where vaccine 
was mandated. People with disabilities in congregate care were able to access vaccines earlier 
because they were included with other institutional settings. But many more people with 
disabilities of all ages live at home.  There are multiple issues with accessibility and 
“convenience”, such as sensitivity to sound, people and communications, fear of injection, 
inability to understand COVID or need for vaccine. There are subpopulations with specific 
needs. Also staffing issues. 

 
“The populations that were least likely to be vaccinated are people who can't stand 
large rooms, cavernous room standing in line, lots of noise, etc. So that would include 
people with autism, people with psychiatric conditions, 
people who have visual impairments, who would go to a vaccination site but had to 
leave. And even the drive bys if you have to drive throughs or actually not drive, drive 
throughs if you had to sit in a car for any length of time, that did not work for a lot of the 
population, so you get the people with certain kinds of sensory challenges. It's not a 
hesitancy issue, it's getting them to the point where they could actually get the 
vaccine.” 
 
There are people with disabilities who do not receive any services. Oh, we we know 
about general inequities in Health Access Health Care Act, from prejudices among 
individual practitioners to inaccessible facilities to they've been mistreated, so they 
don't want to go back those types of things. So how many of those individuals are out 
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there, we don't even know. And we don't know how many elderly parents are at home 
with sons and daughters who are adults, but who have no access to those in the 
absence of sending their sons and daughters do a program, when things shut down?  
What's going on, because those, those older people can't just, you know, take transit 
and leave their son or daughter at home, if they've got significant disabilities of any 
kind. So we don't have any data on these people. But using our experience, we can 
imagine that those are some of the most vulnerable people who have not been 
vaccinated. 
 
But there are so many that fly under the radar, that like are not with like DSS 
services….and who don't know how to fill out the paperwork independently or don't 
have a place where the paperwork is received by mail. And they can fill it out. So there's 
that whole group also in that includes people with IBD, who are living independently the 
community as well as people with mental health challenges, and the people who have 
the CO occurring conditions. So very vulnerable populations….has there been literally 
knocking on doors right bringing vaccinations to people in their homes “ 
 
we as a field required that direct service staff get vaccinated except that it was too little 
too late because they, the way that system works is that they tend to bounce around 
because they don't make enough money. So they tend to work second and third jobs. 
And so that I think that was really responsible for the highest transmission rate among 
people with disabilities. So I think one of the things that worked was making sure that 
staff was stable, and that the same staff provided the same services throughout the 
beginning of the pandemic until people started revaccinated. But not all of the providers 
had that luxury. 

 
Recognition and support for community based organizations. Community organizations may 
be recognized under COVID but the services that are needed are not sufficiently supported 
including extra activities and door to door work.  
 
“now people are being recognized for the work they are doing in the community. “ 
 
Proactivity and learning from mistakes 
Thinking ahead and learning from mistakes is a theme that echoed through both workshops.  
 
And so I think and what I hope, and I think another thing too, I mean, sort of get us forward with 
this with this group, is to to be a little more proactive. I feel as though we're reactive sometimes 
in how we approach things. Um, I mean, with COVID testing, we first started people as a PCP in 
order to get a report to get tested. we seen that was a barrier. So we ultimately transitioned 
into mobile testing. But then we go with vaccine and we try to revert it back up to kind of those 
humps again without moving forward. When ….we know that these are these things are going 
to be inaccessible, why just start this way, as opposed to starting off a certain way they say we 
have to. 
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The need for current data 
 
There was general agreement that information for better planning was not widely or easily 
available, from the health department, the school system or other systems serving special 
populations like those with disabilities.  
 

And I don't think we're ever going to get the data that we want to actually capture how 
much we've done. Because folks are really just like, let's get them just get you 
vaccinated, just get you vaccinated, no barriers, 
 
It (truancy) has been addressed by the district but I'm I don't have any dataAbout about 
truancy. So I apologize for that. But I just I don't have that data 
 
And how is that continuity (recording of shots)  being established? Since there's so many 
different groups, so many different clinics? Yeah, that's a really great question. And, um, 
I don't know if I, if I have the best answer for it, but I'm getting the sense that there's not 
such tight coordination about that. And I only know that from anecdotally hearing 
people that they've gone in and they've been given a third shot, you know, inadvertently, 
or when I was trying to get my shot, I had no, I was able to book at three different CVS at 
the same time, and no, no flags are saying, hey, you already have an appointment. So 
I'm, at least from the state level data I'm seeing I'm not seeing it broken down by who's 
completed a you know, first shot and was it at the same clinic? I don't know if that's 
been collected. I, Judy, I imagine that your health center, that level of data is being 
collected. 
 

 
Summary 
 

• In a short period of time many organizations converged around vaccination. This was less 
the case for testing which was for the most part offered by the hospitals, community 
health centers, designated independent testing centers and only later, through mobile 
clinics. It may be that the testing experience laid the basis for a more effective 
community wide organizing effort.  

 
• While there is general agreement that efforts to increase reach and availability were 

very significant and effective for some, the policy decision to vaccinate older adults and 
some essential workers first discriminated against younger people mostly of color, in 
cities like Hartford.  Vaccine became accessible only later during the period December 
through May, and that, coupled with historical suspicion, lack of convenience, age 
related complacency and delayed ways of informing younger people, has resulted in a 
low vaccination rate.  
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• Vaccination efforts did not take into consideration the special needs of people unstably 
housed, people with disabilities, people with a history of interaction with the justice 
system and people without documentation.  
 

• Data are not readily either available or accessible for use in planning effectively.  
 

• There is no system in place to sustain and support continued efforts to address the crisis 
long term, or plan proactively for other crises.  
 

 
* Historical note.  It was facilitated in part by coordinating bodies such as the Governor’s Vaccine 
Advisory Group, the United Way COVID advisory group, established city health department 
networks. Hospitals also had pre-established outreach capability and reached out to 
organizations they had already worked with.  Individual providers made an effort to go beyond. 
UCONN Health also formed an internal advisory group, one member of which heads the CT 
FQCHC organizations. UCONN offers a testing and vaccine site but is more distanced from the 
Hartford communities for historical reasons. Other smaller organizations were connected to 
their own networks. A network analysis is required to understand the interconnectivity of the 
city under COVID.  
 
** The majority of older adults in Hartford County are white, Hartford County consists of the 
city of Hartford and surrounding suburban municipalities which are predominantly white. There 
is at least one continuum of care facility for older adults in Hartford that is predominantly 
white, but most senior public housing including congregate housing consists of older POC of 
Latin American, African American, West Indian and Caribbean origin.  These buildings were 
among the early locations where vaccinations were administered.  Nevertheless the average 
age of Hartford residents in 2018 was 31 and in 2019, 31.5, so demographically most of 
Hartford was not eligible to be vaccinated until April, 2021. Vaccinations began in CT with older 
adults and front-line workers like teachers and grocery clerks, in December-January, 2021.  
 


