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Community Conversation 2, May 20, 2021 

 

The participants in the second workshop addressed three questions that followed from the first 
Workshop.  The 21 participants went into three zoom break rooms to address these questions, guided 
by a facilitator. The workshop was recorded.  The three questions were as follows: 

1. How can Hartford reach the remaining unvaccinated population with a focus on equity? 
 

2. How can Hartford build on the lessons learned during COVID and establish a public health 
infrastructure that continues to support the relationships/partnerships strengthened during 
COVID to address other public health problems and crises as they emerge? What are the 
structural issues that created inequities in infection rates and deaths, as well as the social-
political consequences of COVID in communities vulnerable by virtue of race/ethnicity, income, 
immigration status, health status, age, gender etc.? (is this really about the distribution of 
resources?) 
 

3. What data is needed to address health and social inequities and COVID vaccination hesitancy? 
 

The key issues that emerged from the conversations were as follows: 

1. We need to learn from the Pandemic to build a stronger public health infrastructure so that 
people aren’t living in a constant state of distress.  It will be important to harness the good work 
that came out of COVID to address inequities and build stability so that the community isn’t in a 
crisis situation.  The healthcare providers responded during the pandemic because the system 
was threatened.  New and existing relationships and partnerships were built and strengthened 
during COVID.  Funding is needed to support continued coordination of these partnerships. 

 
People in Hartford live on the margins and COVID exacerbated existing health inequities  
 

“The reason why this, people broke in this and families broken this because, you know, they 
have very limited room to move” 

 
“You know, I think the word that keeps coming up is resilience. And I know that it's it's 
probably a little overused now, but one of the things that you know, that we certainly 
learned from this is that, you know how many people just kind of like, sit and live their day to 
day life at the Cliff's edge, you know, just ready to fall off if they like, you know, if there's an 
emergency, but that's not COVID related.” 
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Poor healthcare access is, particularly to PCPs, has been institutionalized. A CBO representative 
said that surveys taught them that PCP are the most trusted source of information on medicine, 
yet many in the community rely on the emergency services instead and don’t have a PCP. 

 
“And within the health system, we haven't created a buffer, so to speak, and access and a lot 
of it is education. Because, you know, there's a lot of people who depend on the emergency 
department, for example, for their PCP, and we've been okay with it because the system 
works. People depend on it emergency departments available, but we need to shift from that 
model.  And we've seen with the distribution of vaccination, that model absolutely does not 
work.” 

 
There is a lack of good information on “why” accessing the healthcare system is challenging. 

 
“I also think there should be an opportunity for medical providers in that main community to 
talk as well. Because when you go to the community, and people say, Well, I went to this 
place, and I had a bad experience, I went to that place, and I had a bad experience. I sat 
there for hours all day; I'm not going back. That's a problem.” 
 
“My experience is poor because I was supposed to be here at nine, I have a very strict 
schedule I got here at nine and they ended up waiting until 12. Something's wrong with that 
actual process itself. But if I leave and I'm gone, like when the when the days over, the 
providers, you know, talk about it. To them, everything went perfectly fine.” 

 
Analysis is needed on what worked during COVID so that lessons can be applied to improving 
the health of the community.  Network of organizations needed to continue addressing pressing 
health disparities, consisting of organizations that have the trust of the community.  Interest in 
ongoing conversations with community, CBO, healthcare system, and funders to address how to 
stabilize the community post-COVID.   Communities with a history of health disparities suffered 
more than others during the pandemic.  Healthcare levels and access are not equal.  This is a 
critical activity but needs support to happen. 

  
“We need to kind of get everything together and say this worked. This absolutely didn't 
work. And I can tell you, there's a lot of stuff we did that we spent a lot of money in areas 
that we probably shouldn't, right. But at that point, we needed to get stuff done. So we could 
take that bucket out and the stuff that worked, why it worked? And can it work for blood 
pressure screening? can it work for access with prostate cancer screening or prostate 
screening, which was essential?” 

 
“I think in addition, we just need to still push for funding for equity partnerships that will 
draw on the local knowledge and expertise so we can continue to reach people” 
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2. Communities historically impacted by trauma may not heed calls to be vaccinated:  A 

community that has experienced trauma and health disparities may not be open vaccinations 
when there are so many other health care needs.  For some communities, vaccine acceptance 
may depend recognition that other health issues have prevailed in communities for years. 
 

“But it is we're talking about trauma that has been associated with systemic racism for 
centuries and delivering a message around an urgent issue like COVID-19, that that 
pandemic, without also talking about, the pandemic of racism is incomplete and may not 
ever be heard. So it's one thing to, to have the goal of everyone getting a vaccination, it's 
quite another to have everyone have a vaccination and be safe from the symptoms of 
COVID-19 or, you know, contracting the disease or having a very bad adverse reaction to 
disease, but then still having to live with not having access to great quality education, or 
to quality foods, or to adequate housing, into quality housing, and so forth.” 
 
“So, it's easier for us to get a vaccine then  It is for us to get good education, food in 
these food deserts, safety in our community, and the list goes on. I think that's some of 
what the indication is.” 
 
“And so I believe that while there is promise, that promise has to move into practice, and 
then that practice has to be set in for a period of time, and at least allows the allow 
those who have been the victims of or the recipients of this systemic conditioning, to 
somehow gain greater acceptance.” 
 
“How do we overcome the long term, centuries of oppression? Which, for many, the 
pandemic of racism is still the pandemic? How do we talk about health care? And not 
just disease care, health management, and not just disease management? How do we 
teach people to become healthier? … So these, again, are questions that are large, and 
take some deep dialogue and interaction with those who are most affected by these 
issues” 

 
 

3. Reaching the vaccine hesitant:  Who the messenger is, is just as important at the words used to 
build the message.  Communities that have experienced trauma, including system racism, don’t 
want “to feel targeted.”   Vaccination providers will need to reach community influencers which 
might be one person in the family, faith leaders or a variety of other messengers.  Identifying 
and educating messengers is key as is carefully choosing the language used and addressing the 
mixed messages on social media. 
 
The language used in messages is important.  People need to feel that they are not being 
targeted but rather that the overall health of the community is important. 
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“When then when we hear the phrase this population, it appears as though people are 
being targeted. As a matter of fact, the language sometimes comes across as the target 
population. I think that in the consideration of message and the consideration of 
messenger, it is about the dialogue with the community and helping them to understand 
not just about the vaccine, but about , overall health in their community, that people 
want to feel like they're being helped and not targeted.” 

 
Cultural humility is needed when messaging and for those administering the messages and 
vaccines - – language and approach matters 
 

“I think a lot of that is because we collectively do not go do a good job at building skills and 
cultural humility, and clinical and non-clinical staff. And I say cultural humility, not cultural 
competence, similar ideas, but we need to do more than HR level training of how to interact 
with people once they call on the phone or show up or send an email. Because I think the 
front facing staff, not the actual clinical encounters actually hold a lot of power to invite or 
discourage further communication.” 

  
Too many mixed messages out there that are not being countered.  Special efforts are needed 
to develop targeted messages to youth and young adults.  Also, more thought is needed for how 
to reach youth – time, place, and environment, as well as how to reach through social media.  
This group can’t afford to take time off, so they are concerned about the side-effects.  Messages 
for this group need to be in plain language, devoid of medical terminology, and simple.  And you 
need to find the massagers in places where youth hang out, 
 

“I think that we've seen more social media related to the myths than to the realities of the 
vaccine.” 
 
“So I think the other thing that we've heard not, I think, but the other thing we've heard is 
that if there are general messages that are created for the messengers, it needs to be plain 
language, and it needs to be simplified, you know, all of the medical times and things like 
that needs to be taken out. You know, we talk about mRNA. Like, nobody cares about mRNA, 
like.  What is that, you know, and all that you know, the language that we are using, so it 
needs to be simplified” 
 
“We need to get the beauticians involved, we need to get, you know, folks who are the 
people who are just at the epicenter of community, especially the young folks, I was 
mentioning, to some folks, we need to figure out where, where are the basketball 
tournaments this summer, where people playing, you know, basketball on the courts and get 
some of those folks involved and get them educated so that they can answer some of the 
questions that individuals may have.” 
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a. Anxiety and initial challenges many have discouraged some from bothering again – 
growing anxiety. 

 
 

4. Need for increased data collection and analysis capacity across all organizations: While large 
amounts of data are collected, it isn’t always available to those who need it and it often doesn’t 
tell the story that needs to be told. The community needs both quantitative and qualitative data 
to inform COVID vaccine uptake but also to inform future efforts to address health disparities.  
CBO’s need better data to understand their particular community, but the funding isn’t in place 
to support CBO’s to collect and use their data.  Investing in data infrastructure is key. 
 

a. How do you collect both meaning qualitative data and quantitative data in a community 
that has survey fatigue? 

b. Considerable secondary data exists but it isn’t easy to access and there is not 
coordination 

c. Data disaggregation’s are not sufficient  
d. Need data translators in the community – because working with the data isn’t made to 

be easy 
e. Project based funding makes sustainable learning a challenge.  Need longer-term 

investments  
 

Need to build the capacity of small organizations to collect and use data to inform their own work. 
 
“I mean, the bulk of the nonprofit nationally is organizations the size of where you live or 
smaller, yet, we don't really pay attention to the needs of these organizations, when it comes to 
understanding data, collecting data, using data for, you know, program development, and 
program evaluation purposes, where be left behind. And we're talking about a significant 
segment of the human service population that is being left behind and somewhat in the dark, 
when it comes to data usage” 
 
“So maybe be more intentional in developing the right mechanisms, so that there is a continued 
effort to update, you know, organizations and to support organizations in their data collection 
efforts. And, and, you know, help organizations collect data that is relevant to them, because a 
lot of the times we're collecting data that the funders want us to collect that has no meaning” 

 
“or there's this really long process where you're not going to have like a pretty product within a 
12-month period. And you can create something, but then you're creating something for the 
funder, rather than really spending the time making those relationships, finding out what's 
needed, finding out what already exists.” 
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5. Community conversations have value:  if focused and include the right people, are regular, and 
have the support of funding institutions.  Need to determine who is trusted to be a neutral 
convener and a trusted to share information. 
 
 

 


