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Abstract

Introduction: We need to understand the continued concerns and acceptability of COVID- 19 vaccines within marginalized
communities in the United States. Our study explores the concerns and acceptability of COVID-19 vaccines, by language
group, at a Federally Qualified Health Center (FQHC) in Rhode Island. Methods: We conducted an exploratory, mixed
data collection telephone survey in languages spoken in the community (Spanish, Cape Verdean (CV) Creole/Portuguese,
and English). Participants were asked about their COVID-19 vaccination status, as well as vaccine concerns and acceptability
via 9 closed-ended and 2 open-ended questions. Chi squared and multivariate analysis was used to compare concerns and
acceptability across languages. Coding and immersion/crystallization techniques were used to identify qualitative data themes.
Results: The overall response rate was 58%. Side effects were cited as the most frequent (66%) concern among all language
groups. Concern about the speed of vaccine development, vaccine ingredients, and being in a research trial varied significantly
by language. Qualitative findings included concerns about chronic medical conditions and generalized fear of vaccine safety.
English speakers were the most likely to report concerns and CV Creole/Portuguese speakers were the least likely to report
concerns about the vaccine. Spanish and CV Creole/Portuguese participants who were not yet vaccinated reported higher
acceptability to receive the vaccine compared to English speakers, with odds ratios of 2.00 (95% CI: 1.00-4.00) and 1.27
(95% Cl: 0.62-2.60), respectively. Conclusion: To mitigate the effects of the COVID-19 pandemic and prepare for future
pandemics, strategies must be based on understanding the beliefs and perceptions of marginalized communities.
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Introduction though mainly with data collected from English-speaking
populations. There is limited available data on the percep-
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communities most impacted by this pandemic.”!° To craft
effective vaccination campaign strategies and messages, it
is important to understand the specific concerns not only
of English-speakers, but also of non-English-speakers in
the US, and how these concerns might differ across lan-
guage groups. Only a few studies have been documented
that include Spanish speakers and compare results across
language groups.'!!?

In a Pew research survey conducted in February 2021,
30% of US adults reported that they did not plan to get the
vaccine. Major concerns included vaccine side effects
(72%), the speed of vaccine development and testing
(67%), and a lack of understanding about how vaccines
work (61%). Other factors included negative experiences
in a healthcare system (46%) and perceived lack of benefit
(42%)."3 Other studies have shown that COVID-19 vac-
cine concerns are similar to concerns expressed about
other routine vaccines with the addition of new factors
including targeted anti-vaccination campaigns and political
affiliation.'*'® Conversely, factors associated with vaccine
confidence include healthcare provider recommendations
and trust in news sources.'”!8

One community heavily impacted by the COVID-19
virus is Central Falls, Rhode Island, which in June 2021 had
the highest prevalence of cases in the state, at 22 892 cases
per 100000 people.”® Between February and March 2021,
COVID-19 vaccine eligibility was expanded in Central
Falls and other hard-hit communities in Rhode Island, from
only including adults 65 and over, to including all adults.?
Central Falls has a diverse, traditionally marginalized popu-
lation including Spanish speaking and Cape Verdean (CV)
Creole/Portuguese speaking communities.??> There is a
lack of COVID-19 vaccine hesitancy data based on ethnic-
ity and race at the national level and no published data
regarding marginalized communities in Rhode Island.
Blackstone Valley Community Health Care (BVCHC), a
Federally Qualified Health Center with a COVID-19 vac-
cination site, provides primary care to this community.

To directly inform an educational and early COVID-19
vaccine distribution campaign at BVCHC, we conducted an
exploratory, mixed data collection survey to understand the
factors associated with lack of confidence and acceptability
of the COVID-19 vaccine. The diverse patient population
of BVCHC allowed us a unique opportunity to examine the
specific concerns of language sub-populations and other
factors associated with COVID-19 vaccine concerns and
acceptability.

Methods

BVCHC is a Federally Qualified Health Center serving
26000 patients in the cities of Pawtucket, Providence, and
Central Falls, Rhode Island.”®> About half of the patients
(55%) identify as Hispanic or Latinx and 23% identify as
Black or African American. According to electronic

medical record (EMR) data, about half of the patients (55%)
speak English as their primary language, 35% speak
Spanish, 3% speak Portuguese, and 5% speak Cape Verdean
Creole. Census data from 2019 show that over 25% of the
Central Falls population is born outside of the US.?* Due to
high COVID-19 rates in the community, the clinic was
prioritized by the state for distribution of the COVID-19
vaccine.

Ethical approval for this study was obtained from
BVCHC leadership. The study did not require IRB approval
nor an exempt determination because the primary purpose
of data collection was to inform an education campaign at
BVCHC by clinic staff.

Prior to BVCHC’s internal staff vaccination efforts in
early December 2020, an anonymous open-ended question-
naire was distributed to employees to capture their concerns
and questions regarding the COVID-19 vaccines. We used
the results of this employee questionnaire, evaluated with
face validity, to inform the development of survey questions
for our study. BVCHC staff and leadership also provided
input. A literature review of previous COVID-19 vaccine
surveys and validated routine vaccine surveys was also con-
ducted and used to inform the survey.'*!®1825-27 The final
survey tool is available as an Appendix.

All participants were asked if they had already received
the COVID-19 vaccine. Participants who had not yet been
vaccinated were asked closed-ended questions on 9 topics
of potential concern: vaccine effectiveness, general side
effects, infertility, speed of vaccine development, ingredi-
ents in the vaccine, participants’ medical conditions, par-
ticipants’ medications, faith or religion, and being part of a
research trial. Participants were asked if they were “not
concerned,” “somewhat concerned,” or “very concerned”
about each of these topics. Participants who had not yet
been vaccinated were asked a final closed-ended question
about acceptability of getting the vaccine: “Would you like
to be put on a list to get the COVID vaccine from BVCHC?”

The survey also included 2 open-ended questions.
Participants who had received the vaccine were asked why
they chose to do so. Prior to being asked the closed-ended
questions, those who were not yet vaccinated were asked an
open-ended question on the concerns they had about the
vaccine. Additionally, for every participant, we collected
demographic data on language, age, gender, race/ethnicity,
and education.

We aimed to obtain a sample that would allow us to cal-
culate estimates that would be representative of the BVCHC
patient population and to achieve sufficient precision for
disaggregated estimates for the primary languages spo-
ken in the community. To do this, we over-sampled CV
Creole, Portuguese, and Spanish-speaking populations,
and accounted for this over-sampling in data analysis.
Portuguese and CV Creole speakers were combined into 1
group for analysis, as most participants listed as speaking
Portuguese in EMR data spoke CV Creole, and all these
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participants identified as Cape Verdean when asked about
their ethnicity. Stratified random sampling was used to gen-
erate a list of eligible participants aged 18 or older, seen at
the clinic in the last 3 years, from EMR data. Patients on this
list were grouped by language and from each group we ran-
domly sampled 247 English-, 100 CV Creole/Portuguese-,
and 174 Spanish-speaking patients. Assuming a 50% popu-
lation proportion and 95% confidence interval, this was
estimated to allow a margin of error of +4 percentage points
(pp) overall for the closed-ended, categorical questions in
the survey, and =6 pp for English, =7 pp for Spanish, and
*10 CV Creole/Portuguese disaggregated results.

Surveys were administered via telephone in English,
Spanish, CV Creole, and Portuguese between February
23rd, 2021, and April 5th, 2021, by 10 interviewers.
Interviewers were volunteers, community health workers,
clinic staff members, and master’s students who received
training to administer the survey. We used Qualtrics survey
software to capture participant responses during phone
interviews.?® Interviewers were instructed to type answers
to open-ended questions verbatim, entering detailed notes
into open text fields in Qualtrics. Eligible participants were
called up to 4 times before being documented as “no
response.” Weekly Zoom check-ins were conducted with
study coordinators (MB, SV, DR) and interviewers to allow
for quality checks, to ensure consistency in implementa-
tion, and to monitor non-response rates.

Statistical analyses were conducted using Stata
Version 15.%° De-identified secondary demographic data
from the EMR were matched to the primary data from the
survey. We report unweighted demographic statistics for
participants who were vaccinated and those who were not
yet vaccinated. For the remainder of the quantitative analy-
ses, which considered only the responses of participants
who were not yet vaccinated, we used Stata’s SVY com-
mands to obtain correct population estimates and confi-
dence intervals, accounting for oversampling, population
weights, and non-response rates for each question. Records
with missing answers to survey questions and demographic
data were excluded from the analysis entirely. Chi-squared
tests were used to compare vaccine concerns by language.
Multivariate logistic regression was used to further assess
the differences in concerns between individual language
groups.

Bivariate and multivariate logistic regression were used
to analyze the relationship between demographics and vac-
cine acceptability, producing unadjusted and adjusted odds
ratios, respectively. The adjusted models included language,
age, gender, and education as independent variables, and
vaccine acceptability as the outcome of interest or depen-
dent variable. Race and ethnicity were excluded due to sig-
nificant collinearity with language.

A Microsoft Excel template was used to code the data
from 2 open-ended questions. An iterative process of

template-organizing-style coding with a codebook and
immersion/crystallization through in-depth reading of the
responses was used to identify key themes and patterns.>
KL reviewed the open-ended responses and generated a
preliminary coding sheet. MB, SV, DR also went through
the responses independently. To finalize codes and organize
responses, MB, SV, and DR worked together with qualita-
tive expert REG.

Results

The response rate for the survey was 58%, with 303 out of
521 eligible participants completing the survey. Specifically,
the response rate was 40% (n=99) for English speakers,
72% (n=126) for Spanish speakers, 78% (n=78) for CV
Creole/Portuguese speakers. There was no difference in
response rate by gender or age.

At the time the survey was administered, 71% (n=216)
of participants were not yet vaccinated. Table 1 shows the
participant characteristics at time of survey completion by
vaccine status. Among all survey participants, 42% (n=126)
were Spanish speakers, 33% (n=99) English speakers, and
26% (n=78) were CV Creole/Portuguese speakers. More
than half of all participants identified as Hispanic or Latinx
(53.5%, n=162) and around one third identified as Black or
African American (35.0%, n=106). The most frequent level
of education reported for both vaccinated and not yet
vaccinated participants was high school, with an overall
percentage of 40.6% (n=123).

Most participants who had not yet received the vaccine
were 18 to 34 years of age (40.3%, n=87) or 35 to 49 years
of age (25.2%, n=76). Most participants who had already
received the vaccine were 50 to 64 years of age (34.5%,
n=30) or 65years of age or older (25.3%, n=22). Female
participants made up 71.8% (n=155) of the not yet vacci-
nated group and 57.5% (n=>50) of the vaccinated group.

Participants who had not yet been vaccinated were asked
in an open-ended question to share their concerns prior to
being asked the specific closed-ended topic questions. The
most common theme mentioned in this open-ended ques-
tion, across all language groups, was side effects. Other top-
ics mentioned by participants in all language groups were
wanting to speak with a doctor first, chronic medical condi-
tions, wanting to wait, conflicting information in the news,
and general fear. Concern about vaccine ingredients was
only mentioned by English speaking participants. CV
Creole/Portuguese speaking participants more frequently
expressed concern about the vaccine causing health prob-
lems than English or Spanish speaking participants.

The Figure 1 shows the estimated percentages of the
population not concerned, somewhat concerned, or very
concerned about each of the 9 specific topics covered in the
closed-ended questions of the survey. Side effects had the
largest percentage of concern across all languages with
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Table |I. Characteristics of Survey Participants by COVID-19 Vaccination Status, Unweighted.?

Not yet vaccinated* % (n)

Already vaccinated % (n) Total % (n)

All 71.3% (216)
Language

English 30.1% (65)

CV Creole/Portuguese 29.2% (63)

Spanish 40.7% (88)
Age

18-34 40.3% (87)

35-49 35.2% (76)

50-64 20.8% (45)

65+ 3.7% (8)
Gender

Male 28.2% (61)

Female 71.8% (155)
Race and ethnicity

American Indian or Alaska Native 0.5% (1)

Black or African American 36.1% (78)

Hispanic or Latino (all races) 53.2% (115)

White 9.7% (21)

Unreported or refused to report 0.5% (I)
Education

No formal education 4.2% (9)

Primary school 26.9% (58)

High school 42.6% (92)
College+ 24.5% (53)
No answer 1.8% (4)

28.7% (87) 100% (303)
39.1% (34) 32.7% (99)
17.2% (15) 25.7% (78)
43.7% (38) 41.6% (126)
17.2% (15) 33.7% (102)
23.0% (20) 31.7% (96)
34.5% (30) 24.8% (75)
25.3% (22) 9.9% (30)
42.5% (37) 32.3% (98)
57.5% (50) 67.7% (205)
0.0% (0) 0.3% (1)

32.2% (28)
54.0% (47)

35.0% (106)
53.5% (162)

12.6% (11) 10.5% (32)
12% (1) 0.7% (2)
42% (9) 4.0% (12)

27.0% (58)

42.5% (92)

24.5% (53)
1.8% (4)

27.0% (82)

40.6% (123)

26.4% (80)
2.0% (6)

2See Appendix Table Al for row percentages of characteristics of survey participants by COVID-19 vaccination status, unweighted.

*May not have been eligible for vaccination at time of survey.

34% and 32% of people being somewhat and very con-
cerned, respectively. Concern due to faith or religion had
the lowest percentage of concern with 1.3% and 3.9% of
people being somewhat and very concerned, respectively.
The percentages of concern for 3 of the 9 topics—ingredi-
ents, speed of development, and research trial—were
significantly different across language groups. English
speakers had greater concern than CV Creole/Portuguese
speakers across all topics and this was statistically signifi-
cant for all topics. English speakers had greater concern
than Spanish speakers across all topics except faith or reli-
gion, although this was only statistically significant for
speed of vaccine development.

Participants who had already received the COVID-19
vaccine were asked in an open-ended question why they
chose to get the vaccine. The most frequently cited reason
among English speaking participants was to protect them-
selves, whereas the most frequently cited reason among
Spanish speaking participants was to protect others. CV
Creole/Portuguese speaking participants mentioned both
protection of themselves and others. Availability of the vac-
cine and employment in health care were reasons men-
tioned by participants in all languages. Additionally, some
Spanish- and English-speaking participants discussed

return to normalcy, trust in their doctor, and chronic medical
conditions as other reasons for having been vaccinated.

Among those not yet vaccinated, 62% requested to be
put on a list to get a COVID-19 vaccine, which we used as
an indicator of acceptability of the vaccine. By language,
56% of English speakers, 71% of Spanish speakers, and
61% of CV Creole/Portuguese speakers indicated accept-
ability of the vaccine (Table 2).

In unadjusted logistic regression models, Spanish
speakers had 2.00 (95% CI: 1.00-4.00) times greater odds
of accepting the COVID-19 vaccine compared to English
speakers. Participants aged 50 to 64 had 3.52 (95% CI:
1.23-10.10) times the odds of accepting the vaccine com-
pared to participants aged 18 to 24. Male participants had
2.22 (95% CI: 1.00-4.91) times the odds of accepting the
COVID-19 vaccine compared to females. In our multi-
variate adjusted model, we saw similar odds ratios,
although there were no statistically significant associations
(Table 2).

Discussion

Our study provides insights into the concerns about and
acceptability of the COVID-19 vaccine within a diverse,
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All

English

CV Creole / Portuguese
Spanish

Will Not Work

All

English

CV Creole / Portuguese
Spanish

Side Effects

All

English

CV Creole / Portuguese
Spanish

Speed of
Development*

All

English

CV Creole / Portuguese
Spanish

Infertility

All

English

CV Creole / Portuguese
Spanish

Ingredi

All

English

CV Creole / Portuguese
Spanish

Chronic Medical

All
2 English
= CV Creole / Portuguese

Spanish

Chronic

All

English

CV Creole / Portuguese
Spanish

Faith/Religi

All

English

CV Creole / Portuguese
Spanish

Research
Trial ¥

= Not concerned

Specific Concerns by Language

" Somewhat concerned

W Very concerned * p-value <.05

Figure |. Response to 9 COVID-I9 vaccine concern questions (weighted), by language.?

2See Appendix for full wording of survey questions.
*Chi? P value <.05.

marginalized population in Rhode Island heavily impacted
by the pandemic. We achieved a response rate (58%) com-
parable to other COVID-19 vaccine studies of similar size,
and higher than many non-COVID-19 related surveys.’!-
Key leaders from several community groups and individu-
als along the healthcare spectrum were instrumental in the
design and distribution of the survey, which promoted out-
reach and enabled a robust response. Conducting the survey

via telephone allowed for increased representation from the
clinic communities where access to additional technology
remains limited and literacy rates vary, as demonstrated by
4% of survey participants reporting no formal education.
This study is strengthened by the mixed data collection
design, including open-ended and closed-ended questions.
The qualitative data support the quantitative data findings
obtained with the 9 closed-ended questions on specific



Journal of Primary Care & Community Health

Table 2. Demographics Associated With COVID-19 Vaccine Acceptability Among Those Not Yet Vaccinated, Weighted Population
Estimates and Unadjusted and Adjusted Odds Ratios (n=216), Weighted.

On list to get vaccinated Unadjusted Adjusted
% (n) OR 95% ClI P-value OR 95% ClI P-value

Language

English 55.6% (35) 1.00 (ref) 1.00 (ref)

CV Creole/Portuguese 61.4% (40) 1.27 0.62-2.60 .507 1.34 0.55-3.27 512

Spanish 71.4% (60) 2.00 1.00-4.00 .050 221 0.98-4.97 .055
Age

18-34 53.8% (47) 1.00 (ref) 1.00 (ref)

35-49 62.7% (46) 1.45 0.69-3.05 331 1.30 0.57-2.96 527

50-64 80.4% (37) 3.52 1.23-10.10 .020 2.63 0.89-7.76 .080

65+ 47.0% (5) 0.76 0.10-5.91 794 0.69 0.08-5.74 727
Gender

Female 56.7% (91) 1.00 (ref) 1.00 (ref)

Male 74.4% (44) 2.22 1.00-4.91 .050 2.21 0.96-5.08 .062
Education

No formal education 58.2% (6) 1.00 (ref) 1.00 (ref)

Primary school 63.3% (40) 1.24 0.26-6.00 .789 1.36 0.27-6.73 .705

High school 63.5% (56) 1.25 0.27-5.70 776 2.09 0.43-10.21 .359

College+ 59.6% (32) 1.06 0.22-5.04 .945 1.97 0.35-10.95 439

concerns. Beyond this, they add additional concerns not
captured in the closed-ended questions and insights into the
perceptions on acceptability of those who had received the
vaccine.

The predominant concern reported by respondents of all
languages was vaccine side effects. This parallels similar
studies that also note side effects as a common concern
about the COVID-19 vaccine.'>*%37 This is an unsurprising
finding given the higher rate of short-term side effects,
including pain at injection site and fever, compared to the
side effects from other vaccines.?®3? It is unclear if these
short-term side effects were the concerns being referred to
by our survey participants, as opposed to more serious or
long-term side effects. Infertility was less of a concern than
expected given the false news stories surrounding this topic,
however we do not know the extent to which participants
were concerned about other unsubstantiated vaccine side
effects.®

Generally, English speakers were most likely to express
concerns about the COVID-19 vaccine and CV Creole/
Portuguese speakers were least likely to express concerns.
In addition, Spanish and CV Creole speakers were more
likely to accept the vaccine compared to English speakers.
These findings are particularly interesting given that earlier
in the pandemic there was concern that marginalized groups
would be more resistant to getting the vaccine.?%4!

This study was specifically conducted to inform a
vaccine campaign for the BVCHC clinic population. Our
results suggest that different communities may benefit

from different messaging. For English and Spanish speak-
ers, the second most common concern was speed of devel-
opment. For CV Creole/Portuguese speakers, the second
most common concern was that the vaccine will not work.
Tailoring educational messages could allow for more com-
prehensive and intentional strategies to improve vaccine
acceptability.

Our study suggests that concerns about the vaccine are
not necessarily an indication for vaccine refusal. Participants
who expressed concerns also expressed their acceptability
of the vaccine through their desire to be put on a list for
future vaccination when available.

Some participants cited having trust in their doctor and
having the vaccine available at their clinic as reasons for
receiving the vaccine. This highlights the importance of
provider-patient relationships and the trust that patients in
this community put in their primary care providers to pro-
vide appropriate information and act in their best interests.
This is an important strategy that can be utilized to help
continue to promote vaccine uptake and instill further vac-
cine confidence. For those who are anxious or resistant,
the primary care clinician is an effective source of reliable
and trustworthy information.*?**® Patients have better out-
comes receiving medical care in their local community,
and from clinicians who are culturally sensitive to their
lived experiences.*?

While our study focused on concerns and acceptability
of the vaccine, achieving high vaccination rates will also
require that everyone has access to the vaccine. In our study,
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availability of the vaccine at BVCHC was named as a rea-
son participants chose to get vaccinated. In addition, non-
English-speaking participants reported fewer concerns and
more willingness to receive the vaccine than did English
speakers. This suggests that access to the vaccine, rather
than lack of confidence, may be more important for getting
vulnerable populations vaccinated.*’-? Providing individu-
als access to the vaccine in a trusted space within their own
communities will likely also increase demand. However, as
with vaccine hesitancy, more research is needed to under-
stand barriers to access in marginalized communities, and
how access differs by sub-populations, which is likely to be
highly context specific.

There were several limitations to our study. Individuals
without telephones or with incorrectly listed phone num-
bers, and those unable to answer the phone during mostly
daytime hours, would have been missed in our survey, pos-
sibly introducing selection bias. Additionally, response
rates were different by language group, with English speak-
ers less likely to respond. Our study did not take into
account participant vaccine eligibility due to the fact that
the study was conducted during a time period when vaccine
eligibility and availability was rapidly evolving. Thus,
direct comparison of those who were vaccinated and those
who were not yet vaccinated at the time of our survey would
be inappropriate. The concerns and perceptions of the com-
munity were also likely evolving, which could have created
a variation of survey answers over the course of the 6-week
survey period. Participants were not specifically asked
about their personal medical history, which may have been
an important factor in their responses regarding 2 of the
specific concerns—chronic medical conditions and medica-
tions. We also recognize that our study was conducted with
patients who are engaged in their medical care at a local
community clinic, which limits the generalizability of this
study. Individuals engaged in their medical care may not
represent the views of those who are not established at a
health center. Community residents who do not receive care
from this health center or who are not patients of any pri-
mary care practice may hold different perspectives.

Although participants were asked about their concerns
and reasons for being vaccinated, interviewers did not
probe further for elaboration on these responses. There
was variation in the richness of the qualitative data, likely
due to the use of multiple interviewers and multiple survey
languages. The immediacy of the pandemic and need for
data to inform a vaccine campaign quickly were factors in
survey development. It might otherwise have been useful
to explore what participants meant by side effects and if
their general sense of fear could be further delineated.
Future studies should investigate the reasons why indi-
viduals ultimately choose to get the vaccine after lacking
confidence initially; in other words, what changes peo-
ple’s minds. This information is important to consider
given the need for a COVID-19 vaccine booster, and may
be applied more broadly to increase acceptability of other
routine vaccines.

Conclusions

Our study provides insights into the concerns and accept-
ability of the COVID vaccine among a marginalized popu-
lation in Rhode Island. As the world continues to mitigate
the effects of the COVID-19 pandemic and prepare for
future pandemics, it is imperative that these strategies are
based on evidence, including evidence of people’s con-
cerns, acceptability, and access to the vaccine. While dif-
ferences in beliefs and perceptions by language group may
be small, understanding these differences will nonetheless
be the key to creating effective messaging within commu-
nities in the latter stages of the COVID-19 pandemic, and
achieving sufficiently high vaccination rates. Non-English-
speaking populations may be as willing or more willing to
receive the vaccine, but may simultaneously face greater
barriers to access. Greater understanding of community-
specific disparities and needs will empower public health,
primary care providers, and policy makers to craft tailored,
community-contextual approaches to boost vaccination
rates and increase access to health care for marginalized
US populations.
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Appendix
Blackstone Valley Community Health Care Center COVID-19 Vaccine Survey

Have you received the COVID-19 vaccine?
Yes —

No

Not sure

— If yes will prompt to
Why did you choose to get the vaccine?
— Will then skip to demographic questions

Would you get the COVID-19 vaccine if it was offered to you?
Yes

No

Not sure

No answer

Are you concerned about the COVID-19 vaccine?
Not Concerned

Somewhat concerned—

Very concerned—

No answer

— If very concerned or somewhat concerned will prompt to
Can you tell me about some of those concerns?

Are you concerned that the vaccine will not work?
Not Concerned

Somewhat concerned

Very concerned

No answer

Are you concerned about side effects from the vaccine?
Not Concerned

Somewhat concerned

Very concerned

No answer

Are you concerned about how fast the vaccine came out?
Not Concerned

Somewhat concerned

Very concerned

No answer

Are you concerned that the vaccine causes infertility?
Not Concerned

Somewhat concerned

Very concerned

No answer

Are you concerned about the ingredients in the vaccine?
Not Concerned

Somewhat concerned

Very concerned

No answer
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Are you concerned to get the vaccine because of your chronic medical problems?
Not Concerned

Somewhat concerned

Very concerned

No answer

Are you concerned to get the vaccine because you are on medications?
Not Concerned

Somewhat concerned

Very concerned

No answer

Are you concerned to get the vaccine because of your faith or religion?
Not Concerned

Somewhat concerned

Very concerned

No answer

Are you concerned to get the vaccine because it sounds like you will be part of a research trial?
Not Concerned

Somewhat concerned

Very concerned

No answer

What level of education have you completed?
No formal education

Some primary school

Completed primary school (8th grade)

Some high school

Graduated high school

Some college or technical school

Graduated college or technical school
Professional degree

No answer

What is your ethnicity (example country of origin or family country of origin)?
What is your gender?

Man

Woman

Trans man

Trans woman

Non-binary/gender nonconforming

No answer

Would you like to be put on a list to get the COVID vaccine from BVCHC? You will be called when it will be your turn.
Yes

No

No answer
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Table Al. Row Percentages Characteristics of Survey Participants by COVID-19 Vaccination Status, Unweighted.

Not yet vaccinated* % (n)

Already vaccinated % (n)

All
Language
English
CV Creole/Portuguese
Spanish
Age
18-34
35-49
50-64
65+
Gender
Male
Female
Race and ethnicity
American Indian or Alaska Native
Black or African American

100.0% (1)

71.3% (216) 28.7% (87)
65.7% (65) 34.3% (34)
80.8% (63) 19.2% (15)
69.8% (88) 30.2% (38)
85.3% (87) 14.7% (15)
79.2% (76) 20.8% (20)

60.0% (45)
26.7% (8)

40.0% (30)
73.3% (22)

62.2% (61)
75.6% (155)

37.7% (37)
24.4% (50)

0.0% (0)

73.6% (78) 26.4% (28)

Hispanic or Latino (all races) 71.0% (155) 29.0% (47)
White 65.6% (21) 34.4% (11)
Unreported or refused to report 50.0% (1) 50.0% (1)
Education
No formal education 75.0% (9) 25.0% (3)
Primary School 70.7% (58) 29.3% (24)
High School 74.8% (92) 25.2% (31)
College+ 66.3% (53) 33.7% (27)
No answer 66.7% (4) 33.3% (2)
*May not have been eligible for vaccination at time of survey.
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