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Abstract
Background  Marshallese and Hispanic communities in the United States have been disproportionately affected by 
COVID-19. Identifying strategies to reach late vaccine adopters is critical for ongoing and future vaccination efforts. 
We utilized a community-engaged approach that leveraged an existing community-based participatory research 
collaborative of an academic healthcare organization and Marshallese and Hispanic faith-based organizations (FBO) to 
host vaccination events.

Methods  Bilingual Marshallese and Hispanic study staff conducted informal interviews with 55 participants during 
the 15-minute post-vaccination observation period and formal semi-structured interviews with Marshallese (n = 5) 
and Hispanic (n = 4) adults post-event to assess the implementation of community vaccine events at FBOs, with a 
focus on factors associated with the decision to attend and be vaccinated. Formal interview transcripts were analyzed 
using thematic template coding categorized with the socio-ecological model (SEM). Informal interview notes were 
coded via rapid content analysis and used for data triangulation.

Results  Participants discussed similar factors influencing attitudes and behaviors toward receiving the COVID-19 
vaccine. Themes included: (1) intrapersonal – myths and misconceptions, (2) interpersonal – protecting family and 
family decision-making, (3) community – trust of community location of events and influence of FBO members and 
leaders, (4) institutional – trust in a healthcare organization and bilingual staff, and (5) policy. Participants noted the 
advantages of vaccination delivery at FBOs, contributing to their decision to attend and get vaccinated.

Conclusions  The following strategies may improve vaccine-related attitudes and behaviors of Marshallese and 
Hispanic communities not only for the COVID-19 vaccine but also for other preventive vaccinations: 1) interpersonal-
level – develop culturally-focused vaccine campaigns targeting the family units, 2) community-level – host 
vaccination events at convenient and/or trusted locations, such as FBOs, and engage community and/or FBO 
formal or lay leaders as vaccine ambassadors or champions, and 3) institutional-level – foster trust and a long-term 
relationship with the healthcare organization and provide bilingual staff at vaccination events. Future research would 
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Introduction
Minority racial and ethnic communities have experi-
enced disparities in COVID-19 infections, hospitaliza-
tions, deaths, and vaccination rates [1], [2]. Northwest 
Arkansas is home to one of the largest populations of 
Marshall Islanders (Marshallese) outside of the Republic 
of the Marshall Islands (~ 16,000), and a growing His-
panic community constitutes over 15% of the population 
in several counties [3], [4]. Inadequate insurance, low-
wage employment in essential industries, and housing 
insecurity in both communities increased their exposure 
to adverse outcomes from COVID-19 [5]. COVID-19-re-
lated disparities among the Marshallese Pacific Islander 
and Hispanic communities were so significant that the 
National Institutes of Health and the Centers for Dis-
ease Control and Prevention (CDC) conducted an on-
site investigation in 2020. The Hispanic and Marshallese 
communities accounted for 57% of COVID-19-associ-
ated deaths, yet Hispanic and Marshallese only repre-
sented 17% and 2.4% of the population in the region. The 
CDC attributed these disparities to confusion regarding 
COVID-19 prevention, testing, management, language 
barriers, and decreased awareness or inability to access 
services [3].

Vaccination is a critical public health strategy for miti-
gating the effects of COVID-19, but lower vaccination 
rates in some communities contributed to disparities in 
COVID-19-related outcomes. In many states, there is a 
30–60% difference in vaccination rates between White 
and Hispanic individuals [6]. Higher rates of vaccine hes-
itancy among minority communities contribute to lower 
vaccination uptake, [7] and health insurance coverage, 
workplace policies, and internet connectivity also con-
tribute to disparities [6], [8]. Among Marshallese, a small 
survey (n = 120) found that 26.7% did not know or were 
unsure if they would get vaccinated, and 14.7% reported 
they were unlikely to do so [5].

Community-based participatory research (CBPR) and 
community engagement are essential tools to reduce 
health disparities [9]. To address COVID-19-related dis-
parities in Northwest Arkansas, the University of Arkan-
sas for Medical Sciences (UAMS) leveraged an existing 
CBPR partnership with the Hispanic and Marshallese 
communities [9], [10]. CBPR integrates communities 
into the research process, including research focus, plan-
ning, execution, and dissemination, and honors cultural 
beliefs, social traditions, and community norms [9]. 
Before the availability of vaccinations, UAMS and CBPR 
partners developed a community-engaged response to 

COVID-19, including disseminating culturally appropri-
ate health information, supporting a trilingual contact 
tracing and case management center, and hosting test-
ing clinics in Marshallese and Hispanic community set-
tings [10]. As vaccines became more widely available in 
early 2021, efforts shifted to increasing vaccination rates 
among Hispanic and Marshallese adults by addressing 
vaccine hesitancy and barriers to access.

According to the World Health Organization (WHO) 
framework, behavioral and social drivers of vaccine 
uptake include cognitive and emotional responses, social 
norms, motivation, and practical issues [11]. A recent 
survey utilizing the WHO framework in rural India 
found that vaccine beliefs are impacted by government-
elicited vaccine communication strategies, perceived 
vaccine-related side effects, and trust in the healthcare 
sector [12]. Similarly, a study conducted in seven Arab 
countries found that vaccine uptake was related to con-
cerns about side effects, trust in the healthcare system, 
and the desire to protect others [13]. The socio-ecologi-
cal model (SEM) posits that individual health behaviors, 
such as vaccine adoption, are influenced by intraper-
sonal (e.g., knowledge and attitudes), interpersonal (e.g., 
relationships and social networks), institutional (e.g., 
organizational characteristics), community (e.g., social/
cultural context), and policy factors (e.g., local, state, or 
national policies/laws) [14]. Two recent scoping reviews 
found that all SEM factors played a role in individuals’ 
decisions to get the COVID-19 vaccine [15], [16]. At the 
intrapersonal level, knowledge and concerns about the 
safety of the vaccine affect uptake, while at the interper-
sonal level, the influence of family and friends affects 
COVID-19 vaccine acceptance. At the institutional level, 
media influences and trust in the government, science, 
and healthcare serve as barriers and facilitators to vac-
cine uptake. At the community level, community levels 
of vaccination and COVID-19 infection rates influence 
vaccination acceptance. Finally, at the policy level, vac-
cination location, cost of the vaccine, and political influ-
ences impact COVID-19 vaccination acceptance. It is 
essential to understand the broader social, cultural, and 
political context involved in attitudes and behaviors 
toward COVID-19 vaccination among different racial/
ethnic minority groups to develop targeted strategies to 
improve vaccine uptake [1]. Yet there remains a gap in 
the literature regarding factors affecting COVID-19 vac-
cine uptake among late adopting racial/ethnic minority 
groups in the context of community-engaged vaccination 
events. This qualitative study used the SEM framework 

be beneficial to investigate the effects of replicating these strategies to support vaccine uptake among Marshallese 
and Hispanic communities.
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to identify factors that influenced vaccination attitudes 
and behaviors of late-adopting Marshallese and Hispanic 
adults in the context of community-engaged health vac-
cination events in faith-based organizations (FBO). Our 
findings will inform the development of culturally rel-
evant strategies to promote vaccine and booster uptake 
and increase the efficacy of community-engaged health 
promotion strategies.

Methods
Setting and vaccination events
This study occurred in the summer of 2021 during 
UAMS’ COVID-19 vaccination outreach program with 
Marshallese and Hispanic communities in Northwest 
Arkansas, which is described elsewhere [4]. UAMS’ vac-
cination outreach efforts leveraged an existing CBPR 
collaboration with the Marshallese and Hispanic com-
munities of Northwest Arkansas [9], [10], [17]. The col-
laboration facilitated community-engaged strategies to 
address barriers to access and increase uptake of COVID-
19 mitigation services among the Marshallese and His-
panic communities at the beginning of and throughout 
the pandemic, as described elsewhere [10], [4].

When COVID-19 vaccines became available, UAMS 
and community partners conducted a rapid needs assess-
ment to understand vaccination barriers. Informational 
materials, such as fliers and social media messages, were 
then developed to address specific concerns and bar-
riers. Influential messengers and community partners 
were trained to deliver information within the Marshal-
lese and Hispanic communities to increase awareness 
and address vaccination hesitancy. Using a community-
engaged approach, a vaccination outreach program was 
developed, and 39 community-based vaccination events 
were conducted between 4 May 2021 and 29 October 
2021. Most events were held at FBOs with large Marshal-
lese and/or Hispanic congregations and at days/times to 
facilitate attendance and reduce barriers. Outreach and 
advertising were conducted by UAMS staff, FBOs, and 
community partners and included iterative improve-
ments to outreach and advertising efforts as part of con-
tinuous quality improvement efforts. Community health 
workers affiliated with community partners and/or 
UAMS facilitated access by scheduling appointments and 
providing resources for transportation for these events.

Vaccination events were staffed by volunteers, clini-
cal staff, community health workers, or other indi-
viduals from partnered organizations. All vaccinations 
were administered by trained clinical staff. Each event 
included bilingual (English/Marshallese or English/Span-
ish) volunteers responsible for obtaining patient con-
sent, answering questions, facilitating paperwork, and 
translating for clinicians and other volunteers. COVID-
19 vaccines were provided by the United States (US) 

Government free of charge to the university and another 
clinical partner. More than 2,700 doses of the COVID-19 
vaccine were administered to attendees across vaccina-
tion events.

Approach
This study follows a pragmatic qualitative case study 
design [18], [19] to understand influences on vaccination 
decisions of participants in UAMS’ community-engaged 
vaccination outreach events at FBOs in Northwest 
Arkansas. All study materials and procedures were 
approved by the UAMS Institutional Review Board (IRB 
#262917), and all participants provided informed consent 
in their preferred language.

Participant recruitment
Marshallese and Hispanic adults were recruited to par-
ticipate at a sample of community engaged FBO vac-
cination events between July and September of 2021. 
Recruitment took place at events held in Marshallese 
(n = 4) and Hispanic FBOs (n = 2), and one event was held 
in an FBO-affiliated location that provided social, health, 
and material services (e.g., a food bank, oral health-
care, and home/school supplies). Bilingual Marshallese 
and Hispanic study staff conducted informal interviews 
with 55 participants approached during the 15-min-
ute post-vaccination wait time. Study staff also inquired 
about participant interest in partaking in a longer, in-
depth semi-structured interview later. Participants who 
expressed interest were contacted by email or phone 
in their language of preference (Marshallese, Spanish, 
English).

Data collection
In the initial phase of our study, we conducted brief 
ethnographic fieldwork involving participant observa-
tion and informal interviews with staff, volunteers, and 
participants [18] at four vaccination events (two Mar-
shallese and two Hispanic-focused). This multi-step 
qualitative data collection process involved observations 
and the informal interviews serving as the first step and 
a more formal semi-structured interview serving as the 
second step of data collection. This fieldwork and infor-
mal interviews with 55 participants allowed us to bet-
ter understand the implementation context and gain a 
large breadth of insights into participant motivations for 
attending the events and aided in preparing semi-struc-
tured interview guides for in-depth interviews. We aimed 
to conduct in-depth semi-structured interviews with ~ 5 
Marshallese and ~ 5 Hispanic adults to attain data satura-
tion in phenomenological research [18], [20].

The informal interviews with event participants were 
brief (3–5 min average duration) and included the follow-
ing questions: (1) reasons for attending, (2) COVID-19 
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vaccine decision-making, (3) barriers/facilitators to 
attendance, (4) recommendations for event improve-
ment, and (5) general thoughts about COVID-19 vac-
cines (see Additional File 1). Bilingual Marshallese and 
Hispanic study staff with interview experience conducted 
informal interviews at vaccination events between July 
and September of 2021. Interviewers documented infor-
mal interviews in one memo per event and debriefed 
and reviewed memos with study staff after the first two 
events.

Informal interview participants who expressed inter-
est in participating in in-depth interviews were contacted 
within 4 weeks to discuss the interview process, and 
those who agreed were scheduled. Interviews were con-
ducted in the language of the participant’s choice (Eng-
lish, Spanish, or Marshallese) and in person, by phone, or 
by a secured video-conferencing platform according to 
participants’ preferences.

In-depth interviews followed a semi-structured inter-
view guide. The guide was developed based on data 
gathered from the 55 informal interviews with input 
from the authors (GMC, PAM) and bilingual study staff. 
Study staff were trained and debriefed on interviews and 
encouraged to provide recommendations for revisions to 
the guide. The semi-structured interview guide explored 
participants’ thoughts on the COVID-19 vaccine, vac-
cine decision-making, reasons for choosing to attend 
and get vaccinated at the community location, and rec-
ommendations for event improvement (see Additional 
File 2). Sociodemographic questions from the Behav-
ioral Risk Factor Surveillance System survey were asked 
to capture participants’ age, educational attainment, 
employment type, and salary [21], [22]. After study staff 
completed 1–2 interviews, the team debriefed and made 
slight revisions to the guides to use with the remainder of 
the interviews. All interviews were included in the analy-
sis. Interviews lasted between 11 and 41  min. Partici-
pants received a $40 gift card as remuneration for their 
participation. All in-depth interviews were recorded, 

transcribed, and de-identified before analysis. Marshal-
lese and Spanish transcripts were translated into English 
by certified translators. Bilingual study staff verified the 
accuracy of translations before analysis.

Qualitative data analysis
Rapid thematic analysis of informal interview summa-
ries and in-depth interview transcripts followed a modi-
fied Framework approach [19], [23]. The primary analysis 
team was comprised of two qualitative researchers (JLV 
and MJS). The team read all summaries and transcripts 
and created a coding framework and template combin-
ing a priori codes from the SEM with emergent second-
ary codes identified during analysis (see Table 1). Formal 
interview transcripts were independently coded using 
the template by both researchers, who then met regularly 
to consolidate the templates (i.e., create one final coded 
template per participant) and resolve discrepancies in 
interpretation. Summaries of coded data were trans-
ferred to charts with a column for each theme and a row 
for each participant to facilitate identification of patterns 
and outliers. Illustrative quotes were identified for each 
theme. Informal interview memos were also coded in the 
template and used for data triangulation and to confirm 
data saturation of the in-depth interviews. The coding 
framework and template, themes, and findings were criti-
cally reviewed by the authors at weekly meetings.

Results
All informal interviews were with Hispanic and Marshal-
lese participants; however, demographic information of 
informal interview participants was not collected. Formal 
interviews were conducted with Marshallese (n = 5) and 
Hispanic (n = 4) participants, whose self-reported demo-
graphic information is provided in Table 2.

Both informal and formal interview participants shared 
their attitudes about the COVID-19 vaccine and fac-
tors that influenced their decision to get vaccinated. All 
participants noted numerous advantages of vaccination 
delivery through the FBO community-engaged events 
that contributed to their decision to attend and receive 
the vaccine. Interpersonal, community, institutional, and 
policy factors had a positive influence on attendance at 
events and the decision to get vaccinated. Intrapersonal 
factors seemed to be associated with more negative atti-
tudes toward vaccination. Factors influencing vaccina-
tion-related attitudes and behaviors are elaborated below 
for each category of the SEM and were similar for Mar-
shallese and His panic participants. Refer to Table 3 for 
themes, subthemes, and exemplary quotes.

Table 1  Operational Definitions of the Socio-Ecological Model
Construct Operational Definition
Intrapersonal Individual knowledge, attitudes, and percep-

tions about the COVID-19 vaccination

Interpersonal Related to relationships involved in attitudes 
and behaviors towards the COVID-19 vaccine

Institutional Related to the impact of the healthcare or-
ganization and staff on vaccination attitudes 
and behaviors

Community Related to the location of the events and the 
influence of the community members and 
community organization on attitudes and 
behaviors towards the COVID-19 vaccine

Policy Related to local, state, and national policies 
and laws about the COVID-19 vaccine
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Intrapersonal
Subtheme: Myths and misconceptions
The predominant intrapersonal factor described by for-
mal interview participants was concern about potential 
side effects driven by misconceptions or misinforma-
tion that they heard from other people. One participant 
stated, “Some were telling me that if I take the COVID-
19 vaccine, months or years from now I may develop 
cancer, kidney problems, these are the things that I have 
been told that will affect my health” (22 y/o Marshal-
lese female). Other participants mentioned concerns 
about side effects related to fertility, such as, “My nieces 
brought it up as well, which I think [they] watched a 
TikTok saying that [the vaccine] affects you with hav-
ing babies in the future” (30 y/o Hispanic female). Two 
participants mentioned rumors about the government 
inserting a chip through the vaccine, which caused con-
cern about the vaccine. Informal interview participants 
expressed similar concerns, particularly those around 
infertility. Less frequently mentioned were concerns 
about the documented side effects of COVID-19 vaccines 
(e.g., soreness at the vaccination site and mild fever). 
The impact of these concerns on attending a vaccination 
event was not clear from the interviews.

Interpersonal
Subtheme: Protecting family and family decision-making
Interpersonal factors, especially wanting to protect fam-
ily and family decision-making, were a prominent theme 
regarding an individual’s decision to get vaccinated. One 
participant stated, “I want to protect my family so they 
will not get infected with the Coronavirus and the other 
new virus that they just found [delta variant]” (22 y/o 
Marshallese female). Another participant voiced a similar 
motivation: “I think we have to get conscious about get-
ting vaccinated, for the sake of your neighbor, our family, 
our children” (54 y/o Hispanic female). Some participants 
mentioned that they previously lost family members due 
to COVID-19, which influenced their own or their fam-
ily’s decision to get vaccinated. For example, a participant 
said, “That’s one of the reasons why I decided to get [the 
vaccine], because last year I lost my older brother due to 
the virus… that’s why almost all of my brothers, my par-
ents are already vaccinated” (34 y/o Hispanic female). 
Another participant shared that her immediate fam-
ily members had gotten vaccinated due to her brother’s 
death from COVID-19, except for her husband who is 
worried that “it’s a chip they want to put in” (28 y/o His-
panic female).

Table 2  Participant Demographics
Age Gender Race/Ethnicity Education Income Job Sector
57 Female NHPI Some high school < $15,000 Cleaning or maintenance

32 Male NHPI High school graduate $25,000 - $49,000 Food processing plant

22 Female NHPI High school graduate Prefer not to answer Student

35 Male NHPI Some high school $20,000 - $24,999 Food processing plant

54 Female NHPI Prefer not to answer Prefer not to answer Prefer not to answer

59 Female Hispanic Elementary school $25,000 - $19,999 Don’t know/Not sure

54 Female Hispanic Elementary school Prefer not to answer Does not work

30 Female Hispanic High school graduate $25,000 - $34,999 Plant and machine operator

34 Female Hispanic High school graduate Prefer not to answer Don’t know/Not sure
Note. NHPI = Includes persons having origin in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands. All participants who reported NHPI were 
Marshallese.

Table 3  Summary of Vaccination Influences by Level of the Socio-Ecological Model: Subthemes and Exemplar Quotes
Socio-Ecological 
Model Level

Subtheme Exemplary Quote

Intrapersonal Myths and misconceptions “People who want to twist the information, to say things that aren’t true. They say they’re 
going to insert a chip, it’s the devil, things like that they invent, right?” (34 y/o Hispanic female)

Interpersonal Protecting family and family 
decision-making

“Because of this disease, my husband has lost many relatives to COVID. We made the decision 
of getting vaccinated, because there are many people infected and we need to get a little 
protected.” (54 y/o Hispanic female)

Community Trust of community location of 
events

“I would say it’s better [at community location] so we don’t feel embarrassed or get afraid to 
go somewhere else.” (54 y/o Hispanic female)

Influence of faith-based organi-
zation members and leaders

“I heard from our leaders that we must take the vaccine to prevent us [from getting 
COVID19].” (32 y/o Marshallese male)

Institutional Trust in healthcare organization 
and bilingual staff

“That was one of the most important things for me. Trust and above all, the same language, 
so that I can understand. And they can understand me, too.” (28 y/o Hispanic female)

Policy N/A “It just seems that it’s going to be mandated eventually along with other vaccines, so I like, 
might as well.” (30 y/o Hispanic female)
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Participants commonly reported deciding to get vacci-
nated as a family or that a family member served as an 
example to get vaccinated. One participant explained, 
“When they mention at the church…we…signup for the 
family and grandkids, so we can go take the COVID-19 
vaccine” (57 y/o Marshallese female). Another expressed 
they took their family to get vaccinated, sharing, “My 
family didn’t want to take the COVID-19 vaccines…but 
I didn’t want them to get infected” (22 y/o Marshallese 
female). Others discussed encouragement they received 
from family members to get vaccinated, such as from a 
daughter who is a nurse, from a mother, or from an older 
sister. One participant shared their family’s influence on 
their decision to get vaccinated:

To be honest, I was very skeptical. I am due for my 
second dose today. It just seems too new. It was just 
a little too fast for me. I just postponed it for a year, 
basically, until, obviously, everything right now… 
I just felt like I needed to do my part and as well 
protect myself. It was more of a family thing. First, 
my parents got it, and then it was one sister after 
another. We’re like, “Well, we’re all just gonna get it 
[the vaccine].” We were all just very skeptical about 
it, but I haven’t got sick, so. (30 y/o Hispanic female)

Only one participant described choosing to be vaccinated 
despite family opposition:

I decided to take it. My daughters didn’t want me to 
take it, but I decided to take it with the information 
I got … I was considering it, The pros and the cons. 
If I should go or not because my daughters didn’t 
want me to because they are afraid. They’re not vac-
cinated yet. I decided to go. I didn’t think too much 
because the information I have, good or bad, it’s not 
that much. I just decided to go and avoid getting 
infected. (59 y/o Hispanic female)

Informal interview participants also reported interper-
sonal factors as the predominant factor in vaccination 
decisions. Subthemes were consistent with those of for-
mal interview participants, including protecting family, 
concerns regarding the loss of family members due to 
COVID-19, and family decision-making.

Community
Subtheme: Trust of community location of events
Community factors were facilitators for Marshallese 
and Hispanic participants to attend vaccine events, 
which included the trust of the community location of 
the events and the influence of FBO members and lead-
ers. One participant stated, “It’s better in the community 
and you just feel more sheltered than in another place. 

You feel more confident in this place” (34 y/o Hispanic 
female). The same participant described attending the 
FBO where the priest mentioned the vaccine event and 
thought, “This is my chance. I didn’t need to make an 
appointment just to arrive; if anything happened, I knew 
Spanish was spoken there. So, I thought, I’ll go there and 
won’t waste this opportunity” (34 y/o Hispanic female). 
Multiple participants named a community location when 
asked about where they will receive booster vaccinations 
in the future or how to improve the event. One partici-
pant stated events “should be done the same way at all 
the churches” (57 y/o Marshallese female).

Most informal interview participants also described 
the trusted location of the event in the community as a 
facilitator in the overall decision to attend the vaccina-
tion event.

Subtheme: Influence of faith-based organization members 
and leaders
Marshallese participants more than Hispanic partici-
pants noted the influence of FBO leaders and members 
on their decision to get vaccinated. One Marshallese 
participant said, “I was scared…when I made my deci-
sion and got advice from our church leaders, the church 
members and I chose that it is the right thing for me to go 
get the COVID-19 vaccine” (57 y/o Marshallese female). 
Another Marshallese participant mentioned hearing 
from friends, “Our church was going to open for free vac-
cination” and “We need… to look for a healthy life for 
our family” (35 y/o Marshallese male). Fewer Hispanic 
participants in the formal interviews mentioned FBO 
factors as important in their decision-making, and only 
one mentioned the influence of FBO members and not 
FBO leaders. Marshallese and Hispanic informal inter-
view participants frequently mentioned they heard about 
the event through their FBO. Numerous Hispanic infor-
mal interview participants mentioned that one Hispanic 
priest in particular influenced people to attend the event 
and get vaccinated.

Institutional
Subtheme: Trust in healthcare organization and bilingual 
staff
Institutional factors, namely trust in the healthcare orga-
nization hosting the events and the bilingual staff, played 
a role in facilitating participants’ decisions to get vac-
cinated. Participants expressed trust in the healthcare 
organization hosting the community-engaged events. For 
example, one participant stated, “As a family-oriented 
community, we like to do it where we know the people 
in that place, and we can get right information about the 
vaccines or other questions we have” (54 y/o Marshallese 
female). When prompted about where they would receive 
booster vaccinations, participants responded, “The same 
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department or the same organization that came to con-
duct the vaccine event. It’s because they came to help us 
with other services, and they did really welcome us to the 
vaccine event” (54 y/o Marshallese female).

Many participants discussed the importance of bilin-
gual event staff. One participant who had his first dose 
at work stated, “The first time I took my first dose at 
[work]… I saw that some people were scared to come 
forward, they would just stand there not knowing who 
speaks Marshallese or who speaks English” (22 y/o Mar-
shallese female). Another participant stated, “That was 
one of the most important things for me. Trust and above 
all, the same language, so that I can understand. And 
they can understand me, too” (28 y/o Hispanic female). 
Another participant had the same sentiment, noting, 
“We speak the same language” (54 y/o Hispanic female). 
Informal interview participants mentioned several insti-
tutional factors that facilitated vaccination, including the 
convenience of the location of the event, not needing an 
appointment, and the event being held at a convenient 
time (e.g., commonly evening or on the weekends). Infor-
mal interview notes indicated only one participant men-
tioned bilingual staff as a factor influencing their decision 
to attend the vaccination event.

Policy
Policy-related factors were not mentioned by most 
formal interview participants. Only two participants 
mentioned workplace incentives and possible future vac-
cination mandates. One participant stated, “It just seems 
that it’s going to be mandated eventually along with other 
vaccines, so…might as well” (30 y/o Hispanic female). 
Another participant mentioned that people who get vac-
cinated at their workplace can “receive $200,” and there-
fore, “others are looking for their immunization cards or 
want to get vaccinated or are looking for places that still 
administered the vaccine” (35 y/o Marshallese male). The 
same participant mentioned, “My workplace was really 
happy when I didn’t take a day off” (35 y/o Marshal-
lese male). Policy-related factors were more prominent 
in informal interview participants’ decisions to get vac-
cinated, specifically the lack of cost for vaccination as a 
facilitator.

Discussion
This study’s Marshallese and Hispanic participants 
received a COVID-19 vaccine in late summer of 2021 
when the vaccine had been available for more than a year, 
the Delta variant was prevalent, and ~ 67% of US adults 
had received at least one COVID-19 vaccination [24]. 
These late adopters chose to get vaccinated at commu-
nity FBO vaccination events. SEM factors at the inter-
personal, community, and institutional levels positively 

influenced participant and family attendance at events 
and decisions to get vaccinated.

Intrapersonal
Late-adopting Marshallese and Hispanic participants 
mentioned concerns surrounding vaccine-related side 
effects, myths, and misconceptions about the COVID-
19 vaccine. Fears that the vaccine had a chip in it were 
mentioned, although infrequently, and attributed to 
what ‘others’ say about the vaccine. Both infertility and 
concerns about a chip being implanted were reported 
in another qualitative study with Hispanic families [25], 
although the study did not report if participants were 
vaccinated. Scott and colleagues (2022) found that fear 
of chip insertion was a barrier to vaccination among 
Hispanic females; yet approximately half of the study 
participants reported intent to vaccinate against COVID-
19 [26]. Concerns about the safety and myths and mis-
conceptions of the COVID-19 vaccine were the top two 
reasons that unvaccinated participants were hesitant in 
a national survey with 225 Hispanic adults [27]. These 
results are also consistent with other studies [28] and 
scoping reviews of COVID-19 vaccine acceptance across 
different countries [15]. Participants in our study still 
chose to get vaccinated at FBOs despite concerns. Based 
on our analysis, other factors helped people overcome 
myths and misconceptions and get vaccinated.

Interpersonal
Cultural values may have contributed to both Marshal-
lese and Hispanic participants’ decisions to get vacci-
nated. Both cultures emphasize the needs of the family 
and/or community over the individual [9], [29]. Families 
often encompass multiple extended family members, 
and communal language such as “we” is used to speak in 
terms of family or community instead of the individual. 
Moore and colleagues’ (2022) study with a diverse sam-
ple of hesitant adopters, including Hispanic and Mar-
shallese adults, found that the desire to protect family, 
friends, and the community was a driving force in vac-
cine decision-making [22]. Another qualitative study 
with Hispanic families found that the desire to protect 
family resulted in positive attitudes towards the vaccine 
[25], and the authors suggested that culturally focused 
vaccine campaigns should consider the entire Hispanic 
family unit. The desire to protect others is influential 
in COVID-19 vaccination uptake in other countries as 
well. A study in seven Arab countries [28] and a scop-
ing review involving 19 countries [16] found the desire 
to protect oneself and relatives facilitates COVID-19 vac-
cine uptake. Conversely, Yuan & Chu (2022) conducted 
a study with a sample of ~ 70% of White individuals; 
respondents were more likely to have favorable attitudes 
towards the COVID-19 vaccine and mandates after 
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viewing an individually-centered message compared with 
a community-centered message [30].

Participants frequently shared that they or their fam-
ily members had a COVID-19 infection or that a fam-
ily member had passed away from COVID-19, which 
prompted family decisions to get vaccinated. There are 
mixed results in the literature on the influence of expo-
sure to death and/or prior illness from COVID-19 on 
vaccine hesitancy and uptake. A scoping review found 
that knowing someone who was infected with COVID-19 
served as a facilitator to vaccine acceptance [16]. A sur-
vey of a diverse sample of 1,475 adults in Arkansas found 
that previous diagnosis with COVID-19 was not associ-
ated with COVID-19 vaccine hesitancy [31]. Another 
large US study found people who had family or friends 
with a prior infection or death from COVID-19 were less 
likely to refuse the COVID-19 vaccine [32]. In addition, 
a study of 615 adults in Naples, Italy found that people 
who had family or friends with past COVID-19 infections 
were less hesitant to receive a booster [33]. In contrast, 
two separate studies, one with African American partici-
pants [34] and another with both African American and 
Hispanic participants in the US South [35], found that 
the death of family or friends due to COVID-19 was a 
barrier rather than a facilitator to vaccination. Our study 
contributes to the literature as the first qualitative study 
among Marshallese and Hispanic participants suggest-
ing that the death of a family member or having a prior 
COVID-19 infection positively influences the decision to 
be vaccinated. Based on our findings and the literature, it 
would be beneficial to investigate the impact of culturally 
tailored family-focused vaccine campaigns for different 
racial and ethnic communities. Motivational interview-
ing is a communication strategy that aims to support 
decision-making by aligning information with individu-
als’ values and beliefs and has been shown to decrease 
vaccine hesitancy [36].

Community
At the community level, both Marshallese and Hispanic 
participants shared that FBOs were trusted locations 
which improved their comfort to attend the vaccination 
event. Our findings are consistent with literature dem-
onstrating success in FBO-based health programs among 
Marshallese and Hispanic communities [29], [37], [38]. 
Conversely, informal interview participants frequently 
mentioned convenience as a reason for attending the 
event. Similarly, a survey in Arkansas found that the loca-
tion of preference for COVID-testing among Hispanic 
adults is a community-based location in their neighbor-
hood [39]. Marquez et al. (2021) also found that pro-
viding the COVID-19 vaccine at a central commercial 
and transport hub in the community was successful in 
vaccinating Hispanic community members, who most 

frequently reported getting vaccinated due to conve-
nience in location and scheduling [40].

Marshallese participants shared that FBO leaders and 
members facilitated their decisions to get vaccinated. 
Our study confirms findings from previous research on 
vaccine hesitancy in Marshallese communities that high-
light the importance of cultural and community leaders, 
particularly religious leaders, in encouraging vaccine 
uptake [41]. In contrast, Hispanic participants in our 
study did not report a strong influence from FBO leaders 
and members. The literature is mixed with regard to the 
influences of faith leaders among Hispanic communities 
regarding the COVID-19 vaccine. One study found that 
Hispanic adults in Arizona preferred COVID-19-related 
information from local leaders, faith-based leaders, and 
other community members [42]. Another study found 
that Hispanic individuals in the US Pacific Northwest 
preferred community leaders, advocacy groups, and 
community health workers to disseminate information 
about COVID-19 vaccines [25]. Marquez et al. (2021) 
relied on community leaders for targeted outreach and 
education in vaccination efforts with Hispanic partici-
pants. Approximately 20% of participants stated the most 
important decision-making factor in their attending the 
event was recommendation from a trusted source [40]. 
UAMS’ CBPR collaborative with Marshallese and His-
panic community members and leaders, through which 
trust developed over time, created the opportunity to 
rapidly respond to community needs during a pandemic. 
These results suggest that vaccine campaigns in Marshal-
lese and Hispanic communities may benefit from strate-
gies engaging trusted community and FBO members and 
leaders. Utilizing vaccinated community members as 
vaccine ambassadors to recruit friends and family mem-
bers to get vaccinated has been shown to increase vac-
cine uptake [40].

Institutional
At the institutional level, both Marshallese and Hispanic 
participants voiced trust in the healthcare organization 
and bilingual staff at the community-engaged events as 
facilitators in their decision-making. UAMS has a long-
established partnership among the Marshallese and His-
panic communities [9], [29]. Our findings are consistent 
with Purvis and colleagues (2021), who found that local 
medical and academic institutions were sources of trust 
for vaccine information among a diverse sample of adults 
[41]. Similarly, interviews of 100 individuals in seven 
Arab countries and a scoping review which included 
studies from 19 different countries found that trust in the 
healthcare system was a facilitator to vaccination uptake 
[28]. The scoping review also noted that mistrust in the 
healthcare system served as a barrier to COVID-19 vac-
cine uptake, which, combined with our results and prior 
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studies, emphasizes the importance of community and 
healthcare partnerships to support COVID-19 vaccina-
tion. Several studies have demonstrated that leveraging 
community partnerships in COVID-19 vaccination inter-
ventions and community outreach in native language 
result in increased vaccine uptake among minorities [25], 
[40], [13]. The importance of bilingual staff is also consis-
tent with studies demonstrating that information which 
is not in a community’s native language is a barrier to 
COVID-19 vaccination and management [3], [43]. These 
studies highlight the collective importance of trusted 
organizations, community partnerships, and bilingual 
staff to support vaccination efforts among Marshallese 
and Hispanic communities.

Policy
Policy factors were infrequently mentioned regarding 
Marshallese and Hispanic participants’ attendance at 
events or decisions to get the COVID-19 vaccine. Only 
one formal and one informal interview participant stated 
that a reason for getting the vaccine was that it was free. 
Few participants mentioned the possibility of vaccine 
mandates. The lack of policy level factors is in contrast to 
Moore and colleagues (2022), who found that employer-
based vaccine mandates served as a motivator to hesitant 
adopters [22]. Similarly, vaccine policy served as a facili-
tator to vaccine uptake among 100 individuals in seven 
Arab countries [28]. Lack of policy factors as an impact-
ful theme in our study may be due to the vaccines being 
provided free to participants without requiring appoint-
ments and lack of widespread vaccine mandates at the 
time of our study.

Although policies were not a facilitator or barrier 
to vaccine behaviors in our study, COVID-19 vaccine 
mandates have been implemented since our study was 
completed. As such, the multi-level complexities of sup-
porting vaccination uptake among racial and ethnic 
minorities requires appropriate healthcare resources and 
policies, which is supported by the Immunization Agenda 
of 2030 [44]. Authors of a recent systematic review on 
factors affecting vaccination uptake among older ethnic 
minorities across numerous countries recommend that 
culturally tailored, multi-level approaches combining 
education, access, and interactions with trusted health-
care provides are needed to support vaccine policies and 
uptake among these underserved populations [45].

Strengths and limitations
There are several strengths and limitations of this study. 
A limitation is the small sample size (9) for formal inter-
views. Additionally, participants who completed the for-
mal interview were recruited from the large sample who 
completed the informal interview. However, the larger 
sample size of informal interviews was a strength and 

triangulated our findings. Another limitation is that our 
study sample was only from Arkansas, which may limit 
generalizability to Marshallese and Hispanic commu-
nities in other areas of the US. Also notable is that the 
increase in COVID-19 rates, hospitalizations, and deaths 
due to the Delta variant during the time this study took 
place likely played a factor in people’s decision to get 
vaccinated [46]. A strength of this study is our novel 
contribution to the literature about the socio-ecological 
influences among late-adopting Marshallese and His-
panic communities in the context of community-engaged 
vaccine events.

Conclusion
Marshallese and Hispanic communities in the US have 
been disproportionately affected by COVID-19. Increas-
ing vaccine uptake, especially among late adopters, is 
essential to address disparities. Based on our results and 
the literature, the following strategies may support vac-
cine uptake among Marshallese and Hispanic communi-
ties: (1) interpersonal-level – develop culturally-focused 
vaccine campaigns targeting the family units, (2) commu-
nity-level – host vaccination events at convenient and/or 
trusted locations, such as FBOs, and engage community 
and/or FBO formal or lay leaders as vaccine ambassadors 
or champions, and (3) institutional-level – foster trust 
and a long-term relationship with the healthcare organi-
zation and provide bilingual staff at vaccination events. 
These results can inform future vaccine outreach inter-
ventions to improve health among Marshallese and His-
panic communities.
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