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Questions asked in the webinar:

· Answered Questions
· Question 1: (14:32 – 14:49) From your perspective, what have been your greatest successes so far in promoting COVID-19 vaccination in your community, and you know the second part of that is what challenges do you see that still remain in your community to COVID-19 vaccination?
· Answer: (14:54 – 19:53) Dr. Askew: I think our success stems from our early challenges. We were as I would describe a bit behind, you know the rollout itself from the federal level and then at the state level was a bit sluggish and the local health departments who, particularly our local health department, had been traditionally underfunded and under resourced for many, many years, and I think that that's probably a common thread throughout, for many local health departments and we were sort of relied on to pick up the pieces. It was particularly challenging in our community where we were already facing significant other social and health challenges. So when the numbers began to come out early on, we were behind and then when the rollout started and vaccines were made available, of course the folks who were to receive the vaccines first where frontline folks, elderly. For us that represented a population of folks that did not necessarily represent the broad population folks. So what you saw in Prince George's County, a county that was 80% black and brown, was that the percentage of whites that were being vaccinated was astronomically higher than what you saw on the black and brown community. What also happened was that there were very few restrictions on where you could come from to get the vaccines when we started rolling out these the large vaccine sites. So what you had was folks who had greater resources, the ability to take off time from work, the ability to cross borders because they had cars, able to come and get vaccine that was being distributed in Prince George County but not being captured by Prince Georgians. Again, that was part of the issue of equality versus add versus equity. Once we were able to have conversations with the governor's office, work with our folks are partners who were part of who became part of the CommuniVax project as well at the University of Maryland, starting our own equity task force here and Equity Task Force that was started at the Governor’s Office, we were able to be much more intentional and focused on equity and social justice with respect to distribution and the numbers began to shift. And I think the greatest success in those numbers shifting was we saw actually our Latinx population quickly, once the vaccine was made equitably available to that population in Prince George's County, the numbers went up with quickly, and they have eventually now in terms of percentage of vaccinated surpassed the white population. Here in Prince George’s County surpassed the Black and African American population quite some time ago and also the Asian population. And we actually have done a job that's far better than most places across the country with respect to our Latinx population. The remaining challenge, in my mind, is that we still have struggled with our Black and African American population here in Prince George’s County where we don't quite have 70% of those folks vaccinated as yet, and we've gone from sort of these mass vaccination sites that have now closed down because the demand has died down, to going from neighborhood to neighborhood. That was kind of our next thing. We've now gone from neighborhood to neighborhood, and sort of. That that that that river has run dry. And now we're really down to the very intimate one on one, one on two conversations with folks where you really have to answer questions in depth and very carefully and articulately for folks who are very smart and who you know I don't even like to use the word hesitancy. I like to use the word thoughtful. Who are being very thoughtful about whether or not they will take the vaccine and really want to be convinced with the facts and those conversations take a lot of time, take a lot of capacity and take a lot of energy, but that's where we are right now in Prince George’s County. Just to give a sense of where we have 80% of our adult population has received at least one vaccination, so we feel quite good about that. And 70% of our adult population is fully vaccinated. But that is still not going to be enough for those other communities where there's pockets of communities where there is less than 50% folks vaccinated.
· Answer: (20:13 – 22:18) Ms. Bransford-Koons: Here is San Diego, I want to echo what Dr. Askew said in terms of this similar rollout where you have massive sites, superstations we called them, and then but we also had smaller vaccination sites to reach into the community. Even with the large superstations, I think having both. And the way that we figured that piece out was really about talking to the communities and figuring out from them where do they feel safe? What are the trusted sites and then even more so, who are the trusted community members that can help those that are, I like your term Dr. Askew, vaccine thoughtful and who maybe need a little more information in order to take that leap. And so we have really relied heavily on our community health worker promotora model to make sure that trusted messengers within the community are there to answer questions and to connect people and to even help them go to a site. So if they are hesitant, we have people who live here who may have documentation issues. We want them to feel safe and welcome to come to our sites. So sometimes it means their neighbor or their friend coming with them to one of our sites. We also looked at for those particular populations as well, going to them, to their employers because they felt safe there and they felt like there's some their employer was supporting their effort to get vaccinated. So I think utilizing multiple different ways of getting into communities that are harder to reach. I also agree we have pockets where we definitely still need to make strides with our African American and Black community. And we have regular Health Equity Task Force meetings with that community to try to make more headway in getting people vaccinated.
· Answer: (22:27 – 24:46) Ms. Mann: So, a couple of the things that were most affected for us in reaching, especially populations that are often underserved, is similar to what Jennifer spoke about. We did a lot of outreach, agriculture is a primary economic driver in southeastern Idaho, and so we did a lot of outreach to farmers and their employees. And we worked very closely with the community health workers that were involved in the CommuniVax program to do some of that outreach, either independent of us or alongside us, to help us get access to those agriculture operations. And we actually did many vaccinations on site at those farm sites to help get that population vaccinated, that agriculture worker population. We did a lot of door-to-door vaccinations going to people trying to make it easy for them to add access. And then also being able to answer their questions because there is a lot of misinformation out there. Certainly that's been one of the biggest challenges that we've faced is trying to present factual information in a way that is understandable and digestible and relevant for people. And then we've also done pop-up clinics in all kinds of locations. We've done churches, we've done community parks, we've done county fairs, we've done a concert series that's offered in one of our counties that draws a lot of people. We have a food truck roundup and like Revive at Five kind of event that happens weekly so our teams are there kind of ever present. Just trying to again make it accessible for people who may have been a little bit hesitant or just unsure about what they wanted to do. So those are probably the most successful strategies that we've had to date, but again, our numbers remain very sadly low.
· Answer: (24:54 – 27:01) Mr. Rhone: I can echo some of the points that Ms. Mann was making, particularly from rural communities standpoint. One of the things I think that was helpful for us after a little bit of a slower start, we formed a local county wide task force that met weekly, virtually. And it consisted of stakeholders, obviously from the healthcare community, but also law enforcement, and public safety, but from the civic and the faith-based communities as well. And those folks became, you know, early messengers in terms of getting weekly updates literally about county level data. You know, you know, as granular as here in our county at the time, we only had two ambulance services. In our county it covers 600, a little over 600 square miles and you need more than two ambulances on a good day. Well, during the middle of this we had an ambulance actually go down and so you know what does that means if you live in a certain part of the county? You're going to get slower service because they essentially, like most places, were being overworked. So getting that sort of data and knowledge right into the hands of folks who are residents of communities themselves, I think was very helpful or has been. You know, while the numbers have not been as strong as we would hope in the long haul, I do think it could have been worse. And we are, you know, remain optimistic and diligent in trying to push them higher, but I think that was one of the early things because from that actually there's been, I think, increased cooperation among organizations and agencies that are not necessarily health care related, which is something we could benefit in the long haul I think overall. So we think that collaborative spirit of bringing folks together around what clearly is a common cause has been very helpful in one of the brighter spots in this fight.
· Question 2: (27:24 – 27:32) How do you think that these efforts have advanced equity in COVID-19 vaccination and in other ways in your community? Any thoughts that folks want to share?
· Answer: (27:34 – 28:31) Ms. Mann: Quickly, one key finding that we had and we were having ongoing communication with our partners in this from Idaho State University, a major concern that was expressed by people who were being interviewed by our CommuniVax community health workers was that they had a perception that you had to have some form of legal ID to receive the vaccine. And so that was not true for the vaccinations that we were offering. We did not require that, and so they were instrumental in communicating that to people for whom that might have been a concern, and really I think removed a barrier to access that had been pretty significant for a sizable population in our eight counties.
· Answer: (28:44 – 31:51) Mr. Rhone: For us, led by the team at the University of Alabama in Tuscaloosa, we were able to tap that research and in some cases obviously validated some of our suspicions in a good way in terms of what people were thinking and their approaches. But from that we were able to and are able to develop tools not only for our county but for other counties involved in the effort with the university to tap various demographic populations here. Obviously with a majority Black County and most of the Black Belt counties being majority African American, we were able to tailor specific messages that were more resonant in terms of helping people understand some of the basic facts and dispel some of the challenges. One of the things for particularly I think has been persistent here in Alabama is the Tuskegee experiment. While it's not necessarily a direct corollary, people made it as part of that, you know not necessarily understanding the facts, and that was a real and remains a real concern for some. So when you're living in a part of a country that has seen, you know when things can go awry with medicine and healthcare if not properly and morally bound, it makes it even a bit harder and more difficult. We've also been able to, through the CommuniVax effort, to work with the Regional Chamber of Commerce, to work with employers in the area to offer both education as well as on site at work locations where people can get vaccinated, which is a big effort for us because in our county, for example, 45% of our working population drives out of our county to work. I mean, 75% drives out of our county every day to work. So that's a very large segment of our population that is traveling somewhere else and so to have more of a regional context has been helpful. And then last but not least, you know, for example, in the earlier days when part of the national strategy had been to work with pharmacies, national chains, here in our county, we fortunately had one national chain. But in many of the surrounding black belt counties there were not, so those sites just simply didn't exist until somebody pointed out you don't have those stores here we have to do something. And that actually you know part of that effort to, you know, come up with alternatives was, you know some members of the Advisory Board for CommuniVax. So I have wrapped that all up to say that you know CommuniVaxhas been, you know, a good base of you know base for information, research base, as well as being that connector of different communities as in different folks doing work.
· Answer: (31:55 – 32:59) Bransford-Koons: I echo what Llevelyn said in terms of up our partners at SDSU have been great partners throughout the COVID pandemic and CommuniVax is one piece of a very big pie. I think being able to utilize the entirety of what they're doing at as a university to make sure that we were making inroads in different communities, CommuniVax in particular made a really big difference when it came to working with our community partners and the community health workers and making sure and validating the work that we were doing was really key in messaging to the community, particularly in our South Bay area, about the vaccine and how to get the vaccine, and to dispel some of those rumors. And to be a connector actually, also they weren't just researchers, but helped us to connect the dots for many of our community members.
· Answer: (32:59 – 33:51) Dr. Askew: I just had one thing quickly. And part of the ability to address issues of social justice is intentionality. And the way you, and part of being intentional, is being able to look at the data and being able to say hey and this neighborhood in this zip code, there is a problem. You can't intentionally attack the problem if you don't know where the problem is, and that is one of the I think greater contributions of having our CommuniVax partners with data available to us on ethnographic data and really helping us, you know, along with the data that we had to point out the neighborhoods, the ZIP codes, the very specific and intentional areas we wanted to address to bring about equity.
· Question 3: (34:37 – 34:45) Who or what is needed to rebuild the public health infrastructure and then properly staff it for meaningful community engagement?
· Answer: (34:55 – 36:29) Bransford-Koons: I think for us in San Diego County, we really had support and continue to have support from the top down. That's our elected officials at the County Board of Supervisors, really understanding and supporting the need for us to not only respond to COVID, but some of the lessons that we've learned since early on to continue that work going forward. So this state has several grants, the CDC has had several grants to help us to build an infrastructure around some of those lessons learned related to, for instance, the community health workers and being able to continue that work and build it so that should any kind of public health need, whether it be you know, breast feeding or you know drug and alcohol issues or obesity, that we have trusted messengers in our community around building infrastructure with our lab and making sure that we're able to best respond to incidents that come up. And so supporting that at the highest levels, I think has made all the difference for us here in San Diego. That that has been the charge and we know it going forward is that we need to make sure our infrastructure is strong and that we are able to respond to whatever may come, public health wise, here in San Diego County.
· Answer: (36:30 – 38:43) Dr. Askew: I think for us, it started with having the pleasure of working with a County Executive that actually listened to the science and paid attention to the science, all along. It starts there. If you believe in the importance of science and Health and Human services, then you'll be willing to make investments. We have been here for many years, long before this administration came on, poorly invested in Health and Human services, and that is begin began to shift. We saw coming out of COVID was it in, and then you probably also similar things in the budgets in your in your communities, a difficult budget time. So lots of things were cut. There wasn't the same type of money from commerce that would normally come in. And so while a lot of the institutions here in the county took cuts, Health and Human services was not one of those where cuts were looked to be made. The investments, there were investments made in increased staffing, and again we weren't cut as many other places within the budget were cut. Now I say that all with my concern broadly, not just with what could happen here in the county, but what has seemed to happen across the state and in the country whenever you have an event like this, is that we tend to have short memories. We tend to forget about the investments we made previously and why we had to make those investments, why we had to put increase resources into communities of color, why we had to put increased investments into Health and Human services when things get tough and the attention gets turned elsewhere. I don't want us to be in a situation where the next disaster, the next pandemic, the next catastrophic event, leaves us right where we are now because we've forgotten about the importance of keeping these investments that we're making now going and increasing them.
· Answer: (38:47 – 41:16) Mr. Rhone: I think for us, again as a rural underinvested area to begin with, I don't know if the word rebuild is actually quite the word. For us, it's still build. And part of, I think the hopeful lessons that are coming out of this is that need as Dr. Askew talked about of continued investment in Health and Human services and the institutions and the infrastructure to support those particularly at the local level. While we are fortunate as a rural county to still have a hospital, many of our neighboring counties don't. And it's, you know, a little small hospital, you know, with 29 beds, it still provides at least a gateway, particularly with the use of telemedicine that you know, may not exist in the form that you, those areas who don't have it. So investing in those sorts of assets are key and will be needed to continue. In addition to that, I think we also, you know, see this need around adjusting even large institutions both on the philanthropic as well as the state government. Because most of those institutions in many instances are geared to work more directly with larger institutions like universities, but as many of us have talked about here it is those very local and in some cases hyper local organizations that have the real abilities to make a difference and inroads in situations like this. So the question becomes, how do those institutions and their processes that are built quite differently need to adapt to the realities when we need to operate at a neighborhood level or a community level, or I'll be it at the individual level of trying to have and support those people out there. So I think that is a longer term change and transformation that needs so that we can ultimately have a more robust, and I would say nimble system in place to address things like pandemics and other disasters that unfortunately seem to be coming more common as we go. I don't know if we will be in for a next 100 year event. That 100 years seems to be getting shorter and shorter as we look at it.
· Answer: (41:23 – 43:14) Ms. Mann: I echo what the other panelists have said. Just two things, in the 25 years that I've been in local public health, there have been three different times where we've seen a huge influx of funding and resources be directed to public health and that was after the anthrax situation in September and the fall of 2001, and then H1N1 in 2009, and now with COVID. And in between those times, it's pretty lean. And so, when these situations occur, we don't have the infrastructure to respond really quickly and effectively and so just a plea for a maybe more level funding of infrastructure of local public health. And then when we talk about rural areas and Latinx populations, which is the primary disparate population in my jurisdiction, it can be very, very challenging to recruit individuals to serve in that capacity. And so, going way upstream to maybe even the high school level and exposing students to opportunities and disciplines that they may not have been familiar with and getting them excited about it and then helping support them moving forward on that as a career path, I think is something that's going to be really critical if we're going to have providers and infrastructure that reflects the community that needs to be served.
· Question 4: (43:36 – 44:07) I’d really like to shift the conversation a bit to the role of community health workers or promotoras. We know that in several communities around the country they're playing a key role in promoting COVID-19 vaccination efforts. And you know if this is true in your communities, I'd really love to hear more about what kind of role these community health workers are playing and also get your thoughts for what you think is needed to make their continued involvement in community health possible.
· Answer: (44:11 – 47:32) Mr. Rhone: We are actually in the midst of literally launching an effort with community health workers throughout the twelve counties that I mentioned. Alabama hope, we are in consideration for a sub recipient of a grant, a larger CDC grant through the Alabama Department of Public Health. And what we would do is to put in a number of actually community health workers in these local communities by county. And we will intentionally recruit folks who are, Jennifer used the term which I like, those trusted messengers and those folks that have existing relationships and are deemed to be authentic and well. And give them the training and support to be successful. But in addition to that, one of the things we are also mindful of is to try to make sure that those folks are actually being better positioned through their economic situations by paying them a living wage. And here in this part of the country or in the state that is not necessary all basic case. So in our case we are looking to start these workers at $22.00 an hour, which is well above market what some would argue for similar roles doing activities here locally. And we feel very strongly as one that gets these folks into an economic situation that they can kind of breathe economically as well as to put them on a career pathway that will hopefully lead some of them to be within this health care void that we all see and was talked about earlier. So if some folks go on the to achieve credentialing and degrees, nurses, and you know all the way through, you know, as an allied health worker, we've now improved our own situation. But in doing that, we've also modeled behavior for our younger people to see and grasp an opportunity. You know I can stay in my local community and have a viable career in healthcare while serving people I know. So we're taking a short term need and also trying to stretch it, if you will, into a longer term opportunity around workforce development. We're also looking with these health care workers to actually have them technology enabled. We're working with a technology company that will have, you know, a suite of technology tools that are very simple and straightforward to use. Because broadband access is a challenge in many rural areas in particular, we're mindful of that and trying to make a lot of this very centric to a smartphone where you can get a cell signal. You can use your phone to hopefully access a mental health provider, which is a part of this we often don't talk about, to get those services you may need in the middle of the night. So we're trying to adapt to some of the current realities, but use some of the tools that are there to make this a better situation for those delivering the work through the healthcare workers, but also those folks that are patients and receivers of it to make them better self-advocates.
· Answer: (47:39 – 48:27) Ms. Mann: So I think the health workers through the CommuniVax program were absolutely instrumental in helping to expand our reach and access to vaccinations because they were able to build our capacity to have those one-on-one conversations. They were trusted in, or are trusted in, their communities and so the information that they were able to share in the conversations they were able to have were much more effective and impactful than if, say, I was to go and have that conversation with someone that doesn't know me and doesn't have that connection to me. So um, the short answer is yes, absolutely, instrumental.
· Answer: (48:28 – 50:41) Ms. Bransford-Koons: So for here in San Diego County, we have been using promotoras and community health workers even prior to the pandemic. But we really upped our game knowing that it was going to be vital for people to receive information from people who they trusted. So we contracted with many of our community-based organizations in addition to the CommuniVax health workers. We used them early on in like trace and treat and testing and then pivoted them towards our vaccination efforts. We had things like Project SAVE which was scheduled scheduling assistance for back for vaccine equity. So that people who maybe didn't have access to the Internet or to telephones or were having difficulty scheduling an appointment, if in fact they needed an appointment that they could, they would have somebody right there to help them do that, even walk them to the to the vaccine side if needed. And then we had, you know, there's different types of community health workers. So there's folks that may be older adults in the community. You know the abuelitas, the grandmothers the neighbors, the aunties, the tias, but there may also be young people who can act as community health workers. So we also had and continue to have them table at some of our supermarkets some that maybe work with or that cater to the Latinx population or African American population. They ride on trolleys and buses and our sprinter line, which is our train, to talk to people about vaccination. And so they go not only to their neighbors and friends but also the community areas where people naturally gather to share information and to let people know how to get vaccinated. They have truly been an integral part of everything that we've done in terms of vaccine since the start. 
· Answer: (50:58 – 51:58) Dr. Askew: For us it was a, you know, part of the group that we used in our community was our barbershops and beauty salons. Again, the idea of having trusted voices, places where people go in and kind of bare your soul. When you think about the places where you have real conversations and also be ability to get the real skinny on information, places like your barbershop and the people you trust are actually those people, your friends and neighbors. And so that was that played a big part in the in the work that we did and will continue in the future to play a role where there's other kinds of health information and resources that you can have distributed through those kinds of connections. And of course, our church community here, our faith-based community, did a fantastic job in helping us even serving as, in many cases, as sites for vaccinations for either long-term sites or mobile sites that we put together.
· Question 5: (52:26 – 52:44) I just want to give you all the opportunity to share briefly, you know what it is you believe is most needed to ensure and enhance health equity in your local community moving forward, meaning kind of beyond COVID-19, and also to get your thoughts on what is required to make this possible.
· Answer: (52:49 – 54:07) Dr. Askew: To me it’s always about, no matter where I've worked and it's about you have to be intentional about it. It doesn't happen passively. So investments have to be made based on the data without fear of political ramifications, but really about science and data. You have to be able to say there's a problem in this community. I can see it. I'm going to point my finger at it and I'm going to put resources there because that's the right thing to do. Not having a short memory in this case, we need folks like us to continue to beat the drum around ‘remember what happened when?’ because we didn't put in, you know, make the appropriate resources available to folks. And so as the drum I'm going to continue to beat and I've been doing this kind of work for 30 years and part of it is, political will drives a lot of this. So having partners having elected leaders who pay attention to the science, who are willing to make the investments that others may not have made in the past is going to be critical.
· Answer: (54:11 – 55:35) Ms. Bransford-Koons: I echo what Dr. Askew said. I mean I think his points are extremely valid. In fact, for here in San Diego my office, the Office of Equitable Communities was created July 1st as a way to make sure that a lot of the work that was done during COVID continues to really embed in the community, and to be sure that people didn't just have a seat at the table, but they actually had a voice to share with us what is going on in their community. I think we need to continue to look at things community by community. Because just because San Diego County, we talked about San Diego County, but it's not just one thing. It is a whole bunch of different micro communities that we need to pay attention to to be sure that we're meeting the needs of those specific communities. And we can't tell them what they need, they need to tell us. And to have that voice and to be a part of the conversation is key and vital. And then as Dr. Askew said, making sure that our leadership is really behind that. So it's not just lip service that we're actually really focusing in on those needs and putting the efforts behind that.
· Answer: (55:47 – 57:42) Mr. Rhone: I think there’s two things, and we’ve talked about them in various ways. One is just that local advocacy of letting people or giving them the tools to be empowered. I would encourage you, if you haven't already, there's a documentary that was shot not too far from here in a place called Panola. It's called the Panola project. You can Google it. And it shows two women who live in that local community of 400 in a rural area who empowered themselves to get 94% of their residents vaccinated when they had no vaccination plan whatsoever. And through that it is really, you know, I think insightful, you know, Miss Oliver and Ms. Russ-Jackson of how they were able to, you know, manage through that with just two people and built their will to want to do it. The other is economic mobility. And think if you give people appropriate economic resources that is one of the best anecdotes towards diseases and pandemics that there can be. If I'm healthy or healthier to begin with or have the means to take care of myself, that is going to put me in a much better and stronger position for things like a pandemic. And then we can see from the data with the child tax care credit that was put out. How in a distant short period we were able to nationally reduce the number of children and poverty you know, through legislative fixes like that, I think we have the ability to move people from one situation to another. Here in Alabama, for example, if that goes permanent, you have the ability to move 81,000 kids out of poverty in a very short time. I think those are the things that we have to kinda get more nuanced and well as you know, fighting the good fight and using the science.
· (57:44 – 58:11) Ms. Mann: And I just echo everything that has been said, and the importance of continuing to invest in relationships and connection. And recognizing that no one individual or entity can accomplish this work alone. We need to be pulling together so.
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