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Abstract

Background African Americans (AAs) are disproportionately affected by structural and social determinants of health, result-
ing in greater risks of exposure to and deaths from COVID-19. Structural and social determinants of health feed vaccine
hesitancy and worsen health disparities.

Objective The present study aims to explore vaccine attitudes and intentions among program participants, understand the
role of an African American faith-based wellness program in COVID-19 awareness and vaccine uptake, and solicit potential
solutions for this deep-rooted public health problem.

Methods Data were collected through 21 in-depth interviews among individuals involved within a community-based wellness
program. Sixteen phone and five in-person interviews were conducted with church leaders, lifestyle coaches, and program
participants. All interviews were audio-recorded, transcribed verbatim, and inductively and thematically analyzed by three
researchers.

Findings Live Well by Faith (LWBF) acted as a trusted information source for COVID-19 resources for the AA community.
Services provided by Live Well by Faith included enrolling community members for vaccines, negotiating vaccine provision
to and facilitating the establishment of vaccine clinics at AA churches, and connecting community members to healthcare
providers. Despite the role Live Well by Faith played, VH was a significant concern due, in part, to historical mistrust of
government and pharmaceutical companies conducting unethical healthcare research among Black populations. Other factors
included uncertainty about vaccination (vaccines’ safety, efficacy, and necessity), social media misinformation, and political
affiliation. Participants expressed the need for government to commit resources towards addressing historical factors and
building trust with minority populations.

Conclusion Resource targeting programs such as Live Well by Faith that engage faith and community leaders in co-designed
shared and culturally grounded interventions can help restore and strengthen trust in vaccines and governments and reduce
vaccine hesitancy.

Keywords COVID-19 - Vaccine hesitancy - Social determinants of health - Health disparities - Live Well by Faith - African
American

Introduction

Despite the scientific breakthrough in developing and dis-
tributing safe and effective SARS-CoV-2 (COVID-19) vac-
cine in the United States (US), vaccine uptake has remained
low along the racial divide. African Americans consistently
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remainder were American Indian/Alaska Native, or Native
Hawaiian/Other Pacific Islander [1]. African Americans
also make up a smaller share of people who have recently
received at least one dose of the vaccine (10%) relative to
their share of the population (12%), while this gap has closed
for Hispanic populations [1]. Complex, inter-related causes
of such disparities have been suggested: concerns about side
effects and the long-term effects on health, medical mistrust,
negative attitudes towards vaccines, lack of trust in govern-
ment, health misinformation, contemporary and historic
contextual factors (e.g., the cumulative impact of systemic
racism and discrimination), and cultural and religious beliefs
[2-10].

Since the pandemic onset, racial and ethnic minorities
have had disproportionately higher infection and mortal-
ity rates [10-12]. In the US, COVID-19-related deaths per
100 000 persons were two times higher among minorities
(African Americans, Hispanics, Native Americans) ver-
sus White individuals where African Americans constitute
only 14.2% of the total population and Latinos accounted for
18.7% [6, 13—15]. However, African Americans and Hispan-
ics received smaller shares of vaccinations than their burden
of the disease (i.e., number of cases relative to their total
population) in most states [16].

Although efforts continue to be made to close this gap
in vaccine distribution and uptake, little is being done to
address the underlying causes of vaccine hesitancy (VH).
Vaccine access occurred in the intersection of racial/ethnic
belonging and socioeconomic status (SES), with those at
the lower end of the SES spectrum at greater risk of poor
health from the virus and reduced access to vaccines [4, 17].
Ethnic minority groups remain at increased risk of infection
and death from COVID-19 as they tend to live and work in
environments (e.g., overcrowded housing, workplaces, and
transportation) in which COVID-19 is more prone to spread.
Nevertheless, studies show that these populations hesitate to
receive the COVID-19 vaccine. We need to understand and
address VH drivers to attain high vaccination rates across
individuals and communities. With the emergence and
spread of more aggressive COVID-19 variants (e.g., Delta
and Omicron), if vaccine uptake remains at the current low
rates among AA, COVID-19 will widen existing disparities
in infection and death rates.

Vaccine Hesitancy

Despite the rapid development of COVID-19 vaccines, their
widespread acceptance is still a concern. Vaccine hesitancy,
the delay in acceptance, reluctance, or refusal of vaccination
despite the availability of vaccination services [18, 19], is
lurking as a significant barrier to achieving herd immunity.
Contemporary research categorizes vaccine hesitancy on a

spectrum of acceptant, hesitant, and resistant [20, 21], where
being hesitant refers to a state of uncertainty about getting
a vaccine, while resistant refers to those antivaccine or who
object to vaccines. For instance, as of April 2021, 13% of
adult Americans decided they would not be vaccinated, 15%
took a “wait and see” approach, and 6% would get vacci-
nated if mandated [22]. This complex behavior is influenced
by confidence (trust in the effectiveness and safety of vac-
cine or healthcare provider/system), complacency (perceived
risk of infection and disease or value of the vaccine), con-
venience (access and barriers to vaccination sites), collective
responsibility (willingness to protect others by getting the
vaccination shot), and the rising power of the internet [8,
19, 23-28].

Vaccine hesitancy is contextual, varying for specific vac-
cines, places, and times. Disparities in adult COVID-19 vac-
cination uptake were noted by geographic location [lower
in rural counties (38.9%) than in urban counties (45.7%)],
gender and location [women (41.7% rural, 48.4% urban)
and men (35.3% rural, 41.9% urban] [16], race (34% Black,
22% White), political affiliation (Democrat 16%, Republican
29%, Independent 25%), and by age, with younger adults
ages 18 to 29 more likely to be resistant [29, 30]. Similarly,
in Missouri, although 45.4% of men compared to 52.5%
of women were fully vaccinated as of October 22, 2021,
African Americans in the state had lower vaccination rates
(32.4%) than Asians (50.3%) and White people (38.9%) [31].
Lower COVID-19 vaccination rates have the potential of
derailing current vaccination efforts and limiting the nation
and world’s economic recovery. Narrowing this VH spec-
trum is key to halting the spread of the virus and minimizing
the threat from new variants such as Delta and Omicron.
Consequently, there is a need for a better understanding of
the drivers of VH to target individuals who are uncertain
about their intent to vaccinate, with public health interven-
tions that encourage vaccination [32].

Research suggests that AAs and other minority popula-
tions were more hesitant about taking the COVID-19 vac-
cine than their non-Hispanic White counterparts [33, 34].
Saluja et al. [34] attributed this greater prevalence of VH
in Black communities (Black=36.1% vs. White=22.1%,
p=0.03) to government mistrust and the need to wait and
observe vaccine side effects before receiving the vaccine. In
their cross-sectional analysis of data collected from a pre-
dominantly AA sample, Moore and colleagues [20] reported
age and housing insecurity as predictors of vaccine hesi-
tancy. AAs who became housing insecure due to the pan-
demic and those younger than 30 years were more resistant
to receive the COVID vaccine. Similarly, Sharma, Barta, and
Barta [35] examined factors that contributed to vaccine hesi-
tancy among a sample of 428 unvaccinated AAs; they found
that 48% of AAs were vaccine-hesitant. The vaccine-hesi-
tant participants were younger (<41 years), had Republican
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Table 1 Matrix of Determinants of Vaccine Hesitancy

Matrix group Matrix factors

Emergent themes

Contextual influences . Communication & media environment
. Influential leaders, immune

. Historical influences

. Religion/culture/gender/socioeconomic
. Politics/policies

. Geographical barriers

. Perception of pharmaceutical industry

0 NN LW =

Individual and group influences . Personal, family, and/or community member experience
with vaccination, including pain

9. Beliefs, attitudes

10. Knowledge/awareness

11. Health system and providers-trust and

personal experience

12. Risk/benefits (perceived, heuristics)

13. Immunization as a social norm

Vaccine/vaccination-specific issues  14. Risk/benefits (epidemiological and scientific evidence)
15. Introduction of a new vaccine
16. Mode of administration
17. Design of vaccination program

(i) Communication & media environment
(ii) Historical influences

(iii) Politics

(iv) Perception of pharmaceutical industry
(v) Technological and access barriers

(vi) Personal, family, and/or community
member experience

(vii) Beliefs, attitudes

(viii) Knowledge/awareness

(ix) Perception of healthcare providers

(x) Introduction of a new vaccine

18. Reliability and/or source of vaccine

19. Vaccination schedule
20. Costs

21. Strength of recommendation

political affiliation (22%), and lived in the Northeast region
of the US (26%). However, hesitancy to vaccines in this
population is not a new phenomenon as previous studies
showed that Black adults are less likely to receive vaccines
such as the seasonal flu vaccine [36]. These challenges to
protecting the health of AAs nested in multilevel individual,
systemic, and structural factors are nuanced and need to be
better understood to elevate minorities and vulnerable com-
munities towards ending health disparities.

Vaccine Hesitancy Determinant Matrix

The SAGE Working Group on Vaccine Hesitancy Deter-
minants Matrix groups factors that can influence hesitancy
into three main categories: contextual, individual and group,
and vaccine/vaccination-specific issues [19]. Contextual fac-
tors include geographic barriers, socioeconomic influences,
historical influences, and media. Examples of factors that
fall under individual and group influences included attitudes
about health and prevention, knowledge or awareness, health
systems and providers, and risk and benefits. Also, vaccine
and vaccination factors include the introduction of new vac-
cines and the reliability of vaccine and vaccination equip-
ment (Table 1). Together, these factors interact to influence
decisions positively or negatively on vaccine uptake. We
use the Vaccine Hesitancy Determinants Matrix to guide
our data analysis as it encompasses other factors suggested
in the validated 5-C Vaccine Hesitancy Model [26, 37]. The
qualitative approach we adopted allowed for the flexibility
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to explore the broad scope of predictors of vaccination
behavior. The 5-C model classifies these predictors into five
groups: confidence, complacency, convenience (or con-
straints), risk calculation, and collective responsibility [19,
28, 37], which all fall within one or more of the three broad
categories used in the matrix.

The purpose of the study is to examine factors that con-
tribute to vaccine hesitancy among, and vaccine percep-
tions of, AA church leaders and church members participat-
ing in the Live Well by Faith (LWBF) wellness program,
understand the role LWBF played in COVID-19 awareness
and vaccine uptake, and solicit potential solutions for this
deep-rooted public health problem. In asking church lead-
ers and program participants to share their perspectives on
vaccines and vaccinations, this study will provide deeper
insights into (1) the underlying causes of VH in African
American population, (2) the role of faith-based health and
wellness programs in promoting COVID-19 vaccination,
and (3) how the knowledge gained can inform the design of
context-based culturally sensitive interventions to address
vaccine hesitancy. A more robust examination of how faith-
based African American communities collectively think
about, and practice vaccination is essential in understand-
ing the interfaith and interfamily dynamics that contribute
to VH. Triangulating data collection among churches lead-
ers, lifestyle coaches, and program participants allows for
new insights into the varied perspectives African Americans
have on vaccines and vaccinations and advances the utility
of the concept of VH more effectively than collecting the
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Table 2 Semi-structured interview guide for LWBF program participants

First, let talk about your personal experience with LWBF

1. Please tell me about yourself:

e Probe: your job, how long have you lived in this community, and when did you start participating in LWBF?

2. How did you first hear about LWBF?
3.What made you want to sign up for the program?

4. Think of all the programs you have participated in; can you pick the top three that you found to be more beneficial to you

o Probe: How have you used what you are learning in the program in your daily life? Give examples where possible

5. Thinking of LWBF, tell me about one of the most important things you got out of the program?

6. How has the program or your participation in the program impacted your community?

e Probe: Are there any organizational or community changes due to the program

7. What other changes have you seen in your community as a result of the program?

8. Do you think there was anything missing in the program? What can be done to improve it?

e Probe: What are the strengths of the program? What are the weaknesses of the program?

9. Do you feel you have enough opportunities to use the skills you gained from the program?

e Probe: How can you be supported in utilizing skills/knowledge from the program

We are almost done, just a few more questions on LWBF and COVID-19

10. Tell me how the LWBF program has been impacted by COVID-19? Probe: Your participation and the functioning of the program in general
11. What have you heard about the COVID-19 Vaccine? How did you hear about it?
12. Has your participation in the program helped you in any way to understand COVID-19 better? How?

13. Do you think the vaccine is a good solution to the pandemic?

14. COVID-19 vaccination is ongoing — Where you vaccinated? Do you think most LWBF participants have been or will be vaccinated — why?

How about the broader African American population, why?

15. What challenges did you face, or you think you will face in getting vaccinated? How can these challenges be addressed?

16. Do you have anything else you want to say about your experiences with LWBF, that I did not ask about?

Thank you so much for taking the time to interview!

perspective of one group of participants. Further, engaging
religious segments of the population is critical as religious
conservatism is associated with poor vaccine knowledge,
lack of trust in science, and higher rates of VH [38—40].
However, the government can engage pastors and other reli-
gious leaders to facilitate discussion and nurture trusting
relations with people of faith, particularly AAs [41].

Methods
Setting and Participant Selection

LWBF is an AA faith-based program started in 2016
through a local health department (LHD) in central Mis-
souri. It addresses chronic health conditions among AAs. It
has seven programs in three main areas: self-management,
physical activity, and nutrition. Since its inception in 2016,
participants grew from 60 in 2016 to 148 in 2019. Fifteen
lifestyle coaches serve as program coordinators within ten
AA churches. For the study, the community’s LHD assisted
in recruiting participants using purposive and snowball
sampling methods [42]. Following ethics approval by the
institutional review board at the first author’s university, the

study used an exploratory design [43] to collect narratives
on the impact of LWBF on the program participants’ health
and well-being. The inclusion criterion was involvement
with LWBF as either a program participant, lifestyle coach,
or church leader. All participants in the LWBF were from
Christian congregations, primarily Methodist and Baptist
churches. No incentives were provided to participants.

Data Collection

Interviews are apt tools to explore under-researched topics
and allow participants to provide rich descriptions in real-
world contexts [44]. Sixteen phone and five in-person inter-
views were conducted in April 2021 with lifestyle coaches,
church leaders, and program participants. The five in-per-
son interviews were located at the participants’ churches.
Interview questions were developed by the research team
based on the literature (Matrix of Determinants of Vaccine
Hesitancy) and study objectives and reviewed by community
partners for understandability and cultural relevance/sensi-
tivity. For example, questions were exploratory (see Table 2)
to allow for emergent themes that capture vaccination per-
ceptions and behaviors in participants’ lived experiences.
Questions broadly examined the efficacy of LWBF.
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The first author conducted all interviews, which lasted
approximately 35 min (range 14 to 57 min). Data collection
continued until saturation was reached [43, 45].

Data Analysis

All interviews were transcribed verbatim and analyzed using
inductive and deductive thematic analysis. The first and third
authors listened to each audio-recording following the inter-
view and a second time prior to beginning the inductive
coding to identify key phrases or ideas that would be used as
deductive codes during the second round of coding. Codes
addressing similar thoughts or ideas were merged. Thematic
analysis used by the first three authors was guided by exist-
ing concepts and ideas on vaccine hesitancy, in this case,
the SAGE Working Group on Vaccine Hesitancy Determi-
nants Matrix of vaccine hesitancy. Following independent
familiarization with the data set and the SAGE Working
Group on Vaccine Hesitancy Determinants Matrix, the three
researchers independently coded five transcripts using the
21 items of the SAGE Working Group on Vaccine Hesi-
tancy Determinants Matrix. The coding process was guided
but not restricted by the SAGE Working Group on Vaccine
Hesitancy Determinants Matrix. During the coding process,
inductive codes that were either separate from or expanded
the SAGE Working Group on Vaccine Hesitancy Determi-
nants Matrix codes were allocated to information that illus-
trated a new theme [46]. Using the three VH dimensions
guided the analyses while allowing for emergent comple-
mentary subthemes on African American VH. Following
the development of the coding scheme, two authors coded all
21 interviews, and discussed all coded transcripts to verify
completeness, ensure reliable coding, and resolve areas of
disagreement [47]. Transcripts and codes were entered into
NVivo for further analysis by one of the researchers. Exem-
plar quotes were identified to support each theme.

Researchers

Members of the research team were racially similar but
diverse in their ethnic and gender identifications. These
four individuals approached this study with scholarly and
personal interests in identity and the meaning for build-
ing support, trust, and rapport in the lives of members
of marginalized groups. In terms of their roles in this
study, the first author, a Ph.D. level community health
researcher, conducted all the individual interviews,
while the third author, an advanced master student at the
time, worked directly with the first author in analyzing
transcripts and generating themes. The second author, a
Ph.D. level public health researcher, served as an inde-
pendent auditor. The independent auditor’s role was to
(1) guarantee that multiple perspectives of the data were
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honored and discussed, and (2) help ensure that analysts’
assumptions, expectations, and biases did not unduly
influence the findings [48]. The fourth author, a Ph.D.
level community-engaged researcher, had experience
working with African American communities, was raised
as a Baptist, and provided insights that strengthened the
study. Researchers were critically self-reflective about
their lived experiences and preconceptions on vaccines
and vaccinations [49, 50].

Findings

A total of 21 participants were interviewed and had an aver-
age age of 62.8 years. Most participants were Black (95%),
female (71%), and had lived in the community for 11 years
or more (81%) and had been involved with the program for
three or more years (90.4%). The participants included five
church leaders and five LWBF program participants. Eleven
participants had the role of being lifestyle coaches and pro-
gram participants. A detailed demographic profile for these
participants is provided in Table 3.

The themes that emerged from the analysis are presented
in two groups. First, we present three major themes within
the dimensions of the Matrix of Determinants: contextual
influences, individual and group influences, and vaccine and
vaccination-specific issues. The fourth theme represented
the “role of the LWBF program” in COVID-19 vaccinations.

Contextual Influences

Evidence suggests that contextual factors continue to influ-
ence perceptions and decisions of AAs’ attitudes and beliefs
regarding vaccines and vaccinations. Although LWBF pro-
vides health literacy programming on physical activity,
nutrition, and self-management, intergenerational trauma
and historical injustices continue to impact African Ameri-
can families. Of the seven subthemes listed under contex-
tual influences in the Matrix of Determinants of Vaccine
Hesitancy, five were identified by study participants: his-
torical influences, perception of the pharmaceutical indus-
try, communication and media environment, technological
and access barriers, and politics. The first three were most
prominent and are discussed below.

Historical Influences

Most participants expressed a lack of trust in the
government concerning their health. African Ameri-
cans participating in the LWBF program felt unsafe
and lacked confidence in government because of his-
torical unethical healthcare practices and research
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Table 3 Demographic characteristics of study participants

Characteristics Study population
n (%)

Total number of participants 21

Participant type
Church leader 5(23.81)
Lifestyle coach 11 (52.38)
Program participant 5(23.81)

Age (years)

30-40 3(14.29)
60 & above 18 (85.71)

Race
Black or African American 20 (95.24)
White or European American 1 (4.76)

Sex
Female 15 (71.43)
Male 6 (28.57)

Income (changes in income since Jan 2020)

N/A 3(14.29)
Increased 2(9.52)
Decreased 4 (19.05)

Stayed the same 12 (57.14)
Employment
Yes 8 (38.1)
No 5(23.81)
Retired 8 (38.1)

Number of years in community
0-5 3(14.29)
5-10 1(4.76)
11-15 0@
16-20 2(9.52)
More than 20 15 (71.43)

Number of years involvement with LWBF

Less than 1 1(4.76)
12 1(4.76)
34 9 (42.86)
More than 4 10 (47.62)

Note: LWBF, Live Well by Faith

conducted in their community. Feelings of betrayal
still resonate within AA communities, and “part of
that [vaccine hesitancy] is distrust in anything that
might be coming out from the government” (Church
Leader: 210407_002). African Americans “want to
make sure [they are] not being experimented on, like
the Tuskegee or the syphilis thing” (Lifestyle Coach:
210413_001). Another Lifestyle Coach described how
medical mistrust developed because of the histori-
cal mistreatment of African Americans within the US
medical system:

"During the Trail of Tears, the Indians who were
forced to move west were given blankets that were,
I think it was typhoid or smallpox, but anyway,
they were infected blankets. The intent was to kill
them before they got to where they were going. The
Tuskegee experiments where Black men were injected
with syphilis and never treated, they just monitored to
see how it gone. We remember that (Lifestyle Coach:
210419_001).

The Tuskegee Syphilis Study in Black men involved 399
men with syphilis and 201 without the disease. In the study,
participant informed consent was not obtained. Instead, par-
ticipants were informed that they were being treated for “bad
blood” — a term used locally to refer to several diseases
including syphilis. As incentive to participate, men were
provided free medical exams, meals, and burial insurance.
However, when penicillin, the treatment of choice for syphi-
lis, became widely available, the Black men in the study
were not given access to it [51]. Narratives from participants
in our study show that memories of the Tuskegee Syphi-
lis Study as a racist experiment that denied AA effective
medication for syphilis reverberate with the AA community.
Historically, the US medical system has abused minority
communities for the advancement of medicine as stated by
a church leader,

What White people just don’t get, is that there are
places where African American people have learned
not to be trusted. Not to trust. And we know about the
awful things the US government has done with the
African American population. Now, people say, “It’s
a generation ago.” But the memory lives strong in the
culture (Church Leader: 210407_003).

Mistrust and lack of confidence in vaccines and vaccina-
tion stems from the fact that “for too long, too often, African
Americans have been used as test subjects. People don’t for-
get that and don’t feel comfortable” (Program participant:
210421_003).

Ongoing and persistent injustices against minorities (i.e.,
police profiling and brutality against AAs), high incarcera-
tion rates, and racial residential segregation of AAs have
worsened the mistrust in the US sociopolitical climate and
government. Expressing feelings shared by many AAs, one
study participant said,

Especially as of late with so many Black people being
killed by law enforcement, and they’re involved. That’s

! The Tuskegee Syphilis Study was conducted between 1932 and
1972 by the United States Public Health Services and the Centers
for Disease Control and Prevention. The purpose of the study was to
observe the effects of untreated syphilis. African American men were
not informed of the nature of the study.
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part of the government infrastructure . . . We’ve all
been slightly jaded. Especially, I know my generation
especially. Because I’ve seen so many people my age
say, ‘I’'m not getting vaccinated. I’ll wait until you all
get vaccinated, and we’ll see what happens with you
guys.” But and I think a lot of it is just, it’s just we’re
extremely jaded because we’ve unfortunately had to
witness a lot of bad things happening recently with
the man, or whoever we consider to be, you know,
trying to attack us. I think we’re on a form of defense
for everything. And it’s pretty unfortunate because not
everything is an attack, but I think, even with the vac-
cine, we see that as some form of an attack (Program
participant: 210417_001).

When injustices persist, they create an environment in
which, “Government says a good thing, (but) our people
have been programmed almost like the Native Americans, to
say it’s no good’ (Church Leader: 210407_002). Moreover,
these sentiments on injustices contribute to VH we expe-
rience with minority populations. Referring to the recent
police brutality (i.e., George Floyd, Ahmaud Arbery, and
Breonna Tyler) and drawing a parallel between the terrorist
attacks of September 11, 2021, and the unethical practices
on AAs, one church leader stated,

Like every once in a while, I see something on Face-
book where they show the World Trade Center on fire
and the subscript is, ‘never forget.” Like we’re sup-
posed to keep remembering what happened, and then
in ancillary ways, keep blaming people of Middle East
descent and eyeing them with suspicion and denying
them access to the US. ‘Never forget.” Well, nobody
has to tell you that. Nobody has to tell the African
American community not to forget. These things are
remembered across generations. It’s just naive for peo-
ple to say, ‘just forget about it. Go on with your life.
That’s over and done with.” It’s not that easy to forget
and every once in a while, something happens to make
us remember. Like Mr. Floyd gets murdered by the
police (Church Leader: 210407_003).

Along the same vein, another participant expressed,

I think even when we attempt to move on, it’s not
allowed. They continue to show us how much disre-
gard they have for our lives, in so many ways, I mean,
George Floyd. They continue to show us that no, it’s
not in the past. It’s not over. ‘We still have it out for
y’all.” Those kinds of past experiences in our commu-
nity are the hesitation (Lifestyle Coach: 210418_001).

In expressing such feelings, the participants commu-
nicate their fears and mistrust in the government, par-
ticularly regarding their health, and how continued racial
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discrimination and marginalization influence AAs’ decisions
around their health (e.g., VH).

Perception of the Pharmaceutical Industry

Distrust in government and continued acts of injustice influ-
ence AAs’ perceptions of other actors in the healthcare sys-
tem. Many participants expressed concerns about the phar-
maceutical industry’s role in the rapid development of the
COVID-19 vaccines. Most people were worried about the
Johnson & Johnson’s Janssen vaccine, especially following
reports that suggested an increased risk of thrombosis with
thrombocytopenia syndrome in adult women younger than
50 years old. Most participants acknowledged that there is
mistrust with pharmaceutical companies as “experiences in
the past where maybe studies have been done and... you
don’t know whether they are going to vaccinate something
for you to live longer or to die tomorrow” (Lifestyle Coach:
210411_001). Another participant asked, “why are they try-
ing to make us get it? Is there something wrong with it?”
(Program participant: 210417_001). Participants expressed
anger when talking about the Janssen COVID-19 vaccine.
A participant stated, “I will never trust Johnson & John-
son. They can’t even get baby products right. If that’s all
they had, I wouldn’t have taken the shot either” (Lifestyle
Coach: 210413_001). Another participant mentioned that
“Johnson & Johnson is the one that didn’t tell people that
there was asbestos in baby powder” (LWBF Lifestyle Coach:
210414_002).

Communication and Media Environment

Many factors influence vaccine decision-making, including
the impact of misinformation about the vaccines’ availabil-
ity, safety, and effectiveness. Social media misinformation
is easily accessible through social platforms, which can have
real consequences on attitudes and behavior related to the
COVID-19 vaccinations. One participant explained this with
regard to the information that was shared on social media,

I think Facebook is definitely a negative to African
Americans in terms of getting knowledge. When you
go to Facebook and people are talking, ‘Don’t get the
vaccine. It's DNA from aliens. It’s something that’s
going to kill us. This is just another way of them exper-
imenting on us.” When you go to Facebook and look
how many people on Facebook, young and old, and
they hear that over and over again it becomes a process
in their head that says, ‘Okay, I'm not going to do it
because everybody says don’t do it.” That’s one thing
that’s hurting us - listening to the negative parts of the
anti-vaccine folks (Church Leader: 210407_002).
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In reference to information shared on social media,
another participant argued,

Things from the news, Tik Tok, for example. . . . It
had this African American lady doing before and after
pictures. Apparently, she is fine, but she claimed after
she took the vaccine, she ended up in a hospital for so
many days where her eyes were swollen shut, and she
showed pictures of her in bed. Now whether or not that
is true, I don’t know, but that’s getting into Tik Tok
(Lifestyle Coach: 210418_002).

Given the diversity of factors that drive VH in different
groups and the need for enhanced vaccine confidence —
communication must come from trusted messengers and be
tailored to the community’s values, concerns, motivations,
and information needs. Also, while informing the public
of vaccine-related health risks is commendable for trust-
building during a pandemic or crisis, communicating such
risks should be done in ways that do not instill fear and less
confidence in vaccines. The current media coverage on the
side effects of the Janssen COVID-19 vaccine impacted how
society viewed vaccinations. One participant said,

The last vaccine that just came out, the Johnson &
Johnson, the news gives out information about blood
clots, and people are dying, and things of that nature.
I think that a lot of times people would rather take
the risk of riding it out before they decide to take the
chances of getting a blood clot or dying or getting sick
from the vaccine (Program Participant: 210421_002).

Individual and Group Influences

Three subthemes within the individual and group influ-
ences category were prominent in explaining VH among
AAs: knowledge/awareness of vaccine; perception of health-
care providers; and personal, family, or community member
experience with vaccination.

Knowledge/Awareness of Vaccine

In a pandemic, people gather as much information as they
can from family, friends, healthcare providers, community
leaders, the internet, news, and social media. In such cases,
distilling information can be a challenge. Study participants
expressed frustration with not knowing the truth about the
vaccine, which heightened their hesitancy to take the vac-
cine. One participant said,

Lack of knowledge because we believe the vaccines
to be safe, but they [vaccine] are so new. You hear
things. I heard yesterday, a doctor talking about how

sick everyone’s going to be in 6-12 months (Program
participant: 210421_003).

In this vein, another participant added,

I have an 83-year-old mother and she refuses to take
the shot because she feels they are trying to alter her
DNA. And I’m like, Mom, they’re not going to put
stuff in the little bitty water and little bitty shot to give
to you (Lifestyle Coach: 210413_001).

Some lacked understanding of how vaccines work
and believed they did not need to be vaccinated because
of their excellent health. One participant explained,
“She feels like she takes excellent care of her health,
and she takes other kinds of supplements. So, she
feels like she’s protected.” In other words, “It’s not
necessary for her to be vaccinated” (Church Leader:
210407_002). Others trusted information from their
loved ones who had better education as pointed out by
this participant,

She studied biology and her logic is true. By the time
a vaccine is developed, it’s going to mutate and the
vaccine you're taking is for the vaccine from last year
-- or for the virus of last year, not this year (Lifestyle
Coach: 210419_001).

Perception of Healthcare Providers

The quality of care people received from the healthcare
providers also informed their vaccine decision-making.
Unfortunately, some of the experiences African Ameri-
cans had during hospital visits resurrected in their feel-
ings of racism, which fostered mistrust with healthcare
providers and their services. One participant explained
his experience,

I have asthma and I have borderline COPD. I went
in barely breathing the first time and they gave me
oxygen treatment. They said, ‘If you have any other
problems come back.” Prior to the emergency visit
my wife and I both tested positive for COVID. They
knew this, but they sent me back home with my medi-
cal condition. That was the first time. Two days later,
I’m back at the emergency room. They gave me some
medication to take and sent me back home. The third
time I went back in, the doctor came in and he already
reviewed my record. He said, ‘We’re not going to
make the mistake a third time.” He said, ‘“You go in
the hospital.” And the whole time I was doing that,
I was saying to myself.” Had I been a White person
would I have been sent home the first time with my
medical condition?” My wife is already in the hospi-
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tal. We’ve already announced we have COVID. Why
would you send me home, back and forth, instead of
getting me in and getting me the treatment that I need?
(Church Leader: 210407_002).

When they visit their healthcare providers, peo-
ple’s interpersonal and institutional experiences build
confidence about their providers and the support they
receive. Along the same vein, another participant
detailed factors causing her to be hesitant about vac-
cination and said,

We had a member of our church who had a 16-year-old
son who was injured, and he was rushed to the hospi-
tal, and they were told, ‘we don’t take Coloreds here.’
It was several, like 100 miles, and they would not even
transport the child in an ambulance. When you hear
those stories and you hear them from different parts
of the country, then you do become very hesitant as
to, are we going to take this or not? (Lifestyle Coach:
210419_001).

Ongoing discrimination against people of color in the
healthcare system fosters mistrust in healthcare providers and
the healthcare system, thereby worsening VH.

Personal, Family, and Community Member
Experience with Vaccination (Including Pain,
Pre-existing Conditions)

Regarding personal, family, and community member expe-
riences with vaccination, most participants expressed VH
due to uncertainty on the effect of the vaccine on people
with pre-existing health conditions such as diabetes, aller-
gies, high blood pressure, and asthma. One participant
said,

If you have a pre-existing condition, the likelihood
of you doing anything without a doctor’s approval,
they won’t do it. Whether it is diabetes, high blood
pressure, asthma, or having allergies to different
things there is a good chance you are not going to
get them to do anything until their doctor physically
tells them it is okay to take that vaccine. A lot of
people are just skeptical. They want to see other
people take it and see how they turned out (Church
Leader: 210408_001).

Another echoed,

They don’t want to get vaccinated because the vaccine
has not been proven for people that have food allergies.
Well, I have food allergies, and I don’t want the vaccine
because it’s not proven for my specific food allergies.
(Lifestyle Coach: 210414_002).

@ Springer

Vaccine and Vaccination-Specific Issues
Introduction of New Vaccine

Regarding the third category of factors, introducing a new
vaccine — rapid pace of vaccine development — was the
main reason for vaccine hesitancy. Emerging research has
already cited concerns about the safety of vaccines against
COVID-19, including the rapid pace of vaccine develop-
ment, as one of the primary reasons for hesitancy [52], espe-
cially among AAs. One participant noted:

Most people are scared because it was so fast paced,
but they don’t realize it’s fast paced because we’ve
already been developing vaccines and stuff technol-
ogy has moved up a couple of notches . . . They want
to make sure we’re not being used as guinea pigs. . .
I was one of the ones that said I’'m going to wait six
months (Lifestyle Coach: 210413_001).

The rapid development of the COVID-19 vaccine with a
lack of community educational outreach before the vaccina-
tion roll-out has increased hesitancy among the participants.

Not much because of the lack of research or lack of
education, but just being mindful of giving the vac-
cines a little bit more time before one would go get the
vaccine. I think, right now, it’s early. It’s too early for
a lot of people, and some people are very skeptical of
this vaccine (Program participant: 210421_002).

In fact, this was a prominent theme regarding vaccine
hesitancy as most study participants felt the same way:

A lot of us know, it takes the FDA forever to approve
something, so the fact that they did this in a year,
scares a lot of people. Like my daughter’s a nurse at
a local hospital and she still hasn’t gotten it (Program
participant: 210421_001).

Role of LWBF
Trusted Source of Vaccine

Since the onset of the pandemic, LWBF has been involved
in educating program participants on how the virus spreads,
necessary precautions to take to protect themselves and oth-
ers, and the importance of getting vaccinated. All partici-
pants acknowledged these roles LWBF played, particularly
in providing information on the virus and advocating for
vaccination clinics at Black churches. According to par-
ticipants, LWBF improved access and information dissemi-
nation on COVID-19 vaccinations. Participants cited that
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their involvement with LWBF aided in vaccine information
access. One participant said, “a lot of people weren’t going
to get their vaccine until LWBF started promoting it. I think
it’s helping the Black community” (Program participant:
210414_003). Another said,

I think the majority of people would get vaccinated
because of their affiliation with LWBF. As I said
before, there is information that is out there that you
can find out about (Church Leader: 210408_001).

As discussed under the three themes above, African
Americans lack trust in government, healthcare providers,
and vaccine development processes and therefore experi-
ence high levels of uncertainty and lack of intent to vac-
cinate against COVID-19. However, participants reiterated
how LWBEF helped increase vaccine awareness in the AA
community by refuting myths surrounding vaccines, as one
echoed that:

We have increased knowledge of it and actually I tell
them, I’m an example. ‘Do you see a horn growing
out of my head? I think I’'m fine.” If you’re worried
about the vaccine, pay attention to the results (Lifestyle
Coach: 210414_001).

Discussion

Since the first diagnosed case of COVID-19 in December
2019, and the approval of COVID-19 vaccines in December
2020, the number of fatalities continued to rise amid slow
vaccine uptake. More recently, and following mandatory
vaccination orders in many workplaces, COVID-19-related
deaths have gone down. Although White people account for
the largest share of unvaccinated people, they have a higher
vaccination rate than AAs, which leaves AAs at increased
risk of infection, sickness, and death. Low vaccination rates
have raised concerns among public health and government
officials as they are likely to widen the already persistent
health disparities. Therefore, it is imperative to assess VH
and its predictors locally to strategize and improve vaccine
uptake going forward. The study aims to provide a better
understanding of the underlying causes of (1) VH in faith-
based AAs, (2) the role of health and wellness programs in
promoting COVID-19 vaccination, and (3) the knowledge
gained can inform the design of context-based and culturally
sensitive interventions necessary to address vaccine hesi-
tancy. Here, we discuss perceptions on COVID vaccination
of AAs involved in a faith-based wellness program following
the SAGE WG Matrix of Determinants of VH.

The themes in the Matrix of Determinants of VH that
influenced behaviors fell within the contextual influences
category. Within this category, historical influences were a

major predictor of VH. Continued acts of violence by police
against AAs, particularly during the pandemic [George
Floyd: May 25, 2020, Breonna Taylor: March 13, 2020],
were a significant source of distrust and tension between
AAs and the government. Given the disproportionately
higher rates of COVID-19-related infection and deaths,
AAs were experiencing, compounded by historical injus-
tices — poor education, housing, working environment,
lack of access to preventative and medical care, and police
brutality — worsened already poor levels of trust in govern-
ment among AAs. The lack of trust may spread into other
government efforts, like vaccinations. Findings underscore
how historical experiences of inequities and contemporary
movements for racial justice interact with vaccine hesitancy.

Comments from participants showed that “the past is
so present.” Deeply rooted injustices (e.g., racism and dis-
crimination) impact AAs in ways that transverse all aspects
of their lives (e.g., poor housing, education, and access to
health), and their persistent occurrence (e.g., White police
brutality against AAs) is a concern for us all. As long as
the rate of fatal police shootings among AAs remains much
higher than other minority groups, a lot of relationship and
trust-building between government and AA citizenry still
need to happen. Research has shown, time and again, that
when communities trust their police, they are more likely to
obey the law [53] and trust the government. Once earned,
that trust can influence other decisions AAs make about their
health and well-being.

Further, the striking parallel was drawn by participants
between the “Never Forget” 9/11 campaign and the expecta-
tion society has on AAs to “forget” about previous unethical
healthcare research in Black populations, provides critical
insights into the need for restoration of trust as the foun-
dational step towards improving vaccination rates among
AAs. First, cherry-picking practices in which the govern-
ment anticipates citizenry not to forget the sacrifices made
by Americans for Americans during (e.g., 9/11) yet expects
the same citizenry to forget how AA lives were sacrificed
during the unethical practices committed on them by White
Americans are wrong in themselves. Second, instead of
mandating vaccines, AAs prefer to experience significant
change from the government regarding how they are treated
through the life course regarding access to education, health-
care, housing, and economic opportunities. The inequities
experienced by African Americans are believed to stem from
systemic racism, which has economically and socially disad-
vantaged AA for centuries resulting in a greater prevalence
of underlying health conditions, such as hypertension, diabe-
tes, obesity, and increased risk for infection and death from
infectious diseases such as COVID-19 [4, 54-56]. Measures
such as mandatory vaccination policies by employers, par-
ticularly when specific professions that employ primarily
Black people are targeted (e.g., healthcare, hospitality, food
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industry, and travel), can be viewed as the excessive hand of
government to continue to oppress minorities and thereby
increase distrust.

Within the contextual influences category, “perception of
pharmaceutical industry” and “communication and media
environment” also influence vaccine hesitancy. Given that
pharmaceutical companies work with government agencies
(e.g., FDA), this observation was not surprising as par-
ticipants feared that pharmaceutical companies could be in
cahoots with the government to profit off AA’s life. It was
striking that governments failed to dilute these fears through
effective and targeted communication. For AAs, trying to
make an informed decision at the intersection of distrust in
government, the evocation of past experiences, the Janssen
vaccine scare, and the COVID-19 infodemic was complex
and created worry and fear. In particular, the excess informa-
tion made it difficult for people to access reliable informa-
tion when they needed it [23]. The creation of uncertainty
nurtures worry and fear — both of which can independently
or collectively cause vaccine hesitancy [23].

Observations we made under the two categories of indi-
vidual and group influences and vaccine-specific issues
support research that identifies concerns for intending not
to receive the COVID-19 vaccine as including knowledge/
awareness of vaccine, perception of healthcare providers,
and worries about the newness and safety of the vaccine
as well as about potential side effects [2, 3, 5, 6, 9]. While
the infodemic discussed earlier exacerbated the already poor
health literacy among AAs, some individuals’ negative expe-
rience with care providers validated their lack of trust in the
health system—worsening vaccine hesitancy. The question
one of the participants raised, “Had I been a White person
would I have been sent home the first time with my medi-
cal condition” points to a persistent issue in our healthcare
system that needs to be addressed. Creating an equitable
healthcare system will take intentional efforts by White
healthcare providers, on the one hand, to elevate the quality
of care they provide to minorities, and by AAs, on the other
hand, to speak up in the face of what feels unjust. Given this
paper’s overarching theme, it would appear that “the past
is so present.” White healthcare providers need to consider
their privilege compared to their minority patients. Minority
and low-income patients may live in communities that lack
resources (i.e., education, healthcare, and housing) to help
them achieve their dreams.

Finally, evidence from the study suggests that faith-based
health and wellness programs rooted in AA communities
have the potential to provide trustworthy information and
advocate for extra resources, such as vaccination clinics in
these resource-limited communities that are home to most
AA people. Because of their local presence, these programs
have a contextual advantage (e.g., culture, beliefs, and val-
ues) — they have a nuanced understanding of attitudes
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towards and experiences of vaccines and factors influencing
COVID-19 VH — all of which can help with tailoring public
health messaging accordingly. Additionally, insights from
this study highlight the potential value of programs founded
on partnerships between local government, church leaders,
and community members in promoting health. Government-
community partnerships can increase the community’s
capacity to shape outcomes by placing community members
at the center of co-creating solutions to community issues.

Conclusion and Recommendations

Although this study is based on a sample of African Ameri-
cans involved in a faith-based health and wellness program
in the Midwest, it underscores crucial issues that the US
needs to address aggressively. First, the abrasive relation-
ship between the AA community and the police must be
addressed. There is a need for aggressive efforts to train and
provide technical assistance for police officers who engage
with minoritized residents to repair damaged police-com-
munity relations. Second, the federal government should
maximize communication and collaboration between AAs,
government, and healthcare providers. There is a need to
improve transparency in basic information about how vac-
cines are developed and work, their effectiveness, and related
side and long-term effects. Government should embrace AA
communities as trusted and invested partners in fighting the
pandemic. For example, co-creating public health messag-
ing with key constituencies can help boost trust and vac-
cine uptake. Programs such as LWBF and other community
organizations that have a local presence in AA communities
and are trusted by residents should be funded to expand their
work, to restore and strengthen community trust in govern-
ment, and ultimately to impact health behaviors. Third is
the lack of sustainable infrastructure for health equity and
justice in AA communities. Local and state governments
should engage AA communities (e.g., creating Black Lead-
ership Advisory Boards) to advocate for formulating pro-
grams and policies that elevate AA communities [9, 41].
Fourth, given the role race and religion play in VH, research
investigating the intersection of race and religion is needed.
This research can inform the designing of vaccination pro-
grams and promote the building of collaborations between
key stakeholders such as the government, faith leaders, and
minority populations. Finally, given the high mutation and
transmission rates of COVID-19 variants, and the develop-
ment of booster vaccines, research that examines perceptions
of AAs on booster shot can contribute new knowledge on
vaccine hesitancy.
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