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Description 
In follow-up to the January NJHI Learning Collaborative session which presented information about New 
Jersey’s statewide COVID-19 vaccination strategy from presenters with the state health department, the 
February session was designed as a listening session to learn what is happening in local communities. 
More specifically, the purpose of the session was to gain insights and suggestions about vaccination 
efforts from grantees and coalition partners who are working most closely with community members. 
The input gathered will inform NJHI’s efforts as they continue to collaborate with the state health 
department, philanthropic and other key partners in the statewide COVID-19 vaccination efforts.  
 
Session attendees participated in two rounds of breakout group discussions. Each group consisted of 4-6 
participants to encourage active participation among attendees. The following questions were used as 
conversation starters for the breakout discussions:   

• What are you seeing in your community with regard to the COVID-19 vaccination efforts? What are 
pressing gaps? Are there opportunities to bolster efforts and/or reduce gaps? 

• If up to $50,000 was available to your community for COVID-19 vaccination efforts, how do you 
think it should be invested? 

• While addressing the immediate needs related to COVID-19 and vaccination efforts, is anything 
happening in your community to build or strengthen systems-level changes? What kind of capacity 
will there be in your community when we move into a recovery phase? 

 
Key information and ideas from generated by participants during the session are summarized in this 
report. Supporting documents including the notes from the breakout group discussions, chat log, session 
slides, and registration and attendance list can be accessed in the NJHI Support Team DropBox folder. 
 

Reach/Attendance 
The primary audience for the February Learning Collaborative session included all of the NJHI’s grantees 
and coalition partners.  

• Invited: 140 

• Attended:  
o 42 grantees/coalition partners, 4 Invited Guests, 6 NJHI and support team members (Total of 52 

individuals) 
o 14 coalitions represented 

• New attendees (not previously on the Learning Collaborative contact list): +9 
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Breakout Group Discussions 
 
Gaps and Challenges 

• Appointments: 
o Processes is fragmented/differs across sites even within the same community and sites have 

changed registration processes over time, causing confusion 
o Lack of consistency in who is able to secure an appointment – e.g., some secure appointments 

soon while others who are eligible are unable to get appointments for weeks, some people “pull 
strings” to get appointments, some falsely claim to be eligible (non-smoker saying they smoke) 

o Use of online technology creates barriers – e.g., for people without computer and internet 
access, for senior citizens 

o Call-in centers/systems are overwhelmed and difficult to use – e.g., for senior citizens 
o Appointment slots get full because people are making multiple appointments across 

vaccinations sites or in other counties/communities 
o People in the same household are given different vaccination appointment dates 

• Accessibility to vaccination sites: 
o Some eligible for vaccines lack transportation to get to a site 
o Eligible homebound individuals are not being reached 
o Vaccination sites don’t always have staff/volunteers who can speak languages of community 

members, or who are culturally competent and can help create a trusting environment – e.g., to 
alleviate concerns about immigration status 

o Sites lack accommodations for persons with dementia and mobility issues – e.g., long wait times, 
lines outside in cold weather 

o Need better prioritization for historically underserved communities 
o Vaccinate site is not close to the vulnerable community 

• Capacity to administer vaccines: 
o Limited supply of vaccines 
o Lack of predictability regarding available doses impacts ability to schedule appointments, plan 

for staffing/volunteers at sites 
o No mega sites for vaccinations in some communities 
o Lack of capacity to administer vaccines even when doses are available 
o Some who are qualified to administer the vaccine (e.g., hospital staff and Certified Nursing 

Assistants) are refusing to get vaccinated   

• Misinformation and lack of information: 
o Information about the vaccine and vaccination sites is needed in more languages 
o Information about vaccination sites is lacking or difficult to find – e.g., no information on TV or 

through schools 
o Need to counter misinformation/myths about getting the vaccine – e.g., people don’t want to 

be experimented on, Latinx community fears there is a tracking device in the vaccine 
o Need to protect against scams that ask for cash to get the vaccine 
o Young people not interested in getting vaccine 

• Loss of community trust: 
o “Is it better to wait to convince people until the rollout is cleaner? Otherwise, you convince 

people and there is not enough vaccine.” 
o No connections between state government and local efforts, no feedback from the state when 

issues arise at the local level 
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• Data: 
o Unsure if accurate information is being captured about who is getting vaccinated )e.g., “20% 

failed to identify ethnicity/race”) and whether the most vulnerable are receiving the vaccine 
o Need to capture data during crisis phase to show what worked – e.g., lessons learned about 

adequate PPE 
 
Opportunities/How to invest up to $50,000 for COVID-19 vaccination efforts in local communities 

• Streamline the steps leading up to getting vaccinated: 
o Make it easier to navigate the appointment system – e.g., use social media to provide regular 

updates about vaccine sites/availability, host enrollment events to register groups of people for 
vaccination appointments, keep waiting lists rather than having people call back when 
appointments are open 

o Make more open/walk-in vaccine clinics available (no appointment required) 
o Ensure that there are night and weekend options to get vaccinated 
o Create a vaccination registration by phone option to serve those with no technology access 

• Take the vaccine to people in communities: 
o Pop-up vaccination sites and mobile units to go to homeless shelters, senior communities, 

treatment facilities, housing centers 
o Be more strategic in siting vaccination locations at trusted locations – e.g., in faith-based 

communities, at senior centers 
o Add vaccinations as part of existing mobile service delivery systems – e.g., Meals on Wheels, 

dental mobiles, mobile response 

• Provide transportation to vaccination sites – e.g., shuttles, Lyft/Uber, school buses, ice cream trucks 

• Housing needs underscored regarding safe places to isolate 

• Bolster partners with relevant skills and existing systems to reach community members: 
o Community Health Workers, case workers, patient navigators – e.g., to go into vulnerable 

communities and reach homebound individuals, provide translation and help establish trust 
o Librarians – e.g.,  call center assistance, providing vaccine information in the major languages 

spoken in the community 

• Increase and improve communication: 
o Address language barriers across the vaccination process (from getting an appointment to 

getting vaccinated) – e.g., interviews with Telemundo and other trusted news outlets 
o Dispel misinformation and myths, and build trust about the vaccine - promote respected leaders 

getting vaccinated in photos, webinars; youth were invited by Mayor in Elizabeth to create a 
video to encourage grandparents to get vaccinated 

o Improve access to computers/iPads and the internet to bridge information/communication gaps 

• Mental health and social isolation need to be addressed 
 
Built Capacity in Communities 

• Coordination across sectors/partners: 
o Maps to locate key places – e.g., vaccination sites, transportation hubs, food pantries 
o Churches, non-traditional partners are more involved  

• Food security: 
o Food banks and soup kitchens will be forever changed as they’ve had to meet increased needs 
o Now drop groceries off door-to-door 

• Transportation options strengthened by adding services from Uber and Lyft 

• Language resources – more information available in multiple languages 
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• People power: 
o Increased proficiency in and use of technology – e.g., meeting virtually, potential for nonprofit 

community to use a telehealth model and have virtual Community Health Worker services 
o Increase in local volunteers and improved volunteer structure 
o Hiring vulnerable population outreach coordinators (VPOCs) 
o Staff demonstrating flexibility to meet needs, courage and bravery in responding to crisis 

• Community engagement and trust – better identification of and more open communication with 
vulnerable populations 

 
Systems-Level Change in Communities 

• 211 and Code Blue systems have frameworks in place - e.g., opportunity to address infection control 
in homeless population, set-up shelter to quarantine homeless who have contracted the virus 

• The Colette Lamothe-Galette Community Health Worker Institute established by the NJ Department 
of Health is a great example of systems-level change that will improve and enhance the CHW 
workforce 

• Health equity is a focus in different systems, there is better interconnection across existing 
resources 

• Experiences from Hurricane Sandy enabled quicker mobilization 
 
The February Learning Collaborative session generated robust discussions among the grantees and 
coalitions partners, and several participants requested another session to continue the cross-community 
sharing and learning about local impacts of the COVID-19 vaccination efforts. A follow-up ad hoc 
Learning Collaborative session is scheduled on March 3. 
 


