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Abstract 

Background:  Hispanic communities in the United States have been disproportionately affected by COVID-19 infec-
tions, hospitalizations, and death. Vaccination against COVID-19 is critical for controlling the pandemic; however, 
higher levels of vaccine hesitancy and reduced vaccine uptake constrain efforts to mitigate the pandemic and could 
perpetuate disparities. The aim of this study was to understand barriers and facilitators to COVID-19 vaccination 
through the lived experiences of Hispanic persons living in Arkansas.

Methods:  Bilingual community partners facilitated recruitment, made initial contact with potential participants, 
and scheduled interviews and focus groups. Individuals over the age of 18 who identified as Hispanic were invited to 
participate. Data was collected from 49 participants in 10 individual interviews and five focus groups. This study used 
a qualitative exploratory design and thematic analysis.

Results:  Five themes emerged as barriers for Hispanic participants: technological literacy and pre-registration, lan-
guage and literacy, health insurance/health care costs, immigration status, and location and transportation. Three themes 
emerged as facilitators: workplace vaccination, health care provider recommendations, and engagement through schools.

Conclusions:  Based on the findings of this study, a multi-modal and flexible approach will be implemented by the 
authors to address barriers to vaccine uptake among the Hispanic community in Arkansas.

Keywords:  Hispanic, Latino, COVID-19, Vaccines, Health disparities

Introduction
Hispanic communities in the United States (US) have 
been disproportionately affected by COVID-19 infec-
tions, hospitalizations, and death [1–6]. COVID-19 
disparities are due in part to lower health insurance 
coverage, decreased access to health care, and hous-
ing and occupational risk factors compared to non-His-
panic White populations in the US [5, 7, 8]; Hispanic 

populations have the lowest rates of insurance coverage 
of all racial/ethnic groups in the US, experience concomi-
tant issues of access to care, frequently work in positions 
without remote work options or paid leave, and often live 
in larger multi-generational homes that do not allow for 
social distancing or safe quarantining [6]. Hispanic com-
munities have also experienced significant economic dis-
parities from the COVID-19 pandemic including higher 
levels of food insecurity, housing disruption, and job loss 
[7–9].

Vaccination against COVID-19 is critical for control-
ling the pandemic [10]; however, higher levels of vac-
cine hesitancy and reduced vaccine uptake constrain 
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efforts to mitigate the pandemic and could perpetuate 
COVID-19 disparities. Hispanic community members 
report being more hesitant about the COVID-19 vac-
cine than non-Hispanic White populations [11], and 
COVID-19 vaccine uptake has also been slower for His-
panic persons [12, 13].

According to the Increasing Vaccination Model 
(IVM), vaccination is influenced by a multi-faceted pro-
cess, which includes social and cultural context, indi-
vidual beliefs and reasoning, and practical barriers and 
facilitators [14, 15]. While several quantitative studies 
document disparities in COVID-19 vaccine hesitancy 
and uptake [16–18], Hispanic communities were often 
not the focus of these studies. Additionally, there is lim-
ited qualitative research on understanding the reason 
for disparities in vaccine hesitancy [19, 20]. The cur-
rent focus of the qualitative literature often combines 
research on other minority communities with His-
panic participants [21, 22], focuses exclusively on social 
structural issues [20], or exclusively examines beliefs 
related to COVID-19 vaccination [19]. This study fills 
a gap by focusing exclusively on Hispanic community 
members to understand barriers and facilitators to 
COVID-19 vaccination.

Understanding the causes of vaccine inequalities, and 
specifically the barriers and facilitators of vaccination 
for Hispanic communities, is critical for developing evi-
dence-based strategies for increasing vaccine uptake and 
reducing health disparities faced by these communities 
[6]. The aim of this study was to understand barriers and 
facilitators to COVID-19 vaccination through the lived 
experiences of Hispanic persons living in Arkansas.

Methods
Study approach and design
This study used a qualitative exploratory design and the-
matic analysis [23, 24] to understand barriers and facili-
tators to COVID-19 vaccination among the Hispanic 
communities living in Arkansas. All study materials and 
procedures were approved by the University of Arkan-
sas for Medical Sciences Institutional Review Board (IRB 
#261965).

A community-based participatory research (CBPR) 
approach was used in the design and implementation 
of the study. CBPR honors cultural values, social prac-
tices, and community norms and integrates communities 
into every aspect of the research [25, 26]. Community 
partners provided input on the study aims and design, 
facilitated participant recruitment, assisted with data col-
lection, and provided feedback on findings during data 
analysis. The CBPR collaborative is described in several 
articles [7].

Participant recruitment, consent, and remuneration
Potential participants were recruited between February 
2021 and June 2021. Bilingual community partners facili-
tated recruitment, made initial contact with potential 
participants, and scheduled interviews and focus groups. 
Individuals over the age of 18 who identified as His-
panic were invited to participate. Participants’ consent 
was obtained in their language of preference (English or 
Spanish). Research Electronic Data Capture (REDCap) 
was used to record participant consent [27]. Participants 
received a $40 gift-card for participation in the study.

Data collection
Individual interviews and focus groups were conducted 
between February 2021 and July 2021 via a secured video 
conferencing platform and telephone [28]. Most inter-
views and focus groups were conducted in Spanish; one 
focus group was conducted in English at the request of 
participants. All interviews were conducted by bilin-
gual members of the research team trained in qualita-
tive interviewing. During the focus group, an additional 
research team member was present to take notes.

Data was collected from 49 participants in 10 individ-
ual interviews and five focus groups. The focus groups 
consisted of two to 12 participants and lasted 60 to 
120 minutes. The individual interviews ranged in dura-
tion from 20 to 60 minutes. The individual interviews 
and focus groups were recorded, professionally tran-
scribed, and de-identified, and Spanish transcripts were 
translated from Spanish to English by certified Spanish 
translators. Bilingual study staff verified transcripts using 
audio recordings prior to analysis.

Qualitative data analysis
Analysis was conducted using MAXQDA 2020. Three 
qualitative researchers read and analyzed all responses 
and created a codebook with emergent codes. Segments 
of text were coded by the first author, with confirmation-
coding analysis performed by two additional qualitative 
researchers. Initial codes were refined, and the code-
book was revised four times. Codebook iterations were 
used to reach consensus on codebook structure, emer-
gent themes, and thematic domains and to verify data 
saturation. Any differences in interpretation of data 
were discussed by the research team and resolved using 
a consensus model. Illustrative quotes were identified to 
illustrate thematic domains. Participants often indicated 
several motivating factors within a single answer, and all 
quotes are presented within the themes they best rep-
resent. The research team critically reviewed the data, 
analysis summaries, and codebook. They then coded seg-
ments to ensure analytic rigor, reliability, and full data 
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saturation [29]. Descriptive sociodemographic statistics 
were summarized for the study sample to show frequen-
cies and percentages.

Instrument
A semi-structured interview guide was developed col-
laboratively with community partners to ensure the 
questions were culturally relevant, informed by the 
community, and written in plain language. The inter-
view guide developed for this study is provided as 
Additional  file  1. The interview guide was revised and 

translated into Spanish and then reviewed by two addi-
tional Spanish language translators. The interview guide 
included questions on barriers and facilitators of vacci-
nation decisions. In addition to the qualitative interview 
guide, sociodemographic factors were captured using 
questions from the Behavioral Risk Factor Surveillance 
System (BRFSS) survey [30]. Participants were asked to 
report their age, race and ethnicity, level of education, 
and employment type and income.

Results
Sociodemographic characteristics of the sample are pre-
sented in Table 1. All participants (n = 39) identified their 
ethnicity as Hispanic. A majority of participants were 
female (69.2%). Most participants reported some high 
school or attainment of a high school diploma (64.8%). 
Most participants reported they were unvaccinated at the 
time of their participation (87.2%).

Hispanic participants reported a range of issues that 
served as barriers or facilitators to vaccination against 
COVID-19. Qualitative themes are presented in Table 2. 
Five themes emerged as barriers: Technological literacy 
and pre-registration, language and literacy, health insur-
ance/health care costs, immigration status, and location 
and transportation.

Technological literacy and pre‑registration
The pre-registration process and requirements to use 
technology to pre-resister were described as primary 

Table 1  Demographics

HS High school
a Percentages may not add up to 100% due to rounding

Total Participants (n = 39)

Category

Sex

  Male 12 (30.8%)a

  Female 27 (69.2%)

Education

   < HS 14 (37.8%)

  HS 10 (27.0%)

  Some college 4 (10.8%)

  College + 9 (24.3%)

Vaccinated

  Yes 5 (12.8%)

  No 34 (87.2%)

Table 2  Themes

SSN Social security number

Primary Themes Secondary Themes Sub-Themes

Barriers to vaccination Technological literacy and pre-registration • Online appointment booking technologies

• Pre-registration needed for vaccination

Language and literacy • Institutionalization of English

• Lack of translation into Spanish

• Literacy

• Plain language translation

Health insurance/health care costs • Lack of health insurance

• Uncertainty concerning cost of care

• Synergistic barrier alongside immigration status

Immigration status • Lack of documentation

• Appointments/providers require SSNs or other

• Fears that immigration status will be reported

Location and transportation • Information about vaccination locations

• Convenience

• Transportation

Facilitators to vaccination Workplace vaccination • Hosting on-site vaccination clinics

Health care provider recommendations • Vaccination messaging from local clinics and bilingual physicians

• One-on-one conversations with health care providers

Engagement through schools • School system as trusted source of information
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barriers, which were interrelated with language and 
immigration barriers. Participants frequently identified 
barriers related to the requirements for scheduling vac-
cination appointment via phone or internet technologies. 
Pre-registration systems were the focus of participant dis-
cussion of barriers to vaccination. Participants explained, 
“When it comes to the appointment, I’m not that good 
with the phone or using the internet, so it’s very hard for 
me to make an appointment. Because they say that they 
only do it online.” Another participant related her sister’s 
experience with technology as a barrier to vaccination. 
She stated, “They want you to make an appointment over 
the phone and many, many people don’t know how to 
make the appointment over the phone. For example, my 
sister does not use the phone. She has to go in person.” 
Other participants noted that many in the Hispanic com-
munity “don’t know how to use the internet” and how 
this lack of technological literacy is related to low levels 
of vaccination in the community.

Participants described how even after deciding to get 
vaccinated, they were turned away because they did not 
pre-register. Participants recommended: “I think that it 
would be nice if there were a center for—where there is—
where there is attention for—face to face, I mean. Where 
there’s someone who can take care of you, and, well, if 
anything, to say [ …] if possible, give them the vaccine 
right there.”

Language and literacy
The institutionalization of English as the primary lan-
guage for delivering information about vaccines was also 
described as a barrier by Hispanic participants. Partici-
pants stated: “I tried the other day, and I didn’t - didn’t 
find anything of that in Spanish, so all that becomes very 
complicated,” and another participant stated, “Many 
times [ …] when people arrive to the place where they are 
vaccinating, there are only people who speak English and 
if I don’t speak English, how can I go and ask [ …] how 
am I going to get the vaccine?” Participants continued to 
identify language as a primary barrier: “Living in a coun-
try where the language that is spoken is not our own. We 
are finding ourselves with a barrier where we don’t speak, 
or we don’t know how to read it,” and another stated, “My 
family, they do speak Spanish and they write it, but not 
English. We struggle in this country because, well many 
times you can’t buy or acquire what you need because 
of English because you do not know it.” Participants 
described the struggles with overcoming language bar-
riers: “One tries to defend yourself, by trying to speak a 
little in English. There you take out the translator on your 
phone, or something, and well, at the end of the day you 
get it done but it is difficult.”

Participants went on to discuss how literacy, in addi-
tion to language, was a barrier. One participant described 
how illiteracy increased the difficulty of tasks, such as 
vaccination: “It’s hard, uh, yes, I can speak and can write 
in Spanish, and I think you can do lots of things but imag-
ine how the people who don’t know how to read or write. 
It must be harder.” Another participant described the way 
language and literacy influence access:

I think sometimes, that is the problem. [ …] When 
we speak technically or on an elevated level academ-
ically, we lose interest. We just simply say, “I didn’t 
end up learning, I don’t know anything.” But, to add 
onto that, we should find places, in this case like [a 
local non-profit community organization], to try to 
disseminate the information in our language, but 
also on our level.

Other participants echoed that  translation into Spanish 
was not enough and explained that information about the 
vaccine at vaccination sites, or in clinics, must be trans-
lated into comprehensible, everyday language. Partici-
pants stated, “I would like to simply—I think, I think we’d 
all like to receive information in Spanish, in our—in all 
our levels of Spanish, but have it be a Spanish that … how 
we all speak so that we can all understand. Not these big 
words.”

Health insurance/health care costs
While COVID-19 vaccination is free, participants 
described uncertainty about the cost of COVID-19 vac-
cines and lack of health insurance as barriers to vaccina-
tion for Hispanic participants. Participants described this 
situation in detail, stating:

It could also be that they do not have insurance or 
money to apply the vaccine, for example [in local 
city] they had a stand for vaccination, and it looked 
like it was free but upon arrival if you did not have 
any insurance, they were charging up to a hundred 
dollars and from there, there isn’t much you can 
do if you don’t have the hundred dollars, so I think 
that this is also a big barrier. If someone doesn’t have 
insurance or access to a doctor, this is the barrier 
that will have people believing they can’t go out or 
that they won’t have access to it.

Several participants identified insecurity about potential 
costs as barriers to COVID-19 vaccination, especially 
for those who are uninsured. One participant described 
how the lack of medical insurance “generates a big bar-
rier,” which was particularly an issue for her and oth-
ers in the community, “because those of us who live day 
to day, what I earn today I spend today because I use it 
for groceries, to save up for rent, and things like that.” 
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Participants described how even the fear of potential 
costs was a significant barrier: “[It] makes me feel that it’s 
impossible for me to sign up to, or to stand in line so that 
they can give me the, the vaccine.” Another participant 
described how the lack of insurance causes fear concern-
ing medical care: “There are people that are afraid of hos-
pitals and clinics, and there are people, because they lack 
insurance, they can’t [seek vaccination] because of fear.”

Acting synergistically, participants often discussed the 
lack of health insurance alongside issues related to immi-
gration status. One participant described how there “are 
a lot of people that for the fact that they don’t have insur-
ance or are not with the social security, well, they are 
not going to get it. And-and then, well, if they are being 
asked insurance, well, anyway, they don’t have an option.” 
Another participant narrated the experiences of a mem-
ber of her extended family:

[My family member] didn’t know if [staff at a vac-
cination site] were asking if he has social security 
or insurance. And he told me, ‘No, they only ask me 
for my number—that, that they need my security 
number, and I hung up.’ He said, ‘I don’t have any-
thing, what was I supposed to give them?’ He doesn’t 
have either social security or private insurance. And 
that is something, eh, we, Hispanic people and those 
without insurance are afraid.

Immigration status
Immigration status was frequently cited as a barrier 
to vaccination for members of the Hispanic commu-
nity. One participant described immigration status as 
the “number one” barrier “for those that are illegal and 
not legal and being afraid of giving out their informa-
tion and saying they’re going to come get me because I 
just gave them my information when I got the vaccine.” 
Another participant described how the lack of legal sta-
tus and documentation affects vaccination uptake in the 
Hispanic community: “I think that people who don’t have 
their card, or are not legal residents, those people I think 
are afraid and they might have trouble. There are those 
that are afraid because of their legal status, [ …] they 
think that this is another way to send them back to their 
countries.”

Participants described how the registration process 
often requires a social security number (SSN). As one 
participant narrated their experience, “I tried to sign up 
my parents for [an appointment for the COVID-19 vac-
cine] and like, in the forms, if you try to sign up online 
in the form [ …] they are asking for your social and I’m 
like if you have a social.” Even for vaccination sites that do 
not specifically require an SSN, undocumented Hispanic 
residents express fear about the information entered into 

computer systems. One participant described this situa-
tion: “A lot of people, we are afraid to write down all our 
information [ …] in the website, [or] in a mobile device, 
or in a computer because you don’t know who is on the 
other side of the computer, or who’s monitoring all that, 
or who’s looking at all that [and] you don’t know, uh, who 
has access to the information.”

Location and transportation
Participants described a lack of information about the 
vaccine locations, a lack of convenient locations, and 
a lack of transportation to get to vaccination locations 
as significant barriers. Participants described a lack of 
information about exact vaccination locations and how 
that caused uncertainty: “‘You’re coming to Walmart.’ 
But where? […] where do I have to go? To the pharmacy? 
To next to Walmart, or, well, over to the office? I don’t 
know where you could go to get the vaccine.” Participants 
described the need for quick and convenient locations for 
vaccination.

In this country [ …] you have a job, you have two 
jobs, and many people have up to three jobs, and [ 
…] there’s not enough time to say, like, ‘Oh, I have all 
day today to - to go get the vaccine.’ I think that at a 
center—a place where, practically, it’s on your way, 
you say, ‘let me get the vaccine. Uh, I’ll stop by right 
now.’

Transportation to and from vaccination sites was iden-
tified a barrier when seeking to get to current vaccina-
tion sites for Hispanics. Participants described a range of 
transportation related issues, including how immigration 
status overlaps with other transportation barriers.

Another thing is like getting there, you know. Some 
of these families [ …] didn’t have a way of getting 
around. Even if we needed the resources, and even 
if we would have known, we probably wouldn’t have 
been able to get there. And we do live in an area 
where it’s not like you can just hop on the bus and 
go. [ …] And some of these Hispanics in the Hispanic 
community, some of them can’t drive ‘cause you 
know, you know they’re not legal.

Other participants described how difficult it is to “travel 
far to get [vaccinated],” especially for “the people that 
are old or don’t have a way to travel like transporta-
tion.” Another Hispanic woman noted “some women do 
not drive very much,” which is compounded by a lack of 
transportation options for those who don’t drive or have 
easy access to a vehicle. She continued comparing living 
in Arkansas to the experiences of a friend in an urban 
area: “My friend [ …] can use a cab, right, if you want to 
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go anywhere [ …] but let’s say she lived here, where you 
need to have a car to go anywhere?”

Three themes emerged as facilitators: workplace vac-
cination, health care provider recommendations, and 
engagement through schools.

Workplace vaccination
Employer support for vaccination was an important facil-
itator for many participants, especially when employers 
hosted vaccination events on-site during work hours. 
One participant described how receiving a vaccination 
at work addressed two barriers: the pre-registration for 
appointment and language barriers in filling out required 
paperwork. This participant stated, “I think that at work 
is the best, because there you don’t need an appoint-
ment, [and] there they help you fill out paperwork, you 
fill out a form and they tell you when you will receive it, 
and sometimes it is the next day.” Participants connected 
on-site vaccination with both convenience and caring for 
their employees: “They are providing the vaccine there at 
the plant, so I think I would like to have the company I 
work for do the same [ …] I would like to know that they 
care for their workers, and they can help us at work too.” 
Some participants noted workplace vaccination oppor-
tunities, even when not mandatory, made it possible for 
them to be vaccinated: “It wasn’t mandatory at work, but 
the opportunity was there, and they offered both doses. 
I did take both.” Another participant echoed this senti-
ment and noted many co-workers who were hesitant did 
make the decision to be vaccinated at work, describing 
how his hesitant co-workers “made up their minds [ …] 
they wanted to get vaccinated. But, I think that the sensi-
tive thing was–that the company allowed [ …] for them 
to make the decision of getting vaccinated.”

Health care provider recommendations
Health care provider’s recommendation was identi-
fied as an important facilitator for vaccination. Partici-
pants noted clinics and doctors’ offices were respected 
in the Hispanic community, and advice from a trusted 
physician could result in vaccine-seeking behavior. One 
participant described how her mother’s physician influ-
enced her decision to be vaccinated: “I honestly believe 
this is going to be safe for my mom, sister and myself 
mainly because her doctor has told her not to waste any 
opportunity in getting the vaccine.” Another participant 
expanded on this: “Her mom’s doctor had given her good 
advice about the vaccine and that is what we all need [ 
…] information from someone who works in health care 
and can speak well about the vaccine.” This participant 
concluded, “I would feel so much better if a doctor or a 
professional told me this. Do I need the vaccine? Should I 

wait? I feel this would push me to get vaccinated if I hear 
it from someone like that.”

Participants described the value of conversations with 
health care providers: “I think one of the key factors 
[would be] having their doctors explain [COVID-19 vac-
cines] to them [and] having a professional that you know 
and like. I think that would be helpful having the doctors 
[say], ‘Hey let me talk to you a little bit more about the 
vaccine now that you’re here for your yearly checkup.’” 
Participants also recommended health care provid-
ers ask about vaccination status and then address their 
patients’ specific concerns: “[The doctor should] see 
if you’ve already had it or [ask] ‘what can I do … what’s 
the questions that you had?’ Just having that one-on-one 
[ …] answering questions with them would be helpful.” 
Another participant expanded on this idea, stating that 
they would be more likely to receive the COVID-19 vac-
cine with more information from a health care provider 
“if the nurse or the doctor who will be giving you the vac-
cine goes and says, ‘look [identifier] this is what you’re 
going to receive, this is what you will, the side effects, 
[this is] what they’re actually putting in your body.’ 
Because I don’t know the contents of the vaccine.”

Engagement through schools
Engagement through schools as trusted social institu-
tions was described as a potential facilitator for increas-
ing vaccine uptake within Hispanic communities. As one 
participant suggested, “Think of using the school, parents 
have to go to the school and, well, I was thinking maybe 
the fathers and mothers can get information while wait-
ing for their children. Places that people trust.” Another 
participant suggested using schools and how this infor-
mation would be understood by members of the His-
panic community:

Use the schools, right? Through schools. It’s the 
main instrument. Many times, they, the children, 
they sometimes can reflect on what they learn, they 
manage to understand—to reflect more than an 
adult can do, right? [ …] Sometimes children bring 
the information to our homes and it is more accept-
able. Schools can serve as bridges to reach our home. 
Schools can be used to deliver information to house-
holds.

Another participant noted that the schools provide an 
avenue to reach households who lack health care access: 
“I mean, for me the best information is in the clinic, but 
there are a lot of people who don’t go to the clinic. They 
only go when it’s necessary.” The participant recom-
mended providing information “at the children’s schools 
[which] is a good medium to get it at least to the parents 
and from there, you know, the chain starts to form and it 
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starts, ‘look, I got this from the child’s school about a vac-
cine,’ I mean, that’s, that’s how it starts.”

Discussion
This study explored barriers and facilitators to COVID-
19 vaccination among the Hispanic community in 
Arkansas. Five barriers to vaccination were identified: 
technological literacy and pre-registration, language and 
literacy, health insurance/health care costs, immigra-
tion status, and location and transportation. Participants 
described three facilitators that made it easier to become 
vaccinated against COVID-19: workplace vaccination, 
health care provider recommendations, and engagement 
through schools.

The requirement to pre-register and the use of technol-
ogy used to pre-register were described as a barrier to 
vaccination. This is the first study to document the pre-
registration process itself as a barrier for the Hispanic 
community; however, our findings are consistent with the 
literature showing adverse effects of the ‘digital divide’ 
and lower levels of computer and internet literacy on 
vaccine-seeking behaviors in Hispanic communities [31].

Language and literacy were critical barriers for His-
panic participants. This finding is consistent with prior 
research that shows language barriers are commonly 
identified as preventing access to a variety of health 
services [32, 33], including the COVID-19 vaccine [34, 
35]. The present study adds important new information 
showing Spanish translation is not sufficient to meet the 
needs of the community and that it is critical to provide 
information in plain language for low literacy levels [36].

A key finding of this study is that lack of health insur-
ance and fear of costs are barriers to COVID-19 vaccine 
uptake in Hispanic communities. Hispanic community 
members have the lowest rates of health insurance cover-
age among all racial and ethnic groups in the US [6]. For 
participants in this study, lack of health insurance and the 
fear of cost were identified as barriers even though the 
COVID-19 vaccine is provided at no cost. This finding 
builds on our emerging understanding that fear of out-of-
pocket costs is a barrier for the uninsured, especially for 
non-citizen immigrants [37].

Immigration status and fear of deportation were 
reported as major barriers to COVID-19 vaccination 
uptake among Hispanic communities. Immigration poli-
cies have direct and indirect effects on Hispanic health 
care utilization and health outcomes [38, 39], with inse-
curities around immigration status shown to shape vac-
cine-seeking behaviors [20]. Our findings are consistent 
with emerging literature on the COVID-19 vaccine in 
Hispanic communities in the US linking undocumented 
status and fears of immigration status disclosure to low-
ered rates of vaccination uptake [37, 40].

Vaccination location, lack of clear information about 
the location, and transportation were described as barri-
ers to vaccination for the Hispanic community. This find-
ing is consistent with prior literature which highlights 
how the lack of clear information about local vaccina-
tion sites compounds disparities in vaccination uptake 
in racial and ethnic minority communities [37]. Con-
venient locations for vaccination have been found to be 
an important determining factor for other vaccines and 
in at-risk populations, including Hispanic communities 
[37]. Transportation has been cited as a barrier for health 
care access generally [41] and for Hispanic communities 
specifically during the COVID-19 pandemic [34, 42, 43]. 
As far as the authors are aware, the current study is the 
first study to explore the synergistic interactions among 
these particular barriers for Hispanic communities. This 
study supports the contention that increasing vaccine 
uptake and addressing hesitancy may require multi-com-
ponent interventions [44, 45].

Workplaces providing COVID-19 vaccination was 
identified as a major facilitator. Participants described 
how employers who provided on-site vaccination clin-
ics made it easier to make the decision about vaccination 
and made it easier to receive the COVID-19 vaccine. Our 
finding that workplace support for vaccination increases 
vaccine uptake is novel and points to the need for further 
implementation and investigation of workplace interven-
tions to increase COVID-19 vaccination.

Participants identified recommendations from pri-
mary care health care providers who answered ques-
tions about the COVID-19 vaccine as a critical facilitator. 
This finding is consistent with emerging research on the 
importance of health care provider communication in 
facilitating COVID-19 vaccine uptake [46–49]. Unfortu-
nately, Hispanic community members are less likely to 
report having a primary care provider [50]. Participants 
also identified the school system as a facilitator for vac-
cination through distributing reliable information about 
the COVID-19 vaccines. This is consistent with the lit-
erature on the role of educational institutions in distrib-
uting public health messaging to increase vaccine uptake 
[19, 51].

Our findings highlight the importance of the struc-
tural, logistical, social, political, and cultural contexts of 
receiving the COVID-19 vaccine among Hispanic com-
munity members. Long-term and ongoing factors affect-
ing Hispanic community health had significant effects 
on inequalities in health outcomes during the COVID-
19 pandemic and, importantly, also affected efforts to 
mitigate these effects through vaccine uptake in His-
panic communities. This study demonstrates the need 
to address these social determinants of health for the 
long-term benefit of Hispanic communities and overall 
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public health in the US, as well as targeted application 
of community-based and culturally sensitive interven-
tions to improve COVID-19 vaccine uptake in these 
communities.

Recommendations for practice
Based on the results, the authors and CBPR partners 
make several recommendations to increase COVID-
19 vaccine uptake in Hispanic communities. Recom-
mendations for practice are presented in Table  3. To 
address barriers related to technological literacy, public 
health leaders should provide access to vaccinations for 
walk-up/drive-up that do not require pre-registration. 
For vaccination sites that require pre-registration, it is 
imperative the registration processes be simple. Bilingual 

community health workers (CHW) should be used to 
facilitate pre-registration and reduce inequalities related 
to the digital divide.

To address language and literacy barriers, public health 
leaders should ensure information is provided in Spanish 
at all stages of the vaccination process, including adver-
tising, COVID-19 vaccine health communication and 
outreach messaging, and at vaccination sites. In addition, 
it is critical all information be provided in plain language 
at low literacy levels, and Spanish-speaking staff should 
be available at vaccination sites. Bilingual CHWs could 
also help community members overcome language and 
literacy barriers. Integrating video into public health 
messaging can also be implemented to overcome literacy 
barriers, especially for use on social media platforms. 

Table 3  Recommendations for policy and practice

CHW Community health worker, SSN Social security number

Barriers Recommendations for Practice
Technological literacy and pre-registration • Allow for walk-up/drive-up vaccination that does not require pre-registration

• Ensure pre-registration process is easy

• Allow for multiple methods for pre-registration

• Utilize CHWs to help community members with pre-registration

Language and literacy • Provide information in Spanish at every stage of vaccination process (advertising, COVID-19 vaccine FAQs, 
and at vaccination sites)

• Ensure all information is provided for low levels of literacy

• Utilize Spanish-speaking staff at vaccination sites

• Utilize CHWs to help community members overcome language and literacy barriers

• Utilize video communications to overcome literacy barriers

• Create low literacy templates for Spanish language communications that can be branded by community 
organizations

Health insurance/health care costs • Clearly communicate COVID-19 vaccines are available without cost to patients

• Increase access to health insurance and health care services such as federally qualified health centers who 
provide care on a sliding fee scale for the uninsured

Immigration status • Clearly communicate that immigration status will be kept confidential

• Do not require SSNs or other residency documents in the appointment process or at vaccination sites

Location and transportation • Offer mobile vaccine events and long-term vaccine location in neighborhoods where Hispanic commu-
nity members live

• Provide clear information about the locations in Spanish

• Offer transportation assistance to get to COVID-19 vaccine locations

• Utilize CHWs to help find transportation and navigate community members to vaccine locations

Facilitators Recommendations for Practice
Workplace vaccination • Encourage workplace vaccination locations

• Provide help finding a location

• Provide paid time off to receive a vaccination

Health care provider recommendations • Utilize Spanish-speaking health care providers in vaccine outreach campaigns

• Utilize CHWs to provide information about the COVID-19 vaccine

• Increase the proportion of the Hispanic community who have a primary care physician

• Increase diverse health care workforce that includes Hispanic and/or Spanish-speaking health care provid-
ers

Engagement through schools • Implement vaccine information campaigns through schools

• Provide vaccines through school-based clinics
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Low literacy communication templates should be cre-
ated and distributed to community organizations and can 
be branded with organizational branding to take advan-
tage of these organizations’ position within the Hispanic 
community.

To address health insurance and health care cost bar-
riers, public health leaders must clearly communi-
cate COVID-19 vaccines are available without cost to 
patients. Long-term, it is critical to increase access to 
health insurance and health care services such as feder-
ally qualified health centers who provide care on a sliding 
fee scale for the uninsured.

To address immigration status concerns, public health 
leaders should clearly communicate immigration sta-
tus will be kept confidential, and patients should not be 
required to provide proof of social security number or 
legal residency in the appointment process or at time of 
vaccination.

To address location and transportation barriers, pub-
lic health leaders should offer mobile vaccine events 
and long-term vaccine location in neighborhoods where 
Hispanic community members live and provide clear 
information about the vaccine locations in Spanish. In 
addition, transportation assistance to COVID-19 vaccine 
locations is warranted. CHWs may also facilitate trans-
portation assistance to navigate community members to 
vaccine locations.

To leverage workplaces as a vaccine facilitator, public 
health leaders should partner with worksites and encour-
age employer vaccination locations. To leverage the facil-
itator of health care provider recommendations, public 
health leaders should utilize Spanish-speaking health 
care providers in vaccine outreach campaigns and uti-
lize CHWs to provide information about the COVID-19 
vaccine. Given the importance of primary care providers 
in vaccine uptake, it is critical to implement programs 
that will increase the proportion of the Hispanic com-
munity who have a primary care physician. Long-term 
public health efforts would benefit from a more diverse 
health care workforce that includes more Hispanic and/
or Spanish-speaking health care providers. To lever-
age the facilitator of engagement through schools, pub-
lic health leaders should implement vaccine information 
campaigns through schools and provide vaccines to both 
children and parents through school-based clinics.

Strengths and limitations
There are several strengths of the study. First, semi-
structured qualitative focus groups and interviews allow 
key concepts to be explored in depth and in participants’ 
own words. Additionally, the role of Hispanic facilitators 
for focus groups and interviews, coupled with allowing 
participants to conduct data collection in their language 

of preference (English or Spanish), may increase par-
ticipants’ candor. This study is not without limitations. 
This study sample is exclusively from Arkansas and self-
selected for participation; thus, findings may not be gen-
eralizable across all Hispanic communities in the US, 
especially among second and third generation Hispanics. 
Additionally, the larger number of women participants 
may limit the generalizability of these findings.

Conclusion
Hispanic communities in the US have been dispropor-
tionately affected by COVID-19. Increasing vaccination 
uptake in Hispanic communities is important for miti-
gating the effects of COVID-19 disparities. While there 
were many barriers to COVID-19 vaccine uptake iden-
tified by participants, there are ways to leverage facilita-
tors and implement efforts to address the barriers. Based 
on the findings of this study, a multi-modal and flexible 
approach will be implemented by the authors to address 
barriers to vaccine uptake among the Hispanic commu-
nity in Arkansas.

Abbreviations
US: United States; IVM: Increasing Vaccination Model; IRB: Institutional Review 
Board; CBPR: Community-based participatory research; REDCap: Research 
Electronic Data Capture; BRFSS: Behavioral Risk Factor Surveillance System; 
SSN: Social security number; CHW: Community health workers.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12889-​022-​14825-y.

Additional file 1: COVID-19 Vaccine Interview Guide. A semi-structured 
interview guide was developed collaboratively with community partners 
to ensure the questions were culturally relevant, informed by the com-
munity, and written in plain language. The interview guide was revised 
and translated into Spanish and then reviewed by two additional Spanish 
language translators. The interview guide included questions on barriers 
and facilitators of vaccination decisions.

Acknowledgments
Not applicable.

Authors’ contributions
Conceptualization of the research was performed by P.A.M., L.P.M., and J.Y. 
Manuscript conceptualization was performed by P.A.M., R.M., and M.O.R. 
Methodology was developed by R.M., M.O.R., and R.S.P. Formal analysis and 
investigation were performed by R.M., M.O.R., R.S.P., and C.W. The first draft of 
the manuscript was written by R.M. and M.O.R. R.M., M.O.R., R.S.P., L.P.M., J.Y., 
S.R., C.W., B.V., and P.A.M. substantively contributed to the writing and revision 
of the manuscript. All authors read and approved the final manuscript.

Funding
The community engagement related to this research is supported by the 
University of Arkansas for Medical Sciences Translational Research Institute 
funding awarded through the National Center for Research Resources and 
National Center for Advancing Translational Sciences of the National Institutes 
of Health (NIH) (UL1 TR003107); Rapid Acceleration of Diagnostics (RADx) (NIH 
3 R01MD013852-02S3 and 3 R01MD013852-03S2); and Community Engage-
ment Alliance (CEAL) Against COVID-19 Disparities (NIH 10T2HL156812–01). 

https://doi.org/10.1186/s12889-022-14825-y
https://doi.org/10.1186/s12889-022-14825-y


Page 10 of 11Moore et al. BMC Public Health         (2022) 22:2393 

The content is solely the responsibility of the authors and does not necessarily 
represent the official views of the NIH. Funding bodies had no role in the 
design of the study, data collection, analysis and interpretation of data, or in 
the writing of this manuscript.

Availability of data and materials
The deidentified data underlying the results presented in this study may 
be made available upon request from the corresponding author, Dr. Pearl 
A. McElfish, at pamce​lfish@​uams.​edu. The data are not publicly available in 
accordance with funding requirements and participant privacy.

Declarations

Ethics approval and consent to participate
Informed consent was obtained from all individual participants in their 
language of preference (English or Spanish). All participants were provided 
information on the study and their participation by email or on paper prior to 
scheduled interviews or focus groups, and consent was confirmed verbally at 
the beginning of each interview or focus group. Participants were given the 
opportunity to ask questions and discuss consent at the time of data collec-
tion. All study materials and procedures were approved by the University of 
Arkansas for Medical Sciences Institutional Review Board (IRB #261965).

Consent for publication
Not applicable.

Competing interests
The authors have no relevant financial or non-financial interests to disclose.

Author details
1 College of Medicine, University of Arkansas for Medical Sciences Northwest, 
1125 N. College Ave, Fayetteville, AR 72703, USA. 2 College of Nursing, Uni-
versity of Arkansas for Medical Sciences, 4301 W. Markham St, Little Rock, AR 
72205, USA. 3 Office of Community Health and Research, University of Arkansas 
for Medical Sciences Northwest, 1125 N. College Ave, Fayetteville, AR 72703, 
USA. 4 RootED Northwest Arkansas, 610B, E. Emma Ave, Springdale, AR 72764, 
USA. 

Received: 31 March 2022   Accepted: 6 December 2022

References
	1.	 Rossen LM, Ahmad FB, Anderson RN, Branum AM, Du C, Krumholz HM, 

et al. Disparities in excess mortality associated with COVID-19 — United 
States, 2020. Morb Mortal Wkly Rep. 2021;70(33):1114–9.

	2.	 Tai DBG, Sia IG, Doubeni CA, Wieland ML. Disproportionate impact of 
COVID-19 on racial and ethnic minority groups in the United States: a 
2021 update. J Racial Ethn Health Disparities. 2022;9(6):2334–9.

	3.	 Sáenz R, Garcia MA. The disproportionate impact of COVID-19 on older 
Latino mortality: the rapidly diminishing Latino paradox. J Gerontol Series 
B. 2021;76(3):e81–e7.

	4.	 Wilder JM. The disproportionate impact of COVID-19 on racial and ethnic 
minorities in the United States. Clin Infect Dis. 2021;72(4):707–9.

	5.	 Rodriguez-Diaz CE, Guilamo-Ramos V, Mena L, Hall E, Honermann B, 
Crowley JS, et al. Risk for COVID-19 infection and death among Latinos 
in the United States: examining heterogeneity in transmission dynamics. 
Ann Epidemiol. 2020;52:46–53.e2.

	6.	 Gil RM, Marcelin JR, Zuniga-Blanco B, Marquez C, Mathew T, Piggott DA. 
COVID-19 pandemic: disparate health impact on the Hispanic/Latinx 
population in the United States. J Infect Dis. 2020;222(10):1592–5.

	7.	 McElfish PA, Cleek AB, Willis DE, Purvis RS, James LP. Leveraging com-
munity engagement capacity to address COVID-19 disparities among 
Pacific islander and Latinx communities in Arkansas. J Clin Transl 
Sci. 2021;5(1):e81.

	8.	 McElfish PA, Rowland B, Porter A, Felix HC, Selig JP, Semingson J, et al. 
Use of community-based participatory research partnerships to reduce 
COVID-19 disparities among Marshallese Pacific islander and Latino 

communities – Benton and Washington counties, Arkansas, April–
December 2020. Prev Chronic Dis. 2021;18:210124.

	9.	 Vargas ED, Sanchez GR. COVID-19 is having a devastating impact 
on the economic well-being of Latino families. J Econ Race Policy. 
2020;3(4):262–9.

	10.	 Ramchandani R, Kazatchkine M, Liu J, Sudan P, Dybul M, Matsoso P, 
et al. Vaccines, therapeutics, and diagnostics for COVID-19: redesigning 
systems to improve pandemic response. BMJ. 2021;375:e067488.

	11.	 Kricorian K, Turner K. COVID-19 vaccine acceptance and beliefs among 
black and Hispanic Americans. PLoS One. 2021;16(8):e0256122.

	12.	 McFadden SM, Demeke J, Dada D, Wilton L, Wang M, Vlahov D, et al. 
Confidence and hesitancy during the early roll-out of COVID-19 vaccines 
among black, Hispanic, and undocumented immigrant communities: a 
review. J Urban Health. 2022;99(1):3–14.

	13.	 Kaufman HW, Niles JK, Nash DB. Disparities in SARS-CoV-2 positiv-
ity rates: associations with race and ethnicity. Popul Health Manag. 
2021;24(1):20–6.

	14.	 Brewer NT. What works to increase vaccination uptake. Acad Pediatr. 
2021;21(4):S9–S16.

	15.	 Brewer NT, Chapman GB, Rothman AJ, et al. Increasing vaccination: 
putting psychological science into action. Psychol Sci Public Interest. 
2017;18(3):149–207.

	16.	 Willis DE, Anderson J, Bryant-Moore K, Selig J, Long C, Felix H, et al. 
COVID-19 vaccine hesitancy: race/ethnicity, trust, and fear. Clin Transl Sci. 
2021;14(6):2200–7.

	17.	 Kricorian K, Civen R, Equils O. COVID-19 vaccine hesitancy: mis-
information and perceptions of vaccine safety. Hum Vaccin 
Immunother. 2022;18(1):1950504.

	18.	 Siegel M, Critchfield-Jain I, Boykin M, Owens A, Muratore R, Nunn T, et al. 
Racial/ethnic disparities in state-level COVID-19 vaccination rates and 
their association with structural racism. J Racial Ethn Health Disparities. 
2022;9(6):2361–74.

	19.	 Garcia J, Vargas N, de la Torre C, Magana Alvarez M, Clark JL. Engaging 
Latino families about COVID-19 vaccines: a qualitative study conducted 
in Oregon, USA. Health Educ Behav. 2021;48(6):747–57.

	20.	 Gehlbach D, Vázquez E, Ortiz G, Li E, Sánchez CB, Rodríguez S, 
et al. COVID-19 testing and vaccine hesitancy in Latinx farm-
working communities in the eastern Coachella Valley. Res Sq. 
2021;rs.3.rs-587686.

	21.	 Osakwe ZT, Osborne JC, Osakwe N, Stefancic A. Facilitators of COVID-19 
vaccine acceptance among black and Hispanic individuals in New York: a 
qualitative study. Am J Infect Control. 2022;50(3):268–72.

	22.	 Carson SL, Casillas A, Castellon-Lopez Y, Mansfield LN, Morris DA, Barron 
J, et al. COVID-19 vaccine decision-making factors in racial and ethnic 
minority communities in Los Angeles, California. JAMA Netw Open. 
2021;4(9):e2127582.

	23.	 Creswell JW, Creswell JD. Research design: qualitative, quantitative, and 
mixed methods approaches. 5th ed. Los Angeles: SAGE; 2018. p. 388.

	24.	 Nowell LS, Norris JM, White DE, Moules NJ. Thematic analysis: striving to 
meet the trustworthiness criteria. Int J Qual Methods. 2017;16(1):1–13.

	25.	 McElfish PA, Kohler P, Smith C, Warmack S, Buron B, Hudson J, et al. 
Community-driven research agenda to reduce health disparities. Clin 
Transl Sci. 2015;8(6):690–5.

	26.	 Wallerstein N, Duran B, Oetzel JG, Minkler M. Community-based participa-
tory research for health: advancing social and health equity. 3rd ed. San 
Francisco: Jossey-Bass; 2017.

	27.	 Harris PA, Taylor R, Minor BL, Elliott V, Fernandez M, O’Neal L, et al. The 
REDCap consortium: building an international community of software 
platform partners. J Biomed Inform. 2019;95:103208.

	28.	 Archibald MM, Ambagtsheer RC, Casey MG, Lawless M. Using zoom 
videoconferencing for qualitative data collection: perceptions and 
experiences of researchers and participants. Int J Qual Methods. 
2019;18:1–8.

	29.	 Hennink MM, Kaiser BN, Marconi VC. Code saturation versus mean-
ing saturation: how many interviews are enough? Qual Health Res. 
2017;27(4):591–608.

	30.	 Centers for Disease Control and Prevention. Behavioral risk factor surveil-
lance system prevalence & trends data. Atlanta: Centers for Disease 
Control and Prevention; 2020. Available from: https://​www.​cdc.​gov/​brfss/​
brfss​preva​lence/​index.​html.

pamcelfish@uams.edu
https://www.cdc.gov/brfss/brfssprevalence/index.html
https://www.cdc.gov/brfss/brfssprevalence/index.html


Page 11 of 11Moore et al. BMC Public Health         (2022) 22:2393 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	31.	 Khubchandani J, Sharma S, Price JH, Wiblishauser MJ, Sharma M, Webb 
FJ. COVID-19 vaccination hesitancy in the United States: a rapid national 
assessment. J Community Health. 2021;46(2):270–7.

	32.	 Steinberg EM, Valenzuela-Araujo D, Zickafoose JS, Kieffer E, DeCamp LR. 
The “Battle” of managing language barriers in health care. Clin Pediatr 
(Phila). 2016;55(14):1318–27.

	33.	 Schwei RJ, Pozo SD, Agger-Gupta N, Alvarado-Little W, Bagchi A, Chen AH, 
et al. Changes in research on language barriers in health care since 2003: 
a cross-sectional review study. Int J Nurs Stud. 2016;54:36–44.

	34.	 Jimenez ME, Rivera-Núñez Z, Crabtree BF, Hill D, Pellerano MB, Devance D, 
et al. Black and Latinx community perspectives on COVID-19 mitigation 
behaviors, testing, and vaccines. JAMA Netw Open. 2021;4(7):e2117074.

	35.	 Knights F, Carter J, Deal A, Crawshaw AF, Hayward SE, Jones L, et al. 
Impact of COVID-19 on migrants’ access to primary care and implica-
tions for vaccine roll-out: a national qualitative study. Br J Gen Pract. 
2021;71(709):e583–e95.

	36.	 Brice JH, Travers D, Cowden CS, Young MD, Sanhueza A, Dunston Y. Health 
literacy among Spanish-speaking patients in the emergency department. 
J Natl Med Assoc. 2008;100(11):1326–32.

	37.	 Njoku A, Joseph M, Felix R. Changing the narrative: structural barriers and racial 
and ethnic inequities in COVID-19 vaccination. IJERPH. 2021;18(18):9904.

	38.	 Lee J, Bruce J, Wang NE. Opportunities for supporting Latino immigrants 
in emergency and ambulatory care settings. J Community Health. 
2021;46(3):494–501.

	39.	 Wang RY, Rojo MC, Crosby SS, Rajabiun S. Examining the impact of restric-
tive Federal Immigration Policies on healthcare access: perspectives from 
immigrant patients across an urban safety-net hospital. J Immigr Minor 
Health. 2022;24(1):178–87.

	40.	 Cáceres NA, Shirazipour CH, Herrera E, Figueiredo JC, Salvy S-J. Exploring 
Latino Promotores/a de Salud (community health workers) knowledge, 
attitudes, and perceptions of COVID-19 vaccines. SSM Qual Res Health. 
2022;2:100033.

	41.	 Syed ST, Gerber BS, Sharp LK. Traveling towards disease: transportation 
barriers to health care access. J Community Health. 2013;38(5):976–93.

	42.	 Harkness A, Gattamorta KA, Estrada Y, Jimenez D, Kanamori M, Prado G, 
et al. Latinx health disparities research during COVID-19: challenges and 
innovations. Ann Behav Med. 2020;54(8):544–7.

	43.	 Lewis T. The biggest barriers to COVID vaccination for black and Latinx 
people: Scientific American; 2021. Available from: https://​www.​scien​
tific​ameri​can.​com/​artic​le/​the-​bigge​st-​barri​ers-​to-​covid-​vacci​nation-​for-​
black-​and-​latinx-​peopl​e1/.

	44.	 Dubé E, Gagnon D, MacDonald N, Bocquier A, Peretti-Watel P, Verger P. 
Underlying factors impacting vaccine hesitancy in high income countries: 
a review of qualitative studies. Expert Rev Vaccines. 2018;17(11):989–1004.

	45.	 Ndiaye SM, Hopkins DP, Shefer AM, Hinman AR, Briss PA, Rodewald L, et al. 
Interventions to improve influenza, pneumococcal polysaccharide, and 
hepatitis B vaccination coverage among high-risk adults: a systematic 
review. Am J Prev Med. 2005;28(5, Supplement):248–79.

	46.	 Iyasere J, Garcia A, Prabhu DV, Spaziani KJ. Trustworthy and trusted: strate-
gies to improve confidence in covid-19 vaccines. NEJM Catal Innov Care 
Deliv. 2021:7.

	47.	 Rutten LJF, Zhu X, Leppin AL, Ridgeway JL, Swift MD, Griffin JM, et al. 
Evidence-based strategies for clinical organizations to address COVID-19 
vaccine hesitancy. Mayo Clin Proc. 2021;96(3):699–707.

	48.	 Purvis RS, Hallgren E, Moore RA, Willis DE, Hall S, Gurel-Headley M, et al. 
Trusted sources of COVID-19 vaccine information among hesitant adop-
ters in the United States. Vaccines. 2021;9(12):1418.

	49.	 Purvis RS, Willis DE, Moore R, Bogulski C, McElfish PA. Perceptions of adult 
Arkansans regarding trusted sources of information about the COVID-19 
pandemic. BMC Public Health. 2021;21(1):2306.

	50.	 Manuel JI. Racial/ethnic and gender disparities in health care use and 
access. Health Serv Res. 2018;53(3):1407–29.

	51.	 Long A, Mathew S, Alvarez KS, Smartt J, Shah M, Madden C, et al. Co-
created messaging for influenza vaccination in a high-risk Hispanic 
community provides groundwork for COVID-19 vaccine. Health Equity. 
2021;5(1):345–52.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.scientificamerican.com/article/the-biggest-barriers-to-covid-vaccination-for-black-and-latinx-people1/
https://www.scientificamerican.com/article/the-biggest-barriers-to-covid-vaccination-for-black-and-latinx-people1/
https://www.scientificamerican.com/article/the-biggest-barriers-to-covid-vaccination-for-black-and-latinx-people1/

	Overcoming barriers and enhancing facilitators to COVID-19 vaccination in the Hispanic community
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Methods
	Study approach and design
	Participant recruitment, consent, and remuneration
	Data collection
	Qualitative data analysis
	Instrument

	Results
	Technological literacy and pre-registration
	Language and literacy
	Health insurancehealth care costs
	Immigration status
	Location and transportation
	Workplace vaccination
	Health care provider recommendations
	Engagement through schools

	Discussion
	Recommendations for practice
	Strengths and limitations

	Conclusion
	Acknowledgments
	References


