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Keywords: Background: Racialized, low-income, and migrant populations experience persistent barriers to vaccines against
Vaccine equity COVID-19. These communities in East and Northeast Calgary were disproportionately impacted by COVID-19,

Community-engaged yet faced vaccine access barriers. Diverse multi-stakeholder coalitions and community partnerships can

lgl(l)%?;tlsg improve vaccine outreach strategies, but how stakeholders perceive these models is unknown.
CBPR Methods: We conducted a formative evaluation of a low-barrier, community-engaged vaccine outreach clinic in

Calgary, Alberta, Canada, on June 5-6, 2021. We delivered an online post-clinic survey to clinic stakeholders, to
assess whether the clinic achieved its collectively derived pre-specified goals (effective, efficient, patient-
centered, and safe), to asses whether the clinic model was scalable, and to solicit improvement recommenda-
tions. Survey responses were analyzed using descriptive statistics and thematic analysis.

Results: Overall, 166/195 (85%) stakeholders responded. The majority were from non-healthcare positions
(59%), between 30 and 49 years of age (87/136; 64%), and self-identified as racialized individuals (96/136;
71%). Respondents felt the clinic was effective (99.2%), efficient (96.9%), patient-centered (92.3%), and safe
(90.8%), and that the outreach model was scalable 94.6% (123/130). There were no differences across stake-
holder categories. The open-ended survey responses supported the scale responses. Improvement suggestions
describe increased time for clinic planning and promotion, more multilingual staff, and further efforts to reduce
accessibility barriers, such as priority check-in for people with disabilities.

Conclusion: Diverse stakeholders almost universally felt that this community-engaged COVID-19 vaccine
outreach clinic achieved its goals and was scalable. These findings support the value of community-engaged
outreach to improve vaccine equity among other marginalized newcomer communities.
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L.E. Holdbrook et al.
1. Introduction

Globally, migrants in high income countries face disproportionately
higher COVID-19 infection rates, worse outcomes, and lower vaccina-
tion rates compared to non-migrants (Berardi et al., 2022; Biiyiim et al.,
2020; Edmonds and Flahault, 2021; European Centre for Disease Pre-
vention, 2021; World Health Organization, 2021; Fabreau et al., 2022;
Balakrishnan, 2021). In Canada, migrants (defined collectively as im-
migrants, temporary foreign workers, refugees, and asylum claimants)
experience many social vulnerabilities, leading to disproportionate
negative impact of COVID-19, decreased access to COVID-19 informa-
tion, and lower COVID-19 vaccine acceptance, compared to
non-migrants (Statistics Canada, 2021). These vulnerabilities include
overrepresentation in high-risk employment settings, language and
cultural barriers, racism and discrimination including structural racism,
poor housing conditions, low socioeconomic status, reduced health lit-
eracy, limited healthcare access, deportation fears, and mistrust of
health institutions, governments, and media (Edmonds and Flahault,
2021; Statistics Canada, 2021; Tuyisenge and Goldenberg, 2021; Patrice
and Lamboni, 2020; Reverby, 2021; McFadden et al., 2022; Abba-Aji
et al., 2022).

While lower vaccinaton rates among migrants have resulted in the
labeling of migrant and racialized communities as “vaccine hesitant”
(Statistics Canada, 2021), further inspection reveals that the historical
health system injustices endured by racialized communities and reduced
vaccine accessibility likely contribute significantly to the observed lower
vaccination rates (Tuyisenge and Goldenberg, 2021; Reverby, 2021).
Failure to address these social vulnerabilities and resulting health dis-
parities can then lead to discriminatory narratives which hold migrants
responsible for rising case numbers and prolonged waves of COVID-19
(Hudes, 2020). These narratives can persist, despite the overwhelming
evidence which suggests that upon arrival, migrants in Canada are
healthier than non-migrants, due to the “healthy immigrant effect”
(Vang et al., 2016). This illustrates the damaging effects of structural
racism (Reverby, 2021), and its impacts on the health and well-being of
migrants.

The World Health Organization (WHO) defines vaccine hesitancy as
a continuum mediated not only by confidence in vaccine effectiveness,
but also by constraints, calculation, complacency, and collective re-
sponsibility (Betsch et al., 2018; MacDonald et al., 2015). This nuanced
understanding of vaccine hesitancy therefore requires health systems to
employ equity-focused vaccine strategies, given that traditional
age-based vaccination campaigns are unable to address the complex
reasons for the observed vaccine disparities among migrant and
non-migrant populations in high income countries (Reverby, 2021;
Bibbins-Domingo et al., 2021).

Community-based Participatory Research (CBPR) is a recognized
methodology for advancing social change and reducing health dispar-
ities through equitable multi-stakeholder participation and knowledge
sharing across sectors (Cacari-Stone et al., 2014). CBPR emphasizes
building relationships to create meaningful partnerships between com-
munity members and institutions (Cook et al., 2019; Israel et al., 1998).
Through the intentional disruption of power asymmetries and the
meaningful consideration of various ways of knowing, rather than
assuming the primacy of ‘expert’ academic discourse, CBPR is a
post-colonial response to health inequities and racial disparities that
promotes transformative social action (Akwataghibe et al., 2022;
Sanchez et al., 2021; Tremblay et al., 2018). Vaccine delivery strategies,
therefore, may benefit from applying CBPR methods to prioritize com-
munity engagement and diverse stakeholder participation, to address
the persistent vaccine access inequities among migrant populations
(Burgess et al., 2021; Fernandez and Shorett, 2021; Quinn and Andra-
sik, 2021).

Global and national health organizations have recommended inter-
disciplinary vaccine equity strategies to address the social vulnerabil-
ities that reduce vaccine access among migrant populations (World
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Health Organization, 2021; World Health Organization, 2020; Mac-
Donald et al., 2021; Arya et al., 2021). In addition, the Royal Society of
Canada has called for increased collaboration across four sectors to
enhance vaccine acceptance: People and Communities; Health Care
Workers; Health Care System and Local Public Health Units; and all
government levels (MacDonald et al., 2021). However, how these
models are perceived across stakeholder groups, and their collective
improvement suggestions for community-based vaccine outreach
models, is lacking. Given the varied perspectives, resources, and con-
straints among diverse stakeholder groups, the best practices for design,
coordinaton, implementation and improvement of community-engaged
COVID-19 vaccine outreach strategies remain unclear (MacDonald et al.,
2021). To address these gaps we performed a formative evaluation to
gather perspectives from a multistakeholder cohort of staff members
who participated in the first community-engaged vaccine clinic for
COVID-19 in Calgary, Alberta, Canada.

2. Materials and methods
2.1. Context

In June 2021, a multistakeholder, community-partnered COVID-19
vaccine outreach clinic was organized and launched in a marginalized
region of Calgary, a major metropolitan center in Alberta, Canada. In
Alberta, the health system is divided into regions known as local
geographic areas (LGAs), which are cared for by “Primary Care Net-
works” (PCNs) which facilitate coordination between physicians and
other health care professionals (Alberta Primary Care Networks, 2019).
The provincial healthcare system that oversees all healthcare in Alberta
is Alberta Health Services (AHS). Approximately 23.5% of the popula-
tion in Alberta self-identify as a visible minority or racialized, and 21.2%
are recent immigrants (Government of Alberta, 2018). The clinic tar-
geted the Upper Northeast, East, and Lower Northeast LGAs of Calgary,
which contain a large population of racialized residents, (Government of
Alberta, 2018) including migrants, many of whom worked in frontline
public-facing occupations (Statistics Canada, 2021). These LGAs also
contain some of the lowest income neighbourhoods in the province
(Government of Alberta, 2018). Throughout the pandemic, these com-
munities were disproportionately affected by COVID-19, with higher per
capita infection rates (Alberta Health Services, 2021), and approxi-
mately 20-25% lower first dose vaccinations, compared to the city’s
highest income neighbourhoods (Alberta Health Services, 2021; Tait,
2021; Fedor, 2021; Gibson, 2021). In fact, by May 2021, the East and
Northeast regions of Calgary experienced the highest per capita
COVID-19 infection rates and lowest rates of vaccination uptake in the
city (Alberta Health Services, 2021; Tait, 2021; Fedor, 2021; Gibson,
2021).

This vaccine clinic occurred when first vaccine doses were widely
available for residents 12 years and older, and the second vaccine dose
campaign had begun (Alberta Health Services, 2022). A
multi-stakeholder group, initiated by the Calgary East Zone Newcomers
Collaborative (CNC), included healthcare workers, physicians, commu-
nity organizations, health system and public health employees, admin-
istrators, municipal and provincial government officials, university
investigators and research staff, resettlement organizatioins, and com-
munity volunteers worked closely to co-design and implement the clinic.
The CNC is a collective of immigrant services, community-based orga-
nizations, healthcare workers, and service providers, who support mi-
grants and newcomers, and is funded by the municipal, provincial, and
federal governments (Centre for Newcomers, 2023). Vaccines for this
clinic were provided by the province, and the city provided in-kind
support operationally.

Collaboratively, these stakeholders identified clinic objectives and
pre-specified the overarching goal to conduct an effective, efficient, pa-
tient centered, and safe community-engaged COVID-19 vaccination clinic.
We conducted a formative evaluation to assess stakeholder perceptions
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on whether this goal was achieved, scalability of the clinic, perceived
barriers and facilitators to clinic implementation, and suggestions for
improvement.

2.2. Intervention

Leveraging the diverse multistakeholder partnerships, the clinic
aimed to reduce multiple community-identified accessibility barriers
including: (1) accessibility (i.e., time or operation, location, and trans-
portation); (2) cultural (i.e., language, health and digital literacy, and
community mistrust); and (3) convenience (i.e., walk-up assembly-line
model, family-based vaccinations, and childcare provision). The clinic
utilized a free, walk-up model that did not require appointments and
was open to all regardless of immigration status or health care coverage,
with an emphasis on reaching community members in the East and
Northeast areas of the city. The municipal government offered free
public transit to and from the vaccination site, and ride-share vouchers
were provided to individuals unable to access public transportation or
taxis. To maximize accessibility, services were available in 16 languages
(Appendix A) and the clinic operated extended hours for two days (Sat-
urday and Sunday) between 08:00 and 22:00. Community agencies
concurrently provided food hampers and additional social support to
clinic attendees.

2.2.1. Clinic structure

The vaccine clinic employed a “hockey hub” model in a large city-
owned recreation center, centrally located within the target commu-
nities and co-located near a public transit hub. The “hockey hub” model
(Grey Bruce Health Unit, 2021; Grey Bruce Health Unit, 2021) utilized
an arena to operate an assembly line-style clinic, where vaccinators
moved through rows of seated patients with mobile vaccine carts
(McCutcheon and Van Dijk, 2021) (Appendix B). Vaccinations and
post-vaccination care were delivered by physicians supplied with carts
that contained pre-filled vaccine syringes and other necessary materials.

Staff did not gather immigration or passport information, which
could trigger feelings of anxiety and apprehension, potentially leading
people to leave the clinic prior to receiving their vaccine. Cultural bro-
kers and international medical graduates (IMGs) provided real-time
interpretation services across multiple languages and cultures
throughout the clinic. Undocumented community members or those
without provincial healthcare coverage were supported to confidentially
complete clinic registration to obtain a vaccine.

2.2.2. Operational clinic data

While this paper focuses on responses from the clinic’s healthcare
staff, community and city staff, and volunteers, it represents only one
component of a broader investigation clinic data and patient perspec-
tives. In total, 2280 first dose COVID-19 vaccinations were delivered,
with a 2-min median wait time (Hassan et al., 2022). This clinic was
successful in reaching the target populations in East and Northeast
Calgary, as over 69% of participants resided in these areas. Finally,
patients reported near universal agreement that the clinic was conve-
nient, safe, and provided a preferred method of vaccination for second
doses (Hassan et al., 2022).

2.3. Measures

We conducted a formative evaluation to assess: whether the vaccine
clinic achieved its pre-specified goals, operational barriers and facilita-
tors, whether clinic stakeholders perceived it to be scalable, and to so-
licit improvement suggestions. We employed an anonymous 16-item
online survey, in English, to collect both scale and open-ended responses
among all clinic stakeholders.

Survey participation was voluntary and no incentives were used. In
all, five of the 16 questions collected demographics. The remaining 11
questions consisted of six closed-ended multiple choice questions (i.e.,
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Yes, No, Not sure) regarding whether the vaccine clinic met its pre-
defined objectives, scalability for future clinics, and respondents’ will-
ingness to participate in future clinics, and five open-ended questions
regarding the staff’s perceptions and suggestions for improvement. The
survey took approximately three to four minutes to complete, and in-
vitations were sent after each vaccine clinic day with a clickable link
directing participants to the survey webpage (Qualtrics; Provo, UT,
USA).

This study’s primary objective was to evaluate a public health
operation deemed urgent considering the COVID-19 pandemic. Consis-
tent with the standards set out in the Tri Council Policy Statement 2018
(Chapter 2, Article 2.5), which describe quality improvement and
evaluation studies as activities that do not require full ethics review
(Canadian Institutes of Health Research, 2018), the University of Cal-
gary’s Conjoint Health Research Ethics Board provided an exemption
from a full Research Ethics Board review for this study. Finally, we
followed the Standards for Quality Improvement Reporting Excellence
(SQUIRE 2.0) guidelines in this quality improvement study (SQUIRE,
2015).

2.4. Analysis

2.4.1. Scale responses

We utilized descriptive statistics and proportions to characterize
participants’ demographic characteristics and survey responses. To
capture the diverse multi-stakeholder partnerships involved, we strati-
fied the responses into three main staff role categories: (1) healthcare
staff (physicians, nurses, PCN staff, research team members and AHS
staff); (2) city and community agency (City of Calgary staff and com-
munity agency partners); and, (3) community volunteers. Respondents
who did not specify their staff role during the clinic were excluded from
this analysis. Duplicate entries were identical and therefore removed.
Due to the diversity of stakeholders, we suspected that responses would
differ significantly based on perspectives, lived experiences and prior-
ities among the coalition of partners. Therefore, we performed Chi-
square tests across our stratifications of interest to test this assump-
tion, based upon staff role (i.e., healthcare, city, volunteers) using the
statistical software Stata/IC version 16 (StataCorp LLC,; College Station,
TX, USA) (StataCorp, 2019).

2.4.2. Open-Ended responses

We performed an iterative thematic analysis on all open-ended sur-
vey responses. We started with a deductive strategy to sort the responses
into categories, followed by an inductive approach to analyze the
categorized responses. For the deductive strategy, three independent
researchers coded a subset of the survey responses using the a priori
clinic objectives as the main structure for initial coding: (1) effective
(able to reach vaccination goals); (2) efficient (clinic structures that
improved efficiency); (3) patient-centered (structure that benefited pa-
tients or prioritized patients’ unique needs); and (4) safe (factors that
promoted staff, patients’, and volunteers’ safety). Any coding discrep-
ancies were reconciled by consensus. The three investigators agreed on
the themes: facilitators, barriers, and improvement suggestions, which
emerged from the open-ended responses. Investigators then used line-
by-line coding to further group responses into subthemes under the
four initial objective. We updated the codebook iteratively as new
subthemes became relevant and were agreed upon. We also collected
standout quotes to represent the diversity of clinic stakeholders
involved. We used NVivo 12 software (released March 2018) (QSR In-
ternational Pty Ltd., 2018) to conduct the thematic analysis.

2.4.3. Data integration

We analyzed the scale responses first, followed by the open-ended
responses. The major themes were then compared to provide clarity
and meaning. We also considered survey respondents’ clinic roles
alongside the open-ended responses to further explain the scale
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responses.
3. Results
3.1. Response rate

We sent 195 invitations to clinic healthcare providers, staff and
volunteers and received a total of 166 surveys (166/195; 85.1% overall
response rate) (Fig. 1). Three surveys were empty and were dropped
from the analysis. Of the 163 remaining surveys (163/195; 83.6%
completion rate), we identified 22 duplicate entries from individuals
who completed the survey twice, after each clinic day. After removing
duplicates for the quantitative analysis, we identified 141 individual
responses. Finally, since scale responses were stratified by role within
the clinic, we excluded the 4 respondents who did not specify their role,
for a total of 137 responses included in the quantitative analysis (137/
195; 70.3% response rate). Duplicate respondents provided different
open-ended responses for each clinic day; therefore, we included all 163
responses in our qualitative analysis (163/195; 83.6% response rate).
The open-ended feedback response rate was 90.1% (127/141).

3.2. Survey respondents demographics

Sixty-six percent (91/137) of survey respondents were female and
most belonged to the following age ranges: 30-39 years (38/136,
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137; 31%), and volunteers (38/137; 28%) (Table 2). Overall, the ma-
jority of the staff cohort (59%) were from non-healthcare professions.
Table 2 presents the breakdown of self-identified clinic roles among
study participants.

3.3. Survey scale responses

Table 3a-e summarize the post-clinic survey responses. We found no
significant response differences across participant groups (Table 3).
Respondents almost universally felt that the clinic met its prespecified
objectives — that it was effective (99.2%, 129/130), efficient (96.9%,
124/128), safe (90.8%, 118/130), and patient-centered (92.3%, 120/
130). Overall, 94.6% (123/130) of respondents felt the outreach
vaccination clinic model could be effectively scaled up to other work-
sites, neighbourhoods, and locations (Table 4). Finally, 96.1% of the
staff (124/129) indicated they would participate in future outreach
vaccination clinics (Table 4).

Table 2
Vaccination clinic staff roles.
Staff Roles Total
n =137 (%)
Healthcare Family physician 14 (10.2)
PCN Staff 11 (8.1)
Nurse 11 (8.1)

Specialist Physician 8(5.8)
27.9%), 40-49 years (49/136, 36.0%), and 50-59 years (28/136, Evaluation Team 6 (4.4)
20.6%) (Table 1). While 29.4% of respondents self-identified as White Team lead 4(2.9)
(40/136), 70% self-identified as racialized (non-white), with 21.3% as AHS Staff 2(1.5)
South Asian (29/136), 13.2% as Filipino (18/136) and 11.8% as Black ity & € . (T:‘?ta‘fc 1 . 26 2(‘;"-9)
African (16/136). The remaining respondents (4/136) 2.9% belonging ity & Community Ct)tx};;un?tiiz:r:iy Partner 39( ('2;5)
to other racialized minority groups presented in Table 1. Total 43 (31.4)
Respondents represented 10 different clinic roles across three cate- Volunteers Volunteer 38 (27.7)
gories: healthcare (56/137; 41%), city and community workers (43/
Table 1
Clinic staff cohort characteristics.
Factor Total Staff P-Value*
— City/Community Healthcare Volunteers
N % N % N % N %
Sex
Male 46 33.6 14 32.6 19 33.9 13 34.2 0.99
Female 91 66.4 29 67.4 37 66.1 25 65.8
Total 137 100.0 43 100.0 56 100.0 38 100.0
Gender
Men 46 33.6 14 32.6 19 33.9 13 34.2 0.99
Women 91 66.4 29 67.4 37 66.1 25 65.8
Total 137 100.0 43 100.0 56 100.0 38 100.0
Identity
White 40 29.4 10 23.3 25 45.5 5 13.2 0.20
South Asian 29 21.3 7 16.3 10 18.2 12 31.6
Filipino 18 13.2 6 14.0 6 10.9 6 15.8
Black African 16 11.8 8 18.6 4 7.3 4 10.5
Arab 8 5.9 4 9.3 2 3.6 2 5.3
Chinese 6 4.4 2 4.7 2 3.6 2 5.3
Latin American 5 3.7 3 7.0 2 3.6 0 0.0
West Asian 5 3.7 1 2.3 1 1.8 3 7.9
Multiple categories 5 3.7 1 2.3 1 1.8 3 7.9
Southeast Asian 2 1.5 1 2.3 1 1.8 0 0.0
Korean 1 0.7 0 0.0 1 1.8 0 0.0
Other 1 0.7 0 0.0 0 0.0 1 2.6
Total 136 100.0 43 100.0 55 100.0 38 100.0
Age
<18 1 0.7 0 0.0 0 0.0 1 2.6 0.05
20-29 9 6.6 1 2.3 3.6 6 15.8
30-39 38 27.9 16 37.2 14 25.5 8 21.1
40-49 49 36.0 11 25.6 26 47.3 12 31.6
50-59 28 20.6 11 25.6 11 20.0 6 15.8
60-69 11 8.1 4 9.3 2 3.6 5 13.2
Total 136 100.0 43 100.0 55 100.0 38 100.0

*P-values were attained by Chi Square analysis between City, Healthcare, Volunteers.
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Table 3
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a-3d joint display of scale responses and open-ended responses for stakeholder post-clinic questionnaire: effective, efficient, patient-centered, and safe.

Table 3a. Effective

Do you think the mobile clinic was: Effective?

Factor Staff
City Healthcare Volunteers P-Value*
N % N % N % 0.35

Yes 41 97.6 51 100.0 37 100.0

No 0.0 0 0.0 0 0.0

Unsure 1 2.4 0 0.0 0 0.0

Total 42 100.0 51 100.0 37 100.0
Themes Quotes

Facilitators e Diverse multidisciplinary team “Great collaboration between partners in the planning and implementation phase with short lead time....” - City &
e Clearly defined roles Community
e Collaboration

Barriers e Short notice and limited publicity “Very frustrating to have excess capacity and turn away people from the same communities for 2nd doses. This was
e Short duration (two days) a missed opportunity that is very hard to understand in the context of how severely affected E/NE Calgary has been
e No second dose by COVID.” - Healthcare

Improvements e More time to prepare for clinic “Both doses can be offered, as many people came for their second dose” - Volunteer

Increased promotion of clinic
Book both doses

*P-values were attained by Chi Square analysis between City, Healthcare, Volunteers.

Table 3b. Efficient

Do you think the mobile clinic was: Efficient?

Factor Staff
City Healthcare Volunteers P-Value*
N % N % N % 0.64
Yes 40 97.6 49 98.0 35 94.6
No 0.0 0 0.0 0 0.0
Unsure 1 2.4 1 2.0 2 5.4
Total 41 100.0 50 100.0 37 100.0
Themes Quotes
Facilitators e Low wait times “... the wait time was very good, not too long of line up compared to [the provincial clinic], which was way too
e Organized protocols long...” - City & Community
e Adequate staffing
Barriers o Staff felt rushed “People were being hurried while they were filling the forms as the line had to be moving” - Volunteer

Improvements .

Bottlenecks and logistical challenges

Frequent process changes

Increased organization “Create like a phone call line [so that] questions and concerns can be addressed before clients come to vaccination
Logistical and physical layout site” - Healthcare

Phone call line for questions

*P-values were attained by Chi Square analysis between City, Healthcare, Volunteers.

Table 3c. Patient-Centered
Do you think the mobile clinic was: Patient centred?

Factor Staff
City Healthcare Volunteers P-Value*
N % N % N % 0.21

Yes 38 90.5 50 98.0 32 86.5

No 0 0.0 0 0.0 1 2.7

Unsure 4 9.5 1 2.0 4 10.8

Total 42 100.0 51 100.0 37 100.0
Themes Quotes

Facilitators e Access barriers addressed “... I had several family members attend who were vaccine hesitant for many reasons. However, by
o Cultural/linguistic support removing the barriers of transport, accessibility and appointments, this clinic truly brought the
e Community engagement vaccine to the community.” - City & Community

Barriers e Patient evaluation surveys “Saw several clients struggling to answer the survey questions. I think four pages was too much.” -
o Cultural/linguistic challenges Volunteer
e Short notice about clinic

Improvements e More multilingual staff “Employ clinicians in more languages, and...religious affiliations, such as temples and mosques.” -
e Increased community engagement Healthcare

Overcome access barriers (mobile buses)
Accommodations for physical disabilities/different needs

*P-values were attained by Chi Square analysis between City, Healthcare, Volunteers.

Table 3d Safe

Do you think the mobile clinic was: Safe?

Factor Staff
City Healthcare Volunteers P-Value*
N % N % N % 0.12

Yes 37 88.1 50 98.0 31 83.8

No 0 0.0 0 0.0 1 2.7

Unsure 5 11.9 1 2.0 5 13.5

Total 42 100.0 51 100.0 37 100.0
Themes Quotes

Facilitators e COVID-19 measures “Moving the registration personnel indoors [worked well].” — City & Community

(continued on next page)
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Table 3 (continued)
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Table 3d Safe
Do you think the mobile clinic was: Safe?
Factor Staff
City Healthcare Volunteers P-Value*
e Language support
e Weather accommodations
Barriers e Lack of resources for weather “Did not sanitize each seat after client was finished with their vaccinations.” - City & Community
e Not enough COVID-19 safety
Improvements o Increased resources to respond to weather changes “...face shields in addition to the self-provded masks would have been appropriate for the greeters who had to
o Increased COVID-19 precautions get in close proximity of the patrons.” - Volunteer

*P-values were attained by Chi Square analysis between City, Healthcare, Volunteers.

3.4. Open-ended responses: facilitators & barriers

Respondents provided feedback on clinic barriers, facilitatiors, and
improvement suggestions. The following joint displays (Table 3a-d)
summarize the key themes that emerged, in conjunction with the
quantitative data.

3.4.1. Effective

Facilitators. Respondents felt that the wide range of staff expertise, the
diversity of the multidisciplinary team, and collaboration across stake-
holders contributed to the effectiveness of the clinic. Respondents noted
a “super collaborative” (City & Community) atmosphere between the
people and organizations represented, and that clinic roles and expec-
tations were well defined (Table 3a). The quotes below highlights the
diversity of staff present and the benefit of including all stakeholders in
the planning process:

“It was great to see social services were on site. In terms of planning, all
the key players were at the table, so it made things move.” - City &
Community

“Collaborative governance model, collaborations of multiple social ser-
vices agencies, community groups, and healthcare professionals.” — City
& Community

Barriers. Respondents noted that the short notice to plan the clinic, as
well as the short timeline between approval and clinic launch, made it
difficult to adequately publicize the event:

“Approval for the clinic came late which subsequently delayed notifica-
tion to the public” - Healthcare

Respondents also felt the clinic’s duration was too short: “only 2 days
[long], it was not enough” (Healthcare), and expressed frustration that the
clinic was unable to offer second vaccine doses (Table 3a).

3.4.2. Efficient

Facilitators. Respondents noted the low wait times, strong organization
protocols, and adequate staffing, as facilitators for clinic efficiency
(Table 3b). Low wait times stood out as a key contributor to efficiency:

“Efficient flow for us administering vaccines. Was able to vaccinate
someone every 3 min” - Healthcare

Participants also highlighted strong organization protocols, such as
line management for registration and vaccinations as a strength of the
clinic, citing that “having the registration and pre-screening questions done
before seating for vaccines” (Healthcare), contributed to efficient vaccine
delivery.

Finally, stakeholders felt that adequate staffing and supports for staff
contributed to efficiency. They felt that the “number of volunteers/staff/
doctors/nurses available for each role” (Healthcare) was sufficient, and
that having clearly defined roles, checking in with staff, and ensuring

volunteers took breaks, facilitated clinic efficiency.

“Volunteers knew what they were doing from start to finish. We also had
a volunteer coordinator who checked up on us and the volunteers, often
reassuring people that they were doing a good job and ensuring people
were taking breaks. — Volunteer”

Barriers. Respondents described feeling rushed to move people through
registration as a barrier, leaving patients with unanswered questions and
confusion about the vaccination process:

“People were rushing us to rush [the patients] into registration, meaning
that some people were unable to receive a survey, [...] at this time, it felt
like efficiency trumped quality of experience for the client and that is
wrong” — Volunteer

They also described bottlenecks at registration as a barrier, and
identified logistical challenges, such as a lack of “seating for people who
were accompanying clients” (Volunteer). Finally, frequent process changes
were identified due to severe weather, including rain, which caused the
registration to move indoors. Staff highlighted the “changing of plans
multiple times” (City & Community) as a barrier to efficiency.

3.4.3. Patient-centered

Facilitators. Stakeholders felt that the reducing access barriers, low wait
times, providing cultural and linguistic support, and community
engagement contributed to the clinic being patient-centered.

The efforts to reduce access barriers which supported its patient-
centered goal included the clinic’s walk-in style, the central commu-
nity hub location, ease of access via public transportation, and the
provision of transit tickets, taxi coupons, and ride-share vouchers. Sur-
vey respondents expressed that these efforts created an easy vaccine
experience for community members (Table 3c).

Respondents also described the cultural and linguistic support
available as enhancing the patient-centered aspect of the clinic. Staff
noted that multiple languages were supported which helped reduce fear
and increase patient comfort among migrant community members:

“I'noticed that people without papers (health card, visa) were so afraid to
give information, but after being reassured in their own language they
provided all the information that we asked for.” - City & Community

Respondents felt the “outstanding community engagement by social
service agencies” (City & Community), contributed to its patient-centered
goal. Community-based organizations, newcomer-serving agencies, and
social services were present throughout, and participated in the clinic’s
planning and implementation.

Barriers. The factors identified as barriers to achieving the patient-
centered goal include the patient evaluation surveys, cultural and lin-
guistic challenges, persistent access barriers and lack of accomodations
for those with physical disabilites, and the short notice prior to the
clinic.

Staff noted that the patients struggled to understand the wording of
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the patient evaluation surveys, had difficulty completing the paper
surveys while in line, and that the survey was too long. Many did not
finish the surveys at all (Table 3c).

While efforts were made to accommodate the community members’
various first languages, cultural and linguistic barriers remained as in-
terpreters for some languages were missing. Further, even if a patient’s
language was correctly identified at check-in and received support in
their language, oral interpreters were at times unavailable when phy-
sicians administered vaccinations. As one respondent noted, “On occa-
sion, language at the time of actually administering the vaccine”
(Healthcare) was a barrier.

Despite efforts to reduce physical access barriers, stakeholders still
noted a lack of accommodations for patients with physical disabilities
and felt that a “priority check-in line for people with disabilities” (Volun-
teer) was needed.

3.4.4. Safe

Facilitators. Respondents felt that the clinic’s adherence to COVID-19
protocols helped improve its safety (e.g., sanitizing, mask wearing).
Respondents also felt that patients’ access to their preferred language for
communication promoted their safety. Lastly, moving the clinic’s
registration indoors in response to a severe thunderstorm was identified
as a positive safety response (Table 3d).

Barriers. Barriers to safety include lack of resources for the inclement
weather, such as, “not enough ponchos for the volunteers” (City & Com-
munity), and safety concerns around COVID-19, such as, insufficient
sanitization of chairs and not enough PPE.

“Not enough PPE offered to volunteers - face shields in addition to self-
provided masks would have been appropriate for the greeters who had
to get in close proximity of the patrons.” — Volunteer

3.5. Suggestions for improvements

3.5.1. Effective

For future outreach vaccine clinics, survey respondents identified
three key areas that would improve effectiveness: more time for plan-
ning and preparation, increased marketing, advertisement, and promo-
tion to community, and the ability to deliver additional vaccine doses
(Table 3a).

Respondents highlighted the need for more planning time,
perhaps should have been organized a few weeks earlier” (Healthcare), and
the need for increased communication through physical and digital
channels preferred by newcomer communities:

“

“Having posters out in different languages at temples, mosques, Gurd-
wara, radio announcements, [and] TV channels could have brought in
larger numbers.” - Healthcare.

Another improvement suggestion for future clinics was to provide
second vaccine doses, as this clinic was restricted to providing only the
first dose of the COVID-19 vaccine. Community members hoping to
receive their second dose were turned away (Alberta Health Services,
2021; Alberta Health Services, 2021).

3.5.2. Efficient

Survey respondents provided suggestions to improve efficiency for
future vaccine clinics, including improved organization at the clinic to
reduce bottlenecks, particularly with drawing up vaccine doses. Health
system protocols dictated that physician vaccinators had to draw up
each of their own vaccine doses, which required significant time. The
‘hockey hub’ model utilized “immunization coaches” to support physi-
cians with proper vaccine administration. To improve efficiency, re-
spondents suggested increased support from immunization coaches,
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including drawing up the vaccine and labeling the syringes, to reduce
wait times:

“...coaches able to draw vaccine up, label each syringe, and have the
immunizer double check — this will speed up the wait significantly”
(Healthcare).

In addition, logistical changes and changes to the physical layout,
such as extended duration for more than two days, having a larger
venue, and, “identifying alternative parking spots for volunteers” (City &
Community), were suggested.

Finally, respondents suggested setting up a phone line for interested
patients to ask questions and have their concerns addressed, prior to
coming to the clinic (Table 3b).

3.5.3. Patient-centered

While many aspects of this clinic addressed the social vulnerabilities
specific to newcomers, barriers still remained. Staff suggested several
improvements to enhance the clinic’s “patient-centered” goal, such as
increased language supports, increased community engagement and
clinic promotion, further efforts to overcome accessibility barriers
through use of mobile buses, priority check-in lines for people with
disabilities, separate vaccination lines for those under 18 which include
child-friendly activities, and choosing future locations with increased
access to public transportation such as light rail train (LRT) stations:

“Health care in the NE has to change, cannot be always a clinic model.
Health care practitioners...need to go to the people, be a part of their
communities. [Mobile buses] would be a great concept...not just for covid
vaccines, but flu shots and other vaccines.” — Healthcare

“...perhaps we need a [designated] <18 [years] row with a pediatrician
in Disney oultfits to help those kids feel more comfortable.” - Healthcare

3.5.4. Safety for vulnerable patients

Respondents felt that the clinic’s largest safety improvements would
come from increased COVID-19 safety measures, and planning for un-
expected weather changes. Suggestions included more PPE for volun-
teers, such as “face shields in addition to self-provided masks” (Volunteer),
“a bit more sanitization for staff/people who were vaccinating others”
(Volunteer), and “something to protect clients from the weather”
(Volunteer).

4. Discussion

We present a formative evaluation of a community-engaged COVID-
19 vaccine clinic that summarizes the perspectives of diverse stake-
holders representing healthcare workers, city and community workers,
and volunteers. Respondents almost uniformly felt the vaccine clinic met
its collaboratively defined goals of being effective, efficient, patient-
centered, and safe, and was scalable to other locations. Our findings
suggest that the collaboration among diverse stakeholders across
various sectors contributed to the clinic’s perceived success.

Respondents felt the clinic’s success depended upon its use of
multilingual staff, reducing vaccine access barriers, and priortizing
community engagement. Interestingly, staff members’ diversity
mirrored the ethnocultural diversity of its target communities and thus
helped broker language and cultural barriers. Ensuring that undocu-
mented migrants were welcomed and made to feel safe was also
perceived as critical to the clinic’s success. Despite its overall perceived
success, respondents felt that inadequate planning time, limited time for
outreach and awareness, and having to turn away those eligible for their
second vaccine doses, presented barriers to achieving the clinic’s goals.
Improvement suggestions for future community vaccine clinics include
providing additional language support, increased pre-clinic promotion
and engagement, increasing clinic duration, and providing additional
vaccine doses to those eligible.
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Like many other low-income and racialized communities across
North America, Europe, and the Middle East, the communities this
vaccine outreach clinic targeted were disproportionately impacted by
COVID-19 infections, experienced multiple access barriers, and reported
lower vaccination rates compared to high-income areas. Residents of the
clinic’s targeted geographic areas were discriminated against for expe-
riencing among the highest per capita rates of COVID-19 and the lowest
vaccination rates in the province (Hudes, 2020), and were labelled as
“vaccine hesitant” (Statistics Canada, 2021). This resulted in scape-
goating of the community as being responsible for the ongoing waves of
COVID-19 in the province (Hudes, 2020), reinforcing the stereotype of
migrants being vectors of disease.

Discourses that label marginalized communities as “vaccine hesi-
tant”, and blame them for spreading COVID-19, are directly challenged
by this community-engaged clinic. These same communities achieved
nearly 100% first dose COVID-19 vaccination rates among eligible res-
idents >12 years five months after this community-engaged clinic took
place (Markus, 2021). This suggests that disparities in vaccine uptake
among migrant and non-migrant populations may not be an issue of
willingness to vaccinate, but rather an issue of vaccine accessibility
(Bibbins-Domingo et al., 2021). Additonally, vaccine disparities among
migrant and non-migrant communities may be mediated by multi-
stakeholder coalitions. Further, this community-based achievement
highlights the potential of CBPR to repair broken trust between com-
munity members and institutions (McElfish et al., 2021), as well as
transform communities through investing in capacity-building and
genuine partnerships with community members, despite the structural
inequities and limitations of traditional public health initiatives
(Demeke et al., 2022).

While public health initiatives are often siloed, this COVID-19 vac-
cine outreach clinic demonstrates the potential benefits of combining
multistakeholder parnterhips and CBPR principles to reduce health in-
equities. Community-engaged public health interventions such as vac-
cine outreach clinics, are resource-intensive and can include high
upfront costs, time investments, and disruptions to regular operations to
provide outreach services (Government of Canada, 2021). Our findings,
however, demonstrate that stakeholders across healthcare, government,
and community sectors, were willing to add the resources required for
community-based care models and almost universally agreed it was an
acceptable alternative to traditional vaccine clinics. This acceptance of
CBPR vaccine delivery methods provides evidence for the need to invest
in community-based post-colonial responses to persistent health in-
equities and disparities.

CBPR methods have been used to establish community-based vaccine
clinics in other North American settings. For example, Marquez et al.
utilized “community-academic-public health partnerships” to deliver a
“community-centered” vaccine strategy, including a series of neigh-
bourhood vaccine clinics, which successfully reduced barriers to COVID-
19 vaccination for the Latinx community in San Francisco (Marquez
et al., 2021). Similarly, in Philadelphia, multistakeholder
community-based COVID-19 vaccine clinics were implemented in
medically underserved areas to reduce access barriers and improve
health equity for Black community members (Klusaritz et al., 2022).

While this intervention was the first low-barrier community-based
vaccine clinic in Alberta, our findings, demonstrate that CBPR-based
vaccine initiatives are transferrable to the Canadian context and offer
an equity-based approach to addressing vaccine barriers for migrants.

Further study is needed to examine the perspectives of migrants who
participated in this community-based vaccine clinic. Patient perspec-
tives will help to better understand the factors associated with vaccine
access and hesitancy among migrants. Finally, more research is needed
to explore best practices in maintaining community-based interventions
over the long-term, and how to effectively integrate them into standard
health system operations.

While respondents perceived that this community-engaged vaccine
clinic met its objectives, there are limitations to consider. First,

Journal of Migration and Health 7 (2023) 100188

stakeholders participated voluntarily, therefore they may have already
had favourable opinions of community-engaged vaccine delivery
models. Second, because the survey instrument was developed with
collaboration from community members, it has not been validated, and
therefore presents an unknown risk for bias. Finally, this evaluation was
completed for an intervention specific to a particular local geographic
area and population, therefore these conclusions may not be relevant to
all settings. When considering replicating this model in other areas,
future clinics could benefit from increased community engagement,
including expanding language supports and further engagement with
trusted religious and community leaders.

5. Conclusions

Multistakeholder perspectives of a community-engaged vaccine
clinic concluded that it achieved its goals of being effective, efficient,
patient-centered, and safe, and may provide a framework for replication
in similar contexts. Our findings provide evidence to support expanding
community-engaged vaccine delivery models among marginalized
urban areas to promote vaccine equity among migrants and other under-
served communities. Improving vaccine equity among migrants is crit-
ical to challenge discourses that construct minoritized communities as
disease vectors, or as unwilling to help mitigate COVID-19 transmission,
and is vital to protecting already marginalized communities.
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Table 4
Quantitative survey results: scalable.

Do you think this mobile vaccination clinic model could be effectively scaled to other
worksites, neighbourhoods, or locations?
Factor Staff

City Healthcare Volunteers P-Value*
N % N % N % 0.56

Yes 39 92.9 49 96.1 35 94.6

No 0 0.0 1 2.0 0 0.0

Unsure 3 7.1 1 2.0 2 5.4

Total 42 100.0 51  100.0 37  100.0

If we organize future pop-up mobile vaccination clinics, would you be
interested in participating again?

Yes 39 929 48  96.0 37 100.0 0.26
No 0 0 0 0 0 0

Unsure 3 7.1 2 4.0 0 0.0

Total 42 1000 50 100.0 37 100.0

*P-values were attained by Chi Square analysis between City, Healthcare,
Volunteers.
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