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Abstract
Established in 2019, the Roundtable on Black Men and Black Women in STEM convenes a broad array of stakeholders that
focus on the barriers and opportunities encountered by Black men and Black women as they navigate the pathways from K-12
and postsecondary education to careers in science, engineering, and medicine. Through meetings, public workshops, and
publications, the Roundtable advances discussions that raise awareness and/or highlight promising practices for increasing the
representation, retention, and inclusiveness of Black men and Black women in STEM. In keeping with the charge of the
Roundtable, Roundtable leadership and leaders of the COVID-19 action group conducted an informational video in January
2021 to provide an in-depth discussion around common, justified questions in the Black community pertaining to the COVID-19
vaccine. The manuscript addresses selected questions and answers relating to the different types of COVID-19 vaccines and their
development, administration, and effectiveness. Discussion focuses on addressing vaccine misconceptions, misinformation,
mistrust, and hesitancy; challenges in prioritizing vaccinations in diverse populations and communities; dealing with racism in
medicine and public health; optimizing communication and health education; and offering practical strategies and recommen-
dations for improving vaccine acceptance by clinicians, health care workers, and the Black community. This manuscript
summarizes the content in the YouTube video (https://www.youtube.com/watch?v=wdEC9c48A_k).
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Webinar Introduction

Dr. Cato Laurencin—Welcome to this special webinar of the
Roundtable on Black Men and Black Women in Science,
Engineering and Medicine (https://www.youtube.com/
watch?v=wdEC9c48A_k). I am Dr. Cato Laurencin and we
are here to discuss COVID-19 and vaccines, and questions of
particular importance to the Black community.

I chair the National Academy of Science’s Roundtable on
Black Men and Black Women in Science, Engineering and
Medicine. The roundtable consists of almost 40 leaders from
medicine, engineering, science, industry and philanthropy.
We started the roundtable over a year ago to tackle the difficult
issues facing Black people in science, engineering and medi-
cine. Our vision was to create a trusted source for the Black
community, and for the world, on a range of issues affecting
Black people.

The roundtable has been hard at work, and has addressed
issues ranging from racism in academics, the COVID-19 pan-
demic and Black people, and the educational pipeline for
Blacks from pre-K to graduate education. Our goal here is to
provide reliable information on the COVID-19 vaccine. This
webinar is particularly directed to the Black community,
which has long had very justified questions of trust in medi-
cine and in the medical enterprise [1].

Four distinguished members of the roundtable join me.
They are leaders who have worked at the forefront of issues
facing Blacks in medicine, science and engineering. Let me
introduce them to you.

I am Dr. Cato Laurencin, Ph.D, M.D. I am the University
Professor and Albert and Wilda Van Dusen Distinguished
Endowed Professor of Orthopedic Surgery at the University
of Connecticut. I am the Chief Executive Officer of the
Connecticut Convergence Institute at UConn. I am an elected
member of the National Academy of Medicine and an elected
member of the National Academy of Engineering.

Dr. Hannah Valantine, M.D., is our moderator for this
webinar. She is Professor of Medicine at Stanford University
and she served as the first NIH Chief Officer of Scientific
Workforce Diversity. She is an elected member of the
National Academy of Medicine.

Dr. Cedric Bright, M.D., is Professor of Internal Medicine
and the Associate Dean for Admissions and Interim Associate
Dean for Diversity and Inclusion at the Brody School of
Medicine in Greenville, North Carolina. He served as the
112th President of the National Medical Association.

Dr. Camara Phyllis Jones, MPH., Ph.D., M.D., just com-
pleted her tenure as the 2019-2020 Evelyn Green Davis
Fellow at the Radcliffe Institute for Advanced Study at
Harvard University. She is a past President of the American
Public Health Association, Adjunct Professor at the Rollins
School of Public Health in the Department of Epidemiology
and the Department of Behavioral Sciences and Health

Education, and an Adjunct Associate Professor and Senior
Fellow in the Satcher Health Leadership Institute at the
Morehouse School of Medicine.

Finally, Dr. Clyde Yancy, M.D., MSc, is the Magerstadt
Professor of Medicine at Northwestern University Feinberg
School of Medicine and Professor of Medical Social
Sciences. He is the Chief of Cardiology Medicine at
Northwestern Memorial Hospital. He is an elected member
of the National Academy of Medicine and American
Association of Physicians.

We believe that Black people should proceed and receive
the COVID-19 vaccine. We all have. We understand, howev-
er, there are important questions to address. We are here to
provide pertinent answers. We will start with the video.

Now at this point, I would like to turn over the webinar to
Dr. Hannah Valantine.

Webinar

Dr. Hannah Valantine—Thank you very much. I would like
to take a moment to share the context of why I am personally
excited and committed to doing this webinar with the National
Academies and my colleagues. Early state vaccination data
have raised warning flags for racial equity. As of January
2021, vaccination patterns by race and ethnicity appear to be
at odds with who the virus has affected the most [2]. Based on
vaccinations with known race/ethnicity data, the share of vac-
cinations among Black people is smaller than their share of
cases in all of the 16 reporting states, and smaller than their
share of deaths in 15 states [2].

For example, inMississippi, Black people account for 15%
of the vaccinations, compared to 38% of COVID-19 cases and
42% of deaths [3]. In Delaware, Black people have received
8% of the vaccinations, while they make up nearly a quarter of
cases, 24% of deaths [2]. Similarly, Hispanic people account
for a smaller share of vaccinations compared to their share of
cases and deaths.

Together, these data raise early warning flags about poten-
tial racial disparities in access to and uptake of the vaccine.
Now, as members of the National Academies roundtable ad-
dressing health and biomedical issues for African-Americans,
we are here as a group of physicians and scientists to answer
some of the many questions that are being asked by our
community.

I would like to ask a particular question that I have heard:
what is the ground truth about the COVID-19 vaccination?
Does it work? In minority populations, in racial ethnic groups,
what really is the evidence that it works, is it effective at
preventing us from getting this devastating disease? To an-
swer that, I have asked Dr. Yancy, who was already intro-
duced to you, to really walk us through what do we actually
know. What is the truth around vaccine efficacy?
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Dr. Clyde Yancy—I am delighted to be a part of this
webinar, and I am delighted to address the question of what
we know about the vaccine in Blacks. I would like to first,
continue a theme that my colleagues, Dr. Cato Laurencin and
Dr. Hannah Valantine, started. My commitment to this ques-
tion is strong; perhaps, the most egregious evidence of the
disproportionate impact of COVID-19 on Blacks has emanat-
ed from my current home city of Chicago, and from my for-
mer home city of New Orleans.

Black people have disproportionately suffered from this
condition. Thus, it is important to participate in this webinar
and convey information that might help reduce this burden
going forward. An effective vaccine is part of the solution.
The question however is whether it is effective in Blacks?

Within the last 12 months, we have seen the identification
of the genetic code for the novel coronavirus, which is respon-
sible for COVID-19. Nearly immediately thereafter, we
witnessed the development of a vaccine, the animal and clin-
ical trial testing and in less than a year, emergency use autho-
rization from the FDA to deploy the vaccine. Those are nearly
miraculous developments and highlight the power of science.
Let me deconstruct this story. First, for those who believe the
development was too fast and mistakes may have occurred
due to haste, it was not quite as fast as you think. Dating to
2003, 2004, when we dealt with the MERS virus and the first
SARS virus, it became evident to the public health community
that we were likely going to face a virus that would have
outsized pandemic-level impacts. Those concerns were
prophetic.

In 2013, several labs, working under the auspices of the
NIH, started exploring novel ways to develop anti-viral vac-
cines; what emerged was a new target: viral RNA. One of the
vaccine companies is Moderna. That name purportedly comes
from “modern RNA”, meaning the modern way to make a
vaccine is by targeting the RNA.

This powerful platformwas used to target a vaccine against
Ebola as soon as the science community heard about the virus
outbreak in China, and especially once the genetic code was
available, this new platform underwent a dramatic pivot with
the new focus on Coronavirus. Here is a startling observation.
This new platform of discovery was so potent that the first
copy of a vaccine against Coronavirus occurred eight days
before the first case appeared in the United States. That is truly
a remarkable application of breakthrough science.

I hope the story of discovery will highlight Kizzmekia
Corbett. This is an emerging star African-American scientist,
a woman working in the Graham lab who once equipped with
the genetic code for the novel Coronavirus, developed an early
iteration of the vaccine [4].

Figure 1, taken from FP Polack et al., describes the efficacy
of the Pfizer vaccine against Covid-19 after the First Dose [5].
The graph represents clinical trial participants who received
placebo (blue line) or the vaccine (BNT162b2, red line). The

blue line represents the control population and the incidence
rate of COVID-19. The red line represents the treated or
vaccinated population. This abrupt change between placebo
and vaccine, i.e., an inflection point, is unheralded and em-
phatic proof of effectiveness. This is why we can say with
conviction that these vaccines are 95% effective, given the
striking decrease in the likelihood of developing COVID-19.

What about Blacks uniquely? Were we included in these
studies, and how did this vaccine work in us? The first ques-
tion is, yes, we were included. Black or African-American
represented 9% of the people in this 30,000-patient trial
(Table 1) [5].

That 9% is amongst the best representation that we see in
any trials or test of a new therapeutic medicine. This threshold
of participation approximates the representation in the popu-
lation of ~ 12 or 13. The 9% representation in this trial is two-
fold higher than we usually see in any trial. I applaud the
investigators for making an overt effort to recruit Black people
into the study. Without any equivocation, I can say with cer-
tainty these data are inclusive of Blacks.

Given the representativeness of Blacks in the trial, the next
question is effectiveness. In Table 2 of this pivotal publication,
we see the data according to participant profiles including
race. The data field of reference here shows “zero”. That
means, in the Blacks that received vaccine, no Black person
developed COVID-19. The percent success was 100% suc-
cessful. The vaccine works in Blacks.

Now, to be fair, the results seen in a carefully performed
clinical trial may not fully replicate in clinical practice. But we
can at least say with conviction that, in this study, 1) Blacks
were included, 2) the response in Blacks was at least as good
as everyone else, and may have been amongst the best re-
sponse and 3) overall, for everyone in the trial and for all of
us in the community, this vaccine worked.

How it will work long-term, those are questions remain
unknown. How it will work against the new variations of the
novel coronavirus, COVID-19? We believe it will continue to
work, but this will take further study. For now, vaccination is
the best tool we have to attenuate what has been a devastating
effect of COVID-19 on the Black community.

Dr. Hannah Valantine—Thank you for that compelling
and encouraging presentation. However, we know a lot about
science.We know a lot about these research studies that prom-
ise so much. On the other hand, we hear this continual turmoil
and churn of the rumor mill about so many issues. For exam-
ple, can the vaccine alter my own DNA? Can the vaccine alter
my fertility? Can someone get COVID-19 from the vaccine
itself? I am going to ask Dr. Cato Laurencin to address those
kind of rumor mill issues that continue to bother everyone,
including people in our Black community.

Dr. Cato Laurencin—I want to just underscore the fact
that this is historic. We have a vaccine that had Black scien-
tists involved in development. We have had a clinical trial. I
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Fig. 1 Efficacy of the Pfizer
vaccine (BNT162b2) against
COVID-19 after the first dose.
Data shown represents the cumu-
lative incidence of COVID-19
after the first dose. Blue line rep-
resents individuals who received
placebo. Red line indicates indi-
viduals that received the vaccine
(BNT162b2) [5]

Table 1 Demographic characteristics of the participants in the Pfizer vaccine clinical trial [5]

*Percentages may not total 100 because of rounding

†Race of ethnic group was reported by the participants

‡The body mass index is the weight in kilograms divided by the square of the height in meters
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sat on the Science Board for the FDA, and constantly talked
about the fact that we have clinical trials that are geared toward
Black people that had no Black people in them. In this clinical
trial, we have substantial numbers of Black people [5].

We have established a body, the Roundtable on Black Men
and Black Women in Science, Engineering and Medicine.
This is a standing body that can stop and review data and
information, as well as impartially look at the scientific and
clinical information presented. We have all heard the many
rumors about the vaccine. One question in particular, can the
vaccine alter my own DNA? The answer is no. Some patients
have also asked me, can I get COVID-19 from the vaccine
itself? The answer is no. Another rumor is could the vaccine
alter my fertility. The answer is, at least as far as we know, no.
Clinical trials found no difference in fertility with people who
got the vaccine and those who got placebo [6]. Part of the
reason why we are here is to dispel the rumors in these differ-
ent areas. As far as we know, and as far as the information that
we have gotten from the clinical trials, these are rumors, and
we can dispel them with our comments today.

Dr. Hannah Valantine—Thank you. Would anyone else
want to chime in on these rumor mills and misinformation?

Dr. Clyde Yancy—Dr. Valantine, it is not a rumor mill,
these are real concerns that our people articulate. We need to
listen. Recently I have been going from onemorning huddle to
the next in my own hospital. Listening to Central Supply

teams, Loading Dock crews, Administrative technicians, and
food service staff—the questions echo. Is the vaccine safe?
What are the side effects? Will it work in me? Despite the
research that I lead and the leadership profile I have, our
own data tell us that, amongst the 33,000 vaccinations we
have given to health care workers in our large health care
system, employees of color subscribe to vaccination at a
30% rate, far below all other essential health care workers in
our hospital. Remarkably, my own teams have expressed the
greatest ambivalence and do not believe this is appropriate.
Clearly, we have a trust issue.

In addition, the questions are quite appropriate.Why does it
require two shots? Why does it hurt? How long will it last?
What about the new viruses that I am hearing about? The
vaccine developed too fast; how did that happen? In addition,
what will happen to me two or three years from now?

An important lesson learned, never discount the question of
anybody, and answer with honesty. The more who are engaged
in these conversations, the better. I had my clinic today; one of
the persons, whowas in one of these huddles, came to the clinic
with mask on and said, “thank you for helping me understand
what is involved. No one had spoken to us. No one had edu-
cated us. No one wanted us to know what was going on. They
just said go take the vaccine. We do not want people telling us
to do things without telling us why”. It is not a rumor mill;
rather it is an explanation of why behaviors are as they are.

Table 2 Pfizer vaccine efficacy overall and by subgroup [5]

*Surveillance time is the total time in 1000 person-years for the given end point across all participants within each group at risk for the end point. The
time period for COVID-19 case accrual is from 7 days after the second dose to the end of the surveillance period

†The confidence interval for vaccine efficacy is derived according to the Clopper-Pearson model, adjusted for surveillance time

‡Race or ethnic group was reported by the participants. “All others” included the following categories: American Indian or Alaskan Native, Asian,
Native Hawaiian or other Pacific Islander, multiracial, and not reported
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Dr. Hannah Valantine—That is fantastic. Thank you for
emphasizing that, Dr. Yancy. People are concerned because they
do not have answers. I find that, when people do not have an-
swers, they fill in the blanks themselves. This is whywe are here,
as a trusted voice to be able to explain and answer the questions.

Dr. Camara Jones—I agree entirely with Dr. Yancy that it
is not on us to coax, convince, or cajole people into taking the
vaccine.We need to hear people’s questions and answer them.
The evidence on the vaccines that we have so far is so com-
pelling. The vaccine is effective and everything that we know
about the safety profile says that it is safe.

We want people to ask their questions. Right now, we have
questions that we are going to answer, but there will be other
questions that arise as the vaccines are rolled out, as the virus
potentially changes. It would be good for people, when they
have questions, to have a source who can answer those ques-
tions. If you have a primary care physician or pharmacist, ask
that person first. The worst thing to do would be to hear some-
thing and, rather than getting information, spread a rumor that
might discourage other people from asking their questions or
taking the vaccine. We do not want to be spreading rumors.
We want to have our questions, because our questions are
important, and we need to get them answered. Is there any
recommendation from you all about, especially if people do
not have a primary care physician, how they should approach
getting answers? They can look online, and hopefully, the
information will be accurate, but maybe it will not be. So
where should people go?

Dr. Hannah Valantine—This is a great question. I do
think that the educational piece that you raise is important.
To what extent are our primary physicians conversant with
this kind of information? I hope that this webinar will be
disseminated to other physicians so that they can answer the
questions. Now, the issue of where to go is a good one. Going
on different websites does not necessarily give you the correct
answer. There is a lot of stuff out there that is incorrect.

Dr. Cato Laurencin—The CDC website is a good source
of information [7]. A study by the Pew Foundation, spoke to
the fact that Blacks are very adherent to a number of the
guidelines as set forward by the CDC. Blacks are very intelli-
gent about these issues, adhere to guidelines of CDC, are
curious about the facts, and are curious about the data. The
questions reflect a high not a low level of understanding of
issues. The CDC website is a good central trusted source for
information that I would recommend.

Dr. Hannah Valantine—I would also support the CDC
and things that come out of trusted sources based on science,
not on opinion.

Dr. Camara Jones—The surveys that indicate that there is
some vaccine hesitancy in Black communities, for example,
the Kaiser Family Foundation, indicated that 35% of Black
folks were not sure theywould take the vaccine right away [8].
In that same survey, 42% of Republicans and rural people said

the same [8]. Yet, you do not hear the news pounding somuch
on Republican or rural vaccine hesitancy. Clearly, Blacks do
have a justified skepticism because, in our history, there are so
many things that have been done to us and upon us. But I do
not think that we should glorify vaccine hesitancy in the Black
community; we should meet it and answer the questions.

Dr. Hannah Valantine—Absolutely. While you’re on the
floor, Dr. Jones, there is one particular issue that I would like
you to comment on, which is a question that I hear often. After
I have been fully vaccinated, do I really have to keep wearing
my mask and social distancing?

Dr. Camara Jones—The simple answer is yes. Yes, we all
need to be wearing our masks, social distancing,
handwashing, as well as avoiding contact with people outside
our household until the pandemic is well controlled. There are
many reasons for this. First, these amazing vaccines, these
mRNA vaccines manufactured by Pfizer and by Moderna,
are 95% effective. That means, even if you are fully vaccinat-
ed, there is an off chance that you still can be infected. The
bigger question is, can you pass it on to someone else? These
clinical trials were not set up to answer that question. Not yet.
Therefore, it is possible that the vaccines keep you from hav-
ing symptoms, from going into the hospital, and from dying,
but they may not keep you from having enough infection in
your nose and in your mouth that, if you were to speak, cough
or sneeze, someone else could get infected. Wearing a mask is
not primarily to protect us. It is to protect those around us. The
virus is spreading quickly, and every time it spreads from one
person to another, it can mutate to become a different variant.
As far as we know, the vaccines that are out there right now do
protect against the variants that are out there right now. But as
long as this pandemic is raging, as long as the spread con-
tinues, there will be more variants.

Dr. Hannah Valantine—I want to underscore one point
that you made, which is causing a little bit of worry in the
community, is these new strains, and will the vaccine be ef-
fective on these new strains. From what we see, the answer is
yes. Another important question frequently asked, is I have
had COVID-19, should I get a vaccine? How long should I
wait to get the vaccine after I have been infected? Dr. Bright
will help us tackle that question.

Dr. Cedric Bright—This is a great question, the data sug-
gest that people get the vaccine after they have had COVID.
We do not know how long the antibodies from the actual
infection last in the body, but we do think that it does confer
some type of immunity for at least up to 90 days. We are
suggesting at that particular point, within 90 days of the
COVID infection, somebody should consider receiving the
vaccines. That is the recommendation at this particular time.

Dr. Hannah Valantine—Are you finding your patients
are asking you that kind of question?

Dr. Cedric Bright—Yes, it is a tough question, but more
importantly, it is a fair question. I think that we need to be able
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to hear these questions and ask to understand where the ques-
tions are coming from, and to validate the concerns of the
people that raise these questions. Most importantly, find an
answer. If we do not know an answer, let us be honest about
that and say we do not know the answer but we are still
researching it, and we may find out soon.

Dr. Clyde Yancy—Dr. Valantine, if I may, Dr. Bright
brings up a very important point. If you think about why we
are having this conversation, yes- we are trying to save lives,
but we are also trying to restore our life and living circum-
stances. The past year, 2020, profoundly affected every aspect
of life. Only with protection from COVID19 will we once
again converse, travel, and congregate freely. We need the
majority of the population protected from COVID-19, other-
wise known as “herd immunity”. There are only two ways that
can happen: Either active immunity, which, for our lay audi-
ence, means you have had COVID-19 and your own natural
defenses have developed an antibody response or passive
immunity because you received the vaccine and the vaccine
has generated an antibody response. When we add the two
together, it needs to get to about 65% or 70%. Protecting the
“herd” requires we meet those thresholds.

If we get to that level, can we relax? When can we go to
church again?When can we go to Friday night football again?
When can we have a picnic again?When can we get rid of the
mask, (probably not soon with the mask)? Getting together
safely for any reason and at any size means we achieved herd
immunity. The vaccine plus sound public health preventive
measures restores life and living as we once knew it.

By the way, note that I did not call it normal because, for
Black people, what we were experiencing was normative but
not normal. We need to move towards a new normal.

Dr. Hannah Valantine—Excellent point. For a related
question, how long will the vaccine effects last? When can
we, and for how long can we, feel comfortable doing exactly
the things that you just listed, Dr. Yancy?

Dr. Clyde Yancy—Soon. We can do this. Even if it re-
quires annual vaccination, we know how tomake that happen-
see annual flu vaccination. No one even blinks an eye. We
wait for the new vaccine to come, we go to the local drugstore,
and we get the immunization. So what if it only lasts a year? If
that is what it takes to bring this down to some quieter level, so
be it. Science has provided us a powerful tool. We now have a
platform to develop vaccines in an iterative, as needed way.
Yes, we can do this.

Dr. Cedric Bright—I agree with Dr. Yancy. The other
part of that, though, is the model of the hepatitis vaccine for
which we get a booster. We got three different shots for the
hepatitis vaccine, and that confers an immunity for a lifetime.
We are still new with the vaccine technology, and we do not
know whether this is going to give us a lifetime immunity or
this will be a seasonal phenomenon. Certainly as we continue
to have variants, if the variants become more powerful such

that the vaccine does not cover it, we would have to create
new renditions of the vaccine covering new variants, exactly
what we would do with the flu every year. Every year, we
change different valence parts on the flu vaccine in order to
meet what we think is going to be the strain of the flu. We
already have a custom in place where we are used to getting
vaccinations for these types of things, such as influenza. This
will most likely become the norm in the future and it will be
just a yearly vaccine as the flu vaccine is today.

Dr. Cato Laurencin—Let me just add one thing. When
we think about the seasonal flu, there is a seasonal flu. The
season for COVID is 365 days of the year. I completely agree,
I do believe that we will need to have either a booster, or some
sort of new vaccine on a yearly basis, because this is not your
average virus that we are facing. It is also very important that
we get ahead of this in terms of the Black community. We have
had this situation before, in terms of HIV, where now, every
year, 45% of individuals with the HIV virus are from the Black
community [9, 10]. We need to make sure that we get ahead of
this because we do not want this to become something that is
centered in the Black community in terms of the future.

Dr. Hannah Valantine—I could not agree more, that is
why we are all here, and why we are all extremely concerned.
We must not let our brothers and sisters get left behind in this
one.

Dr. Camara Jones—There are just a few points that I want
to pick up. The first, Dr. Yancy, you talked about two ways to
get immunity, either get COVID or get the vaccine. Getting
COVID is a much worse way to get immunity. I just want to
say that if you get COVID, you might die. However, even if
you do not die and you recover, you may not fully recover.
Many people have reported being tired and having brain fog.
We do not know what the long-term side effects of having
gone through a COVID infection and surviving are. The best
way to get immunity is to get the vaccine. The other point is
about herd immunity, as Dr. Yancy said, and the early esti-
mates were that 65% to 70% of the population would need to
be immune to achieve herd immunity. That number is estimat-
ed based on how easy it is for the virus to go from one person
to another and how long it takes to double, the doubling time.
When you get these other variants that are more infectious,
easier to spread, it means that a higher percent of the popula-
tion is going to have to be immune before we achieve herd
immunity.

Herd immunity means that if there is an individual who
cannot get the vaccine and that individual is surrounded by
people who are already immune then the virus cannot get
through to that individual. Our estimates of the percent of
the population that needs to be immune to achieve herd im-
munity are increasing as the new variants are becoming more
and more infectious. The other thing is that, even if we get
things under control in the US, this is a global pandemic. We
have to be concerned about what is happening in other parts of
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the world. Lastly, I believe that the primary reason Black
people are not getting as much vaccine as others in the popu-
lation, when we really should be getting an even a greater
percent to match the levels at which we are getting infected
and dying, is not because we’re refusing it, but because the
vaccine is not being put in our communities in ways that we
can get it. The primary reason is also due to the phasing that
the CDC proposed, where the first phase was health care
workers and nursing home residents and the second phase
was supposed to be other essential workers. Many states
added those aged 65 years and up to the first phase instead
of moving on to essential workers who are more exposed
because of their work environments.

Dr. Hannah Valantine—You have addressed a couple of
upcoming questions, firstly to do with the individual who
cannot take the vaccine or decides not to, and then the issue
of will it actually end this pandemic, which has implications
for the pandemic outside of this country. There are people
who, for medical reasons or for personal reasons cannot be
vaccinated. So how else can they protect themselves?

Dr. Cedric Bright—There is really only three ways to
protect yourself. That is the three W’s. You have to wash your
hands, you have to wear a mask, and you have to socially
distance. You have to wait your distance. Those are the three
best preventive health mechanisms that we can practice to
mitigate the spread of the virus, if you do not get the vaccine.
If there is a reason for why I cannot get the vaccine, those are
the three measures that I’m going to continue to implement, as
well as stay home and shelter if possible. That is so difficult
for so many people, and for so many reasons.

Dr. Cato Laurencin—If someone decides not to get the
vaccine for any reason, they have to double down on these
things. There are other areas that I would like to add such as
being physically fit is important. Having the good nutrition, if
one smokes, stop smoking, because we know the damage that
can take place with COVID-19 and the lungs. Individuals have
to keep themselves as healthy as possible in terms of your life.

Dr. Cedric Bright—Let me just add one more point; what
Dr. Laurencin is talking about is a shift in our thinking about
what health is. There are seemingly two paradigms of health.
There is the reactive health that we have when we’re healthy
until something happens and it stops us from doing what we do,
and then we access the health care system, and then there’s the
preventive health, which is we have our health, we want to
maintain it, and so we do everything we can to do so. I believe
that this vaccine gives us an opportunity to shift our paradigm
and be more proactive about our health in our Black communi-
ty. That is why I think it is important for us to take this vaccine.

Dr. Hannah Valantine—That is a profound statement.
Just to bring this part of this discussion to the end, I’d like
Dr. Jones to comment on what you would say to a person
asking you the question, will taking the vaccine end the pan-
demic? What do you say?

Dr. Camara Jones—Taking the vaccine will protect you
as an individual, but for us to all end the pandemic, we have to
also double down on the public health strategies. We need to
support government efforts to cut down on the amount of
virus that is being spread. That is the most important thing.
We can protect ourselves with the vaccine, we can protect
others by wearing the mask, and we can protect the whole
country by making sure that we become politically active
and reach out to our representatives to say that it has been
too long that this pandemic has been ignored. The virus only
has one job, and that is to replicate itself. As long as the virus
can find somebody who is both available and susceptible
somebody who is not protected and not vaccinated, it will
keep spreading. It will burn through our population until it
cannot find anybody else who is susceptible. We need to pro-
tect our own selves with the vaccine, and we need to protect
our community by cutting down the spread. We limit the
number of available people with our public health strategies.
We limit the number of susceptible people with the vaccine.
Many people cannot shelter in place, but they could if we, as a
government, made it more feasible with periodic survival
checks. And for those whose work is really essential, the gov-
ernment can ensure that workplaces are safe and that workers
are fully protected with personal protective equipment and
vaccination.

Dr. Clyde Yancy—There is another perspective in addi-
tion to that which Dr. Jones has just so brilliantly articulated.
That is the evidence of how important an intact and responsive
public health system is for the health of our country. Part of
our dilemma was a fractured public health system that was
slow to respond, and had no reserve capacity. Once again,
dis-investment in a critical human service haunted us. As we
focus on the vaccine, those of us who think about process
recognize that it is not just the vaccine. We need to restore
our public health enterprise with trust restored in our public
health officials and a newly invigorated network of commu-
nity clinics [11]. This is not the last pandemic that we will
experience. The things that we can do to anticipate the next
pandemic, the decisions that we know we need to make early,
particularly affecting travel and distancing, should be perma-
nently embedded in our mindset. Public health is our new
priority.

Dr. Hannah Valantine—Most of us underestimated the
importance for the need for a systematic approach. The
devastation that has occurred in the recent past to public
health needs to be restored. I would like to bring up the
question about, what vaccines are available now. What are
the vaccines? What are the range of COVID-19 vaccines
available? Do they work differently? Do they work at all?
Does the individual have a choice to which of these vac-
cines to take?

Dr. Cato Laurencin—In the U.S. right now there are two
vaccines. There is the Pfizer vaccine and the Moderna vaccine
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and they are based upon mRNA technology. The mRNA seg-
ment is wrapped in a nanoparticle that is made of a fat or lipid
and is taken up by the cells. The cells end up taking that
mRNA and allowing proteins to be made. The proteins are
recognized as a part of the virus, but it is not the virus itself.
The body sees these protein particles and says let us attack it.
The body attacks the protein particles on its own terms, with-
out lots of virus particles replicating and doing a lot of dam-
age. It does it on its own terms, and then creates the memory,
where if it comes again, the body already has the cells and the
factors to fight the virus.

AstraZeneca and Johnson & Johnson use a more traditional
technology, where a virus called an adenovirus, which is very
weak, has small segments of some DNA that codes for that
type of the protein in the virus. The very weak virus is taken
up by cells that produce the protein. Again, the body creates
the memory. Where it is excreted the immune cells react to it,
understand where it is, and then remembers it.

The Pfizer and the Moderna vaccines have about a 95%
effectiveness [12]. Dr. Yancy met with us; we had our pre-
meeting, in which he stated it was 100%, in terms of the study,
that was there for Black people [5]. There was a lot of incre-
dulity byDr. Bright, who said showme the data, and of course
which he says. That is why we opened with that data, which is
great, because the specter, is always that these results, 95%
effectiveness, can that apply to the Black community. Some of
our data, the data that Dr. Yancy has shown says yes. The 95%
level of effectiveness is a confident net level for the Black
community.

The AstraZeneca and the Johnson & Johnson vaccines are
coming out. It is not 100% clear where the efficacy level is.
The Johnson & Johnson vaccine is a single shot vaccine; it
may need a booster. Dr. Yancy, do you have any thoughts,
any comments or thoughts?

Dr. Clyde Yancy—Recently, we learned that the Johnson
& Johnson vaccine in the United States is about 60% to 70%
effective, but importantly, it is 85% effective against the seri-
ous consequences of COVID-19 [13]. Consider this more
good news. Any one of three vaccines will prevent you from
having COVID-19 pneumonia, ICU level complications and/
or death. You may feel flu-like symptoms, but you will not
become desperately ill. This is all evolving as we speak but it
is good news.

There are other vaccines, deployed in other countries, e.g.,
United Kingdom, Brazil, and China. Moreover, there are over
50 additional vaccines under development worldwide. Is this
the path forward? We will have to see how this all evolves.
Will we find easier vaccines to make, easier vaccines to scale
up in production, vaccines that are longer-lasting, thinking
about Dr. Bright’s comments earlier? These are the areas of
the unknown.

Dr. Hannah Valantine—This is such an exciting discus-
sion, especially around those new ideas of those new

technologies, this messenger RNA, synthetic messenger
RNA. I mean, all of us did biochemistry as we did medical
school, and we learned about messenger RNA, which is es-
sential for taking the message to the cells to make proteins.
Scientists now can make synthetic ones that are specific and
create messages to proteins and antibodies to protect all of us
in these vaccines. All of this sounds costly, right? Think of the
investment that has gone into this, and the companies. What
does it cost, Dr. Yancy, to be vaccinated?

Dr. Clyde Yancy—For the end user receiving a vaccine, it
is free. Free. This may be the most egalitarian initiative I have
ever seen come out of our federal government/industry enter-
prise, (politics-agnostic). What will happen going forward?
To what extent will taxpayers still feel that it is part of our
responsibility to support this? I worry that this will evolve, and
cost shifting may occur. For right now, it is free. I have had to
answer that question repeatedly. This is another real question
raised by everyday people struggling to feed and house their
families. We must convey truth; the vaccine is free.

Dr. Cato Laurencin—If we look at individuals in terms of
vaccine hesitancy, one of the top five questions is the cost. I
think it is great that our country has taken that off the table, at
least right now. The other questions are should I choose to get
it, should I wait and get it, what vaccine, and do I have a
choice. All the vaccines have gone through emergency use
authorization. They all had a process by which, the ones that
will be on the market, have had information and data that the
FDA has decided that the benefits outweigh the risks. I believe
that people should get whatever vaccine is available to them.

Dr. Hannah Valantine—Thank you. I was looking for a
specific answer like that to this question because already,
again, through the rumor mill, there are suggestions that one
might be better than the other. I do not think that is the mes-
sage we want to give. We want to say take what is available in
your community and make sure you get vaccinated quickly.
Get to the front of the line.

Dr. Cedric Bright—But to that point, if you get a Pfizer
vaccine, we want you to follow up with a Pfizer vaccine. If
you get aModerna, we want you to follow upwith aModerna.
However, if it gets to a point where you do not have that
second Pfizer or that second Moderna, you can interchange
and get the other one. It is not recommended, but it can work
in that substitute manner.

Dr. Camara Jones—I also want to raise a question,
though. The two vaccines that we have out here right now
are extremely effective, and equally effective. When we start
getting others, they might have different levels of effective-
ness. Just knowing how things go down in this country, if
some vaccines are thought to be less effective, those might
be the ones that flood our communities, where right now the
very effective vaccines are being disproportionately made
available in the whiter communities. What do you all think
about that?
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Dr. Cedric Bright—We have a tremendous pattern of his-
tory that would suggest that could possibly be the case. That is
why we have to be vigilant about advocating for our commu-
nities. That is what we do in our communities, we advocate for
us. We put out forums such as this to educate others so that
they can advocate. We need to continue to do that type of
activities.

Dr. Cato Laurencin—I agree. I can tell you something, I
have thought about the same thing. One of the things that my
mother said, if you are Black and you do not have a healthy
sense of paranoia, you have not been paying attention.
Therefore, this is something that I have thought about, too.
Again, this is something that we are watching, this is some-
thing I know this whole group is watching and looking at the
disparities that may be created by the system and speaking out
on it when we see it. This is a very important issue and ques-
tion that we are all thinking about.

Dr. Hannah Valantine—What is the hope that there will
be a prioritization for vaccination that takes into account this
massively increased risk by race?

Dr. Camara Jones—That was already prescribed by the
National Academies’ consensus study on a framework for the
equitable allocation of vaccine against COVID-19 [14]. They
said two things. There should be phasing, which the Advisory
Committee on Immunization Practices and the CDC adopted.
But they never did pick up on the other important part, which
is prioritization within each phase. For example if you’re
looking at nursing homes but you don’t have enough vaccine
for all nursing homes all at once, which nursing homes get at
first? The NASEM committee said that we should be using a
vulnerability index. We should be saying, who is the most
needy? Who has been most impacted? The states, when they
get their vaccine, should put the vaccine in those 25% most
needy communities first. That has not been happening.
Instead, in some places, it has almost been first come, first
served. That is never going to be equitable when you talk
about first come, first served because some people need to
work. They cannot be on the computer all day, may not even
have a computer or know how to get online. So I think that we
as a nation have fallen down on equity, but we need to press,
because providing resources according to need is one of the
core things we need to do if we’re going to be about equity.

Dr. Cato Laurencin—I agree somewhat, but I do believe
that we’ve got to get down to basics in terms of our commu-
nity and encourage in terms of having Black people get the
COVID-19 vaccine.We have also observed vaccine hesitancy
in health professionals and people who are eligible, who are
Black. It has been documented a number of times that people
who are health professionals who have the access to the vac-
cine who are Black are getting the vaccine at a lower rate. It is
a double-edged sword. A number of people have commented
that Blacks should maybe even come first because of our
higher rates. At the same time, many Black people would

say, you want us to go first? Well, you go first this time. I
think that just getting access, getting the Black people to have
the questions discussed in a comfort level in terms of getting a
vaccine will go a long way in terms of equity. I personally am
not fighting to say Black people should be in the front of the
line for vaccines. I just think that we should have our fair share
and fair chance in terms of moving forward. We should be
monitoring any adverse events that are taking place. I think if
we do that and we are diligent about that, and make sure the
vaccine is in our communities, that there are no waystations in
which they’re not there, make sure it’s the most efficacious
vaccines in our communities, I think that we can be
successful.

Dr. Hannah Valantine—I personally would like to see
that gap that I alluded to in the vaccine rate compared to the
case rates and the death rates closed, or at least narrowed. You
know, I think that is critically important. I do not know how to
do that, but any opportunity I get, I am going to be advocating
for that.

That gives a little bit and addresses the question many
people ask, if we are living in a house with multiple genera-
tions, why can’t we all receive the vaccine at the same time? A
related question, what is the difference between this vaccine
and a flu shot?

Dr. Cedric Bright—We know that the COVID vaccine is
an mRNA virus, whereas the flu vaccine is more of a polyva-
lent virus that is developed, and utilizes different technology.
Often time, uses eggs or other type of embryonic tissues in
order to develop the vaccine. The flu vaccine has a different
constituency compared to the COVID vaccine.

Getting to your point about the multigenerational house-
holds, you know that African-Americans in the United States
and Latinx Americans actually have more of a propensity to
live in multigenerational households. That means it could be
grandparents living with their children, and the children have
kids, and so that is three generations. It could be a grandparent
who is taking care of a younger adult because they have come
back to escape issues of the city, or they are jobless because of
the COVID situation. They brought kids with them, and so
now, there is three generations. And so forth and so on.

The concern is, if you are identifying one group to be more
vulnerable, such as the older population in a household but the
younger generation may be more of a threat to the older per-
son, it would seem that to mitigate the issues for the whole
household, a vaccination of multigenerational people within
the household should be considered. I do not know howmuch
that has been discussed in the national platforms. Dr. Jones,
youmay know somemore about this. It would seem tome that
this was maybe something that was not thought about and has
become more of an afterthought, even though we knew this
was an issue with COVID’s outbreak.

Dr. Camara Jones—I actually think it is a great idea. I
know that in Georgia, many of those 65-year-olds are able to
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also bring their caregivers to come get vaccinated with them.
If that is happening in your state, then everybody living up in
that house is a caregiver.

Dr. Cedric Bright—That is not happening in my state
right now. In fact, we have people who are coming in from
out of state and getting vaccinations in our state. How they are
getting on the list, I have no idea, but that is what is happening.
Those that have that ability will do it, especially when it comes
to survival, because as we say, this is a real-life, true-life
Hunger Games.

Webinar Concluding Remarks

Dr. Camara Jones—We have to use all the tools we have
against COVID-19. The vaccine is a very good tool in our
toolbox, and it is an important tool, but it is not the only tool.
We need to also fully implement all of our public health strat-
egies at both the individual and the government level. And we
cannot let those people who are better positioned to game the
system do that on our health and on our bodies.

Dr. Hannah Valantine—Dr. Bright, while we have you
on the stage there, I want to take the discussion back as a sort
of a wrap-up to addressing this mistrust, which is very justi-
fied, given the history in this country of medical various issues
and malpractices on Blacks. How do we really address this
issue of hesitancy in this community? We have talked a lot
about approaches, but would you like to help summarize
where we need to be going with this?

Dr. Cedric Bright—We need to employ the 4A model.
The 4A model means to ask the question of the people, we
need to acknowledge their answers, we need to address those
answers, and then we need to affirm to them their validity to
have those types of questions. Once we do that, we have to
provide the information that dispels the misinformation. We
need to find our trustworthy people to deliver that message
such that the message will be trusted.

Dr. Cato Laurencin—Dr. Bright that was wonderful. I
think there are short-term and long-term things that we can
do. One of the short-term things is what we are currently
doing. We have the roundtable; the goal of the roundtable is
to create a group of trusted people and trusted voices in the
community for many issues, COVID-19 is one of them. We
also need to recognize that, because of racism and discrimina-
tion, we just do not have many Black doctors in America, and
especially Black male doctors. That means that there is less
trustworthiness in terms of the system. We also know from a
number of studies that Black physicians are more likely to
treat Black patients, in terms of administer care [15–18].

Now there are some interesting studies that have demon-
strated in terms of infant mortality, cardiac care that Black
physicians taking care of Black patients, the outcomes are
better [19, 20]. We need to acknowledge that making changes

to increase the number of Black physicians that are present in
our healthcare system. This will help in terms of building trust
in the system. We need to employ Black physicians in terms
of talking to the Black community. We need Dr. Fauci to talk
about issues in the minority communities. We need to look at
our trusted sources in the Black community of physicians. We
have the four people here that are some of the greatest clini-
cians and scientists in the world, so we need to rely on these
trusted voices, and to bring those trusted voices out to be able
to address the issues.

Dr. Hannah Valantine—COVID, with all of its devastat-
ing consequences, has shone a light on all of the issues that
will, and should, galvanize the work that we are doing at the
roundtable. The big challenge is getting our voices heard. We
have great voices, we have some numbers, but we still need to
find a way to disseminate and amplify this trusted voice that
we have. This is what we have been talking about and we will
be working on.

Dr. Camara Jones—We keep talking about how Blacks
are getting infected, hospitalized, and dying more than other
races/ethnicities. This is not just a happenstance. This is not
because we are genetically different or more biologically vul-
nerable. We are more likely to become infected because we are
more exposed and less protected. And once infected, we are
more likely to die because we are more burdened by chronic
diseases with less access to health care. All of that has racism at
its roots. And this is not our last pandemic. If we do not deal
with how racism structures the conditions of our lives, struc-
tures our opportunities and assigns value so that we are thought
to be essential but disposable, if we do not address racism as a
root cause, then when COVID-23 comes through, we are going
to see the same disproportionate impact on Black communities.

Right now, we are talking about the vaccine and we are
even talking about how racism might be interfering with the
messaging we are getting and how the vaccine is distributed to
us. We need to address racism, we need to address that as a
community and be unafraid. We need to name racism, we
have to figure out the levers on which we can intervene, and
then we need to engage in collective action. Organize and
strategize to act. Collective action, all of us together, will not
only protect us, it will propel us.

Dr. Cato Laurencin—Let me just also add, I think it is so
important to realize that this is not our last rodeo. Something
will be back again, and we have to address racism head-on. If
we do not do it now, we will never do it. I believe this is key in
terms of making the structural changes that we need to make
sure the Black community is not hit as hard as it is in terms of
COVID.

Dr. Hannah Valantine—With that, I want to thank you all
for the wonderful participation in this webinar. Our work is
cut out, but we are strong, and we will succeed. Thank you.

Dr. Cato Laurencin—Thank you, Dr. Valantine. Thank
you to the rest of the panel.
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Final Authors’ Note

The content of this article is based on current scientific knowl-
edge and clinical and public health best practices. This infor-
mation and related recommendations will further evolve as we
learn more from ongoing research, experiences, and out-
comes. Given the dynamic nature of COVID-19, persistent
vaccine hesitancy, and evolving mutations, expect the circum-
stances to change. This discourse should not qualify as med-
ical advice.
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