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ABSTRACT
The article presents a summary of the research results of the project on the development of the COVID-19 
pandemic in Poland in its initial phase (March-June 2020). It argues that the design and timing of regu-
latory responses, as well as the adherence of the population to the relevant rules, had a critical impact on 
the progression and public health consequences of the pandemic. On that basis, the article concludes that 
well-designed public health measures, which are implemented early as a part of the proactive strategy that 
anticipates and reacts quickly to changing circumstances can effectively decrease number of COVID-19 
infections and related deaths, provided that adherence of a relevant population is high.
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When the COVID-19 pandemic hit Europe in Win-
ter 2020, it followed distinctive trajectories in different 
parts of the European Union (EU). Most of the Western 
Members saw in the first phase of the pandemic surging 
numbers of both cases and COVID-19-related deaths, 
which started to slowly decline only after weeks of expo-
nential growth. On the other hand, their neighbors from 
Central-Eastern Europe (CEE) experienced much mild-
er progressions of the pandemic. For example, the num-
ber of officially registered cases and deaths (per 1 million 
inhabitants) in the first five months (counted from the 
date when the first local transmission was detected) were 
the following: Slovakia – 29/5, Hungary – 478/55, Poland 
– 1,370/47, Czechia – 1,637/36. These figures were much 
lower than in Western Europe, where France record-
ed 2,515/463, Germany – 2,319/98, Spain – 5,832/606, 
while the United Kingdom (UK) – at that time already 
outside the EU – 4,109/591 [1]. Although, there are sig-
nificant differences between the Western and CEE parts 
of the EU when it comes to COVID-19 testing (in gene-
ral countries such as Poland, Hungary and Czechia have 
performed fewer tests), the dynamic was clearly different,  
the fact that is confirmed by the data on excess deaths in 
the covered period. In particular, none of the CEE mem-

bers of the EU witnessed in the initial phase of the pan-
demic any significant divergences from their long-term 
trends in population mortality rates, which was the case 
in all West European countries.

To many this came as a  real surprise as one could 
have expected just the opposite. The CEE Member States 
have generally weaker public healthcare systems than 
their Western peers. This is true not only when it comes 
to infrastructure, but more importantly available human 
resources. For example, Poland – the largest country of 
the region – has just 2.4 physicians per 1.000 inhabitants. 
This is a significantly lower number than the EU average 
(3.7), with the EU leaders, such as Germany or Austria, 
being well above 4 [2]. The same is true for practicing 
nurses per 1.000 inhabitants, as Poland has merely 5.2 as 
compared to the EU average of 8.4 [3]. All the countries 
of Central Europe also rank lower than their Western 
peers in the Global Health Security Index, which mea-
sures health security capabilities, showing the prepared-
ness of states for the pandemic. Poland’s score is 55.4 and 
Hungary’s is 54, while Slovakia is only 47.9. The situation 
looks different in the Western Europe, with Germany 
having a score of 66, France 68.2, Spain 65.9 and the UK 
77.9 [4].



13JOURNAL OF HEALTH INEQUALITIES 2021 / Volume 7 / Issue 1, June

Tackling the COVID-19 pandemic through governmental regulations: the experience of Poland

Various hypotheses have been put forward to explain 
the differences in the development of the epidemic 
among countries around the globe. For example, it has 
been argued that the existence of compulsory BCG vac-
cination programmes may have had an impact on the 
spread and mortality rates of COVID-19 [5]. The rele-
vant research is however still at a very preliminary stage, 
and its results remain at best contradictory [6]. Some 
have also pointed to the demographic structures of  
the countries [7], the population density and connectivi-
ty, as well as various cultural factors relating to the char-
acter and intensity of social contacts. 

It is rational to assume that some of these contextu-
al factors could have slowed down the initial spread of 
COVID-19 in the CEE region, limiting the number of new 
infections and preventing deaths in overloaded hospi-
tals. However, as we argue in the forthcoming article, co- 
authored with Mateusz Zatoński and Martin McKee [8], 
what really appears to have mattered was the design and 
timing of the regulatory response to the pandemic taken 
by the CEE governments as well as the adherence of the 
respective population to the new restrictions. We have 
used Poland as a specific case study to test that hypo thesis. 

After reviewing the relevant data, we have found that 
Poland was very quick in enacting a series of very strict 
public health measures designed to limit the spread of 
the virus. The country effectively instituted a  compre-
hensive lockdown within 18 days of the first diagnosed 
coronavirus case and 14 days from the first local trans-
mission. While most of the West European countries 
eventually introduced lockdowns, they did so much 
later, when the epidemic was already well-advanced on 
their territories. In several respects the Polish govern-
ment actually decided to go beyond international good 
practice and apply measures that were not recommend-
ed by international institutions and the effectiveness of 
which only became acknowledged later. For example, 
obligatory face masks in public places were introduced 
in Poland almost two months earlier than the recom-
mendation of the World Health Organization. Although 
the ultimate strictness was very similar for all investi-
gated European states (as measured by the Government 
Response Stringency Index developed by the scientists 
from the University of Oxford), Poland not only react-
ed earlier than the Western countries, but also moved 
quicker from an unrestricted regime to a rigorous one.  
It took the country only 21 days from the detection of its 
first case of local transmission to move from almost no 
restrictions to a very strict sanitary regime (as compared 
to 47 days in France and 34 days in Spain). 

Despite the limited trust of Poles in public institu-
tions and the generally ineffective enforcement mecha-
nisms (at least in terms of their perception by the popula-
tion), the actual adherence seems to have been relatively 
high. Again, if one looks at the data on the usage of face 
masks, it appears that the level of adherence was much 

higher in Poland than in Western Europe. The relevant 
figure reached 78% (on 29 April 2020) and remained 
above 70% for more than a month (between 14 April and 
21 May 2020). In France the maximum level was 44% (24 
May – 8 June 2020), the UK reached only 13% (16 June 
and later), while Germany recorded 52% (24 May 2020 
and later). Spain was the best performer, reaching 79% 
on 13 June 2020, but this was almost two months later 
than a similar level was recorded in Poland [9].

Our conclusions, insofar as they concern the cen-
tral role of regulatory intervention in limiting the 
size of the COVID-19 outbreak in Poland in its initial 
phase, are further reinforced by the subsequent devel-
opments in the later stages of the pandemic. As of  
19 April 2021, Poland has officially registered 2,695,327 
cases and 62,133 COVID-19 related deaths [1]. In early 
November Poland actually surpassed Spain and the UK 
in new daily confirmed cases of COVID-19 per million 
inhabitants (as a  rolling 7-day average) [10], while on  
21 November 2020, despite relatively low levels of test-
ing, it had the second highest number of confirmed 
infections per 100,000 inhabitants in the EU, just behind 
Italy. Considering that the cases have been significant-
ly underreported in Poland, their real number is much 
higher. A similar situation occurred in spring 2021 when 
Poland was one of the most affected countries in the EU. 
The more objective picture is visible when one looks at 
the excess death rates. Poland recorded the EU’s highest 
rate in 2020 (20.25%), with most of the additional deaths 
between September and December [11]. This shows that 
the virus was much widespread, while the true death toll 
was significantly higher than the official data indicate  
[12]. In this context, it should be noted that none of 
the contextual and structural factors (i.e. demographic 
structure, population density/connectivity and cultural 
factors) have changed. What has changed are three reg-
ulatory components that characterised Poland’s initial, 
successful response to COVID-19. Most of the restric-
tions in Poland were either withdrawn or watered down 
between May and June 2020. These modifications were 
introduced not only to restart the economy and limit 
the associated economic crisis, but also due to political 
reasons connected with the planned presidential election 
at the end of June 2020. As the number of cases began 
to grow in Poland, in September 2020 restrictions were 
re-introduced. However, this time they were implement-
ed more slowly than in other EU countries, and much 
more slowly than during the first phase of the pandemic 
in Poland. The adherence of Poles to public health mea-
sures also deteriorated over the summer. While Poland 
was not the only European country to experience what 
has been termed as “pandemic fatigue” [13], the decline 
in adherence to restrictions appears to have been greater 
in Poland than in other EU countries.

All of these observations have led us to the con-
clusion that the mild progression of the COVID-19 in 
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Poland during its first phase can be attributed to the 
swift and strict interventions of the government and 
high adherence of the population, while the delayed and 
insufficient regulatory response to the second phase of 
the crisis, combined with limited adherence of Poles to 
the new restriction, have been the main factors behind 
the subsequent – and current – public health crisis in 
Poland.
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