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ABSTRACT
Rapid vaccine-induced population immunity is the key global strategy to control COVID-19 pandemic. 
However, coordination of the deployment of the vaccination programmes varies significantly between 
countries. In the meantime, we have witnessed an unprecedented media coverage of the deployment of 
the COVID-19 vaccination programmes. Unfortunately, most of those reports were incomplete, poorly 
understood, and misguided – often fuelling growing vaccine hesitancy among the public caused by 
unfounded fears and confusion. For the last 10 years the author of this paper has lived and worked as 
a healthcare professional in the UK. In December 2019 he has volunteered to support the rollout of the 
mass vaccination programme against COVID-19 – the largest civilian logistical operation ever conducted 
in Britain. This article describes his personal observations on how Poles living in the UK approach the vac-
cination programme, and the challenges related to immunisation of Polish citizens in the UK, including 
vaccine (mis)information. 
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From the earliest stages of the COVID-19 pandemic, 
the development of safe and effective vaccines against 
severe acute respiratory syndrome coronavirus-2 (SARS-
CoV-2), the viral cause of COVID- 19, has been an essential 
component of any strategy to control the virus, the disease, 
and its effects. Rapid vaccine-induced population immuni-
ty is therefore the key global strategy to control COVID-19 
pandemic. Vaccination programmes must maximise early 
impact, particularly with accelerated spread of new vari-
ants [1]. The United Kingdom was amongst the countries 
hit the hardest during the first waves of the pandemic in 
2020 (https://www.bbc.com/news/business-55143285).

Coordination of the deployment of the vaccination 
programmes however varies significantly between coun-
tries. Current evidence suggests that in a  public health 
emergency vaccine deployment should be prioritised 
over the efficacy of protection in single individuals, espe-
cially during periods of potential shortages of available 

vaccines [2]. Such approach was introduced in the United 
Kingdom, where the efforts were focused on administer-
ing at least one dose of the vaccine to as large number of 
priority individuals as possible. The administration of the 
second dose was delayed until more stock became avail-
able and until the country’s capability to vaccinate large 
numbers of people in a short amount of time gradually 
increased. Other countries (such as Poland) have opted 
for maximising individual protection (i.e. prioritising the 
administration of both doses of the vaccine), while leav-
ing a significantly large fraction of the population entirely 
unvaccinated. Countries with smaller general population 
(like Israel) could afford to maximise both. 

In the meantime, we have witnessed an unprecedent-
ed media coverage of the deployment of the COVID-19 
vaccination programme. Daily news portals were filled 
with information about vaccine trials, vaccine safety 
assessments, or differences in how various countries 
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approached the public health crisis. Unfortunately, most 
of those reports were incomplete, poorly understood 
and misguided – often fuelling growing vaccine hesi-
tancy among general public caused by unfounded fears 
and confusion. For example, a decision made by numer-
ous EU member states to suspend the use of the vector 
ChAdOx1 nCoV-19 vaccine (Oxford/AstraZeneca vac-
cine) following concerns it could cause extremely rare 
thromboembolic events, has dramatically damaged the 
already poor perception of the safety of COVID-19 vac-
cines and substantially contributed to the pre-existing 
hesitancy. In the weeks leading up to suspension of viral 
vector vaccines, the weekly increase in vaccine uptake in 
the EU was close to 2% of the adult population. Since the 
suspended vaccine represents 25% of doses used in the 
EU; therefore, the suspension could have potentially pre-
vented up to 2 million vulnerable people from receiving 
a preventive COVID-19 vaccine [3]. A delay of one week 
during deployment of vaccination with a  COVID-19 
vaccine, using the most conservative estimates, could 
have translated to direct failure to prevent up to 3000 
COVID-19 cases, 50 to 80 COVID-19 related deaths, 
and cause at least 30 COVID-19 related thromboembol-
ic events. 

Public reporting on vaccines is not the only factor con-
tributing to large differences in how countries approach 
and succeed in their attempts to tackle the ongoing pan-
demic. For the last 10 years I have lived and worked as 
a  healthcare professional in the UK. In December 2019 
I have volunteered, together with my wife and hundreds 
of other doctors, nurses and pharmacists, to support 
the rollout of the mass vaccination programme against 
COVID-19 – the largest civilian logistical operation ever 
conducted in Britain. For the last 4 months, at least few 
times per week, after finishing my daily work, I  would 
go to the local vaccination centre and volunteer my time 
and skills to help vaccinate hundreds of people every day, 
including weekends and public holidays. 

This experience has given me the unique opportuni-
ty to observe how people respond to vaccinations. I have 
observed a  stark contrast between how British patients 
approach the vaccinations in comparison to Polish patients. 
On average it would take much longer to vaccinate a Polish 
person in the UK. Most of my compatriots would arrive 
to their appointments visibly confused and hesitant. They 
often appeared scared or very concerned and were asking 
multiple questions. Few of the enquires however seemed 
related to what is relevant during the vaccination. Polish 
citizens patients appeared to be primarily concerned by 
made-up or completely unfounded fears such as: 
• “I don’t want to be vaccinated, because I will go to hell, 

as vaccines are made from aborted foetuses”,
• “I  don’t need to vaccinate, because UK has already 

achieved herd immunity”,
• “If I will not be able to walk without a mask, I don’t 

want nor need a vaccine”,

• “I am afraid that my DNA will be mutated, and I will 
die or get cancer”,

• “I don’t trust the clinical trials and regulators; there-
fore, I don’t trust in the vaccine”,

• “I am worried that the vaccine will make me infertile”.
Up to date, I have not received a single similar ques-

tion from a British person in my vaccination clinic. It is 
difficult to imagine that such absurd worries and con-
cerns would be up by the individuals themselves, and 
their volume and repetitive nature suggests that many of 
my Polish patients have been exposed to similar types 
of misinformation from particular sources. Many Poles 
in the UK do not actively participate in public life in the 
UK and rarely consume official news sources. Hardly 
any official health information is available in the UK in 
Polish language or is culturally tailored for the needs of 
Polish patients. It should be noted that the questions list-
ed above came from people who have decided to either 
register for or accept a vaccination appointment. There 
are many others who have never showed up in the first 
place. Estimates suggest that in many areas a significant 
proportion of Polish nationals remain unvaccinated, 
while in respective age groups over 99% of Britons have 
received their COVID-19 vaccines [4].

In my local vaccination centre, 99.5% of people over 
the age of 75 have received their vaccine, and more than 
90% of those aged between 50-75. Among the unvac-
cinated ones, a  significant portion are people with 
Polish-sounding names. The problem must be wider, 
as in late February I was approached by Public Health 
England and the UK Cabinet Office to support education 
of Polish citizens in the UK on vaccines and the pan-
demic. For the last 2 months I have been volunteering 
my time as an expert during media events, radio inter-
views, Q&A sessions with the Polish community, social 
media interviews, and other events sponsored by the UK 
government and aimed at reaching Polish citizens with 
reliable information about the COVID-19 vaccines. 

This problem is not isolated to Polish people living 
in the UK, as similar patterns of vaccine misinforma-
tion are observed among other minorities as well, and 
those attitudes are not only present in the UK. It seems 
that vaccine acceptance among Polish nationals living 
in Poland is also relatively low, with up to 30% of Poles 
declaring that they will refuse to receive a  COVID-19 
vaccine [5]. 

In the UK, the government and the public healthcare 
workers consistently sent reliable, factual, and accurate 
messages to the public regarding vaccines, vaccine safety 
and the progress of vaccine deployment. This messag-
ing is also aligned with the planned relaxation of trav-
el restrictions and business closures. British politicians 
and even members of the Royal Family patiently waited 
for their turn to be vaccinated. Elderly people, frontline 
healthcare workers and residents of care homes started 
to receive their vaccines before the politicians, ministers, 
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or even the Queen. The priority was assigned based on 
scientifically calculated levels of risk, and there was no 
“skipping the queue” that we have witnessed in Poland. 
In fact, any attempt to do so were regarded as selfish and 
unethical among the British public. 

Polish patients no longer have to die and suffer con-
sequences from COVID-19. The successful saving of 
Polish lives might depend largely on the acceptance of 
the available vaccines. 
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