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Abstract

Background: COVID-19 vaccines can offer a route out of the pandemic, yet initial
research suggests that many are unwilling to be vaccinated. A rise in the spread of
misinformation is thought to have played a significant role in vaccine hesitancy. To
maximize uptake, it is important to understand why misinformation has been able to
take hold at this time and why it may pose a more significant problem within certain
contexts.

Objective: To understand people's COVID-19 beliefs, their interactions with (mis)in-
formation during COVID-19 and attitudes towards a COVID-19 vaccine.

Design and Participants: Bradford, UK, was chosen as the study site to provide ev-
idence to local decision makers. In-depth phone interviews were carried out with
20 people from different ethnic groups and areas of Bradford during Autumn 2020.
Reflexive thematic analysis was conducted.

Results: Participants discussed a wide range of COVID-19 misinformation they had
encountered, resulting in confusion, distress and mistrust. Vaccine hesitancy could
be attributed to three prominent factors: safety concerns, negative stories and per-
sonal knowledge. The more confused, distressed and mistrusting participants felt
about their social worlds during the pandemic, the less positive they were about a
vaccine.

Conclusions: COVID-19 vaccine hesitancy needs to be understood in the context
of the relationship between the spread of misinformation and associated emotional
reactions. Vaccine programmes should provide a focused, localized and empathetic
response to counter misinformation.

Patient or Public Contribution: A rapid community and stakeholder engagement
process was undertaken to identify COVID-19 priority topics important to Bradford

citizens and decision makers.
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1 | INTRODUCTION

Tackling the rise of misinformation, which we interpret as false or
inaccurate information communicated irrespective of intent to de-
ceive, is a central challenge of our age.! The abundance of misin-
formation, facilitated by social media, has the potential for severe
adverse consequences, as people become not only misinformed
but less able to believe in scientific facts and trust experts.?® The
rise and spread of misinformation is associated with periods of po-
litical and economic upheaval, and in the COVID-19 pandemic it
poses a major threat to public health.* Trust in government, sci-
entists and health professionals is seen as essential in preventing
the spread of COVID-19 and implementing a successful vaccine
programme.s'7 Yet the spread of COVID-19 misinformation has
contributed to what has been labelled as a ‘crisis of trust’.® This
decline in trust has been reinforced by legitimate criticism of gov-
ernment responses to the pandemic and the exacerbation of pre-
existing mistrust in governments and health services, particularly
amongst marginalized groups.”**

There is evidence that fear and anxiety of catching and dying
of COVID-19 is extensive, particularly by women, younger peo-
ple and individuals who identified as being in recognized risk
groups.’? As well as health anxiety, research has indicated that
people are experiencing greater financial anxiety, loneliness and
mental health issues as a result of government measures to pre-
vent the spread of COVID-19.%5 The constant news cycle around
COVID-19 and the spread of misinformation is also reported to
have exacerbated fear, anxiety and stress.*®*” Within this climate,
the UK government is attempting to roll out a mass vaccination
programme.

On 2 December 2020, the Pfizer/BioNTech COVID-19 vaccine
was approved for use in the UK, with the first vaccine administered
six days later. Initially focused on people over 80, people who live or
work in care homes and health-care workers at high risk, the vacci-
nation programme is expected to be extended much more widely in
2021.*8 The results from multiple surveys in the UK have found that
between 54% and 64% of respondents would definitely or are very
likely to accept a COVID-19 vaccine. Between 4% and 9% reported
that they would definitely not or were unlikely to accept it, suggest-
ing many people are unsure.?’?! There are already indications that
certain population groups are more hesitant to receive a vaccine. A
poll by the Royal Society of Public Health found that respondents
from Black, Asian and minority ethnic (BAME) backgrounds were
less likely to accept a COVID-19 vaccine (57%) compared with white
respondents (79%).22

Vaccine hesitancy refers to delay in acceptance or refusal of
vaccination despite its availability. This is not a new phenomenon
and has existed since vaccines were first introduced, and the rea-

sons behind it are multifaceted and complex, with geographical

variations.®?% In the last two decades, growth of vaccine hesitancy,
particularly amongst new parents, has been assisted by a discredited
study linking the MMR vaccine to autism and by the spread of mis-
information and personal stories of alleged vaccine injury through
the internet and social media.?* In the context of COVID-19, there is
emerging evidence that people's belief in misinformation about the
virus and especially their views about the origin of COVID-19 (i.e.
that it was manufactured) will make them less likely to accept a vac-
cine when it becomes widely available.?>%¢

Large-scale surveys are helpful in identifying the general popu-
lation's intentions towards a COVID-19 vaccine and some barriers
to uptake, including exposure to misinformation.*?’ Detailed quali-
tative work, however, enables us to further explore the interaction
between misinformation and people's experiences of and reactions
to the pandemic, building understanding as to why vaccine hesitancy
varies across populations and places. The aim of our study was to ex-
plore people's COVID-19 beliefs, their interactions with health (mis)
information during COVID-19 and attitudes towards a COVID-19

vaccine.

2 | METHODS
2.1 | Study design

This descriptive, inductive qualitative study was completed as part
of a larger mixed-method, longitudinal research study to provide ac-
tionable intelligence to local decision makers, developed in response
to community and stakeholder consultation processes described in

Box 1.28

We used in-depth interviews to explore citizen's health ex-
periences and beliefs during COVID-19. University ethical approval

was secured in July 2020.

2.2 | Study setting

Our study was conducted in Bradford, a city in the North of
England. Bradford and its surrounding district is the fifth largest
metropolitan district in England and is an area of high depriva-
tion and ethnic diversity. Since March 2020, Bradford has expe-
rienced a relatively high number of COVID-19 cases compared
with the rest of the UK, and stricter lockdown measures from July
2020 which remained in place until the introduction of the tier
system in October 2020.%7 In the second wave of the pandemic,
Bradford hospitals experienced patient numbers similar to the
peak of the first wave in April and May. High rates of COVID-19 in
areas like Bradford are likely to be due to greater deprivation, high
population density and a higher than average number of multi-

generational households.*°
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BOX 1 PPl and stakeholder consultation process
to identify critical topics

In March 2020, Bradford's COVID-19 Scientific Advisory
Group was formed to support policy and decision makers
in Bradford and the UK to deliver an effective urgent re-
sponse and to better understand the wider societal impacts
of COVID-19. As part of these aims, a rapid community and
stakeholder engagement process was used to identify pri-
ority topics important to both citizens in Bradford and local
decision makers. This process took place in April 2020 via
the following engagement activities:

1. The first author spoke to nine members of Bradford's
District Gold Command (established in response to the
COVID-19 emergency). These were brief 15-20 minute
phone calls to assess their top knowledge COVID-19
priorities.

2. Analysis of the first 350 free text responses to the Born
in Bradford COVID-19 adult questionnaire. This survey
was undertaken during the initial weeks of first lock-
down to assess what the main concerns were for par-
ents in the district.

3. Community researchers (authors two and three) col-
lected soft intelligence from 13 people considered influ-

ential within diverse community settings.

From the above, three priority topic areas were identified:
(a) ‘health beliefs’ which is the subject of this paper and
encompassed: access to health-care services, experiences
of COVID-19, sources of health information and the spread
of misinformation (b) adolescent mental well-being and
(c) people living in poverty before COVID-19. Soft intelli-
gence work continued throughout the development of the
study and indicated that misinformation around a poten-
tial COVID-19 vaccine was gaining a lot of traction within
Bradford. As a result, interview questions were shaped to

reflect this and include questions about vaccine attitudes.

2.3 | Sampling and data collection

We conducted in-depth interviews with 20 people in different com-
munities and different areas of Bradford via a maximum variation
sample, with our key sampling focus being diversity of ethnicity
and age. Nine ‘community influencers’ were contacted (three peo-
ple from each major ethnic group in Bradford - South Asian, White
British and Eastern European) and invited to take partin an interview
or identify others who would. This method was favoured because
community influencers, people embedded in community settings
through their paid or voluntary work (eg advice worker, school and
nursery community liaison, community councillor), are more likely to

be trusted by their peers and people with whom they engage. The
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TABLE 1 Participant demographics

Pseudonym Age Sex Ethnicity
Ambreen 25-34 F Asian or Asian
British
Angela 45-54 F White British
Atif Over 65 M Asian or Asian
British
Bilal 45-54 M Asian or Asian
British
Bina 45-54 F Asian or Asian
British
Faiza 25-34 F Asian or Asian
British
George Over 65 M White British
Hasan 45-54 M Asian or Asian
British
Jackie 45-54 F White British
Jan Over 65 F White British
Kristof 35-44 M White Other-
Gypsy
or Irish
Traveller
Laila 35-44 F Asian or Asian
British
Louise 45-54 F White British
Masood 25-34 M Asian or Asian
British
Monika 55-64 F White Other-
Eastern
European
Rebecca 25-34 F White British
Riyad 18-24 M Asian or Asian
British
Sofija 35-44 F White Other-
Eastern
European
Tariq 35-44 M Asian or Asian
British
Tomasz 35-44 M White Other-
Eastern
European

initial community influencers were identified by the second author,
a community-based researcher with significant local knowledge.
Snowball sampling was used to recruit further participants. When
15 interviews had been completed, demographic and geographical
gaps were identified, and additional participants were recruited via
contact with volunteers at a community organization. Conventional
recruitment methods such as adverts on social media may not have
attracted the diversity of respondents we were seeking.

Fieldwork took place between September and October 2020.
Eleven women and nine men participated, ranging from 20 to
85 years old, but most were aged between 25 and 54 years. In terms

of ethnic group, they identified as Asian or Asian British (Pakistani,
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Indian and Bangladeshi) (10) White British (6), White Other (Eastern
European, Gypsy or Irish Traveller) (4) (see Table 1 for participant
demographics). The participants lived in nine different Bradford
postcodes, representing geographical and deprivation status spread.
Half the participants were in paid or volunteer community roles and
most tended to work in lower-paid occupations such as retail worker,
carer or beauty therapist.

Due to social distancing measures, all interviews were conducted
in English over the phone by the first author. Interviews in Urdu/
Punjabi were available, but were not requested. The interviews
ranged in duration from 30 to 90 minutes, with the average length
being 55 minutes. All participants gave written, informed consent
through one of the following methods: (a) taking a photograph of
their signed consent form and emailing it; (b) emailing or texting stat-
ing that they had read the information sheet and consent form and
fully consented to taking part in the study or (c) sending a signed
consent form via post or email. In addition, all participants confirmed
consent verbally at the start of each interview. All interviews were
digitally recorded and transcribed by a professional transcriber
with identifying information removed and participants’ names

pseudonymized.

2.4 | Interview questioning

Headline topic guide questioning was derived from the areas that
the consultation process (Box 1) identified as important to explore.
The format of the topic guide and interview questioning was flexible
to allow participants to voice what they considered to be important.
The initial topic guide contained open-ended questions and was pi-
loted and iterated several times particularly in relation to data gener-
ated in early interviews regarding people's beliefs about a COVID-19
vaccine. We included all data in the analysis and did not discard

meaningful data gathered during piloting.

2.5 | Analysis

We undertook the analysis using the principles of reflexive thematic
analysis.! Five interview transcripts, chosen based on their repre-
sentativeness of the whole data set, were analysed independently
by the first and last authors. We held an analysis session to iden-
tify commonalities and differences in the interview narratives and
worked towards ordering the data into loose themes. The resultant
coding framework was then refined further by the first author and
applied to the rest of the data set. The first author then coded all
interviews and conducted further interpretive work to write up the
findings, sense checking with the last author as necessary. The anal-
ysis conducted was manual without the use of a software package.
The analysis was wholly inductive, and, as such, we did not structure

it on any existing theoretical frameworks.

3 | FINDINGS

We will briefly set the context by describing participants’ personal
experiences of COVID-19. None of our participants had ever had a
positive COVID-19 test, although some suspected they might have
had the virus in February/March before there was widely accessible
testing. About a quarter of participants did not know anyone who
had definitely had COVID-19. The remaining three quarters had
friends, family members, colleagues or neighbours who had tested
positive for COVID-19 and had experienced various symptoms and
outcomes from being mildly ill to hospitalization and even death.
Finding out that someone they were close to had been very ill with
COVID-19 did appear to make the virus more ‘real’.

The findings are presented in two sections: (a) confusion, distress
and mistrust, which is a broad meta theme exploring participants’
narratives about their health beliefs during the pandemic and (b)
vaccine hesitancy and beliefs, which was both a topic guide section
but many participants spontaneously spoke about this during the
interview. It is worth noting that the first broad theme is heavily
linked to participants’ beliefs about whether they would accept or
decline a forthcoming vaccine. That is, generally, the more confused,
distressed and mistrusting participants felt about their social worlds
during the pandemic—the less likely they were to be in favour of a
vaccine for themselves or their families. We have not tried to sepa-
rate out findings related to the concepts of confusion, distress and
mistrust into three separate categories as it would be a false demar-

cation given they were so deeply interconnected.

3.1 | Confusion, distress and mistrust

The avalanche of information surrounding COVID-19 had left many
of the people we interviewed feeling overwhelmed and confused.
Participants reported accessing a wide variety of sources of infor-
mation about COVID-19: television and radio (UK news stations and
also news stations in Pakistan, India, Slovakia and Poland), online na-
tional newspapers (in the UK and elsewhere), local newspapers, the
NHS website, the council website, YouTube, Facebook, WhatsApp,
Twitter, Google and medical journals. Some participants said that
they had made a decision to stop or limit their reading or watching of
news about COVID-19, because it was too distressing and they could

not make sense of it.

At the moment, | just, like distance myself from this, |
don't want to hear anything about it.
(Sofija)

When faced with seemingly contradictory information, they felt
unsure about which sources could be trusted and what to believe, as

this participant discusses:
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There's like all WhatsApp groups and things, there
were just stuff flying around on that and videos and
all sorts and it was just like awful, what is the truth,
what's not, how do you and it's like I've always been
a believer that obviously don't watch YouTube, you
know, don't believe anything as such, you know, NHS,
you know, your GP, your NHS, Government. Oh, it
were all just contradicting.

(Jackie).

Participants felt the government response had been particu-
larly bewildering. No one we spoke to seemed to be staunchly anti-
government, and they expressed a desire to follow the rules and
restrictions, but they also felt that the national government com-
munication had been poor and their decisions were contradictory

or hypocritical:

The government aren't being clear and they're saying
one thing but then they're saying other things, and
basically what they're trying to do, they're trying to
please everybody all of the time, it doesn't happen.

(Hasan).

There was also mistrust for some traditional news outlets that
people felt were a mouthpiece of the government. This state of con-
fusion and mistrust was intensified for some people who were en-
gaging with news sources from other countries. The governments
in countries where some participants were born or that they had
close connections to, such as Poland, Slovakia, Pakistan and India,
were responding differently to the pandemic, and this affected how

people viewed the UK situation:

Compared to Slovakia for example when they started,
everybody were advised to wear mask, compared to
the UK they weren't encouraged to wearing masks, so
they were contradicting each other, or who is telling
us the best of truth.

(Kristof).

Some participants felt that more official health information
should have been released in languages other than English, so that
people could have understood the key messages better.

Amongst an array of conflicting information sources, social media
stories about COVID-19 gained a lot of traction in Bradford (Box 2).
Some of them were national or international, and others had a more
local focus. Some of the stories in Box 2 are extreme, for example
that health professionals were killing patients with COVID-19 or
that COVID-19 vaccines contain microchips, but others have seeds
of truth. For instance, it is true that some parts of the health service

struggled for capacity during the first wave of the pandemic and the
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BOX 2 Social media COVID-19 stories discussed
by participants

National/International

= COVID-19 is not real, it is an effort to control society

= COVID-19 has been manufactured by China or other
governments for control purposes

= COVID-19 is caused by 5G

= COVID-19 has been invented to make people use con-
tactless payments so that the government can track
individuals

= COVID-19 testing gives so many false positives that it is
ineffective and you should not self-isolate

= COVID-19 exists but is not as virulent as the govern-
ment says it is

Regional/Local

= |f children test positive for COVID-19 during school
hours, they can be taken away into care and will not be
able to see their parents until they test negative

= Health professionals at Bradford Royal Infirmary were
injecting people with the COVID-19 virus, or killing peo-
ple with COVID-19

= Bradford Royal Infirmary was inflating the numbers of
people with COVID-19

= The health service was so overwhelmed that ambu-

lances would not arrive in an emergency

Vaccine stories

= The COVID-19 vaccine contains a chip that will track in-
dividuals, stop them travelling etc

= The COVID-19 vaccine will make people infertile and is
an attempt to reduce the population, particularly tar-
geted at people from BAME communities

= BAME people are being used as ‘guinea pigs’ to test out
the COVID-19 vaccine

= The COVID-19 vaccine has been developed and ap-
proved too quickly and has not been fully tested

= The COVID-19 vaccine will negatively disrupt your natu-
ral immune system

= Herbal remedies will be more effective than the
COVID-19 vaccine

= The seasonal influenza vaccine gives you flu

vaccine has perceptibly been created in a more rapid timeframe than
other modern vaccines. These stories were sometimes referred to as
‘fake news’ or ‘conspiracy theories’ by the participants themselves,
and sometimes we have categorized them as misinformation as when
repeatedly relayed to us, they appeared to contain false information

or only partial truths. We have not attempted to unpick and examine
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each story, rather, we see them as the participants described experi-
encing them: as a mass of contradictory stories, all with the potential
to confuse, distress and cause mistrust, especially when considered
together in a cumulative fashion.

A number of participants said that they laughed at some of the
stories that they encountered on WhatsApp and Facebook; how-
ever, the sheer volume of messages coupled with the fact that peo-
ple they trusted were sharing them proved difficult to ignore. The
conditions of the pandemic and lockdown, with people anxious and
stuck at home, accelerated the spread of stories and the impact. As

one person highlighted:

It got a bit too much on the internet, it was just too
much, everywhere you look was just going, things
going on, some are true, some are not true, so | kind
of actually gave up looking on the internet, it put me
off it because it was literally too overwhelming and
you're already stuck inside... you don't know if it's true
and then it just makes you more scared half the time.

(Ambreen)

Participants underlined how quickly social media stories were
shared, with Tariq stating ‘they just forward it straight away and then
it just spreads like wildfire. The more controversial or dramatic the
posts or videos were, the more they spread. Individuals in these vid-
eos were (or were posing as) trusted professionals, such as a teacher,
nurse or doctor. Being able to deliver a video in multiple languages

indicated higher levels of education and trustworthiness.

They're just so passionate the way they talk, they
grab your attention and they've got you and the way
they're speaking and the terminology they're using
and they give you the facts and the figures and then
you just get drawn and locked into it.

(Tariq)

When participants talked about their interactions with false news
they distanced themselves, referring to them as something they
were dismayed at or amused by, scrolled past or ignored. Yet their
narratives revealed much more complex responses. Participants de-
scribed the dilemma of not knowing what to trust or who to listen
to, meaning they could not dismiss these stories entirely. They knew
‘conspiracy theories’ and ‘fake news' existed but found it difficult
to separate it from legitimate information, especially if it was being
constantly repeated. Masood, for example, was very keen to stress
he had had a scientific education and read medical journals, but he
spoke of feeling confused after reading something online which
made him wonder whether the virus was man-made.

Stories shared were frequently very emotive, catching partici-
pants at a particularly anxious time when they were more willing to

believe them. Louise described spending the whole day crying after

watching a video which stated that on a particular day, ambulances
would not be dispatched for asthmatic patients and people would be
left at home to die. Louise's son had asthma, and before she found
out it was ‘fake’ she had already shared the video amongst her fam-
ily and friends because she was so upset and concerned. This gives
some insight into how and why videos like this spread. Laila referred
to a story about children being forcibly taken out of school and quar-
antined away from their parents:

So many people were talking about it and the way
that the video was made it was like a proper...it con-
vinced you. So | think everybody believed it. But then
afterwards they said it was fake news. But by the time
you find out the video was fake, you already believed
it, you've stressed yourself out already.

(Laila)

Rapid local and targeted responses appeared to stem the tide
of misinformation to some degree. Participants who discussed the
schoolchildren story also talked about the video from the council
which debunked the story and was produced in Urdu and Punjabi to
reach the population where it had spread the most. In general, peo-
ple trusted their local leaders and the council website was frequently
mentioned as a place where people accessed information about
COVID-19. Some of the participants discussed how, due to their ex-
isting paid or volunteer roles, they had become a point of contact in
their communities for information about COVID-19. This indicated
that within an environment where information about COVID-19 was
seemingly everywhere, people felt the need to seek out and listen to
familiar and trusted voices.

3.2 | Vaccine beliefs and hesitancy

A local Bradford survey indicated a higher level of vaccine hesitancy
and ambivalence than the UK as a whole. Out of 535 parents in the
Born in Bradford study, only 29% said they would definitely have
it and 10% did not want it.>? Of the 20 people we interviewed for
this study, nine were happy to have a COVID-19 vaccine (with cave-
ats around safety), five felt very mixed, and six said that they would
not be willing to have it. Generally, the people we spoke to were
relatively positive about vaccinations in general with most having
been immunized as children and having their own children immu-
nized. When discussing their own personal views about the vaccine,
participants were less likely to discuss the more extreme stories
such as the vaccines containing microchips, even if they had talked
about seeing these stories earlier in the interview. This was perhaps,
in some cases, due to wanting to appear as though their decisions
around vaccine uptake were well-considered and rational. Yet it was
clear, even from those who were more positive about the vaccine,
that it was a culmination of contact with all kinds of misinformation,

from the extreme to the more mundane, during COVID-19 that had
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eroded their confidence in the vaccine programme. The findings
below offer some insight into how exposure to misinformation dur-
ing COVID-19 may have made people particularly unwilling or hesi-

tant to have the vaccine.

3.2.1 | Safety concerns

The safety of a potential COVID-19 vaccine was a concern, even for
those who were very willing to have it. Some felt reassured by the
medical establishment testing process in the UK. Angela commented
‘in England we're very good at testing stuff, aren't we?’ Louise was

less sure:

| think I'd have to know that it was a safe... | mean,
they wouldn't be doing an unsafe vaccine anyway
would they, you know, but | think I'd have to have
some confidence that it was a good vaccine and that
it was quite safe.

(Louise)

A major issue for people was how quickly any potential vaccine
would have been produced and that the vaccine makers would not
know all the side effects as yet. Sofija was worried it had not had
time to be fully tested and Tarig wanted to wait three to six months
to see what the effects of the vaccine were on others before he
would be happy to take it. Some participants were afraid of very
severe side effects, and it was clear that these worries had been ex-

acerbated by engagement with social media stories:

People are saying they don't know how safe it is, plus
they've made it so quick we don't know the side-
effects it's going to have in the future. | mean it's
probably safe because they wouldn't be allowed obvi-
ously to give it to us otherwise, or maybe they would
you know, sometimes they don't care, but you just
don't know if it could cause infertility, it could cause
cancer in the future.

(Rebecca)

3.2.2 | Negative stories and misinformation focusing
on the vaccine

Those hesitant about having the vaccine felt confused by the nega-
tive stories about it, rather than being resolutely against it. There
was one exception, Faiza, who had joined live social media broad-
casts where people were revealing the ‘truth’ about the negative
side effects of the vaccines that they said was being hidden from
the general public. Other people's engagement with misinformation
around the vaccine was more passive. Rebecca did not actively seek

out these types of videos but said they often auto-played when she
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was watching YouTube and she described feeling confused after
watching one. Tariq knew that watching these videos was impact-
ing on his feelings about the vaccine and vouched to stop watching
them. Alongside videos which claimed that the COVID-19 vaccines
were unsafe, there were also rumours that certain communities and
ethnic groups were being targeted to test the vaccine, or the vaccine
was being used as a way to harm them:

| think what the community are saying is that the vac-
cine is testing people, they're just using people as the
guinea pigs... we experience discrimination for many
years, and if we've been focused for, if the Slovakian
authorities we are focused especially on the Roma,
and the focus is they will be testing them because
they were noting who could be spreading all this
coronavirus, they may think the same thing now why
are we going to offer immunisation, because they're
going to trial it out on us.

(Kristof)

It's all about keeping the population, like controlling
the population, and that's the only two I've heard and
they're saying about the vaccination, that this virus
attacks the BME [Black and minority ethnic] people
more and that they were trying for trials on the BME
people first and people are saying oh, there you go,
they want to kill the BME people first.

(Tariq)

Angela was keen to have the vaccine and get on with normal life
but indicated that she gave some credence to a story she had heard
about people being injected with the COVID-19 virus instead of the
seasonal flu vaccine. These examples demonstrate the way that mis-
information has the potential to affect participants’ viewpoints in a
myriad of divergent ways.

3.2.3 | Personal knowledge

A lot of the hesitancy around COVID-19 vaccine was rooted in
lay beliefs about health, disease and vaccines, which appeared to
have been influenced by recent exposure to misinformation. A view
widely held, even by those participants positive about the COVID-19
vaccine, was that the seasonal flu jab can give a patient the flu. For
some participants, these fears about the seasonal flu vaccines were
transferred to a potential COVID-19 vaccine as it was regarded as
something which would disrupt the body's natural state:

If your body reacts to it it's okay, if it can take it, your
body fights, rejects it then what's going to happen
then? You know, so some people their bodies asking
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whether they can take it, some people's bodies are
weak, the immune system might not be working all
that perfectly, or all that well, or that that might cause
them a harm, instead of doing good.

(Atif)

Several participants showed a partial understanding of disease
transmission and vaccinations but often had contradictory nar-
ratives. This only served to exemplify the complexity of the topic,
which was made more confusing through frequent subjection to
misinformation. Another perception about the COVID-19 vaccine
was that it would be ‘stronger’ and involve a higher dose than other
vaccines, which would be dangerous for recipients.

4 | DISCUSSION

This study aimed to explore the health beliefs of citizens in Bradford
regarding COVID-19, alongside their attitudes towards a vaccine.
We found that participants encountered a range of misinformation,
usually through social media sources. This led to confusion, distress
and mistrust in participants’ everyday lives and beliefs about gov-
ernment institutions and health services, a more general phenom-
enon.®® Vaccine hesitancy could be attributed to: safety concerns,
negative stories and personal knowledge, all of which had been am-
plified by recent exposure to misinformation via social media. We
found that the more confused, distressed and mistrusting the partic-
ipants felt during COVID-19, the more likely they were to be hesitant
about uptake of the COVID-19 vaccine.

In February 2020, the World Health Organization stated that
the COVID-19 outbreak and response has been accompanied
by a massive ‘infodemic’.3* The abundance of information about
COVID-19 transmitted across a multitude of platforms has con-
tinued, making it difficult to discern what is accurate and what is
not.3> We do not yet know exactly how far-reaching and impact-
ful misinformation about COVID-19 has been or will be, but early
evidence suggests that susceptibility to misinformation about
COVID-19 negatively affects people's willingness to get vacci-
nated.* This presents a global public health challenge.?® Our find-
ings offer insight into why misinformation has taken a particular
hold during this time and in certain places.

We know from previous research that misinformation thrives in
times of stress and uncertainty, and COVID-19 has provided a per-
fect breeding ground, on both a global and local scale.*3”% Research
has also indicated that feeling anxious makes people more willing
to believe misinformation even if it is inconsistent with their world
view.? Our participants’ narratives conveyed this sense of anxiety
and insecurity, as well as the additional stress of seeing conflicting
information and holding contradictory viewpoints. This appeared
to be particularly heightened within marginalized groups, who had
pre-existing reasons for mistrusting institutions and felt more at risk

from the virus.

Bradford has perhaps been particularly affected by both misin-
formation and vaccine hesitancy due to the relentless presence of
COVID-19 in the area. The population never experienced the sig-
nificant lull in cases or easing of restrictions that other areas in the
UK had during the summer of 2020. Therefore, the destabilising ef-
fects of anxiety and uncertainty may be more pronounced within
Bradford. The multi-ethnic population of Bradford may also be a fac-
tor, as some participants expressed that their own ethnic or national
communities felt more at risk from being experimented on or harmed
through a vaccination programme. High levels of deprivation, high
housing density and a concentration of multi-generational house-
holds appear have made Bradford more at risk from the COVID-19
virus. Our concern is that these risks will not be as well mitigated
by the rollout of widespread vaccine programme, as they may be
in other parts of the country, due to the impact of misinformation
and vaccine hesitancy. If this is the case, we may see a deepening
of health inequalities both within Bradford and in comparison to the
rest of the UK.

5 | IMPLICATIONS FOR POLICY AND
PRACTICE

Local decision makers have the ability to counter misinformation
by implementing targeted local responses. To do this successfully
and quickly, there has to be systematic monitoring of the circula-
tion of misinformation on social media. Participants’ trust in na-
tional government, health professionals and NHS organizations
appeared to have weakened over the duration of the pandemic but
there was evidence that they did trust people within community
support roles that they had frequent contact with, for example
teachers, nursery workers and advice workers. Effectively har-
nessing these connections, through trusted community networks
and providing information in languages spoken locally, will be cen-
tral to ensuring the spread of correct information and providing
reassurance.

Hesitancy around the COVID-19 vaccine appears to be rooted in
anxiety fuelled by misinformation, and there is a need for this to be
mediated by clear, honest and responsive information that is sensi-
tively framed and non-judgemental. It would be prudent for health,
social and community workers to be provided with an updated sum-
mary of locally circulating misinformation with helpful resources to

help them counter concerns and provide informed reassurance.

5.1 | Limitations

Interviews took place before announcements about efficacious
COVID-19 vaccines were made in November 2020. Participants’
discussions about a COVID-19 vaccine were therefore hypothetical.
We do not know how these announcements, and the subsequent
surge of information and misinformation, will have impacted on ac-
ceptability of a COVID-19 vaccine.
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The research was conducted in one place with specific popula-
tion demographics and may, therefore, not be widely generalizable.
However, there are places all over the UK which have multi-ethnic
communities, similar levels of deprivation and population density,
and have experienced comparable rates of COVID-19 cases and
deaths, which we predict will have similar problems with misinfor-
mation spread.

6 | CONCLUSION

Our study found that there is an intensity of misinformation being
spread about COVID-19 in Bradford and this has impacted on par-
ticipant's lives by evoking confusion, distress and mistrust during the
pandemic. Heightened levels of confusion, distress and mistrust are
related to a lower proclivity towards COVID-19 vaccine uptake. As
is often found with the inverse law of care, the people most likely to
be affected by COVID-19 are those who are most hesitant towards
the vaccine. Of critical importance to decision makers is the ability
to understand misinformation in its local context and countering it in
a sensitive and non-judgemental way via trusted local people whose

opinion is valued in their community.
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