	
	
	



Post-pandemic vaccination adherence in patients with Inflammatory Bowel Disease: a cross-sectional observational study

Authors: V. Decker1, E. Shakweh1,2,3, L. A. Roberts2, C. Rejee3, H.R.T. Williams1,2, L. Hicks1,2, N. Powell1,2, N. Arebi1,3, A. Hart1,3, J.L. Alexander1,2,3

1Imperial College London, Division of Digestive Diseases, Department of Metabolism- Digestion and Reproduction, London, United Kingdom 
2Imperial College NHS Healthcare Trust, Gastroenterology and Hepatology, London, United Kingdom 
 3St Mark’s Hospital The National Bowel Hospital and Academic Institute, London, United Kingdom

Corresponding author: 
Dr James L. Alexander
Division of Digestive Diseases, Imperial College London
St Mary’s Hospital Campus
Praed Street
London W2 1NY
United Kingdom
Email: j.alexander@imperial.ac.uk








































ABSTRACT

Objective: Patients with inflammatory bowel disease (IBD) receiving immunosuppressive therapy are at increased infection risk. Although many infections are vaccine-preventable, uptake in IBD remains suboptimal, and hesitancy has increased since the COVID-19 pandemic. We assessed adherence to vaccination recommendations and barriers to uptake among immunosuppressed IBD patients in North West London.
Methods: A paper-based survey was completed by 209 IBD patients attending St Mark’s Hospital and Imperial College Healthcare NHS Trust between 19 February and 19 April 2024. Data on demographics, vaccination history, and prior counselling were collected. The primary composite outcome was receipt of pneumococcal, influenza, and SARS-CoV-2 vaccines within recommended timeframes, according to UK guidelines for immunosuppressed patients. Univariate and multivariate analyses identified factors associated with uptake, and adherence to national guidance on pre-treatment vaccine counselling was evaluated.
Results: Of 194 patients on immunosuppressive medication, only 22.2% were fully vaccinated. Uptake remained low for pneumococcal (30.9%), COVID-19 booster (56.7%), and influenza (64.4%) vaccines. Older age and receiving vaccine recommendations from healthcare professionals were significantly associated with uptake (OR 1.03 (1.00–1.07) and OR 3.43 (1.73–6.92), respectively). Common barriers included uncertainty about necessity, limited awareness, and safety concerns. Over 40% reported inadequate counselling before starting immunosuppression. Vaccine recommendations from healthcare professionals were infrequent (66.8% for influenza, 59.1% for COVID-19 booster, 22.4% for Shingrix®).
Conclusion: Vaccination uptake among immunosuppressed IBD patients remains low in the post-pandemic era. Clinicians and the wider multidisciplinary team should actively promote vaccination, given the strong association between healthcare professional-led counselling and improved uptake.
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What is already known on this topic – Patients with IBD on immunosuppressive therapies face a higher risk of preventable infections, yet vaccination coverage in this group has historically been low. The impact of the COVID-19 pandemic on vaccination adherence in IBD has yet to be reported.


What this study adds – This study demonstrates low vaccine uptake in two large North West London IBD cohorts and identifies key factors associated with adherence. Vaccination adherence remains sub-optimal in the post pandemic era, with high levels of patient uncertainty about necessity and safety. Our study shows that clinician-led vaccine recommendations are strongly associated with uptake. Additionally, this study reports low Shingrix® vaccination rates and infrequent recommendations among eligible immunosuppressed adults, emphasising missed opportunities for prevention.


How this research might affect research, practice or policy - our findings emphasise that more work is needed to maximise vaccination uptake in IBD. In the context of widespread misinformation about the safety of immunisation, clinicians in primary and secondary care have an important role to play in advocating and promoting vaccination. 






BACKGROUND

Inflammatory bowel diseases (IBD), including Crohn’s disease (CD), ulcerative colitis (UC), and IBD-unclassified (IBD-U), are immune-mediated inflammatory diseases.1 The global prevalence of IBD continues to rise; a systematic analysis revealed a 6% increase in incidence globally between 1990 and 2017,2 and recent estimates suggest that over 500,000 people in the United Kingdom (UK) live with IBD.3 Management often requires immunosuppressive therapies, including biologics, immunomodulators and small molecule inhibitors of intracellular signalling. The therapeutic benefits of these agents in regulating proinflammatory pathways and providing symptomatic relief are accompanied by an increased risk of infection. Agents regulating the tumour necrosis factor alpha pathway (anti-TNF therapies) increase the risk of serious bacterial, viral, and fungal infections,4 and biologic therapy significantly heightens susceptibility to opportunistic infections.5 Therefore, measures to mitigate the risk of infection in patients with IBD receiving immunosuppressive therapies are vital.

A crucial aspect of infection prevention is vaccination. Immunosuppressed patients are at increased risk of vaccine-preventable infections, with a higher risk of severe complications. Among individuals with IBD and concomitant immunosuppressive therapy, those who develop influenza, COVID-19, or pneumococcal infection are more likely to be admitted to the intensive care unit or require mechanical ventilation than non-immunosuppressed patients, with increased mortality.6-8 These preventable hospitalisations heighten the risk of healthcare-associated infection in an already vulnerable population, reduce bed availability in an overstretched healthcare system, and increase healthcare costs.9 Furthermore, the prolonged disruption of immunosuppressive therapy during active infection carries a risk of IBD flare and loss of disease control. Vaccination reduces the risk of hospital admissions, mortality and progression rate of influenza, COVID-19 and pneumococcal infections.10-13 

Beyond seasonal viral infections, the advent of Janus kinase (JAK) inhibitor therapies has been accompanied by an increase in herpes zoster cases amongst immunosuppressed patients with IBD.14 Immunosuppressed patients are three times more likely to experience post-herpetic neuralgia from herpes zoster infections than non-immunocompromised patients.15 The risk of herpes zoster, and its potentially long-lasting complications, is significantly reduced with vaccination.16 

Studies completed prior to and at the height of the COVID-19 pandemic in the United States of America (USA) and Canada revealed low vaccination uptake in immunosuppressed patients with IBD. Uptake of the pneumococcal (PPV23) and live herpes zoster vaccines was only 10.3% and 5.3% respectively, and there was an increased COVID-19 vaccine hesitancy compared to the general population.7,17,18 In the Canadian study, low vaccine uptake was attributed to inadequate clinical counselling, reflecting poor knowledge of vaccination recommendations in primary and secondary care.17 In the UK, COVID-19 vaccination rates in the general population were lower amongst males between 18-59 years of age, Black African and Black Caribbean populations, individuals identifying as Muslim, those who did not speak English as their primary language, people living in more deprived areas and people with a lower education level.19 These trends were also observed in Switzerland and the USA.20,21 It is important to determine if this observation is replicated in the immunosuppressed population, and to characterise barriers to vaccination uptake.

According to the UK Green Book and the British Society of Gastroenterology (BSG) guidelines, all patients with IBD on immunosuppressive therapies should be encouraged to receive the inactivated influenza vaccine annually, and a PPV23 booster every five years.22,23 Patients should not receive live vaccinations whilst on immunosuppressive therapy, as this results in an insufficient response to the vaccine, and severe adverse effects may be observed, such as vaccine strain infections.24,25 Three primary doses of COVID-19 vaccination and seasonal boosters (presently, two per annum) are suggested for immunosuppressed IBD patients.26 The Shingrixâ vaccination, an inactivated vaccine against herpes zoster infections, was included in the UK National Health Service (NHS) vaccination programme in September 2021. Prior to September 2025, only immunosuppressed patients over the age of 50 and all adults between the ages of 70 and 79, were eligible. Shingrixâ is now recommended for all immunosuppressed patients over 18 years of age. 

There is a paucity of data from the UK and wider Europe on vaccination in people with IBD following the aftermath of the COVID-19 pandemic. In the USA, vaccination rates have significantly declined and remained low since the pandemic, partially due to patient fear of COVID-19 transmission and overall mistrust in vaccinations.27 To better understand the impact of the pandemic on vaccination within a UK IBD cohort, we set out to assess vaccine uptake and attitudes towards vaccination amongst IBD patients in North West London receiving immunosuppressive therapy. We sought to identify factors influencing vaccination uptake, including demographic characteristics, vaccination awareness and knowledge among patients and healthcare professionals. We also assessed the prevalence of vaccination counselling. 
The primary composite outcome of this study was patient-reported vaccination uptake of annual influenza, biannual COVID-19 booster, and quinquennial pneumococcal vaccination in the immunosuppressed adult IBD population. Additionally, Shingrixâ vaccine uptake was measured, to investigate adherence to previous eligibility criteria. A key secondary outcome was to identify barriers to vaccination uptake, specifically to influenza vaccines and COVID-19 boosters. Further exploratory outcomes were patient-reported herpes zoster infection rates in vaccinated and non-vaccinated individuals and patient-reported quality of vaccination counselling prior to the initiation of immunosuppressive therapies, as per BSG guidelines.23






















METHODOLOGY
Study population
This was a prospective, cross-sectional observational study performed at two large IBD centres in North West London. Surveys were distributed prospectively to patients attending for outpatient care at Imperial College Healthcare NHS Trust (ICHT) and St Mark’s Hospital (London North West University Healthcare Trust), London, United Kingdom. Data were collected from 19th February 2024 until 19th April 2024. The inclusion criteria were age 18 or above, with adequate English reading comprehension and a confirmed diagnosis of CD, UC, or IBD-U.17 
Ethical Statement
Participation was voluntary, and survey responses were anonymised. All participants provided written informed consent. Institutional Review Board (IRB) approval was obtained from St Mark’s Hospital (PID 24/25) and ICHT (registration number 966). 

Survey design
The survey questions were based on the validated Survey on Awareness and Attitudes towards Vaccinations in Inflammatory Bowel Disease (SAAV-IBD) from Mahli et al.’s 2015 Canadian study. The original survey was designed to “assess uptake of vaccinations and knowledge of current immunisation recommendations among IBD patients”.17 Questions to further explore patient demographics were added to identify potential population groups with reduced vaccination uptake. Incomplete responses were recorded but not included when assessing the participant’s adherence to the vaccination schedule. The survey was administered in English and on paper (supplementary material). Participants completed the survey independently, with a facilitator available to answer queries or assist with completing the survey if needed. 
Self-reported data consisted of demographic variables (age, ethnicity and education level), clinical information on IBD diagnosis and treatment, and a series of questions exploring attitudes towards vaccination and compliance. With patient consent, the research team consulted electronic patient records to verify IBD phenotype and medication history.
Uptake of the influenza, pneumococcal, COVID-19 primary vaccine schedule and seasonal boosters, and Shingrixâ vaccine was assessed. Uptake of the Shingrixâ vaccine was only considered for patients eligible at the time of the study (aged 50 or over in the UK). As influenza, COVID-19 booster, and pneumococcal vaccines are administered at defined intervals, participants reported the date of their last dose. Vaccination status was classified as up to date only if the most recent dose was within the guideline-recommended timeframe for that vaccine, whilst doses administered outside these intervals were considered not current. Data on reasons for not receiving the respective vaccine were collected for annual influenza, seasonal COVID-19 boosters, and quinquennial pneumococcal vaccines, as these are recommended to all immunosuppressed IBD patients aged 18 years or older. 
When testing for the association between patient demographic variables and vaccination uptake, comprehensive uptake was defined as receiving both the annual influenza and the biannual COVID-19 booster vaccinations. These vaccines were selected as all immunosuppressed patients over the age of 18 years are eligible, and they are administered more frequently than the pneumococcal vaccine, reducing the possibility of recall bias. The most frequent answer reported for each variable was used as a reference level.
Previous shingles episodes were self-reported to determine the number of cases in the immunosuppressed IBD population. Patients who were uncertain about their vaccination status for the influenza, COVID-19 boosters, pneumococcal or Shingrixâ vaccines were excluded from the respective analyses. 
Patients were asked to report if they had received pre-vaccination counselling according to BSG28 guidelines. The specific elements assessed can be reviewed in the questionnaire (supplementary material).
Eligible patients were asked if their healthcare professionals had recommended the annual influenza, the COVID-19 seasonal booster, and the Shingrixâ vaccine if eligible at the time of data collection.
Statistical analyses
Continuous data were reported using the median and interquartile range (IQR). Categorical data were described as percentages. Univariate logistic regression analysis was performed to assess associations between patient demographic variables and the probability of comprehensive uptake. Variables collected included age at study inclusion, biological sex, ethnicity, religion, employment status, highest level of education, area of living, IBD centre, IBD type, current IBD therapy and if they had been recommended to undergo vaccination by a healthcare professional previously. Results with a p-value <0.05 were considered statistically significant, and model fit was evaluated using the Hosmer-Lemeshow test. Variables that reached statistical significance on univariate analysis were subsequently tested in a multivariable regression model. The associations were described as odds ratios (OR) and 95% confidence intervals (CI). Statistical analyses were performed using GraphPad Prism V.10.1.0 (Boston, Massachusetts, USA).
The STROBE reporting checklist was used when editing, which is included in the supplementary materials.29 
















RESULTS
Patient characteristics
A total of 209 patients completed the survey. Four incomplete responses missing demographic data were excluded from the analyses. The demographics and baseline characteristics of the study population were summarised in a table (supplementary material).
Vaccination uptake 
194 patients were eligible for influenza, COVID-19 primary, seasonal booster, and pneumococcal vaccination, and were assessed for the primary outcome. The most recent annual influenza vaccine was received by 125 patients (64.4%) (Figure 1A). 172 patients (88.7%) received the primary COVID-19 vaccine course. 110 patients (56.7%) reported receiving seasonal COVID-19 booster vaccinations. 60 patients (30.9%) reported receiving the 5-yearly pneumococcal vaccine. Of those 59 patients eligible for Shingrix immunisation by virtue of age over 49 years, ten patients (16.9%) reported receiving vaccination. 
Overall, 43 patients (22.2%) met the primary outcome of the study, reporting they had received annual influenza, biannual COVID-19 booster and quinquennial pneumococcal vaccinations (Figure 1B). 59 patients (30.4%) missed one of these recommended vaccines, 48 (24.7%) missed two and 44 (22.7%) missed all three.
Reasons for not receiving vaccinations
Of the 69 patients who did not receive the influenza vaccine, 31 (44.9%) did not think they needed it (Figure 2A). 15 patients (21.7%) reported that their healthcare professionals had not discussed this vaccination with them. 13 patients (18.8%) were worried about side effects, whilst five patients (7.2%) had experienced previous side effects. The remaining five patients (7.2%) did not believe in the vaccination.
84 patients did not receive the seasonal COVID-19 booster. The most common reason was that they did not think it was needed (66.7%) (Figure 2B). 15 patients (17.9%) were worried about side effects, and 5 (6.0%) had experienced previous side effects. Four patients’ healthcare professionals (4.8%) had not discussed the need for this vaccination with them, and another four patients (4.8%) did not believe in it.



The reported reasons for not receiving the pneumococcal vaccination differed from the reasons provided for influenza and COVID-19 booster vaccinations (Figure 2C). The main reason for the 134 patients not receiving the pneumococcal vaccination was that they had not been aware of this vaccination (61.2%), followed by the vaccine not being discussed with them by their healthcare professionals (22.4%) (Figure 2C). 17 patients (12.7%) believed they did not need the vaccine. Four patients (3.0%) did not believe in the pneumococcal vaccine. One patient (0.7%) was worried about the side effects.
Vaccination uptake is associated with increasing age and counselling from healthcare professionals 
A univariate analysis was conducted to establish associations between patient variables and vaccination uptake of annual influenza and bi-annual COVID-19 boosters in the 2023-2024 season (Table 1). All immunosuppressed patients with complete self-reported data were included in the analysis (n=194). Several variables were significantly associated with vaccination uptake. Among demographic variables, older age was associated with a higher likelihood of vaccination (odds ratio [OR]= 1.05, 95% confidence interval [CI] = 1.03-1.07). Patients of Middle Eastern or Northern African ancestry were less likely to be vaccinated than white patients (OR = 0.30, 95% CI = 0.08-0.93). Retired patients (OR = 5.14, 95% CI = 1.95-16.20) and patients living outside of London (OR = 2.31, 95% CI = 1.09-5.05) were more likely to be vaccinated. Patients who were recommended the influenza vaccine and COVID-19 booster by a healthcare professional were more likely to be vaccinated (OR =4.82, 95% CI = 2.63-9.07). No significant associations were observed with biological sex, level of education, or religion. The Hosmer-Lemeshow test was non-significant for each variable significantly associated with uptake, indicating a good fit. 
In the multivariate analysis, age at study inclusion (OR = 1.03, 95% CI = 1.00-1.07) and receiving a vaccination recommendation by a healthcare professional (OR = 3.43, 95% CI = 1.73-6.92) were independently associated with vaccine uptake. No other variables showed a significant association with vaccination uptake in the multivariable model. 




Table 1: Univariate and multivariate model of patient variables against vaccination uptake (Influenza and COVID-19 booster) in the immunosuppressed IBD population (n=194)
Variables
Vac†, n (%)
Univariate OR
 (95% CI)
p-value
Multivariate OR
 (95% CI)
Age at study inclusion
Continuous
/
1.05 (1.03-1.07)
<0.0001*
1.03 (1.00-1.07)
Biological Sex
Male
 55 (50.0)
1



Female
36 (42.9)
0.75 (0.42-1.33)
0.3237

NHS Hospital Trust
London North West University
75 (46.3)
1



Imperial College Healthcare
16 (50.0)
1.16 (0.54-2.49)
0.7014


White
54 (55.1)
1

1
Ethnicity
South Asian
26 (45.6)
0.68 (0.35-1.31)
0.2552
0.82 (0.37-1.81)

Middle Eastern or Northern African
4 (26.7)
0.30 (0.08-0.93)
0.0491*
0.48 (0.11-1.89)

No religion
25 (47.2)
1



Christianity
29 (54.7)
1.35 (0.63-2.92)
0.4375

Religion
Hinduism
17 (45.9)
1.06 (0.46-2.47)
0.8901


Islam
7 (29.2)
0.46 (0.16-1.26)
0.1417


Judaism
9 (69.2)
2.52 (0.74-10.24)
0.1620

Employment status
Employed
51 (47.2)
1

1

Retired
23 (82.1)
5.14 (1.95-16.20)
0.0020*
1.87 (0.45-8.42)

Self-employed
7 (31.8)
0.52 (0.19-1.34)
0.1900
0.35 (0.11-1.03)

Unemployed
6 (31.6)
0.45 (0.15-1.19)
0.1216
0.66 (0.20-1.99)

Student
4 (26.7)
0.41 (0.11-1.27)
0.1431
1.55 (0.33-6.58)
Highest education level
Went to university
60 (49.6)
1



Prior to university
31 (44.3)
0.84 (0.46-1.52)
0.5675

Borough
London
62 (43.1)
1

1

Outside of London
22 (61.1)
2.31 (1.09-5.05)
0.0311*
1.64 (0.64-4.29)
IBD type
Ulcerative colitis
44 (44.2)
1



Crohn’s disease
46 (50.0)
1.26 (0.71-2.25)
0.4281

IBD Therapy
TNF inhibitors
46 (46.9)
1



Vedolizumab
28 (43.1)
0.84 (0.44-1.58)
0.5864


Ustekinumab
6 (46.2)
0.95 (0.29-3.06)
0.9314

Vaccine recommendation
No
27 (27.8)
1

1

Yes
64 (66.0)
4.82 (2.63-9.07)
<0.0001*
3.43 (1.73-6.92)

† Vac refers to patients who received vaccinations regarding influenza and COVID-19 booster vaccinations in the season 2023-2024.
OR = odds ratio
CI = confidence interval
*p≤0.05















	


Vaccination guidance for patients receiving immunosuppressive therapy and vaccine recommendations by healthcare professionals
Of the 200 patients currently or previously immunosuppressed, 83 (41.5%) were unaware that they were eligible for additional vaccinations whilst on immunosuppressive therapy (Figure 3A). 71 patients (35.5%) reported that they had not been told to avoid live vaccinations while on immunosuppressive therapy, and 35 (17.5%) were unsure if they had received this guidance. 51patients (25.5%) reported that a healthcare professional had not checked their vaccination records, whilst 79 patients (39.5%) were unsure if their vaccination history had been checked. 
125 patients reported being recommended the influenza vaccine (66.8%) (Figure 3B). Of those, 96 patients (76.8%) received the vaccine, and 29 (23.2%) did not. 110 patients (59.1%) reported that the biannual COVID-19 boosters had been recommended to them. 79 patients (71.8%) proceeded to receive the vaccination, whilst 31 (28.2%) did not. For the Shingrixâ vaccine, 13 eligible patients (22.4%) recalled it being recommended, and 8 (61.5%) of those patients received it. 















DISCUSSION
This study provides novel insights into attitudes towards vaccination and vaccine uptake among patients with IBD receiving immunosuppressive therapy in the post-pandemic era, in a UK cohort. Only one in five patients met the primary outcome and were fully vaccinated with the annual influenza, biannual COVID-19 booster, and quinquennial pneumococcal vaccines, while a further one in five were fully non-compliant. Consequently, more than 75% of patients in our cohort remain at unnecessary risk from one or more vaccine-preventable infections, highlighting the urgent need for targeted vaccine education efforts in the outpatient setting and public health initiatives. 
Fewer than two-thirds of patients received both the most recent annual influenza vaccine and the COVID-19 booster. The most common reasons for non-receipt were perceptions that they are unnecessary, a lack of counselling from healthcare professionals, and concerns about potential side effects. Similar influenza vaccine uptake (61.3%) was reported in a Canadian study by Mahli et al. in 2015,17 while lower uptake (34.0%) was observed in a French cohort reported by Loubet et al in 2019, with similar reasons for not receiving the vaccine.30 No UK data for this specific population group have been previously published; however, prior studies have shown COVID-19 vaccine hesitancy amongst people with IBD due to thinking it was not useful, and being concerned about its potential side effects.31 Less than one-third of patients in our study received the pneumococcal vaccine. Most unvaccinated patients were unaware of the vaccine or had not discussed it with a healthcare professional, indicating gaps in vaccination counselling. Uptake was lower than reported in pre-pandemic surveys, potentially reflecting reduced attention on pneumococcal disease or the impact of the COVID-19 pandemic on vaccination attitudes. 30,32
To our knowledge, this is the first study to assess Shingrix vaccine uptake in patients with IBD. Shingles is a painful and debilitating condition that can cause long-term sequelae such as post-herpetic neuralgia. Despite this, levels of Shingrix vaccine uptake were poor, at fewer than 80% of eligible patients. This shortfall may in part reflect a lack of awareness of the 2021 guidelines on eligibility. With the widening of UK Shingrix eligibility to all immunosuppressed adults since the time of our data collection22,33, it is hoped that rates of uptake will improve.
Increasing patient age and receiving vaccination recommendations from healthcare professionals were associated with a greater likelihood of influenza and COVID-19 vaccination. The positive association between increased age and vaccination uptake has been demonstrated in prior studies in both immunosuppressed IBD patients32 and the general population.34 However, this observation may be confounded by age-based vaccine eligibility criteria in the UK, where patients aged 65 years and over are eligible for the influenza vaccination35 and those aged 75 or over for seasonal COVID-19 boosters, irrespective of immunosuppressive status.36 In the UK, general practitioners (GPs) routinely notify older adults of vaccination requirements, independent of IBD diagnosis.
Implementation of the BSG guidelines on vaccination in patients with IBD receiving immunosuppressive therapy23 was suboptimal. Less than three of five patients were aware that additional vaccinations were recommended, knew to avoid live vaccines, and reported having had their vaccination records checked by a healthcare professional before starting therapy. Vaccine recommendations from healthcare professionals were low across all eligible groups. Only two-thirds of immunosuppressed patients reported being advised to receive the influenza vaccine, and fewer than three in five were recommended the COVID-19 booster. Among patients aged 50 and above, only one in five were advised to receive the Shingrix vaccine. 

Improving vaccine uptake in immunosuppressed patients with IBD requires a multifaceted and practical approach. Poor patient awareness likely reflects limited time for vaccination counselling in clinical practice and increasing vaccine hesitancy. Proactive recommendations from clinicians, supported by written reminders, have been shown to significantly improve adherence.18,37 To ensure this, education on vaccination should form part of training programmes for all clinicians who are responsible for caring for patients with IBD. Given the lower vaccination uptake observed among younger patients in this study, prioritising vaccine discussions with this group during GP and specialist consultations may help address this gap. Providing accessible information, such as directing patients to the Crohn’s and Colitis UK vaccination resources or offering printed guidance, can help reinforce these messages outside of consultations.38 In addition, targeted advertisements emphasising vaccine safety and importance and leveraging the benefits of social media, may further reassure patients and support informed decision-making.39,40
Our study has a number of strengths, including the use of validated patient questionnaires, breadth of vaccine coverage, novel data on the recently available Shingrix vaccine, and an ethnically diverse population. The immunosuppressed cohort was comparable in size to similar previous studies.17,18,41 We also acknowledge several limitations. We used a self-administered paper survey. Patients had to be proficient in the English language to participate (potentially biasing our findings towards patients who are less likely to have vaccine hesitancy), and only patients attending for face-to-face appointments could be recruited. Many patients were recruited from infusion units, which limited the variety of treatments our cohort received to infusion drugs such as infliximab or vedolizumab. Thus, the study population may not fully represent the North West London or wider UK IBD population. Our study relied on patients’ self-reporting of the vaccinations and guidance they had received, as well as their previous infections. This information could not be validated through the patients’ hospital records, and no access to GP records was available. However, previous research shows that self-reported vaccine uptake is moderate to high in accuracy compared to medical records for influenza, COVID-19, and pneumococcal vaccines.42,43 Survey results may be subject to recall bias, leading to over- or underreporting outcomes, which is why we focused primarily on adult vaccinations.
Conclusion
This study reveals persistently low vaccination rates among immunosuppressed patients with IBD in the post–COVID-19 pandemic era, highlighting substantial gaps in awareness and limited counselling from healthcare professionals. Given the strong association between receiving a recommendation from a healthcare professional and vaccine uptake, proactive discussion from clinicians, GPs, nurses and pharmacists is likely to have a significant impact. As consultation times are often limited, the provision of written materials, such as leaflets or online resources, alongside verbal advice may help to address misconceptions, reinforce guideline-based recommendations, and ultimately improve vaccination coverage in this vulnerable group.
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