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This report will focus on the stratagems and plans used to assess and observe the COVID-19 pandemic in the UK in comparison to that of Italy. Public health and social care policies will be examined as well as current legislations implemented and the impact the restrictions have on different individuals and people groups. The ethical consideration will be discussed as well as recommendations given.


[bookmark: _Toc71563730]Background of coronavirus and more specifically COVID-19

Covid-19 is verified as the fifth pandemic since the Spanish flu pandemic which occurred in 1918. It is a coronavirus illness and was officially mentioned as a critical breathing syndrome coronavirus 2 or SARS-CoV-2. This was confirmed and endorsed by the International Committee on Taxonomy of Viruses centred on phylogenetic investigation. The virus initially started in Wuhan, China in December 2019 and from there it spread globally. The symptoms include fever, cough, sickness and was identified as virus-related pneumonia. 
It is alleged to be a spill-over of a coronavirus which came from animals and later altered the aptitude of transmitting between humans. The virus is supposedly known to be extremely contagious; it spreads quickly among humans and continues to evolve. Covid-19 is the seventh coronavirus to contaminate humans (Khan et al, 2005). 
Prior to Covid-19, coronaviruses were known to cause only two notable outbreaks, the first being severe acute respiratory syndrome (SARS) which started in 2002 and the Middle East respiratory syndrome (MERS) in 2012 (Roger et al, 2020). Research involving patients who had SARS and MERS suggests that antibody retorts from SARS and MERS are not robust (Khan et al, 2005).
Declining of antibodies which were untraceable in 21 out of 23 samples of SARS infected were tested 6 years after and it is uncertain if the antibodies to the virus would vanish in the years following (Zhang et al, 2020).






[bookmark: _Toc71563731]Strategies used to measure, monitor and control the incidence of coronavirus

[bookmark: _Toc71563732]Approaches used by the UK, for monitoring, measuring and controlling the incidences includes test and trace, Isolation, mask or face covering, hand washing, sanitisation, 2 meters apart and social distancing. Social distancing continues to be extremely important therefore people should remain 2 meters away from each other if they are not in the same house or share the same bubble. If they are unable to stay 2 meters apart then a 1meter distance with extra safety measures for example a face covering should be worn. 
Within the framework of the coronavirus (COVID-19) pandemic, a face covering is anything that makes it possible to securely cover up the mouth and nose. 
For health and safety a mask is not recommended for children under 3 years and children under 11 years old do not have to wear a face cover If there is a reason why someone cannot wear a face cover weather this is a medical conditions, age or disability they can request an exemption card from the NHS. The test and trace were introduced to help resume normal life and guarantees that everyone who develops COVID-19 symptoms can be rapidly tested to find out whether they caught the virus. It also plays an important role in providing an early-warning system if the virus is escalating once more, both locally and nationwide (Gov.UK, 2021).
The first country in Europe to encounter the Covid-19 virus was Italy. However, the initial response that they took confine further spread of the virus was categorised by the use of firm regulation procedures (Spina et al, 2020). From February 2020, Italy’s reaction to the virus became progressively austere and the rigorous actions taken for the north provinces were ratified for the entire country (Hofverberg, 2020). 
The approaches taken by Italy to control the spread of the virus were more robust in comparison to that of England. Italy had put a curfew for the entire country starting from 10pm until 5am. During this timeframe no one was allowed to leave their home, unless it was a case of emergency, health reasons or for work related purposes and they had to present a form giving explanations for the purpose of travel. The use of public transport was limited to 50% operational and was prohibited except for work, health purposes or emergencies. A mask or face covering had to be worn at all times and all social activities were suspended. Individuals had to observe a two-meter social distance and different areas were labelled by colour codes (red, yellow, orange) with different restraining procedures in place. Failure to comply with the guidelines would result in fines being enforced by the police. These fines would be doubled if it was the persons second offence (Hofverberg, 2020).
Prohibitions were put on persons travelling from certain areas where the virus was dominant and people who were classed as vulnerable were encouraged to stay indoors. Areas that had positive cases of the virus were put under strict quarantine rules and individuals living in that community were not allowed to travel outside of that area. Churches and other places of worship had to adhere to social distancing rules of keeping one metre apart and civil and sacred services such as weddings and funerals were postponed. Educational institutions were closed and anyone who tested positive was not allowed to leave their home unless they were admitted to a hospital. Violation of these guidelines could result in a criminal offence and fines as stated in the new legislation of restrictions (Hofverberg, 2020). 

[bookmark: _Toc71563733]Current public health policy approaches to reduce or control incidence
There are several legislations that have been put in place in Italy to challenge the consequences of the outbreak since February 2020. Italy sanctioned vital methods to encompass the infection from the virus throughout the whole country. The new legislation of 9th March 2020 prohibits any assembling of people in public areas or anywhere that is accessible by the public and postponed all sports occasions customary for certain areas. People were only allowed to move about if they were working in certain sectors such as healthcare. Otherwise everyone was cautioned to stay at home. The decree of 8th March 2020, President of the Council of Ministers stated that people who had to travel for work or medical purpose had to have temperature checks before entering trains, airports etc., and passengers had to validate the reason for travelling (Hofverberg, 2020). 
The UK COVID-19 legislation was spread across the four different countries that make up the United Kingdom. The Health Protection Regulations 2021 in England had maintained the restrictions that were put in place for COVID-19 which included the continuation of social distancing rules, socialising can only be done indoors with your own household and two families from the same household or up to 6 people can meet outdoors. COVID-19 vaccines are available throughout the UK for persons who wish to take it (Gov.UK, 2020).

Currently in Wales, places of worship, pubs, indoor activities, sports events, leisure centres and gymnasiums can be opened but with social distancing and face covering rules still in place. Two household can meet indoors, and wedding receptions can now be held with a maximum of thirty people outdoors. Individuals are still encouraged to self-isolate and get tested if they are experiencing any symptoms of the coronavirus as well as the NHS will vaccinate individuals who are considered vulnerable (Gov.wales, 2021).

Northern Ireland has eased some of their restrictions as of the 30th April 2021 where pubs that have outdoor seating can be opened, hairdressers and businesses that are labelled non-essential. You can meet outdoors with another household that is in your bubble, but meeting outdoors is limited to ten individuals as long as social distancing guidelines remain in place. Individuals are still encouraged to remain in their local area as much as possible and only travel if it is necessary. Masks are still mandatory on public transportation unless individuals are exemption. These regulations will be revised on 13th May and a suggestive date of 24th May is set to ease some restrictions such as meeting indoors with other households (NIdirect.gov.uk, 2021).

Scotland has five safeguarding levels from zero to four for the guidelines and restrictions put in place. Levels 0 to 2 are less restricted whereas levels 3 and 4 have constricted restrictions. People are permitted to travel to any place in Scotland if they are in level 0, 1 or 2, however, they are not allowed to enter into areas which fall under level 3 or 4 unless they have permission. On the other hand, individuals are permitted to travel to Wales, Northern Ireland, Isle of Man, England or Channel Islands providing they follow the rules of travel. Public places that provide adult entertainment and nightclubs are closed at all levels. However, in level 1 all shops including hairdressers, restaurants, pubs are permitted to open, and weddings can be performed with up to 100 guests. As of the 26th April 2021, the entire country was at level three. Scotland has expectations to move to reopening their country as long as everyone complies with the guidelines. By the 17th May the country is expected to go down to level 2, as of the 7th June down to level 1 and by late June down to level 0 for the entire country. Nevertheless, these plans will continue to be reviewed (Gov.scot, 2021). 

England had some restrictions easing from the 12th April. Retailers who were classed as non-essentials were allowed to reopen, at least 6 people could meet outdoors but following social distancing rules, community/leisure centres re-opened, pubs with seating could open, theme parks and outdoor attractions could open and wedding receptions, wakes and other receptions were allowed to take place with a maximum of 15 persons attending. Residents in care homes could have up to two nominated persons to attend regular visits. People who worked from home were encouraged to continue doing so. Face coverings were still mandatory to be worn in public places, places of worship and public transportation. Schools universities and colleges re-opened with a few guidelines in place such as face coverings being mandatory for secondary school pupils and older. England had colour coded rules for person arriving into the country, with red being high risk, amber being medium risk and green being low risk. British nationals were not allowed to travel into high risk countries. Passengers travelling into England had to be tested and had to self-isolate for 14 days before they could mix with anyone else. More changes are expected to come, and restrictions being lifted as of the 17th May 2021. British residents who have been fully vaccinated will be allowed to travel to any international destination that recognises the vaccine status. However, individuals still need to follow social distancing guidelines and face coverings to protect themselves (Gov.uk, 2021). 

[bookmark: _Toc71563734]Models and Theories of health behaviour change

The models of health and behaviour change that will be reviewed is The Health Belief Model and the Transtheoretical model in the case of an individual taking the COVID-19 vaccine.

For health behaviour change, this model looks at the perceived susceptibility, perceived severity, perceived benefits, perceived barriers and the cues to action. 
Looking at the COVID-19 vaccine and a person’s susceptibility towards taking the vaccine, that person might be thinking that they have never taken a vaccine before. They might not believe in vaccines and they have not contracted the virus so why should they be taking the vaccine. The perceived severity deals with the questioning of the repercussions they might face if they do not take the vaccine. Questions such as will they be able to continue working if their job requires a person taking the vaccine or whether they might be able to travel. Perceived benefits involve the aids a person might receive if they do take the vaccine such as the less likelihood of them getting the virus. Perceived barriers relates to any obstruction that the individual might face in getting the vaccine such as the cost, where to go, which vaccine is the best one for them, how long is the waiting period as well as their age or if they have any underlying issues to receive preference. Cues to action deals with accessibility of the vaccine for example, the GP might call individuals offering them the vaccine or in health care setting it might be offered to the staff (Chinyani, 2021, wk5).  
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The Transtheoretical Model recommends strategies for public health intervention to speak to people at different stages of decision making. This model talks about precontemplation which is a definite no to not taking a vaccine.  At the contemplation stage, a person might be thinking it is ok to take the vaccine after they receive more information or encouragement. However, at the preparation stage the person is making plans about when and how they will access the vaccine. At the action stage is where they will book the appointment to get vaccinated, while the maintenance stage is actually getting it to keep safe (Cinyani, 2021, wk5). 
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Impact of legislation and policies on the health and wellbeing of individuals in health and social care settings

The policies and legislations that were put in place for Coronavirus control had a major impact on residents in care homes, individuals in assisted living facilities as well as health care workers. From the first lockdown in March 2020, care providers had to implement several changes in order to protect residents and staff. The use of Personal Protective Equipment (PPE) had to be introduced and enforced to accommodate the control of the virus spreading. Social visits to residents were prohibited and other means of communication had to be introduced such as video calls with family members. Visits were only allowed to residents in exceptional cases, for example end of life (gov.uk, 2020).    
The excessive death rates continued during COVID-19 validates the blatant impact of the pandemic on the residents and care workers in the care homes. Even when death rates were declining in the hospitals, care homes deaths continued to spike during April 2020. In comparison to the overall population, death amongst care workers were two times higher. This can partly be blamed on the governments’ late and scanty response to provide care homes with funding for infection control, PPE and testing kits (The Health Foundation, 2020).
It is more difficult to control isolation, infection and virus spreading in a care home setting than it is in a hospital environment because more vulnerable people are in the care homes and those who are already at risk of death. Most residents in care homes require assistance with personal care for example bathing and eating, which makes it difficult to adhere to the isolation rules. As well as there is usually a number of residents sharing the same building or facilities and this creates a more susceptible environment for the virus spreading (The Health Foundation, 2020). 


[bookmark: _Toc71563735]Ethical considerations

The COVID-19 pandemic offered severe ethical challenges such as social distancing, public health observation, privileges of health workers to carry out medical trials and allocating resources. These challenges are complex because of the varied health schemes and different cultures and socio-economic backgrounds of countries (WHO, 2021). 

In order to cope with the pandemic, Italy had imposed public isolation. Entire cities and provinces were locked down and highly restrictive procedures put in place to control the spread of the virus. These measures can raise ethical concerns. Including the many municipal health investigation activities, three key responsibilities should be emphasised. These are methodical collection of information connecting to a certain illness, observing and assessment of data found and forwards accounts to the organisations responsible for applying plans to be put in action. As well as the stringent proof and contrast between the varied approaches currently used in the collection of swabs and handling of biological samples. Especially in the case of transmittable disease, ethics is concerned with the acceptable conduct of individuals and proper business and public health resolutions, directed at achieving and sustaining the highest level of controlling that disease  At the time lockdown measures were deemed to be the best resolution to control the spreading of the virus, it is a serious ethical argument in public observation, as it restricts people moving about freely. Lockdown should be agreed for people who live in poor hygienic facilities for example refugees and homeless as they need special care and support. Even with medical treatment being free through the NHS, there still remain obstacles for the refugees and homeless because of language difficulties, literacy limitations and fear of being deported (Nardini et al, 2020).

Ethical considerations relating to COVID-19 and the UK involves ethics and lawfulness to prioritise patients and the withdrawal of treatments from patients who do not respond to treatment given. COVID-19 patients were treated as priority at hospitals and some patients were being turned away because their condition was not seen as emergency. Irrespective of the shortages faced with the availability of ventilators, every patient in hospital should receive devoted clinical care. This involves suitable symptoms administration and in the case of death, they should receive the most appropriate end of life care (BMA, 2021). 
The British Medical Association (BMA) argues that it is legal to deny a person possible treatment if another person will benefit more from that same treatment, but these pronouncements should be based on medical appropriate issues. These judgements that doctors respect should have procedures and guidance. They must be conversed openly and clearly, subject to changes based on the circumstance and centred on the best medical information available (BMA, 2021).

Recommendations
Based on the ethical considerations highlighted, it is suggested that the government consider all aspects of backlash they could face when making decisions to impose robust lockdowns, as currently there are several legal proceedings in action around the world. It is recommended that the government take into consideration the mental state of vulnerable people, health care workers, homeless people and those living with disabilities before they action strict lockdown rules. The restrictions forced by the authorities have affected many individuals and, in some cases, caused deterioration of health conditions in disabled people. People who need other medical assistance, for example physiotherapy should have access to their treatment. 
It is also recommended that more research, testing and trials be conducted on the COVD-19 vaccines, as there are several cases of death and severe illnesses that have been reported. Also, the PCR test kits have been labelled as inconclusive and unreliable with test results, as well as contamination from the incorrect handling of swabs in test centres.
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Figure 2. The Health Belief Model
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