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INTRODUCTION


This report discusses, analyses and compares in-depth the impact, legislation and strategies employed by the governments of the UK and Spain on the monitoring and control of the incidence of COVID-19.



BACKGROUND OF COVID-19



In December 2019, pneumonia caused by an unknown virus was identified in the now well-known Chinese city of Wuhan. Shortly after, it would be named SARS-CoV-2, although it would be known in the coming months simply as coronavirus, the infectious agent that would radically change life throughout the planet or as covid to the disease it causes in those infected. The coronavirus pandemic began as a local epidemic, which forced China to take extreme measures, similar to those that had served the Asian giant to control the SARS outbreak eight years earlier. For this reason, at first, most countries in the world did not react strongly, and the coronavirus began to spread uncontrollably from China to the whole world. It reached Europe for the first time through France, but Italy first suffered a major outbreak in the Lombardy province, which became the pandemic's epicentre and led it to take measures as drastic as those in China. Unprecedented measures for Western powers, and which would soon be standard in most countries. Among them, the United Kingdom and Spain. Confinement, de-escalation, the types of protective masks, the gauges, the time slots. Concepts that sounded like improbable times had crept into our normality.


MEASURE, CONTROL AND MONITORING STRATEGIES IN UK


In the outbreak's early stages in the UK, the government suggested that at least 60% of the population should get infected to build the so-called "herd immunity" and become resistant to the illness. This strategy was promptly abandoned after the government's scientific advisors warned against it, arguing that this model would put the NHS under severe strain. The country was instead moved into a national lockdown.
A second strategy carried out was the test and trace contact application. This application was launched in September 2020 after many setbacks. The app determines if contact with a person that tested positive happened using Bluetooth. This app will subsequently send an alert in the event of contact with a positive for more than 15 minutes. The difference with this model as opposed to other countries is that it is voluntary. Also, as it is decentralised, the information is stored entirely on the device, making it impossible to identify the person and the advice given legally unenforceable. Thus, it relies on the user to obey the advice to avoid infecting others.
The app is also used to check into venues via a QR code that is scanned upon entry as required as opposed to leaving personal details. This means that if an outbreak happens in a particular venue, the user can be notified immediately.
Concerns about data usage and privacy were taken into account as it isn’t compulsory to enter a name and there is no way of tracking location or monitoring whether advice is being followed.
This app model will not be totally effective unless every person in England and Wales downloads it, and even if they do, there is no way of enforcing the advice given regarding self-isolation.
A study published in April concluded that if 80% of smartphone users- 56% of the population- actively used the app and followed advice, it would be enough to suppress the pandemic on its own (Fraser, 2020).
Boris Johnsons’ ability to deal with the crises has been frequently put into question. He has been branded a senseless state leader with poor vision or common sense. His recklessness nearly cost him his life. In early March, when the crisis was already rocking the continent, Johnson proudly declared that he had shaken hands with large numbers of people in a hospital, including patients with the virus. Shortly after, he became seriously ill and ended up in the hospital on an oxygen ventilator. If until then he hadn't taken the danger seriously, his fight against the disease changed that. Hastily, the British government tried in the next weeks to make up for his mistakes. But there was still not enough protective clothing for doctors and nurses, and more than 100 of them had already died. In nursing homes, the pandemic raged almost uncontrollably for weeks and has cost nearly 10,000 seniors their lives so far.
The virus brings enormous challenges for every government. And there are also successes in the UK, such as the so-called Nightingale hospitals, which were built with the help of the army in a few weeks (no one could know that in the end they would hardly be needed). The public health system also largely resisted the pressure of the virus, in large part thanks to the selfless efforts of staff, who bought their own masks and eye protectors and also designed their aprons out of garbage bags.
More than 100,000 people in the UK have died from a virus that, a year ago, appeared to be nothing more than a distant external threat (Covid-19: 'Poor decisions' to blame for UK death toll, scientists say, 2021).
Some will blame the London government: its decision to go into strict quarantine after most of Western Europe did, the faltering start of the contact tracing and testing system, the lack of protection offered to care homes.
Others will highlight deep root problems in British society, such as the state of its public health. Moreover, others will point out that some of Britain's strengths - such as its position as a cosmopolitan and vibrant hub for international air travel or its densely populated and ethnically diverse population - exposed its vulnerability to an easily spread virus.
In the eyes of some, the island status of the UK may have helped. Other island nations such as New Zealand, Australia and Taiwan managed to prevent the virus from spreading by keeping the death toll to a minimum. Australia, for example, has had fewer deaths throughout the pandemic than the UK on average each day.
Those countries immediately applied border restrictions and strict lockdowns to contain the virus before it could spread. Not so UK. It was not until June that quarantine rules were introduced for all who arrived, and even then, travel corridors were soon opened, relaxing the rules for travellers arriving from certain countries. The corridors were closed this month.
In the early days of the pandemic, ministers and their key advisers were accused of promoting a herd immunity strategy. That changed in late March when the strict lockdown was finally imposed. However, according to government adviser Professor Neil Ferguson, there was a crucial one-week delay that was estimated to have claimed more than 20,000 lives due to the speed at which infection rates were doubling at the time. Of course, this analysis can be done in hindsight.
The government's own advisers acknowledge that at first, the data was "really quite poor", making it difficult to make decisions that could have had significant repercussions. It's an argument accepted by Professor Chris Whitty, the UK's top medical adviser. This summer, he said, there was "minimal information" in early March.
By then, the virus was rampaging in nursing homes. About 30% of the deaths in the first wave occurred in these residences; 40% of residents of these homes who died in hospitals are included.
Early in the pandemic, the British Government was accused of promoting a herd immunity strategy. Since it was not working, strict confinement was chosen at the end of March, but this delay caused around 20,000 deaths (Covid-19: 'Poor decisions' to blame for UK death toll, scientists say, 2021).
Restrictions were relaxed in May, and some experts believe it was too early. The Government then wanted to confront the pandemic with exhaustive detection work, but this system also took time to put into operation.
In addition, infections fell in the summer, causing a false sense of security that only made the situation worse. The Government itself launched a campaign with discounts for the British to return to bars and restaurants, a decision that, according to some analysts, could have been fatal because many cases were still being detected.
At the end of August, 1,000 people a day were testing positive. Just two weeks later, in mid-September, that number had tripled and then quintupled to 15,000 positives in mid-October. Since then, the positives have never been below a daily average of 10,000 infections (Covid-19: 'Poor decisions' to blame for UK death toll, scientists say, 2021).
According to some experts, the authorities refused to apply brief confinements of 15 days to curb the rate of infections, something that had occurred in September, according to some experts, would have mitigated the pandemic.
In the autumn, schools and universities returned to occupy themselves and the respiratory diseases typical of the time flourished. It was not until November when the Government decided to decree another confinement, which was also late in the opinion of the experts.
However, in the southeast of England, a new mutation of the virus emerged, more contagious, which complicated everything even more.
Although some voices called for another confinement in December, the British Government continued with its plans to relax the restrictions in the face of the Christmas campaign.
After Christmas, this confinement became inevitable due to the significant increase in infections and cases and the saturation of hospitals.
But not everything was the Government's fault. As the BBC reports, the United Kingdom and London is a centre of international attraction and proof of this because at the end of March, the virus had entered the country 1,300 different times.
Other factors such as the extremely high population density of Great Britain, the great interconnection between cities and the growing elderly population have been key to the damaging data. Other experts point out that the obesity of the population, very high in the country, has also contributed to increased deaths.
Another fact is that of inequality. According to the UK Office for National Statistics, death rates are twice as high in disadvantaged areas than in wealthy areas. At the start of 2021, with hospital occupancy increasing rapidly, the UK's four main medical authorities intervened, issuing a joint statement warning that the NHS (the public health system) was at "material risk" of being overwhelmed. In just a few hours, the UK was back in lockdown.


MEASURE, CONTROL AND MONITORING STRATEGIES IN SPAIN


In Spain, the first imported case (a tourist in La Gomera who had been infected in Germany) was known on January 31, but it was not until almost a month later, on February 26, when the first local infection was confirmed. He was a 62-year-old man in Seville. From that moment, the cases began to grow exponentially, from 73 on March 1 to 589 a week later and 5,753 infections on the day the Government announced the home confinement. The peak of infections was reached at the end of March and that of deaths in the first days of April. In just 24 hours, on April 1, Spain registered 950 deaths. The peak in the third wave has been half, 488 deaths.
On June 21, Spain emerged, three months later, from the State of Alarm. The so-called de-escalation process - the progressive withdrawal of confinement measures and restrictions on mobility - had begun in early May. On June 21, when all of Spain entered the "new normal", the cumulative incidence at 14 days was eight cases per 100,000 inhabitants (La cronología de la pandemia de coronavirus. RTVE.es, 2021).
From December 27 to March 11, in Spain, more than three and a half million people have already received a dose of the vaccine, and for just a few days, that number is greater than the registered infected.


PUBLIC HEALTH POLICIES


If UK and Spain have something in common, it is the vastly underfunded and understaffed public health system. Decades of right-wing policies implemented by governments that create inequality, making the rich richer and the poor poorer, are primarily to blame for the inability of the health systems of both countries to cope.
Although more heralds had announced their arrival, containment against SARS-CoV-2 was not possible. In the autonomous communities with the largest population, the available epidemiology resources were not enough to identify and control a few cases or fully follow up their contacts. In a short time, they went from containment to mitigation, that is, to rearm the health service and adopt population quarantine measures of extraordinary magnitude. This tenuous epidemiological barrier faithfully illustrates the mess of Spanish public health and is only the most visible of a neglected system, if not abandoned for decades.
It should be emphasized, however, that assuming that with better public health, we would have done better is a more or less plausible working hypothesis; we do not know how the present situation will end. However, there are components of the response given in terms of prior planning, strategic reserves of resources, management, leadership and communication. That has been improvable, and that at least could have increased the population's confidence. On the other hand, better public health that stimulates and implements cost-effective health policies is very likely socially beneficial.


HEALTH AND BEHAVIOUR MODELS AND THEORIES


Nevertheless, it must also be recognized that there are factors beyond the government's control. It seems that geography is to blame for the rapid spread of the virus and the fact that the UK - and London in particular - is a hub of global activity. Genetic analyses have shown that by the end of March, the virus entered the United Kingdom on at least 1,300 different occasions, mainly from France, Spain, and Italy.
He got here before they knew it. That is not something Australia or New Zealand had to deal with on such a scale.
Population density is also a factor. The United Kingdom is among the most densely populated great nations in the world. What is more, British cities are more interconnected than elsewhere.
That means that the virus was able to spread everywhere very quickly. In contrast, Italy saw most of its cases concentrated in the north of the country during the first wave.
A growing older population also has to be taken into account. Conditions such as diabetes and kidney or respiratory diseases also increase the risk: one-fifth of death certificates for covid-19 include diabetes. However, some argue that these high levels of certain diseases are compounded by high levels of inequality in the UK.
Rates of poor health and life expectancy have always been worse in the most impoverished areas, but the pandemic appears to have further exacerbated this difference.
Data from the UK Office for National Statistics show that death rates are twice as high in disadvantaged areas than in wealthy areas. The Health Foundation conducts its research on the subject, arguing that the death rate from covid-19 must be viewed through the "lens" of inequality to understand it fully (Responding to COVID-19 | The Health Foundation, 2021).
It is something that Professor Michael Marmot, one of the country's leading experts on health inequality issues, also addresses. "The dismal UK record is telling us something important about our society."


ETHICAL CONSIDERATIONS


There are significant differences in how policies, guidance and public surveillance is implemented between the UK and Spain. Public Health surveillance in the UK considers the data protection of its population and is not imposed as harshly as it is done in Spain. The population of Spain are used to impositions and does not question its implications. This stems from a cultural legacy of past oppression. Democracy in Spain was only implemented 40 years ago when the dictator Franco died. Even so, it was a sort of placebo transition to democracy that did not purge the system. It is still compulsory in Spain to carry a National Identity card at all times to be produced on command as requested by police, no reason necessary.
The difference in the way both countries implemented lockdowns is also noteworthy. In Spain, people were not allowed to leave the house unless strictly necessary, and this was monitored by the police, that patrolled the cities and fined people that did not carry a permit from their employer. The UK is noticeably more lenient on restrictions and tends to give advice and warnings rather than physical reprimands in the shape of fines.
The question with mandatory policies is whether they are enforced for the well-being of the population on the basis of protection, and the ethical implications and moral questions these raise. Nevertheless, policies that mandate actions or behaviour interfere with individual autonomy and liberty and raise concerns on the population that affect their ability to trust the systems’ safeguarding of their citizens.


RECOMMENDATIONS


We should have an organizational design for public health that, for example, would reinforce its core structure in the autonomous communities, enable a robust network of rapid-action epidemiology services and analysis capacity, or reinforce the community strategy for the promotion and protection of collective health, helping to foster interactions with social and institutional agents committed to improving the health of the population; that it be closely coordinated with non-specialized care, helping to create a primary and effectively community care, which was truly the real basis of the national health system, which could be an incentive to mitigate the medicalizing drift of the whole.
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