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Coronavirus 
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This report aims to provide an overview of coronaviruses with an emphasis on COVID-19 as well as assessing the strategies implemented to measure and control the outbreak by the United Kingdom and Sweden. Also, it will compare the two countries strategies to find out which one had the best interventions and analyse if they could have done better to prevent the outbreak. 

According to Jahangir, Muheem and Rizvi (2020) coronaviruses date since the 1960s and still lacking studies that can give a better understanding. Yet, SARS-COV and MERS-COV we're the first coronaviruses outbreaks that had started a pandemic then arising socioeconomic and psychological losses. 

In 1965 Tyrell and Bynoe were the first humans quarantined showing respiratory difficulties and ordinary flu later discovered to be more than just ordinary flu, but a virus named B814. Similarly, a further study showed a similar virus named 229E found on medical students suffering from flu that was affecting organs especially the lungs and provoked infections such as bronchitis and chickens’ viruses and were transmitted from animals to human beings (Jahangir, Muheem and Rizvi, 2020). Furthermore, this virus was called CORONA denominating the crown of the viruses’ structure and they occurred more in the cold seasons rather than summer with a predominance of infections such as pneumonia in young adults and children, and bronchitis and asthma in elders and adults with infection numbers arising rapidly not only among humans but animals as well (rats, mice, cats, dogs, turkey, chicken, pigs and rabbits).

In early 2003 a new strain of the virus emerged in China identified as a Severe Acute Respiratory Syndrome (SARS) coronavirus bot in humans and animals but this time the viruses found in animals there were well different from those found in humans which created uncertainty concerning how humans got it. The SARS eruption affected 29 countries killing over 770 people. Yet it is still unclear how this virus entered the human population although from human to human it was transmitted by particles of saliva and mucosa (Jahangir, Muheem and Rizvi, 2020).  
Before the outbreak of SARS-COV coronaviruses were considered to be mild respiratory infections but recent studies suggest that are the cause of 15-30% of respiratory infections in humans every year being transmitted only by direct contact with an infected individual (Jahangir, Muheem and Rizvi, 2020). 
Further in 2013, emerged another respiratory infection (MERS-COV) called Middle East Respiratory Syndrome-COV having a mortality rate of more than half of the individuals infected. Nonetheless, it was controlled by late 2013 however, 855 cases were reported with 333 fatalities, yet MERS-COV caused fatality among humans and animals like pigs’ chickens and cows which affected the economy and livestock (Jahangir, Muheem and Rizvi, 2020). 

Further, the greatly inhabited nation in the world, China confirmed to WHO that they were dealing with pneumonia cases with uncommon aetiology on 31 December 2019, further in January 2020 research authorities from China we're announced that they were isolated new virus coming from the seafood market in Wuhan, named 2019-nCoV (new strain of coronavirus) which later spread throughout the world and by late February 2020 was declared a pandemic (Kumar, Malvia and Sharma, 2020). 

Coronavirus was spreading from human to human by close contact via airborne droplets generated by coughing, sneeze and kissing but it may be transmitted through pet animals such as dogs, cats, pigs, cows and turkey and has symptoms on humans such as diarrhoea, cold, fever and loss of smell and taste (Kumar, Malvia and Sharma, 2020). 
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	United Kingdom 
	Sweden 

	National Lockdown. 
	No national Lockdown 

	Social distancing of two metres where possible.
	Also, social distancing of two metres where possible.

	Face covering mandatory in enclosed spaces and public transportation with exceptions (children under the age of 11 face mask not recommended and those who are exempt of wearing face covering/mask).
	Face covering mandatory only in health care facilities and in public transportation only for those born in 2004 or earlier and only from Monday to Friday between 7:00-9:00 and 16:00-18:00. 

	Recommended using hands sanitiser or wash hands regularly before and after touched any area from outside the household. 
	Recommendations on washing hands/using hands sanitiser regularly. 

	Individuals with underline conditions and those who were 70 or over were advised to stay at home as much possible. 
	Recommendations were made for those vulnerable as well as for everyone else to avoid close proximity. 

	People had to work from home or not attend work if vulnerable. 
	People were advised to work from home if possible but never advised not to attend work.

	Schools were closed. 
	Some schools were closed.

	National and international travel was banned in less reasonable reason to leave and work-related travel. 
	Nonessential international traveling was banned. 

	Test and trace which is an app that allow individuals that have symptoms to order a test and at the same time allow NHS to trace the individual who has coronavirus. 
	Sweden never adopted test and trace app nor other accurate testing and tracing. 

	Quarantine and testing all individuals who are however chosen to travel during lockdown. 
	Also quarantine and negative COVID-19 test for those who travelled into Sweden. 

	



On 30 January 2020, World Health Organisation evaluated COVID-19 as a danger to human health, therefore, raised it to a pandemic on 11th March 2020. Since then, numerous European countries have accepted various procedures to constrain transmission (Ludvigsson, 2020). 

With more than 51000 reported deaths by the 2nd of December 2020, England was one of the most affected countries by the COVID-19 pandemic impacting differently every region of the country (Knock et al, 2020). 
Even if the consequence differed from a region to another there is, however, a key aspect in all regions, mortality was higher among the elderly in care residences (Knock et al, 2020). One week after the first person was announced dead from COVID-19 respectively 5th March 2020 the government commenced introducing control measures, originally people who presented dry persistent cough and/or fever were advised to self-isolate for 15 days then on the 23rd of March same year it escalated to a full national lockdown. During the lockdown that started on the 23rd of March, until 11th May travelling was banned in less important need, the social distancing of two metres where was possible, everyone was obliged to have a face covering when entering enclosed spaces. Care homes limited families to visit their relatives within the residential home, every front-line worker had to wear personal protective equipment and ultimately have introduced PCR tests, track and trace and the vaccine (Knock et al, 2020).

Sweden on the other hand is the only country in Europe that chose to respond differently to prevent the spread of COVID-19, they acted differently in timing the actions, COVID-19 was coded differently in medical documents, healthcare strategy reacted differently from England healthcare system as well as Government framework about the pandemic and the actions carried regarding schools (Ludvigsson, 2020). Sweden reaction to the pandemic was less intrusive than other European countries. They mainly focused on postponing rather than ending the pandemic for the first eight months by recommending social distancing in public places, but compulsory for pubs, diners and events; visits to residential homes were prohibited; kindergartens and schools for children younger than 16 remained open but closed for children older than 16 for 3 months only. Face covering was not recommended outside healthcare and there was no mandatory quarantine for infected households or geographical areas only recommendations on how to protect themselves and others (Ludvigsson, 2020).
Furthermore, Claeson and Hanson (2020) suggest that the testing, tracing, source identification and reporting as recommended by WHO was limited and remained inadequate. However, from November 2020 face covering was introduced mandatory in health care facilities and from 7th January 2021 recommend in public transportation at certain times (Claeson and Hanson, 2020). 
Yet by 1st September 2020, Sweden 0.06% of the population has been declared dead from COVID-19 which was higher than their Nordic neighbours but lower than some European countries that have been in a general lockdown including England which had approximately 0.08%COVID-19 deaths (Ludvigsson, 2020).

[bookmark: _Toc71571698]Public Health Policy approaches used to reduce and control incidence 

The current COVID-19 pandemic which has started in December 2019 presents substantial challenges for the whole world therefore, the UK Government and Health and Social Care System has planned greatly to deliver considerable safety to the public (Department of Health and Social Care, 2020). 

One of the most important methods of precaution of coronavirus which is transmitted via saliva or mucous droplets is a face covering, therefore, stop the release of droplets into the air (Zhang, et al, 2020). 

Face masks

Unlike Sweden’s Government who is only introduced face-covering in health care premises and recommended elsewhere, UK has enforcement standards for neglecting face-covering in both clinical and non-clinical places. In the UK both police and TfL officers have the right to fine anyone who is not complying with the low, penalties that start from £100 and can go up to a maximum of £6.400 in less the individual is exempt or have an acceptable justification for not wearing a mask (Cabinet Office, 2021). In addition, Public Health England (2020) suggests that patients should wear face-covering as well if their health permits that. 

Yet wearing a mask or a face covering it is a good strategy but not enough, consequently, to stop the spread of coronavirus, which is contacted directly from an individual, group gatherings should be avoided (Zhang, et al, 2020). 

Social distancing

Group’s gatherings and socialisation in the UK was allowed only in groups of a maximum of six members and maintaining a social distance of two metres if possible and the same applies here if the rules are broken penalties are from £200 up to a maximum of £6.400 with the exception of weddings that can take place with a maximum of 15 people and funerals with a maximum of 30 people. However, if anyone is implicated in carrying an illegal meeting of more than 30 people police can fine them £10.000 (Cabinet Office, 2021). Yet, Sweden’s Government recommends gatherings of a maximum of 50 people but is not mandatory therefore is entirely up to individuals if they want to do it or not (The Public Health Agency of Sweden, 2020). 

Testing 
Furthermore, Public Health England (2020) suggests that all patients that enter health care facilities should be tested at the point of admission or as soon as possible compare to The Public Health Agency of Sweden who dos do not mention anything in regard to testing for SARS-CoV-2.

Traveling 

From the very first time Coronavirus was spread throughout travelling respectively from China into Europe and other continents of the world, that's why the Cabinet Office has banned travelling ever since the 23rd of April 2020 as well as requiring all individuals who are travelling into the UK from a high risk of coronavirus infection country to self-isolate for ten days, provide a negative test when entering the country as well as taking SARS-CoV-2 tests in day two and day eight. Likewise, anyone who does not comply with the law can be refused entry into the UK or fined from £200 up to a maximum of £6.400 (GOV.UK, 2021). Sweden, however, has similar legislation in regard to travelling conditions since 16th April 2020 which ban nonessential travelling and requires a negative COVID-19 test for foreign citizens on their arrival as well as seven days of self-isolation (Government Offices of Sweden, 2021).

Vaccine 

The promising way to safeguard people from getting COVID-19 and perhaps actually save thousands of lives vaccine is a way out of this pandemic. The United Kingdom adopted a successful vaccination programme that can protect people from getting a serious illness (Department of Health and Social Care, 2021). They started to vaccinate all frontline workers and residents in care homes than those older than 70 and they have been successfully compared with Sweden who had a similar strategy but not so accomplishing who also suggested that they will use Astra Zenega only on people older than 65 (Public Health Agency of Sweden, 2021).
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The main contributor to the spread of COVID-19 in human behaviour and changing behaviour is critical to avoid the transmission when dealing with a virus that has no pharmaceutical intervention (West, Michie, Rubin and Amlot, 2020). 
All over the world human’s behaviour had to be changed by implementing isolation, social distancing and edicts to stay at home and that brought a huge cost to individuals and society from a psychological and social and economic point of view but meant to protect their health. These costs unfortunately affected more those who were already disadvantaged; however, the vaccine is a solution for the relaxation of the measures and the UK is one of the country's that has done very well on the vaccination (West, Michie, Rubin and Amlot, 2020).

The most common theories of behaviour identified in the coronavirus pandemic are the Health Belief Model, Theory of Planned Behaviour and Protection Motivation Theory. 

Even if it was repeated every day that people can maintain social distance and stay at home to avoid the spread of the virus some people have not followed these recommendations and that can be the result of confusion, fear, anger, sadness, anxiety that people acquired during isolation and social distancing (Kamran and Naeim, 2020). 

The concerns within society have also raised during the pandemic due to a vast quantity of inaccurate information that has been transmitted through social media. Research indicates that a massive preponderance of misinformation has developed a further dilemma of the COVID-19 pandemic, for example, several hundred people have died due to alcohol poisoning which they have been direct to assume was going to avoid infection of COVID-19 (Kamran and Naeim, 2020). Similarly, at the beginning of the pandemic effort on prevention were made such as correct handwashing but some people did not follow this instruction because behaviour is not solely impacted by knowledge, people did not believe they were vulnerable to infection (Kamran and Naeim, 2020).
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March and February 2020 have brought the most challenging period for the health care system that the UK has faced in the last 100 years. COVID-19 developed a crisis that has spread so rapidly, and its consequence tested the stability and responsiveness of the system like never since. In April May and June, the pandemic was starkly revealed through the number of deaths rise confirmed or suspected COVID-19 (Care Quality Commission, 2020). 

The pandemic has been extremely drastic for people receiving supervision in social care assistance. Even if care homes stopped families from visiting their loved ones the virus has had a great disproportionate consequence on care for older people. Deaths in-home care and hospitals among elders were increased by 30-40% than normally (Care Quality Commission, 2020). 

Yet the pandemic had an impact on care home staff as well as the patients who have had to prioritise reducing the risks of COVID-19 transmission at the same time as concentrating on the privileges and necessities of individuals in their care, improvising efficient solutions to retain social connection while still assessing physical distance. Staff were working long hours and in hard and conditions to look after people both in hospitals and care homes (Care Quality Commission, 2020).

[bookmark: _Toc71571701]Ethical considerations 

This period was one of the hardest for the doctors and front-line workers and so often have been blamed by society for their losses, therefore, in times like this front-line workers should be reassured that they are exceptionally improbable to be criticised for the supervision that they deliver during the pandemic and that, is from an ethical and professional regulatory viewpoint which is also possible to legislate the strategy of the Courts if there are any formal challenges. Also, their rights and responsibilities as health care providers. Do they have an obligation to work regardless of the danger? Can they refuse to attend coronavirus positive patients? 

In regard to the patient who are in  care for COVID-19, public health should take into consideration ethical principles such as the patient preference of treatment rather than just giving whatever medicine or treatment. 
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Public health care should have a better connection and communication with communities in the future preventing scepticism, suspicions and anxiety when it comes to giving up on human rights for the great of good. 

The Government should adopt a regulation that would protect doctors from blame in pandemic crisis. Similarly, they should ban any inaccurate information transmitted via television about the COVID-19 as a lot of false information come from news channels rather than social media.
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