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Foreword
This document started out as a single essay within the Mysearch website entitled ‘The Covid-19
Pandemic’ to which additional essays were added to address other associated issues. While
every section of this document will be linked to the original webpage, the overall structure has
been slightly modified to better reflect the hierarchy of the topics being discussed.
It was noted from the outset that writing about the medical and socio-economic
implications of the Covid-19 pandemic from a position of ignorance at a time that most
governments were battling to protect their national populations might be seen as
irresponsible. However, given the fact that different governments around the world were
taking different approaches to address the Covid-19 pandemic raised legitimate
questions about these various strategies and the economic implications, both short and
long term.
The starting point was simply an attempt to understand one of the mathematical models of
disease spread, i.e. the SIR model, which splits the population into three basic categories
according to disease status. People who have not yet had the disease are labelled 'susceptibles'.
Everyone is assumed to be born susceptible and capable of being infected. Those who have
contracted the disease and are capable of passing it to susceptibles are the 'infected'. The third
group are referred to as the 'recovered' or 'removed'. These are the people who have had the
disease and recovered and are now immune, or those who have died. The SIR model is used
where individuals infect each other directly rather than through secondary species like
mosquitos. An individual who recovers from the illness is also modelled to have perfect
immunity to the disease thereafter. The rate that people become infected is proportional to the
number of people who are infected, and the number of people who are susceptible. If there are
lots of people infected, the chances of a susceptible coming into contact with someone who is
infected is high. Likewise, if there are very few people who are susceptible, the chances of a
susceptible coming into contact with an infected is lower, since most contact would be between
the non-susceptibles, i.e. infected or resistant.
Despite the mathematical logic underpinning this model, it quickly became apparent
that such models did not readily explain the statistics being reported by website, such as
virusncov.com, which was being used as an initial source of data.
As such, the format of a single essay expanded into a series of related essays attempting to
consider the many, and often contradictory, viewpoints of different ‘experts’, which is now
collated into this revised format for general review.
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1.1

The Covid-19 Pandemic

This discussion only attempts to provide some general background
information surrounding the nature of the Covid-19 virus and its wider
implications. While it makes no specific proposal for alternative action, it
will attempt to raise questions and issues surrounding the handling of this
pandemic and some of the wider potential implications. However, this
discussion will only attempt to outline the complexity of problems
surrounding this pandemic, such that external references will be provided
to more authoritative information for the interested reader.
So, what is a virus and more specifically, the Covid-19 virus?
As a basic description, a virus is a microscopic infectious agent that
replicates inside the living cells of an organism, which can infect all forms of
life, e.g. animals, plants and micro-organisms. However, more specifically, the Covid-19 virus is described as an infectious
disease that primarily affects the respiratory system, but where broader symptoms include fever, cough, and shortness of
breath. The virus was first detected in the city of Wuhan, in the Hubei province of China, towards the end of 2019. In a historical
context, the Covid-19 virus is the latest, and possibly worst, of a series of different coronaviruses assumed to have started in
China that has now spread as a global pandemic.
Note: The statistics surrounding this global pandemic changes on a daily basis due to the exponential nature of the
infection rate. Therefore, the website virusncov.com should be referenced to determine the latest figures associated with
each country. While these figures will be discussed in more detail below, it might immediately be highlighted that there
is considerable variance in the some of the national death rates that requires further understanding.
While this discussion will not pursue the issue of how the Covid-19 came to infect humans in any detail, there is a general
assumption that it was the result of a bat-borne virus. However, at this time, there is no definitive evidence as to how, when
and where the Covid-19 crossed from bats to humans, although there are a growing number of theories. While this discussion
does not want to add to speculation, clearly it is important to tried to answer all the ‘how, when and where’ questions
surrounding this pandemic, as lessons as to how to best tackle future pandemics will need to be learnt.
Note: Initially, it was assumed that the virus first infected humans in a wet market in the city of Wutan given the obvious
risk of the virus crossing into humans from both live and dead seafood, as well as other wildlife. However, it might also
be highlighted that China's first biosafety level-4 virology laboratory is located in Wutan, less than 400 metres from the
cited wet-market, which some have cited as the actual Source of the Coronavirus and Origin of the CCP virus – see
videos for details.
At the moment, the source of the virus is not necessarily the main priority facing most nations struggling to contain the spread
of the virus within their own borders. However, there are many unanswered questions about the spread of the virus within a
given population that require investigation. While the data presented on the virusncov.com website provides an alarming
indication of the potential spread of the virus in terms of infections and deaths within given populations, these figures are open
to different interpretation.
Note: Again, it is highlighted that this discussion does not wish to undermine the various strategies now being actively
pursued by different governments to prevent unnecessary deaths. However, the analysis of the statistical data
surrounding the modelling of this virus has raised questions that will need to be answered, if future pandemics are to be
better addressed.
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In advance of having detailed information about the spread of this specific virus in a given population, science has resorted to
mathematical models in order to make any form of judgment about the preventative measures that might best be taken. One
of the simplest models is called the SIR model, where the population is divided into 3 basic groups, i.e. susceptible [S], Infected
[I] and Recovered [R]. However, some rename the recovered group as ‘removed’ as it implicitly includes people who have died.
Before outlining some of the details behind this model, we might simply present two typical graphical representations of the
results as a function of time in days with different value of [R0], which represents the infection rate per person.

In broad terms, these two graphs help to explain the approach now being taken by most governments around the world. On the
left, we might interpret the value of [R0=5] as the infection rate without any preventive measures, such that the infections
increase exponentially for about 28 days and will have infected 50% of the population after 42 days. On the right, the value of
[R0=2.5] has been halved, such that only 25% of the population is now infected after an extended time of 90 days. Therefore, it
has been argued that by reducing the infection rate, while maintaining a constant recovery time of 14 days, allows the number
of infections to be minimised and hopefully constrained within the capacity of the health system. While this discussion will not
go into the mathematical details of this model, the equations in [1] are provided by way of general reference of the
spreadsheet model used, where the subscripts [t, t+1] represents the daily change in the [S, I, R] values.
[1]

S = susceptible; I = Infected; R=Recovered
St +1 = St −  St It ;

 = infection rate;

It +1 = It +  St It −  It ;

 = Recovery rate;

Rt +1 = Rt +  It
R0=N


; where N = susceptibles


While the logic of this basic model appears to be a reasonable starting point, it is virtually impossible to make its results fit the
daily update of statistics from any country. In part, this might first be outlined in terms of a variant model called compartment
SIR, which might be scaled to the population of various cities and towns in a given country. For example, in the UK, the city of
London has a population of over 8 million people in relatively close proximity, while the city of Birmingham is the only other city
with a population over 1 million. The population of most other towns in the UK quickly falls from about 500,000 to about
100,000, such that each might be better described by a compartment SIR model. In this type of model, we might account for
the geographical spread of these towns, where the initial spread of the virus could have been subject to significant variance in
terms of the numbers and start date, which might then be lost in the aggregation of national statistics. However, what is more
problematic with these models is the percentage of the ‘susceptible’ population that needs to be infected for the virus to be
effectively eliminated.
Note: It is highlighted that the accuracy of the figures in the virusncov.com website have to be questioned on a number
of levels. As of 04-April-2020, over 2 million infections had been reported worldwide, which only translates to about
0.03% of the global population. Any examination of the top-10 infected countries also shows a comparatively small
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infection rate, when calculated as a percentage of the national population. At face value, this might suggest that the size
of the ‘susceptible’ population is hardly affected, such that it might continue to remain susceptible to secondary phases
of the pandemic.
So, how might we start to correlate actual data with the models?
The first Covid-19 case in China has been tentatively traced back as early as 17-Nov-2019. However, at this point, the discussion
will cite the UK as a general example of the preventative strategies adopted to reduce the infection rates shown in the previous
graphs. Prior to any preventative measures, the first UK Covid-19 case was reported on 31-Jan-2020, although the first death
did not occur until 6-Mar-2020. By 16-Mar-2020, this figure had risen to 50, although limited analysis suggests that all deaths
were in the higher risk categories, i.e. age 60 and over with pre-existing health conditions. However, while the UK Prime
Minster urged people to stop non-essential contact and unnecessary travel on 16-Mar-2020, the actual enforced ‘lockdown’
was not announced until 23-Mar-2020. This equates to 52 days after the first case being reported and 17 days after the first
death. This delay is not a direct criticism as any ‘lockdown’ of any developed economy is a very serious political decision, which
cannot be taken lightly, but leads to a fairly obvious question of interest to any SIR model.
How many of the UK population might have been already infected by 23-Mar-2020?
As of 07-Mar-2020, the UK was only reporting 164 infected cases, which would equate to just 0.0002% of its 67 million
population, where 2 deaths correspond to 1.22% of the reported 164 infections. While we might initially assume that the
deaths were accurately recorded, we might seriously question the reality of only 164 infections by this date. However,
successive statistics also question the %-death rates, relative to recorded infections, being attributed to the Covid-19 virus.
Date

Country

Population

% Infected

% Death

% Active

% Recovery

07/03/2020

UK

67,772,000

0.000%

1.220%

87.805%

10.976%

16/03/2020

UK

67,772,000

0.002%

2.516%

96.046%

1.438%

20/03/2020

UK

67,772,000

0.005%

4.405%

93.607%

1.988%

04/04/2020

UK

67,772,000

0.056%

9.445%

90.201%

0.354%

07/03/2020

Italy

60,461,826

0.008%

4.249%

84.469%

11.281%

16/03/2020

Italy

60,500,000

0.041%

7.310%

83.255%

9.435%

20/03/2020

Italy

60,500,000

0.068%

8.298%

80.882%

10.820%

04/04/2020

Italy

60,500,000

0.198%

12.252%

71.259%

16.489%

07/03/2020

Germany

82,800,000

0.001%

0.000%

97.368%

2.632%

16/03/2020

Germany

82,800,000

0.007%

0.224%

98.985%

0.791%

20/03/2020

Germany

82,800,000

0.019%

0.287%

98.962%

0.751%

04/04/2020

Germany

82,800,000

0.110%

1.399%

71.643%

26.958%

07/03/2020

Global

7,700,000,000

0.001%

3.449%

39.691%

56.861%

16/03/2020

Global

7,700,000,000

0.002%

3.837%

50.419%

45.744%

20/03/2020

Global

7,700,000,000

0.003%

4.096%

60.220%

35.684%

04/04/2020

Global

7,700,000,000

0.029%

5.340%

73.998%

20.662%

In the table above, we see a general trend to increasingly higher %-death rates in all countries by date. While some of the
variance in the %-death rate figures might be attributed to differences in age demographics and the possibility that some of the
national healthcare services in some countries may have been overwhelmed by the numbers requiring treatment, it is unclear
that these two factors alone can be telling the whole story.
Note: Based on the variance in the previous table, we might question the accuracy of the reported infections, which in all
cases only represents a minimal % of the population. However, there is also some reasonable grounds to suggest that
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the %-death rates are being inflated because the cause of death is being attributed to the Covid-19 virus, simply because
it was present at the time of death, without necessarily any testing to prove this was the actual cause of death – see
video Corona crisis: Open letter to the Chancellor from Prof. Sucharit Bhakdi for some further details.
While not wishing to minimise the tragedy of people dying as a result of the Covid-19 virus, some statistical perspective is
possibly required at this point. Again, we shall use the UK as a general example, where in 2018 over 600,000 people died. The
following two tables, first shows the approximate breakdown of the cause of the 2018 UK deaths, where 78%, i.e. 468,000,
were related to medical conditions, which would translate into an average 1282 deaths per day. The second table shows the
assumed death rates specific to the Covid-19 virus, as a percentage by age group. While there is no direct correlation between
these tables, there is an inference that Covid-19 deaths will only be a small percentage of overall deaths.
Non-Covid Death Rates
Cardiovascular
Cancers
Respiratory
Digestive diseases
Mental disorders
Nervous system
All Other causes
All causes, all ages

% Rate
28.62%
25.61%
12.18%
4.65%
3.61%
3.35%
22.00%
100.00%

Deaths
171,702
153,630
73,074
27,876
21,630
20,076
132,000
599,988

Age

% Death

Overall %

10-19
20-29
30-39
40-49
50-59
60-69
70-79
80+

0.20%
0.20%
0.20%
0.40%
1.30%
3.60%
8.00%
14.80%

0.20%
0.40%
0.60%
1.00%
2.30%
5.90%
13.90%
28.70%

Addressing the first table left, as of today, 05-Apr-2020, some 29 days have passed since the first Covid-19 death was reported
in the UK, which might be compared to the 37,183 deaths related to the health issues listed above. Over the same period, the
number of UK recorded Covid-19 deaths was 4,313. i.e. 11.6% of 37,183, although it is far from clear that all 4,313 Covid-19
deaths can all be directly attributed to the virus and not any of the pre-existing health issues listed above. The second table
right relates to the estimated Covid-19 death rates by age groups shown and while the two tables are not directly related, we
might speculate that the increasing probability of death by age might have something to do with the fact that people tend to
accumulate the health problems listed, as we age.
Note: At this stage, for the reasons outlined, we probably do not have accurate figures for the number of people infected
in any population as a whole nor do we really know whether all the deaths being attributed to the Covid-19 virus are an
accurate assessment of the actual cause of death. If so, the data accumulated from the virusncov.com website is
probably an inaccurate database on which to base any statistical SIR model.
As the analysis above carries no authoritative weight, we possibly need to make further reference to more informed analysis,
which it has been reported to have influenced the UK government’s Covid-19 strategy – see Imperial College COVID-19 Report
for details. While the report should be read in full, the following paraphrased quote is taken from the initial summary.
Two fundamental strategies are possible: (a) mitigation, which focuses on slowing but not necessarily stopping epidemic
spread, but reducing peak healthcare demand while protecting those most at risk of severe disease from infection, and
(b) suppression, which aims to reverse epidemic growth, reducing case numbers to low levels and maintaining that
situation indefinitely. Each policy has major challenges. We find that that optimal mitigation policies (combining home
isolation of suspect cases, home quarantine of those living in the same household as suspect cases, and social distancing
of the elderly and others at most risk of severe disease) might reduce peak healthcare demand by 2/3 and deaths by
half. We conclude that the effectiveness of any one intervention in isolation is likely to be limited, requiring multiple
interventions to be combined to have a substantial impact on transmission.
While this discussion is not in a position to comment on the details of the simulation model used by the Cambridge team, it is
assumed that it is based on SIR-like models, although presumably far more sophisticated than the simple spreadsheet model
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used to produce the previous SIR graphs. However, despite the simplicity of the earlier model, this report appears to broadly
propose that the [R0], i.e. the basic reproduction number, needs to be minimised in order to supress the number of infected
people with serious complications from overwhelming the health service. Based on the previous quote, the report forwards two
approaches, summarised below, where the second option is the preferred policy option.
•

Mitigation focusing on slowing but not necessarily stopping epidemic spread.

•

Suppression to reduce case numbers to low levels and maintaining that situation indefinitely.

Again, without going into all the details, the suppression option infers what most populations now generally understand as
‘lockdown’, ‘self-isolation’ and ‘social distancing’. Broadly, it is hoped that these policies will first reduce [R0] to a point where
the infected case load remains within the capacity of the health service. We might simply attempt to characterise the hopeful
outcome in the chart below.

More broadly, the longer-term hope appears to be that suppression of the virus might eventually lead to a figure of [R0<1],
where new infections are outnumbered by the number of recoveries and, in so doing, buy the necessary time, e.g. 18 months,
for the development of a vaccine. This said, the Cambridge report highlights that if these policies are relaxed, presumably
before the general availability of the vaccine, then ‘transmission could quickly rebound’.
Note: As stated, this discussion will make no direct criticism of any attempts to both understand or minimise the impact
of the pandemic. However, this does not mean that alternative perspectives have to be suppressed provided that the
source carries a sufficient weight of authority.
As outlined, all the SIR charts presented appear to suggest that only through the process of infections and recovery will a
significant percentage of the population cease to be susceptible to the virus. However, to-date, all statistics about the spread of
the virus appears to have infected less than 1% of any national population, although it is suspected that actual infections may
have been grossly under-estimated. In this context, an Oxford epidemiologist, Sunetra Gupta, has questioned some of the
assumptions underpinning the Cambridge model. While no link to the report produced by the team of researchers at Oxford
University can be found, it apparently suggests that a much larger percentage of the UK population may have been infected
prior to the first death on 06-Mar-2020.
Note: Given any problems with the statistics, i.e. infections and deaths, it might be assumed that both Cambridge and
Oxford research teams have to be projecting the impact of the pandemic based on variations of SIR-type models. While
we might assume that these models are much more sophisticated than the spreadsheet model suggested in this
discussion, the results of any model can be highly dependent on the assumptions underpinning its input parameters.
So, let us proceed on the not unreasonable assumption that the percentage of the UK population infected with the virus was
possibly much higher than the statistics suggest. If so, we would then need to explain why the number of deaths in the UK did
not reflect this higher level of infection. While any explanation has to be speculative, we might still attempt to anchor this
speculation to what are assumed to be known facts. As outlined earlier, the first UK Covid-19 case was reported on 31-Jan-2020
with the first death reported on 6-Mar-2020. However, it is also known that the suppression policies forward by the Cambridge
report were not enforced until 23-Mar-2020, which was some 52 days or 7.5 weeks after the first UK infection case was
8
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reported. Given the minimal level of testing for the presence of the virus in the UK during this period, any estimate of the actual
number of people infected would appear to be speculation, irrespective of the source.
So, what might have happened in this first 52 days?
While it is not possible to give a definitive answer to this question, the
chart right might simply be seen as a visual, and speculative, model of
both the infections and deaths as a function of time. However, this
chart is based on a mathematical formulation that differs from the SIR
model previously outlined, as it follows a compound growth rate
subject to a linear decay. The start-date of 28-Jan-2020 is broadly
aligned to the first reported case of the virus in the UK and adopts an
initial growth rate of 19%, which was generally supported by the
statistical data at that time, but is then subject to a linear decay of 0.2%
per day, where both infections and deaths are shown on the left, but now on a logarithmic scale. The peak of the infection is
reach when the %-growth rate, shown left, reaches zero around the beginning of May-2020. However, the red curve
representative of deaths is now offset from the start of the infections by 30 days.
How might this 30-day lag between infections and the first death be explained?
Let us assume that the chart above reflects a large city like London with a population of 8 million. Let us also assume that the
initial infections were introduced by people returning from other regions, e.g. China and Italy. While speculative, it might not be
unreasonable to assume that these people were younger and possibly had fewer underlying health conditions than the general
population. As such, statistics suggests that they would be less susceptible to the effects of the virus, even though they might
have still been carriers. Again, statistically, it has been estimated that 80% of those infected may only have mild symptoms,
while another 15% will have more severe symptoms possibly requiring some medical treatment with the final 5% experiencing
life threatening symptoms. However, given that the worst effects of the virus are biased towards increasing age, especially
when linked to pre-existing health conditions, this initial group of virus carriers may have had very few symptoms of concern.
Equally, at this time, most people were not necessarily that aware of the growing pandemic, such that most symptoms might
have been simply attributed to seasonal flu-like infections, which typically occur in the winter months in the UK. Of course, on
return from abroad via London’s international airports, any initial carriers could have started to expose a much broader
cross-section of the population, although possibly concentrated within the UK’s larger urban cities.
Note: While increasingly speculative, we might question whether those at greatest risk, i.e. by age and health conditions,
would have had much contact with those initially infected, i.e. younger and healthy. Equally, as previously highlighted,
the UK health service was possibly dealing, on average, with 1282 deaths per day during the normal winter flu months
before the implications of the pandemic were really understood. If so, the many deaths now being attributed to the
Covid-19 virus might have simply been attributed to the normal range of health conditions. If so, it might partly explain
why there was a 30-day lag between the start of the infections and the first reported Covid-19 death.
It is highlighted that while the previous example may appear to give some credence to the Oxford model, the peak number of
infected in the London model in early May-2020 would be 181,342, i.e. 2.27% of the 8 million population of London with a
corresponding %-death rate of 1.5%, basically in-line with Germany and original estimates. Therefore, these figures are far
more conservative than the Oxford model, which was projecting infections to be as high as 40-50% of a similar population.
To-date, 07-Apr-2020, the model for London suggests that infections would be in the order of 100,000 with some 140 deaths. In
contrast, the corresponding reported figures for the same date for the whole of the UK are 51,608 infections with 5,373 deaths
suggesting a 10.4% death rate. As argued, it is possible that the UK reported infections may being under-estimated, especially in
large urban cities and towns, while a %-death rate of 10.4% may be being inflated simply because the virus was presence at
9
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death, but not necessarily being the primary cause of death, especially for those in the upper age groups with underlying health
conditions. Again, this speculative model is not attempting to undermine the suppression policy forwarded by the Cambridge
model, which is now broadly accepted as UK public policy. However, what all these different models might tell us is that they
are what the name implies, i.e. ‘models’ of a pandemic, which may not accurately reflect the reality of the situation. So, while
everybody should support the suppression policy in terms of lockdown, self-isolation and social distancing, especially in this first
phase, there are potentially wider considerations that may need to be taken into account, if the spread of the virus is subject to
secondary phases.
But, might the Covid-19 virus simply burn itself out and life return to normal?
It might be realised that this is not really a single question, as even on a superficial level we might separate the issue of the
ending of the pandemic as a medical emergency and everyday life simply returning to normal without further consideration of
potentially lasting economic and social impacts. At this point in time, it is probably not too much of an exaggeration to say that
if you ask any two experts in the field of pandemics when it will end, you will probably get two different answers. However, in
part, the reasons for these different opinions, even by those who have an understanding of the problems, has already been
broadly outlined. While it has been repeatedly highlighted that this discussion does not have the authority to draw any
conclusions, based on the information available in terms of statistics and models, the worry is that only a minimal percentage
[1%] of any national population may have been infected, which implies that the majority [99%] must still be susceptible. If so,
we might consider a potential projection of the pandemic in terms of the chart below.

As shown, the red curve is the number of infections, which if subject to the suppression policy discussed might flatten to a
reduced number of infections, as shown by the green curve. However, as highlighted by the Cambridge report, if and when
these policies are relaxed, before the general availability of the vaccine, then ‘transmission could quickly rebound’ as suggested
by the blue curve, especially if 99% of the population is still susceptible. Of course, the hope is that the initial phase of the
suppression policy will not only reduce the immediate number of deaths by preventing the health service from being
overwhelmed, but also buy time to better prepare for any potential secondary phases.
Note: Secondary phase preparations would include new tests for detecting the presence of the infection, even before
symptoms are obvious, plus tests for detecting recovery from the virus. Even these measures would greatly improve the
accuracy of the statistics, such that any secondary outbreak might be more quickly detected and suppressed. In addition,
South Korea has shown that a ‘test and trace’ ability for those exposed to the Covid-19 virus has help reduced their
death rate to 0.7%. Equally, the time between the first and any secondary phase would allow time for a significant
increase in the production and distributions of masks and respirators.
So, if we simply assume that the risk of secondary outbreaks cannot necessarily be avoided given the size of the susceptible
population, especially if the virus might re-enter a population in any number of ways, we might still be hopeful that the medical
emergency surrounding the pandemic might be minimised after the end of the first phase.
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But what risks and implications might remain after phase-1?
The first part of this discussion has tried to provide a broad outline of the impact of the Covid-19 pandemic within the context
of a medical emergency. Clearly, within this emergency, many people have been infected and died as a result of the Covid-19
virus, where each case is a personal tragedy to those directly affected. However, in terms of a statistical assessment of this
pandemic, this is not necessarily the best way to quantify the impact of the virus or to judge how governments should best
respond. We might also recognise that mainstream media has been broadcasting about the dangers of the Covid-19 virus on a
24/7 basis, where much coverage has been focused on individual tragedies in the form of ‘human-interest’ stories. Of course,
this sort of coverage not only influences what the ‘public thinks’, but what ‘politicians do’ in order to maintain the support of
the public, at least, in most democracies. We might also recognise that we live in a world increasingly defined by a somewhat
abstracted and idealised concept of ‘political correctness’, which can destroy the career of not only a single politician, but
potentially an entire government, even authoritarian ones. So, in this context, we might wish to consider the implications of the
following statement apparently made by the Governor of New York, Andrew Cuomo.
I want to be able to say to the people of New York, I did everything we could do.
And if everything we do saves just one life, I’ll be happy.
While we might all perceive the moral or political reasoning behind these words, we still need to question their wisdom as the
basis of public policy. Of course, recognising that anybody questioning this morality might risk never being elected to public
office, the truth is that our ability to save every life is subject to practical limits.
Note: While statistics can be perceived as cold and impersonal, they possibly highlight the wider reality of a problem. For
example, statistically, it is estimated that 1-billion people go to bed hungry with 25,000 dying, every day, as a result of
malnutrition and hunger-related diseases. Possibly more tragic in human terms is that 18,000 of this number is
estimated to be children under 5 years old.
While we know that many of these unfortunate people might have been saved, there are often practical limits to what can be
realistically achieved. So, while we might readily understand why the governor of New York might sincerely believe in his
statement, others will have to assess the implications on other lives in other sectors of the US population. However, it is
recognised that this outline will make many feel uncomfortable with the direction of this discussion, but it will be argued that
this perspective cannot simply be ignored.
Note: As previously highlighted, 616,000 people lost their lives in the UK in 2018 and undoubtedly each was a personal
tragedy to those involved. Morally, it might be argued that if even one life could have been saved, then there should be
no financial limits imposed on the UK health service. However, while this may be a moral conclusion, it is unclear that it
is a realistic one.
So, widening the scope of this statistical perspective, it is estimated that there have been, at least, 15 million US cases of ‘the
flu’ in the 2019-2020 season, which would translate to 4.6% of the US population. So far, this flu season has resulted in 140,000
(0.93%) hospitalizations and 8,200 (0.05%) deaths relative to the 15 million cases, not the population as a whole. By way of a
comparative measure, it is estimated that 2.5 million people die every year, or 0.76% of the US population, which as an average
would translate to 6,849 deaths per day. Again, it is recognised that this is a cold and impersonal assessment, but one that
allows the risk of death to be put into some perspective.
So, what is the comparative risk of the Covid-19 virus to the US population?
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As of 09-Apr-2020, the US has, by far, the largest number of reported Covid-19 infections anywhere in the world. Why this is
the case might be debated in terms of suppression policies adopted and its demographics, which this discussion will not
address. In statistical terms in this time frame, the US has reported 435,160 Covid-19 infections, which translates to 0.13% of its
329 million population, with 14,796 deaths or 3.4% of those infected. However, New York state with an estimated population of
20 million, i.e. 6% of the US population, has reported 149,316 infections, which is 34.31% of the US total and 6,261 deaths or
42.32% of US total. While these numbers associated with the Covid-19 virus are more worrying than normal cases of the flu,
statistics suggest that the total deaths represent about 0.6% of the estimated 2.5 million deaths in the US every year. Again,
while statistics do not reflect the personal tragedies taking place in all these cases, they can possibly put our fears into some
better perspective. For life has always come with risks, although this does not mean that, as individuals and society, we should
not seek ways to further minimise this risk.
What might history tell us about risk?
Again, we might seek some perspective in statistical numbers,
where it is estimated that possibly 90% of all whose have ever
lived were born before 1850, such that we might estimate a
number in the region of 100 billion. Today, the global population is approaching 7.8 billion or 7.8% of those people who have
ever lived. Looking back in time, we might understand that this 90% lived before the development of modern medicines and
sanitation, where most would have had to survive on minimal calories and poor-quality food, even assuming they were lucky
enough to survive the appallingly high child mortality rates. Against this historical backdrop, we might also highlight the
increase risk of death from diseases like malaria, tuberculosis, plague, cholera, influenza and smallpox, which may have
accounted for the deaths of billions over human history. So, while modernity presents us with its own set of problems in the
form of industrialization and urbanization along with diseases like heart attacks, cancers and strokes, we might still reflect on
the diminishing risk of death in terms of an increasing average life expectancy, as shown in the chart right. Within this historic
timeline of diseases, we might now return to the immediate risks associated with pandemics.
Note: The cause of most modern pandemics are viruses that have been passed from animal to people. For example, the
HIV virus is believed to have originated in chimpanzees, while the class of coronaviruses, e.g. SARS, MERS and COVID-19,
are all believed to have originated from bats, which then mutated through secondary animals into humans.
While the Spanish flu pandemic of 1918 was a type of influenza virus, subtype H1N1, it is estimated that it may have infected
upwards of 500 million people or 25% of the world's population at that time and caused 50 million deaths. While the accuracy
of these statistics might be questioned, it was probably one of the deadliest
pandemics in human history, just behind the Black Death. However, given that this
pandemic also existed before a vaccine had been developed and before the
suppression policies now being adopted to address the current Covid-19 pandemic
were understood, we might possibly want to pursue some general questions
about the nature of pandemics.
How do pandemics start and end?
While most people will be more interested in how pandemics end rather than
start, the initial spread of a virus often depends on its pathology. While this
discussion cannot address the nature of this complexity, the initial spread of a
virus depends on how infectious it is and how quickly it is transmitted. In terms of
the basic SIR model used, illustrated right, the rate of transfer between susceptible [S-blue], infected [I-orange] and recovered
[R-green] is defined by the following equation.
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[2]

dI
=  SI −  I;
dt

where  = infection rate;  = recovery rate

However, within the simplicity of this model, both [β] and [ϒ] are assumed to be constants, such that the value of the basic
reproduction number [R0] might vary as a function of the remaining susceptible population [NS], as shown in [3].
[3]

R0  NS




So, as the initial value of [R0] effectively changes as the SIR model progresses, its value may eventually fall below unity, such
that the number of infections reduces as each remaining infected person can only pass on the disease to fewer people. If so,
the virus cannot sustain its own spread and the pandemic will ‘burn’ itself out. However, what is not clear from the current
statistics is that the percentage reduction of the number of people susceptible to the Covid-19 virus appears minimal [<1%] in
all national populations. As such, the value of [S] in [2] must remain large relative to both the number of infected [I] and
recovered [R], such that any change in the value of [R0] is simply being affected by the isolation policies and not as described by
the SIR model itself, such that the population might remain susceptible to a secondary phase of the pandemic should the
infection be reintroduced by any means.
Note: The reason for returning to the possible risk of secondary phases of the pandemic is that we may now have a
better assessment of the relative statistical risk, such that public policy might be put into better perspective and
rationalised. As previously highlighted, if governments use the initial phase of the pandemic to better prepare to
minimise the scope of any localised secondary outbreaks, the risk to the population at large may also be minimised, such
that we might now discuss some wider implications.
Let us generally assume that secondary outbreaks cannot be avoided, even if the impact can be minimised. However, there is a
suggestion that the suppression policies, i.e. ‘lockdown’, ‘self-isolation’ and ‘social distancing’, imposed during phase-1 may
have to be extended for as long is necessary, e.g. the availability of a vaccine. For practical reasons, let us assume that a vaccine
will not be available to the 99% susceptibles in any given population for, at least, 2 years.
If so, might the suppression policies of phase-1 have to be revised?
Let us first be brutally honest about the limitation of phase-1 policies to try to save every life irrespective of the costs, as this
was never the goal. Rather the more realistic hope was by minimising the number of infections, the numbers requiring
hospitalisation would also be minimised, therefore preventing the health services from being overwhelmed. In this context, the
goal was only to minimise the number of preventable deaths.
But are preventable deaths the only issue to society?
Clearly, this might be seen as a very contentious issue, especially in terms of morality,
which many in public life will not want to discuss. For reasons already outlined, many
politicians may be ‘happier’ to be associated with the idea that society must simply
do ‘everything to save just one life’. For while the idea that financial costs is a factor in
this discussion may appear unpalatable to many, the truth is that no government can
afford to incur the cost of the collapse of its economy.
Note: While this discussion will not expand on the issues surrounding such moral or ethical dilemmas, it might be
highlighted that the dilemma represents a choice that has to be made between two or more unpalatable options. In this
case, the national economy requires as many people to return to productive work as soon as possible, even though this
may increase the risk of secondary phases of the pandemic.
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It might be readily understood that the Covid-19 pandemic has already severely affected most major economies in terms of
both supply and demand. As a broad generalisation, the phase-1 suppression policy of lockdown has effectively reduced the
workforce, which then leads to a reduction in output or supply capacity. Likewise, this policy has also required people to stay at
home, which has adversely affected both consumption and demand. This overall downturn in so many markets is having a very
serious effect on many businesses, both large and small, as profits fall and cash-flow becomes increasingly problematic. Again,
the scope of these problems can only be outlined, but it might still be highlighted that ‘saving just one life’ in terms of the
current medical emergency is not the only problem requiring consideration.
Note: As businesses increasingly struggle to maintain their balance sheets, it may inevitably lead to increase
unemployment and therefore social welfare costs at a time when government tax revenues are falling. In such times,
fiscal and monetary policy may be limited to simply printing money leading to an increase in national debt and interest
payments, especially when viewed as a ratio of potential falling national GDP. In such a scenario, governments may have
to choose which industries and businesses can be saved from potential bankruptcy in order to be in a position to recover
as, and when, the pandemic finally subsides. However, we may also have to face up to the fact that many of the national
‘rescue packages’ being announced in the current phase of the pandemic may not be sustainable should secondary
phases of the pandemic extend over years, rather than months.
While this outline is only trying to characterise some of the wider implications of the pandemic, it might be realised that many
of the worst effects related to the economy will often fall on younger generations. As a generalisation, these younger
generations often have minimal job security and financial savings, but many financial costs in terms of mortgages, rent and
children that do not simply disappear in this crisis, even if their government is in a position to offer some short-term protection.
However, there is a certain irony associated with the Covid-19 pandemic in that those most-likely to be financially affected are
statistically the least-likely to be affected by the virus.
Note: By citing a statistical probability to a given age-group does not mean that everybody in this age-group will be
immune from its health risks. However, it may suggest a possible revised suppression strategy after the phase-1
outbreak appears to be under control. It might also be highlighted that while [R0] might help define the peak of
infection, deaths will lag this point, while the falling curve of infections may also account for as many as the rising curve.
Of course, as highlighted, given a remaining susceptible population being in excess of [99%], the probability of localised
secondary outbreaks would appear high. If so, then some trade-off between health risks and economic necessity might have to
be considered. Simply by way of a conceptual and statistical model, whereby younger generations with lower-risk to the virus
are allowed to return to work and given more licence to continue a normal social life, which is generally more important to
younger generations, while older generations with higher risk remain subject to phase-1 suppression policies. The following
table is reflective of the age demographics being associated with the younger generations with lower-risk to the virus within a
UK population of 67 million, but where a secondary phase outbreak only infects 100,000 people in some localised region.
Age

%

Pop

% Death

Deaths

%-Age

0-9

11.80%

7,906,000

0.00%

0

0.0000%

10-19

12.10%

8,107,000

0.20%

200

0.0025%

20-29

13.60%

9,112,000

0.20%

200

0.0022%

30-39

13.10%

8,777,000

0.20%

200

0.0023%

40-49

14.60%

9,782,000

0.40%

400

0.0041%

Low-Risk

53.40%

35,778,000

1.00%

1,000

0.0028%
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As shown, the %-death figure reflects the assumed probability of death within each age group, such that deaths are based on
the number of infections, e.g. 100,000, not the age-group population. However, the %-age number reflects the percentage of
deaths relative to the age demographic population. In this statistical model it has to be recognised that individual tragedies will
occur, which reflects the moral dilemma being discussed, but the 1% put at risk allows 53% of the UK population to return to
some kind of normality and help maintain the economy on which younger generations are so dependent.
Note: While 0-20 age groups are not necessarily integral to the economy, they generally reflect the age groups that have
to return to education, inclusive of childcare, in order that many parents within the 20-49 age groups can return to work.
While it has not been specifically highlighted, people within these younger age groups with known pre-existing health
conditions, which effectively puts them in a higher-risk category, would not be required to return to work. However, the issues
surrounding these and other exceptions to the general model will be discussed after presenting the next table.
Age

%

Pop

% Death

Deaths

%-Age

50-59

12.20%

8,174,000

1.30%

1,300

0.0159%

60-69

10.80%

7,236,000

3.60%

3,600

0.0498%

70-79

12.10%

8,107,000

8.00%

8,000

0.0987%

80+

11.80%

7,906,000

14.80%

14,800

0.1872%

High-Risk

46.90%

31,423,000

27.70%

27,700

0.0882%

Again, this table presents the equivalent figures for the age groups assumed to be at higher risk to the virus, such that most
might still be subject to the phase-1 suppression policies. Collectively, these age groups with a smaller overall demographic
population, i.e. 31.4 million compare to 35.7 million, have a 27-fold increase in risk compared to the younger age groups.
However, as before, individuals in the older age groups may be exempt, if they have no underlying health problems or the
number of infections in their region is minimal, such that any cases might be handle by the local health services. Again, these
exemptions may also help to restore or maintain essential components of the national economy on which everybody ultimately
depends.
Note: As a generalisation, it is possible that second phase policies may have to shift much of the responsibility of
minimising risk on to individuals. If somebody knows that a person is at greater risk due to age or health conditions, then
it is clearly in the interests of these individuals to maintain their social distancing and potentially remain in self-isolation
for as long as possible. However, the responsibility of ‘policing’ of these individuals would possibly have to shift towards
social services or the individuals themselves.
Based on the general review of the SIR models presented, a reduction in the number of infections and deaths appears to
require some significant percentage reduction in the susceptible population. To-date, this reduction does not appear to have
taken place as statistics suggest that less than 1% of any national population has been infected. If so, then it is unclear how
secondary phases of the Covid-19 pandemic can be completely avoided, although there are reasons to hope that these
outbreaks might be locally contained. Likewise, an understanding of the actual risks, rather than ‘media-driven hysteria’ centred
on individual ‘human-interest’ stories might help everybody to put the risks into a more realistic perspective. In this way, people
might return to work in order to maintain their own incomes and hopefully help to stabilise the national economy, even if initial
priority has to be given to essential services, hopefully in the knowledge that the government has the ability to detect
secondary outbreaks and the strategy to contain them should the occur.
What other preventive measures might be considered?
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Again, while recognising that this is not an authoritative discussion, some potential preventive measures might still be
highlighted by way of general commentary. These additional preventive measures should also be seen as over and above the
existing prevention measures already being proposed, e.g. avoid potential sources of infection and washing your hands as often
as possible. However, as supported by statistics, it appears that the Covid-19 virus is more dangerous to older age groups,
especially those with pre-existing health conditions. However, while age in isolation may still be a factor, as it is known that our
immune system generally weakens as we age, many in their ‘retirement years’ may still be healthier than many of younger
years. To be clear, the statistical risks assigned to the different age groups does not imply that younger healthy people are
immune from the more serious effects of the Covid-19 virus, simply that the number of deaths in these younger age groups will
be statistically lower. As such, good diet, exercise and reduced stress may be a preventative factor that may help protect all age
groups – see Prevention versus Cure for more details.
Note: There are growing statistics suggesting that obese people have an increase risk to the Covid-19 virus, especially in
terms of surviving intensive care treatment when breathing problems require mechanical ventilation. Of course, it might
also be recognised that being overweight is possibly reflective of other underlying health problems.
It might also be highlighted that many are now researching the issue of vitamin-D deficiency, where its production in the human
body is dependent on an exposure to sunlight. From an evolutionary perspective, it is assumed that lighter skin colour may have
developed as people migrated further north, such as to make the most of what little sunshine was available. Of course, in the
modern world, many avoid direct exposure, such the vitamin-D deficiency may affect the majority of those now living in
northern latitudes. However, new research is now indicating that Vitamin-D may be essential to the health of our immune
system – see video Vitamin D and Human Health for more details.
Note: Clearly, there may be grounds to assume that anybody taking steps to improve their general health may also gain
some increased protection from the Covid-19 virus. Again, this may only be realised in terms of statistical probability, as
any individual may be unknowingly at increased risk for any number of reasons, e.g. genetic susceptibility.
However, while some important steps may be taken to improve our own general health, reducing the susceptibility of an entire
population to the Covid-19 virus will probably require a vaccine that will not be generally available to the wider population for,
at least, 2 years and possibly much longer. If so, it might be realised that this future vaccine may not provide any solution for
the current pandemic, such that other interim solutions that only mitigate symptoms might have to be pursued in the shorter
term. As such, these mitigation solutions may not necessarily help prevent infection, but may help increase survival rates,
especially for those most severely affected. One line of research that is being prioritised is the potential to ‘repurpose’ existing
antiviral drugs in the hope that they may also provide an effective treatment for the Covid-19 – see video Repurposing Existing
Drugs for a general overview of possibilities currently being researched. Another line of research being pursued is the use of
natural and synthetic antibodies to the Covid-19 virus that might provide almost instant immunity to the virus, although it
might only work for a limited time.
Note: The role of antibodies within the immune system is very complex, which research is only beginning to understand.
However, medical literature published during the Spanish flu pandemic of 1918 includes case reports describing how
transfusions of blood products, obtained from survivors, may have contributed to a 50% reduction in death among
severely ill patients. However, natural antibodies obtained from blood plasma of survivors is time-consuming in terms of
the volumes required and may only have limited shelf-life, which is why some researchers are now focused on the
production of synthetic antibodies that may provide some protection up to 60 days.
Despite all these possibilities, most will not be available to the general public within the expected phase-1 timeframe of the
current pandemic. In this context, the best advice appears to be to try to avoid the risk of infection, when and wherever
possible.
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1.1.1

The Scope of Propaganda

This discussion wants to consider the scope of propaganda, both in terms of its nature and use to influence what people may
come to believe about ‘their world’. The phrase ‘their world’ is used to highlight that propaganda has often been used to
fundamentally change how many people come to view the world, i.e. it can propagate a new worldview. While there may be
some semantic similarities in the words ‘propaganda’ and ‘propagate’,
the etymological history of the word ‘propaganda’ is often linked to a
Latin phrase ‘Congregātiō dē Propagandā Fide’, which makes reference to
a committee of Roman Catholic cardinals, established in 1622, by Pope
Gregory XV to promote the spread of Catholicism to non-Catholic
countries.
Note: We might put the reason behind the formation of this
committee into some further historic context by highlighting that
an expanding worldview, beyond the control of a Catholic Pope,
was increasingly being influenced by the Dutch and English. However, these were Protestant nations, such that there
was a recognition of the threat of Protestantism being spread through the growth of commercial trade, which the
Catholic Church wanted to counter.
Today, the word ‘propaganda’ might generally be interpreted as propagating information, which may be partially based on
facts and arguments, but can also include rumours, half-truths and lies with the intent to both influence and deceive public
opinion. However, this description does not really provide any indication of its effectiveness to change society, which may
depend on the acceptance or rejection of the ‘information’ being propagated. In this context, acceptance might be seen as
education, while rejection will be interpreted as indoctrination.
So, what is the scope of propaganda?
In practice, the use of propaganda in a more mundane sense does not have
to involve some grand Machiavellian plot to control the world, as we might
perceive its used in everyday commercial advertising, public relations,
political campaigns, diplomatic negotiations, legal arguments and collective
bargaining – see Prevention versus Cure for wider examples. For the scope
of these examples can also reflect the use of partial facts and arguments
along with half-truths and lies to achieve a given objective, i.e. influencing
people. However, it has to be recognised that depending on your current worldview, any other alternative view might appear to
fit the definition of propaganda being the deliberate propagation of misinformation or falsehood.
How might we make judgement in such cases?
Two suggestions might be made at this point based on the criteria of consensus and freedom of speech. For it will be argued
that propaganda first seeks to create a growing consensus that supports its position, while also attempting to suppress any
questioning of this consensus by limiting the freedom of speech. So, as outlined in the previous examples associated with the
pharmaceutical and food industries, a consensus of opinion is created in support of its position, which is then protected by
attempts to restrict any publications that might contradict this consensus. Based on these criteria, many aspects of the climate
change debate might be seen as the propaganda of misinformation, where a 97% consensus was claimed, but not proved, and
publication of alternative causal models suppressed – see Consensus and Climate Change for more details.
Note: In many instances, powerful interests can simply create a consensus by directly employing people. In such cases,
people come to have financial dependence, and therefore incentive, to support the consensus that pays them or, at
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least, voice no public opposition. Likewise, as a consensus grows, opposition can be increasingly side-lined by weight of
numbers and the inability to get its perspective aired on mainstream media.
While the previous form of propaganda of misinformation can be detrimental to any society, the scope of propaganda of more
interest to this discussion will be focused on the systemic efforts to manipulate beliefs, attitudes or actions of an entire
population into accepting the ideology being propagated by some smaller minority. In this context, the means of propaganda
not only includes words, but also symbolism, such as banners, monuments, music, clothing, insignia and even stamps, which
can manufacture an expanding consensus that may eventually form a new collective identity.
Note: It is recognised that aspects of the description above might be apply to the worldview associated with any national
identity and therefore convey a similar negative connotation. While this inference is not the direct intention, as
nationalism is not in itself a bad thing, it is probably true that most, if not all, national identities can be traced back
along a historic path of half-truths and lies, which were propagated in support of some earlier group, which sought to
control both the ‘hearts and minds’ of an emerging national identity.
Clearly, as described, propaganda usually spreads with some set of goals in mind, especially if supported by powerful
institutions. Historically these institutions were often associated with religions and monarchies, although today it might be
recognised as a preferred ‘weapon of control’ used by corporations and governments. Of course, we might recognise that most
governments, both democratic and authoritarian, often need to persuade its population to accept unpopular policies for the
‘good of all’, although the last premise might be questioned if freedom of speech is not allowed. For once propaganda is scaled
to this level, governments may seek to control all other major institutions of a nation-state, such that the ability to question
propaganda can be lost, or at least suppressed, and education is replaced by indoctrination. Therefore, it is important to
recognise the loss of the ‘freedom of speech’ as one of the first casualties of a repressive government. It might also be
recognised that if the narrative of propaganda goes effectively unchallenged, those who are born into this indoctrinated
worldview may only perceive the need to defend it at all costs, especially if this cost is primarily borne by others.
How might we judge systemic propaganda?
Before addressing this question, there can clearly be an issue of bias in the process by which a narrative is labelled as
propaganda. Equally, we have to recognise that various degrees of propaganda exist on all levels of most modern societies,
such that it is simply seen as a legitimate ‘tool of persuasion’. However, we need to question ‘persuasion’ when based on
falsehood as we might readily perceive the dangers if our governments and institutions come to depend on propaganda and
falsehood to simply maintain their authority over us. Again, in answer to the question above, it is argued that we might judge
systemic propaganda, when restrictions are put on the freedom of speech, such that people are not allowed to be critical of the
narrative being propagated – see Degrees of Freedom for wider discussion. While this basic yardstick may not be fool-proof, it is
not an unreasonable assumption by which to initially judge
when propaganda and indoctrination is starting to replace
public debate and education.
What might history tell us about propaganda?
Clearly in terms of any conflict, we might understand that
both sides might resort to spreading mis-information and
falsehood in the form of propaganda to undermine the ‘other side’. This conflict might be most obvious in a time of war, but
clearly exists in almost any form of conflict, e.g. religious and political ideologies, but also corporations in terms of their
advertising campaigns.
Note: If propaganda is defined by the spread of information based not only on facts, but also half-truths and falsehood,
not only to influence, but deceive, then historically most religions might be charged with using propaganda. In this
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historical context, we might understand how the freedom of speech was restricted, especially if branded as blasphemy
or heresy punishable by death.
However, as indicated, political ideology has also long used propaganda as a means to spread its ideas, while also suppressing
the freedom of speech to question its narrative. For example, propaganda in the Lenin and Stalin era of the Soviet Union started
to propagate a Marxist ideology in order to create a consensus in support of communism as a political system. Based on
Marxism, all religions and the institutions of its churches were considered as ‘organs of bourgeois reaction’ used for ‘the
exploitation and the stupefaction of the working class’. However, in the Stalin era, this ideology expanded political control to
encompass all other aspects of society. By way of just one example, Stalin’s ideology would eventually come to corrupt the
development of science in the form of Lysenkoism.
Note: The effects of Lysenkoism is but one example of the disastrous intrusion of politics and ideology into science.
Beyond a rejection of empirical evidence in genetics, it led to successive crop failure and famine along with repression
and persecution of over 3000 scientists who dared oppose Lysenko's pseudoscientific doctrines, which lasted until the
death of Stalin in 1953.
However, in the context of 20th century history, special mention has to be made of the Ministry of Public Enlightenment and
Propaganda in Nazi Germany as an extreme example of where unchecked propaganda can lead, especially when used to
indoctrinate younger generations.
Note: This ministry was setup in 1933 after Adolf Hitler came to power and
started to propagate his idea of national socialism, more commonly known as
Nazism. This ministry was headed by Joseph Goebbels with the role of
centralising Nazi control of all aspects of German cultural and intellectual life.
However, a wider goal of this propaganda was to propagate the idea that the
Nazi Party represented the consensus of the entire population. In this respect,
censorship in the form of suppression of the freedom to speech was essential to
retaining political control.
So, as outlined, history appears to support the suggestion that when propaganda is scaled to encompass the institutions of a
nation-state, it invariably seeks to suppress the freedom of speech in order that its narrative cannot be questioned or
contradicted. If so, we need to understand that unchecked propaganda is both powerful and dangerous, such that it should be
seen as a warning to the future from the past. However, whether this warning is being heeded might now be questioned at
every level of present-day society ranging across social media, business and politics.
How might the use of propaganda be developed in the modern world?
As described, propaganda is the propagation of information, which is manipulated to both influence and deceive public opinion,
such that a consensus is created for whatever reason, e.g. social, economic or political. It is then followed by an argument that
this consensus has to be protected and maintained by restricting the freedom of others to question the narrative being
propagated. However, today, technology is already providing the ability of both governments and corporations to utilise far
more sophisticated and subliminal means to propagate misinformation than was ever envisaged by Stalin or Hitler.
Note: This discussion can only briefly outline the scope of some of the developments, which allow information, both true
and false, to be propagated and manipulated over the Internet using a myriad of applications. This technology now
allows data to be collected on an entire population, then aggregated and sorted by behavioural analysis to identify both
groups and individuals. While many developments were initially for commercial use, e.g. advertising, many have the
potential for other usages of interests to governments. For example, the development of search engines initially used to
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support commercial advertising can also be used to rank, order and suppress information. Increasingly advance AI
machine learning algorithms are being used to send specific information to certain demographic groups in order to
develop a consensus of some description. Integrating all these developments within the framework of social media
applications has now allowed the proliferation of ‘fake news’ that can now manipulate text, images and video.
As outline, technology now has the ability to both manufacture and propagate
misinformation, e.g. fake news, on a scale that was unimaginable even 20 years
ago - see Information Control for wider discussion of how governments are
using and developing this technology. While China is only one of many
governments around the world that might argue it is only seeking to ‘maintain’
political, economic and social control for the benefit of its population, it would
appear that its centralisation of all political power within a one-party state has
allowed it to pursue many of these developments with minimal discussion
within its population.
Note: In the case of China, political authority exists in the form of the Central Committee of the Communist Party of
China that comprises of about 200 full members, who are elected every five years or so by the National Congress of the
Communist Party of China. However, the executive power of these structures appears to be held by the Politburo
Standing Committee that only has 7 members, where Xi Jinping is not only the General Secretary of the Communist
Party and Chairman of the Central Military Commission, but also President of the People's Republic of China. In 2018,
the Chinese legislature unanimously re-appointed Xi Jinping as president with no limit on the number of terms he can
serve. In essence, the lives of 1.4 billion Chinese appear to be under the control of just one-man without any time limit.
Of course, any argument concerning the freedom of speech in an open-society must allow for any counter-argument to be
made and therefore reference will be made to a 2013 TED talk by Eric Li, who is both a Chinese venture capitalist and social
scientist. However, while this talk might initially be considered in the limited context of the pros and cons of a centralised
political system, we who still retain a freedom of speech might also question the authority of the Chinese Communist Party to
‘speak for the people’ as well as its track record as a government for ‘the people, by the people’.
Note: It is estimated that less than 6% of China‘s 1.4 billion people are members of China’s Communist Party, yet it has
almost total authoritarian control over almost every aspect of life in China. The effects of this authoritarian control
might be considered in terms of its various human rights abuses, the scope of which covers both its legal system and civil
liberties, inclusive of the freedom of speech, the media, religious beliefs and political choice. There are also issues
associated with its one-child policy, the execution and torture of dissents and ethnic minorities plus wholesale
surveillance of its people in terms of the development of its social credit system.
While the extent of Eric Li’s connections to the Chinese Communist Party (CCP) are not known, it might not be unreasonable to
assume that he is only allowed to speak on behalf of China, if he supports the CCP narrative. However, we might use the
following quote by Eric Li to possibly highlight both the irony of him using the freedom of speech outside China to refute its use
inside China as well as the use of Nazism as a negative example associated with the freedom of speech.
One fallacy in the modern Western political ideology is the so-called freedom of speech. It makes a presumption that
speech, unlike acts, is harmless and therefore can and must be allowed absolute freedom, the freedom for everyone to
say what they want. But, of course, nothing can be further from the truth grounded in thousands of years of human
experience. Speech is act; and speech has been harmful to human society since time immemorial. In the West, one does
not need to go further than 1933 to find an example of the power of speech by just one man, due to the unique
circumstances of that particular time and place, causing death and destruction to millions. The prevailing cultural
conditions are unique to different societies at different times. It is up to that society to determine the boundaries of
speech and alter them as conditions change. Germany, for instance, due to its unique recent history, seems to believe
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the publication of Mein Kampf must not be allowed. Contemporary China is experiencing social transformations of which
the speed and scale are unprecedented in human history. Under such conditions the fragility of social stability can be
easily disrupted by amplified speech. A responsible person, one would think, would consider the consequences of
advocating everyone being free to say whatever he wants. An intelligent observer of human society and student of
history ought to be more thoughtful than simply asking, why is that a problem?
Whether you consider this as an adequate argument for suppressing the freedom of speech to 1.4 billion people may be a
personal and therefore subjective judgement. However, it is highlighted that the rise of Nazism in 1933 was a consequence of
the suppression of free speech to both question and reject its ideology. Therefore, the subsequent banning of Mein Kampf is
possibly understandable, not only in the context of history, but by the fact that this book incited hatred. In this respect, the
‘absolute’ freedom of speech has always been subject to caveats related to hate-speech or what might otherwise be considered
to be ‘offensive’ speech. Of course, in a free-society, people may still argue against any bans in any specific case and question
any organisation that appears to assume itself to be the sole authority allowed to determine what is acceptable. Obviously, in
the case of China, the sole authority of what is acceptable is the Chinese
Communist Party (CCP), which does not ask or allow its own people to
publicly express their opinion, especially if it might challenge or undermine
the authority of the CCP itself.
But why focus on China, if the use of propaganda is so widespread?
Basically, because Eric Li has forwarded two rational arguments that need
to be discussed. First, that the meritocracy of the Chinese central system is
superior to that in any democracy and, second, this system needs to
suppress the freedom of speech. While it has to be acknowledged that Xi
Jinping, and others in the central committee, rose to their positions of
authority by a track record of proven ability, the idea that a similar form of
meritocracy does not exist in democratic systems appears naïve. For while certain presidential positions do not necessarily have
to have any track-record of leadership in terms of political governance, this type of executive is invariably surrounded by people
with proven ability at all other levels of governments, i.e. executive, legislative and judicial.
Note: As outlined, this issue is not about the need for a system of meritocracy, but whether this system requires
authoritarian central governance. However, in isolation, this issue does not preclude any form of governance, if it is
competent and we might also assume that most successful governments need to demonstrate competency in order to
maintain their ‘grip on power’. However, we might still question the nature of a meritocracy, where the president can
remain in power for life or, at least, any undefined number of consecutive terms.
We now turn to Eric Li’s argument for suppressing the freedom of speech on the ground that ‘words are not harmless’. Again,
there is a truth in this position, which Western societies have long acknowledged in the saying that ‘words are mightier than the
sword’. However, again, we have to consider whether the suppression of ‘words’ might be more dangerous to society than the
words themselves, if history has repeatedly shown us that the loss of such a freedom allows a government to hide not only
‘inconvenient truths’ but outright lies. Therefore, this discussion will continue to support the basic argument for a freedom of
speech, but subject to the understanding that it is not abusive or censored by a single political authority for its own advantage.
But are these issues also ignoring the direction of technology developments?
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Today, there appears to be mounting evidence that Chinese government, like others, is
prepared to use propaganda in a way that might be described as information warfare.
However, before pursuing this issue, we possibly need some understanding of Chinese
history of imperial dynasties, where political power was traditionally centralised and
autocratic, which only came to an end in 1912. However, the earlier years of the 20 th
century were also not kind to China and its people in terms of a period often referred to
as the Century of Humiliation. This period, between 1839 and 1949, saw China unfairly
subjugated by a series of Western powers, as well as Russia and Japan, which only
ended in 1949, when Mao Zedong declared the establishment of the People's Republic
of China.
Note: While this discussion cannot consider the long and complex history of
China in any detail, it might be stated that Mao believed in a form of Marxism,
known as Maoism, which would come determine the development of China in the 20 th century. While this was a form of
Marxism, it differs in that rural peasants were considered to be the catalyst of Mao’s revolution in China, not the
industrial workers as in Marxist-Russia. Whether either of these population groups really signed up to the centralise
communist rule might be question, at least, outside China.
So, for all the historic reasons outlined, China entered the 21st century with a one-party centralised political system, which has
proved itself very capable of transforming China into one of the most powerful nation-states in the world. As Eric Li rightly
highlights, progress within its system of political management was based on ability, i.e. it is a meritocracy, which most
democracies may fail to match, especially in terms of its history of economic growth.
However, what he fails to highlight is that the success of this system was also
predicated on a possibly unparallel use of propaganda and the suppression of almost
all human rights, not just the freedom of speech.
Note: So, while few can question the reality of some of this economic growth
and its benefits to the Chinese people, many have questioned the methods by
which China actually achieved this growth. However, it also needs to be
highlighted that many Western economies saw the benefits of the financial
gains that could be made by outsourcing manufacture to China. Of course, in retrospect, those that benefitted from this
outsourcing were not the ones that lost their jobs and income. In 2020, there is now a potential downside to China’s
economic growth fuelled by exports, which a global recession might disrupt, especially in terms of the political fallout in
the wake of the Covid-19 pandemic.
Therefore, while Eric Li may have had just cause for his confidence in China’s future back in 2013, much is now changing in the
world. For, today in 2020, all nation-states around the world are struggling to contain the Covid-19 pandemic, which many are
now blaming on China – see videos Source of the Coronavirus and Origin of the CCP virus for more details. Not unsurprisingly,
China is mounting its own propaganda war on multiple fronts, which seeks to shift all blame away from China, especially the
CCP government, not only for the virus outbreak, but in the nature of the coverup that allowed this virus to spread around the
world, which has caused the death of 147,512 people, as of 17-Apr-2020 – see website virusncov.com for latest statistics.
Note: In truth, the scope of China’s use of propaganda is far too complex to be addressed within this overview
discussion, although reference might be made to one example called the 50 Cent Army that might be illustrative of this
scope. Taiwan has recently accused Chinese internet users of spreading fabricated expressions of remorse for Taiwan’s
criticism of the World Health Organization handling of the Covid-19 pandemic. However, the World Health Organization
director Tedros Adhanom Ghebreyesus is now being widely criticised for its handling of this pandemic with some alleging
collusion to promote China’s propaganda concerning the source and spread of the virus.
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While some may argue that China has escalated the use of propaganda to the level of information warfare, others will argue
that China is simply using the ‘tools of persuasion’ to help protect and maintain its own political, economic and social stability,
just like many other governments around the world. While each person must come to their own judgement on this issue,
history suggests that excessive use and dependency on propaganda has never worked out well for anybody in the long term.
Even so, the idea that the use of propaganda, in its many forms, will simply disappear is possibly overly naïve. Therefore, the
next section of the discussion will consider the use of propaganda relating to information that seeks to influence and deceive
the public in respect to the current and worldwide Covid-19 pandemic.
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1.1.2

Covid-19 Propaganda?

The first problem is that truth can quickly be lost or hidden in claim and counter-claim, such that we may only infer probability,
not certainty, over any facts. However, we might proceed on the basis of what was initially assumed to be true, i.e. the Covid-19
virus first infected humans in a wet market in the city of Wutan. However, some now claim that the virus ‘escaped’ from a
virology laboratory located in Wutan, not far from the cited wet-market. At this time, this is still an unproven claim – see videos
Source of the Coronavirus and Origin of the CCP virus for more details. Irrespective of the source, evidence suggests that this
initial infection may have occurred as early as 17-Nov-2019. Subsequent evidence has also emerged that doctors in Wuhan tried
to report an outbreak of an unknown illness in December 2019, but were censored by the Chinese government, although
possibly a decision taken at a local level. However, what is known is that China did not put the city of Wutan into lockdown until
23-Jan-2020 by which time it is estimated that possibly up to 5 million people had left Wutan for the Chinese New Year, many
on international flights. The first case of the virus outside China was reported on 13-Jan-2020 in Thailand, followed two days
later by Japan and within 10 days infections had appeared in over 20 countries. Analysis shows that most of the countries
initially infected had international flights from Chinese cities known to have been infected at that time.
So, who knew what and when?
Taiwanese health officials claim to have alerted the World Health Organisation of a coronavirus on 31-Dec-2019 and that the
WHO failed to pass on the warning to other countries. On 14-Jan-2020, the WHO supported China’s claim that the coronavirus
was not contagious to human. However, subsequent event suggest that the WHO simply accepted the Chinese claim as the
reality of human-to-human transmission became increasingly obvious. Finally, on 11-Mar-2020, the WHO declare the Covid-19
virus to be a pandemic, by which time it had already infected over 118,000 people in 110 countries around the world.
Note: Dr. Tedros Adhanom Ghebreyesus was elected to become the WHO Director-Genera in 2017. In light of some of
the events outline above, some have claimed he was unduly biased towards the narrative of the Chinese government.
Evidence used in support of this claim is based on a campaign speech at China’s Peking University, where he discussed
ways China could expand its influence in Africa, which first helped him secure support of the Chinese in his WHO
campaign. Later, after he was elected, he apparently promised to exclude Taiwan from the WHO and held meetings to
discuss how the WHO could support China’s Belt and Road initiative. On 14-Apr-2020, President Trump announced he
was halting WHO funding while a review was being conducted.
While an impartial review might rightly question some of these statements, probability along with growing circumstantial
evidence suggests that some events along the timeline of the pandemic were intended to mislead the public. In this context,
‘the public’ are all the people of the world, including the Chinese people, who have
also suffered, and are still suffering, from the consequence of this pandemic.
What other sources of misinformation might be considered?
In the previous discussion of the Covid-19 pandemic, it was highlighted that there
appears to be a considerable discrepancy between the number of reported
infections and deaths, which cannot be reconciled with any of the basic SIR models
produced. While it was recognised that these models were not sophisticated or
authoritative, they still highlighted that the current virus statistics, see
virusncov.com, show that the number of people still ‘susceptible’ is over 99% in both the global population as a whole or any
national population. If so, the current lockdown policies to suppress the basic reproduction number [R0] to below unity and, in
so doing, mitigate the peak number of infections may only last while the various lockdown policies are maintained or until an
effective vaccine is available for the 99% susceptible population. However, most estimates for any sort of effective vaccine
being available for mass use on an entire population are in the 1-2 year timescale, which then leads to the next question.
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Can a developed economy remain in lockdown for this length of time?
While it appears that many governments do not want to discuss this question in open public debate, we might speculate that
some revised second-phase strategy may be required after the first-phase infections, and deaths, start to fall. As the Covid-19
pandemic discussion has already provided some outline of a potential phase-2 approach, this discussion will not speculate
further on this issue, other than to reiterate the question about how long any developed economy can afford to remain in
lockdown. However, in the context of this discussion, we might continue to consider the potential scope of propaganda that
may already surround the Covid-19 pandemic.
Note: One initial issue of misinformation might be highlighted in terms of the naming of the Covid-19 virus, which some
have called either the ‘China virus’ or the ‘Wutan virus’ due to its geographical origins. Others have politicised the name
by calling it the ‘CCP virus’ as they consider the Chinese government responsible due to a lack of transparency, which
allow the outbreak in Wutan to become a global pandemic. This website has used the name Covid-19 in the belief that
the name used will not necessarily determine the results of the investigations needed to understand what went wrong
and who might be to blame for its global spread.
The next issue of misinformation might be considered in terms of a 24/7 mainstream media, which often appears to want to
sensationalise the ‘drama’ surrounding the pandemic crisis. For example, little may be presented that informs the public about
detailed analysis, but rather gives preference to a myriad of ‘human-interest’ stories, which often help undermine a political
ideology they may oppose. In many cases, it seems that the covert ‘mission statement’
of many mainstream media outlets is not to ‘report’ the news, but to present it in a
form that best supports their editorial goals. If so, they are propagating
misinformation that may be hard to differentiate from propaganda. Under the
onslaught of this type of 24/7 news, many governments were basically forced to adopt
a suppression policy driven by the idea of ‘political correctness’, where every single life
must be saved irrespective of the costs to society as a whole.
Note: While we might all perceive the moral or political reasoning behind this
form of political correctness, we still need to question its wisdom as the basis of
public policy. For while statistics can be perceived as cold and impersonal, they
possibly highlight a wider reality, where 1-billion people go to bed hungry with
25,000 dying, every day, as a result of malnutrition and hunger-related diseases. Possibly more tragic in human terms is
that 18,000 of this number is estimated to be children under 5 years old. While these people are not immune to the virus,
they are often the worst affected by any downturn in the global economy.
Of course, misinformation may seek to differentiate itself from propaganda by simply failing to provide accurate information.
For example, as indicated, there appears to be little general information about the spread of infection as a percentage of the
population or the number of deaths directly attributable to the virus as a percentage of deaths, which normally occur in any
population. In addition, even if a death was known to be directly attributable to the Covid-19 virus, little information is provided
about the age and underlying health of those who have died. The table below summarises some basic analysis of the UK
population, where the low-risk groups represents under 50, while the correspondingly high-risk groups are over 50. The
generally accepted %-death rates have then been aggregated for all ages in each of these two groups and shows a 27-fold
difference in the death rate for those at high risk.
Risk Groups

%

Pop

% Death

Low-Risk

53.40%

35,778,000

1.00%

High-Risk

46.90%

31,423,000

27.70%
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However, it needs to be highlighted that these two groups, based only on age, does not properly reflect potential health risks.
Without this type of information, the public will not necessarily understand the nature of the risk that they, as individuals,
might be taking, if and when they are exposed to the virus. Equally, it might be argued that without this sort of information, the
public will not really understand the effectiveness and implications of the suppression policies being adopted by their
government, especially in terms of any secondary phase infections, especially in populations with a 99% susceptibility.
Note: At this point, a clear distinction has to be made about the necessity to limit the spread of the pandemic and the
wider implications of social and economic problems associated with these containment policies. As a first-phase
pandemic strategy, the actions of the Taiwan and South Korean governments might be seen as the ‘gold standard’ that
few other governments, especially in the West, even came close to meeting. In reality, this gold standard should have
been taken by all governments as their first-phase strategy, which may have then prevented or mitigated the
subsequent need for a total lockdown with its obvious risks to the social and economic health of the population.
In hindsight, the inability to meet the gold standard outlined has led to a situation, where each government has attempted to
justify its version of lockdown on the basis of the advice of medical science. Why so many Western democracies were
unprepared to deal with the Covid-19 pandemic, despite plans having been ‘discussed’ for years is beyond the scope of this
summary, but clearly needs to be reviewed, if this failure is not to be repeated. However, in terms of the current pandemic, it is
not clear whether the scientific medical advice was really in a position to consider the wider issues of the ‘wellbeing’ of a
society and its economy, which appear to have been placed on the ‘back-burner’ until the pandemic is ‘under control’. Again,
whether the lockdown suppression of [R0] below unity really aligns to the definition of ‘under control’ might be question, if 99%
of the population remains susceptible. At this time, one of the major sources of misinformation appears to be the statistics
being attributed to the Covid-19 pandemic in different populations, if they have been potentially corrupted for political and
economic reasons. While this discussion does not pretend to be authoritative on these statistics, it appears that the number of
infections has been under-estimated, grossly in some cases, while the number of deaths has been over-estimated. In the case
of the reported infection numbers, the under-estimation may be attributed to the fact that the means to test even a
representative sample of the population simply did not exist, although statistical analysis might have been used to provide, at
least, a more realistic estimate. Of course, if this is the case, the number of deaths as a percentage of the infected will have
been over-estimated, a trend which seems apparent in the following statistics, dated 20-Apr-2020.
Rank

Country

Population

Infections

%

Deaths

%

0

Global

7,700,000,000

2,217,006

0.03%

118,392

5.34%

1

USA

329,227,746

764,265

0.23%

40,565

5.31%

2

Spain

50,800,000

200,210

0.39%

20,852

10.42%

3

Italy

60,500,000

178,972

0.30%

23,660

13.22%

4

France

67,000,000

152,894

0.23%

19,718

12.90%

5

Germany

82,800,000

145,743

0.18%

4,642

3.19%

6

UK

67,772,000

120,067

0.18%

16,060

13.38%

7

Turkey

84,106,165

86,306

0.10%

2,017

2.34%

8

China

1,400,000,000

82,747

0.01%

4,632

5.60%

9

Iran

79,900,000

82,211

0.10%

5,118

6.23%

10

Russia

144,438,554

47,121

0.03%

405

0.86%

In the table above, we see a wide disparity between the %-deaths in the UK and Germany for a comparable infection rate of
(0.18%). While we will not speculate too far into the reasons for this disparity, earlier analysis in the Covid-19 pandemic
suggested that the UK infection numbers were being grossly under-estimated, such that this alone may explain the four-fold
discrepancy between two similar countries. However, as previously suggested, the number of deaths being attributed to the
26

Covid-19 Pandemic Analysis
The Mysearch Website
Covid-19 virus without necessarily proving this was the actual cause of death might also have been over-estimated. If so,
statistics surrounding both infections and deaths, especially in percentage terms may be almost meaningless, such that they
deceive the public about actual risks. Of course, others might question whether some governments might see some short-term
advantage in manipulating the risks associated with the Covid-19 pandemic, if it helps public compliance of the lockdown
policies. While it is recognised that this sort of speculation does not necessarily change the current situation in which most of us
find ourselves, it raises a question that needs to be
considered by the public and government alike.
Why we are in this situation and how will we get out of it?
Clearly, this is a question that does not necessarily have a
single answer as it may depend on where you live in the
world and the strategy being adopted by your government. However, we might attempt to outline a conceptual 3-stage
approach to mitigate the pandemic. Ideally, stage-1 requires the ability to quickly ‘detect and monitor’ the spread of the virus,
similar in scope to that adopted by Taiwan and South Korea.
Note: We might try to quantify the effectiveness of stage-1 by referencing the Covid-19 statistics as of 22-Apr-2020.
Taiwan has a population of 23.6 million, but has only 426 infections and 6 deaths (1.4%). South Korea has a population
of 50.8 million with 10,694 infections and 238 deaths (2.2%). In contrast, a country like Italy with a not dissimilar
population of 60.3 million has 183,957 infections and 24,648 deaths (13.4%).
The failure, or possibly non-existence, of stage-1 in the worst hit countries has apparently required a stage-2 response in the
form of a range of lockdown policies in the hope that the spread of the virus can be contained by suppressing [R0] below unity.
However, as indicated, this stage-2 approach appears to leave 99% of the population still susceptible to the virus. If so, the final
option, stage-3, is now assumed by some to rest solely on the hope of a vaccine, although it is unclear whether a developed
economy can remain in lockdown for the time it might take to develop an effective vaccine.
Note: At this point, the issue of public information about the risks to health along with the social and economic
implications of the stage-2 lockdown policies needs to be discussed. This will be especially true, if it is argued that the
lockdown policy will need to remain in force until a vaccine is developed, e.g. 1-2 years. However, while many
governments are still insisting that maintaining ‘lockdown’ is the only viable approach to protect its population, there is
growing evidence that statistics related to infections and deaths are misinforming the public of the actual risk, where the
average age of those most seriously affected by the Covid-19 virus may well be over 70 with pre-existing health
conditions – see video A Data Centric Perspective for a rational appraisal of the situation and an outline of an alternative
prevention strategy being called ‘Smart Distancing’.
This discussion possibly needs to pause for a moment, because it is recognised that the original focus concerning the ‘scope of
propaganda’ is now only being discussed in terms of the Covid-19 pandemic. However, there may be some justification in
continuing to focus on this one issue, if it has become the key topic of public concern now subject to both misinformation and
disinformation. If so, a clearer distinction possibly needs to be made between misinformation and disinformation.
Note: We might initially describe misinformation as false information given without malice, if propagated in error.
Today, this is possibly the exception rather than the rule, where rumours, half-truths and fake-news are deliberately
spread to deceive the public, such that it rarely acts as a positive contribution to society. In contrast, disinformation will
be described as the fabrication of knowingly false information, especially when propagated as government propaganda,
and used to influence and deceive entire populations.
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It is not unreasonable to suggest that the Covid-19 virus has been subject to both misinformation and disinformation, such that
it has become almost impossible for the general public to rationalise what is true or false. It might also be argued that this
situation has been compounded by the fact that most ‘authoritative’ sources are now being questioned at almost every level.
As already indicated, increasing numbers have come to distrust the mainstream media to report the news without political or
ideological bias. Such bias has led to a polarisation of ‘opinions’ along political or ideological divides, which is also leading to
people to question the nature and effectiveness of their political systems. Of course, this distrust of governments, even
democratic ones, will also be compounded if the public suspects that transparency is being subverted by the opaqueness of
powerful interests. In such situations, we might recognise why the world has turned to a multitude of social media platforms
and applications, too numerous to detail, for information. However, it is naïve to assume that the companies behind these
social media platforms do not have their own commercial or ideological bias. If this outline even partially reflects the evolving
nature of the modern world in which we now find ourselves, we need to consider a basic question.
How can we determine what is true?
First, we possibly need to accept that the idea of ‘absolute truth’ may be too much of an idealised concept, such that we should
aim at a more realistic objective. In this respect, it is going to be suggested that we might proceed by considering the words of
Voltaire, not as a rigid axiom, but rather as a guide by which we might judge any information.
“Doubt is not a pleasant condition, but certainty is absurd.”
These words suggest a degree of caution is necessary before simply believing anybody, especially somebody who asserts
complete certainty in what they are telling you. Likewise, suspicion might also be raised, if this person or group is advocating
the need for a consensus and a suppression of the freedom of others to question their narrative. As argued, these may be the
tell-tale signs of propaganda, such that caution is necessary, even if being propagated by what might be assumed to be an
‘authoritative’ source. So, having gone off on a somewhat tangential issue, it will be reiterated that this discussion does not
assume itself to be an authoritative source, but will now continue to discuss some further speculative issues surrounding the
Covid-19 virus, where no ‘certainty’ should be assumed.
Note: Lets table some of the statistical information believed to be known about the effects of the Covid-19. These
statistics suggest that 80% of those infected may only have mild symptoms, while another 15% will have more severe
symptoms, possibly requiring some medical treatment, with the final 5% experiencing life threatening symptoms.
Statistics also suggest that the worst effects of the virus are biased
towards increasing age, but where even these statistics need to be
rationalised in terms of any pre-existing health conditions.
In addition to the note above, those at greatest risk to any disease,
including viral infections, invariably have weakened immune systems. This
weakness may also be problematic when considering the risks of any
future Covid-19 vaccine, especially one that may have only been subject to
limited human trials. However, this is an issue that is bound to invite
conspiracy theories, fake-news and controversy, especially if proved to be
based on rumours, half-truths and falsehood, intended to influence and deceive public opinion. While this discussion makes no
apology for being openly critical of the Chinese governments for its excessive use of propaganda, it is also naïve to assume that
we necessarily have full access to the ‘truth’ within the borders of our own country. Of course, as indicated, the public has
become increasingly suspicious of mainstream media, such that many seek alternative sources of information via search
engines and social media platforms, such as Facebook and Google, which also owns YouTube. However, whether these
companies are actually the champions of freedom of speech is possibly worthy of some further consideration.
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Note: As of 16-Apr-2020, Facebook announced that they will begin alerting users who have interacted with
‘misinformation’ about the coronavirus and refer them to information from the World Health Organization (WHO), as an
authoritative source. Similar policies are also being adopted by most other major social media platforms.
While this position might initially be seen as a responsible decision to help prevent their users, and the wider public, from being
the victims of misinformation, we possibly need to understand their exact status, as either private or public corporations.
Without necessarily pursuing the details, it might be accepted that many decisions taken by these, essentially private
companies, will be based on financial or political considerations that may affect their share price, while other policies may
reflect an ideological preference of the company founder(s). In this context, the criteria by which these companies determine
policy regarding what constitutes fake-news or is considered an authoritative source of information is far from clear. For the
reasons already cited, this discussion has already questioned the track-record of the World Health Organisation (WHO) on the
issue of the Covid-19 pandemic, especially when guided by its director-general. This authority has also been questioned by
President Trump’s announcement, on 14-Apr-2020, that the WHO funding would be halted, while a review was conducted. Two
days later, Facebook announces its decision to endorse the WHO as an authoritative source.
Note: Interested readers might wish to reflect on the following summary of WHO statements concerning the Covid-19
virus issued some two weeks after Taiwan wrote to the WHO expressing their concerns of a coronavirus spreading in
Wutan. On 09-Jan-2020: WHO states that novel coronaviruses emerge periodically, e.g. SARS in 2002, MERS in 2010.
Later 11-Jan-2020: WHO advises against any travel or trade restrictions on China related to the virus outbreak. Also, on
11-Jan-2020: WHO recommends against any specific health measures for travellers to and from Wutan. On 14-Jan-2020,
the WHO supports China’s claim that coronavirus was not contagious to humans. Only on 11-Mar-2020, does the WHO
finally declare the Covid-19 virus to be a pandemic, by which time it had already infected over 118,000 people in 110
countries around the world.
While certainty about this timeline cannot be made within this discussion, there does appear to be sufficient supportive
evidence that the advice of the WHO was far from authoritative. Of course, if this is the case, then we might need to question
why social media platforms are endorsing the WHO as the preferred source of authoritative information.
So, where should the public turn for authoritative
information about the Covid-19 pandemic?
Clearly, at this point, some further clarification may
be required as it would appear that this discussion
has cast doubt on all normal sources of information,
i.e. world health organisation and governments
along with most sources of mainstream and social media. First, this discussion is not suggesting all information from these
sources should be rejected, only that we should question the ‘certainty’ of any information. Second, the question about
certainty is only being discussed in terms of the Covid-19 pandemic at this point. In this context, much of the public information
is being based on provisional statistics from website such as virusncov.com or worldmeters.info, but where the accuracy of the
number of reported infections and deaths in each country is questionable. This assertion is based on increasing evidence that
the Covid-19 infection spread far more widely long before most national lockdown policies were enforced, where the infected
numbers were limited by the capacity to test the wider population. Likewise, there is growing evidence that the number of
reported deaths being directly linked to the Covid-19 virus may need to be reviewed in terms of both age and pre-existing
health conditions. Again, the video entitled A Data Centric Perspective, dated 24-Apr-2020, might be reviewed for more
technical details. Of course, such questioning may be seen to undermined the lockdown policies adopted by most national
governments, which leads to a far more contentious question.
Are these lockdown policies a long-term solution?
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By way of an extreme and hypothetical example, let us assume that a government could isolate most, but not all, people within
a hermetically sealed box, such that they were guaranteed to be protected from the virus. In this respect, this form of lockdown
policy would undoubtedly reduce the basic [R0] reproduction number, such that infections and deaths might quickly reduce. Of
course, the public might reasonably want to know how long they would have to remain sealed up in this way and what would
happen when they were released. As previously discussed, basic SIR models suggest that 99% of the population would still be
susceptible to the virus should it be re-introduced in any number of ways. While this is an extreme and hypothetical example of
lockdown, it still raises a valid concern.
How long must lockdown last and what happens when it ends?
While this discussion has questioned the accuracy of numbers of reported infections, which suggest that 99% of most national
populations are still susceptible to the virus, the idea of herd immunity requires a much large percentage of the population to
have been infected. The actual percentage required for herd immunity to be effective may range between 40-80% depending
on the virus. It has been estimated that the Covid-19 virus would require an infection rate of 60-70% in order that [R0] might
fall below unity.
Note: Many argue against the idea of herd immunity for a variety of reasons. First, it is often assumed that vaccines will
be the most effective way to achieve herd immunity in a population. Of course, if such a vaccine is still 1-2 years away for
the general public, this approach may not be realistic in terms of social isolation and economic impacts, which are also
known to be detrimental to health. It is also highlighted that ongoing research into antivirals and other medications may
also prove to be a treatment for the Covid-19 virus, although it is unclear how effective they might be or that they would
negate the need for lockdown to continue. Of course, there is also the underlying worry that hospitals and healthcare
systems will become overburdened without the lockdown policy remaining in force.
As also pointed out in the A Data Centric Perspective video, consideration of increasing herd immunity does not have to be
polarised in terms of ‘lockdown’ versus ‘doing nothing’, if a revised policy of ‘smart distancing’ might prove to be equally
affective. In this context, ‘smart distancing’ might mitigate the worst effects of social isolation and the economic impact on
younger and healthier generations, while still maintaining social distancing restrictions on the most at-risk groups, as
determined by age and health risks.
Note: Some reference might also be made to two further videos. The first video entitled ‘The Role of Diet’ discusses the
role of the human immune system to fight viral infections based on the dietary effects on a condition known as
metabolic syndrome. The second video entitled Vitamin D and Human Health may also provide some further information
about ways that the human immune system might be improved and thus be more effective in fighting viral infections.
An argument might reasonably be made that both these videos would not only be
informative to the general public, but an reflects authoritative expertise in the topics
discussed. It might also be highlighted that the information associated with the levels of
obesity, type-2 diabetes and vitamin-D deficiency in northern latitude populations like
the UK and New York may also explain the wide variance in Covid-19 deaths now being
reported. Therefore, it might be questioned as to why this information is rarely, if ever,
presented to the public by the mainstream media, or as government health advice.
Note: The interested reader might wish to consider the discussion of Prevention
versus Cure for one possible explanation of the censorship of information. This
discussion outlines some of the interests that seek to create a consensus and then restricts any opinion that challenges
the narrative of this consensus. Again, such issues question the scope of what constitutes an ‘authoritative source’
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Returning to the issue of the lockdown policies, as previously discussed an the heading ‘The Covid-19 Pandemic’, one of the
authoritative sources that influenced the lockdown policies in the UK was a report written by the Imperial College. The lead
author on this report was Neil Ferguson, who is an epidemiologist and professor of mathematical biology plus a member of
the Scientific Advisory Group for Emergencies (SAGE), a UK governmental body that advises the UK government in emergencies.
This group is headed up by Sir Patrick Vallance, Chief Scientific Adviser and Professor Chris Whitty, Chief Medical Adviser. As
such, these people were the authoritative sources of information that continue to advise the UK government on its ongoing
Covid-19 lockdown strategy. However, the report written by the Imperial College team was then questioned by an Oxford team
of epidemiologists based on its assessment that the Covid-19 had already spread through a much larger percentage of the UK
before lockdown started.
Note: At this point, other conflicting expert opinions might be highlighted in terms of Professor Johan Giesecke, who is a
Swedish expert, who has advised the Swedish government and the WHO and appears in a video interview entitled ‘Why
lockdowns are the wrong policy’. However, the same YouTube channel has also published another video with Professor
Neil Ferguson, where he defends the UK Coronavirus lockdown strategy.
Again, at this point, it needs to be highlighted that misinformation may be differentiated from propaganda, if it simply fails to
provide accurate information. Of course, it might still be recognised that this form of information may still influence and
deceive public opinion. So, while this discussion is not in a position to challenge the conclusions of either expert, it might still
raise questions and issues surrounding these different conclusions. However, before continuing, it will be stated that the
previous discussion entitled ‘The Covid-19 Pandemic’ broadly supported the lockdown policy forwarded by Professor Ferguson
as a phase-1 approach, as per the slightly paraphrased extract below:
The longer-term hope appears to be that suppression of the virus might eventually lead to a figure of [R0] below unity,
where new infections are outnumbered by the number of recoveries and, in so doing, buy the necessary time, e.g. 1-2
years, for the development of a vaccine. This said, the Cambridge report highlights that if these policies are relaxed,
presumably before the general availability of the vaccine, then ‘transmission could quickly rebound’. However, while this
discussion will make no direct criticism of any attempts to both understand or minimise the impact of the pandemic, this
does not mean that alternative perspectives have to be suppressed provided that the source carries a sufficient weight of
authority.
So, in respect to the last sentence, the issue of concern surrounds what happens next and when. As pointed out by Professor
Ferguson, the impact, and therefore the response, to the Covid-19 pandemic has to be seen in the context of the demographics
of any specific population. Simply as examples, we might consider the latest figures from South Korea and the UK, dated
26-Apr-2020, which appears to show an enormous disparity in both infections and deaths for not dissimilar population sizes.
Country

Population

Infections

%

Deaths

%

South Korea

50,800,000

10,178

0.02%

240

2.36%

UK

67,772,000

148,377

0.22%

20319

13.69%

First, we might highlight the 10-fold difference in the numbers of infections, which we might initially attribute to the success of
the stage-1 approach adopted by South Korea, which included extensive testing and contact tracing backed up by quarantine
and isolation protocols plus various degrees of social distancing. In comparison, this was not achieved in the UK, which only
imposed a lockdown policy some 52 days after the first infections was detected. It might also be highlighted that South Korea
has a younger population, median (41.8) compared to the UK, median (50). This type of demographic difference may
undoubtedly change the profile of health conditions, such that one population may be more susceptible to the Covid-19 virus.
However, it is not clear that any, or all, of the reasons suggested can account for the deaths shown in the table above being
5.81 times higher in the UK compared to South Korea.
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Note: As previously highlighted, the number of infections in both populations corresponds to over 99% still being
susceptible. However, there is evidence that the infection numbers in the UK have been grossly under-estimated, which
might then lower the high %-deaths in the UK to be more comparable to South Korea. Likewise, it has also been
suggested that the number of deaths in the UK attributed to the Covid-19 virus has been over reported by including
anybody who has died with the symptoms of the Covid-19 virus without proof that it was the actual cause of death.
Despite the suggestions of the daily statistical reports from website like virusncov.com or worldmeters.info that infection rates
are less than 1% of all national populations, Professor Ferguson makes reference to studies suggesting much higher rates of
infection, possibly as high as 10-30%, while also alluding to the demographics differences between populations, such as New
York and London, being younger and therefore statistically more resilient to the Covid-19. However, if this was the case, we
might speculate that the virus could have quickly spread through these younger populations, where a high percentage (80%)
may have experienced few obvious symptoms. Likewise, in the absence of any extensive testing to verify the actual spread of
the virus in a given population, the percentage of the population now infected with the Covid-19 virus has to remain
speculative. This said, it is not unreasonable to assume that infections are much higher than the reported statistics, but below
the level required by herd immunity, i.e. 60-70%. However, this issue might still be important to the debate surrounding any
future suppression policy, even without having made any reference to other health or economic impacts.
Note: Reference will be made to a YouTube video, Connecting the Dots Part 2, which the reader is advised to question,
but not necessarily dismiss. The initial reference is the ‘Computing Forever’ channel run by Dave Cullen and while this
channel clearly reflects the bias of its producer, it appears open about this bias and therefore might be said to reflect an
opinion, not a conspiracy, that would not otherwise get aired on mainstream media. However, this video also makes
reference to another video produced by UK Column News, where the link provides some background information by
which to judge the motivation of this channel. Again, while this channel may have a bias, it does not necessarily
invalidate the analysis in its news report, dated 17-Apr-2020. However, the reason for referencing these videos is that
they suggest that the actual number of UK Covid-19 deaths in week-14 was 475, which might be compared to the
number of normal deaths per week being in the region of 10,500, i.e. just 4.5%. However, the real issue of concern is the
suggestion that the number of unexplained deaths per week-14 being 5,665 and caused by the unintended consequence
of prioritising the Covid-19 virus above all other health conditions.
While these videos are not being propagated as authoritative sources, and accepting that some of the figures need to be
questioned, they suggest a possible ‘side-effect’ of the lockdown that has not necessarily been openly discussed by mainstream
media. As far as it is known, the figure of 10,500 death per week is compatible with an official figure of 600,000 UK deaths in
2018, where some 78% were caused by medical conditions listed below left, and the death rates due to the Covid-19 virus right.
Non-Covid Death Rates

% Rate

Deaths

Age

% Death

Overall %

Cardiovacular

28.62%

171,702

10-19

0.20%

0.20%

Cancers

25.61%

153,630

20-29

0.20%

0.40%

Respiratory

12.18%

73,074

30-39

0.20%

0.60%

Digestive diseases

4.65%

27,876

40-49

0.40%

1.00%

Mental disorders

3.61%

21,630

50-59

1.30%

2.30%

Nervous system

3.35%

20,076

60-69

3.60%

5.90%

8.00%

13.90%

14.80%

28.70%

All Other causes

22.00%

132,000

70-79

All causes, all ages

100.00%

599,988

80+

Risk

1.00%

27.70%

Again, while there is no certainty in the suggestion, there is some evidence that people who might have normally been treated
for the conditions, shown left, within the UK health service may have been ‘overlooked’ by the priority being given to the
Covid-19 pandemic. Also, as a consequence of the Covid-19 risk factors, shown right, we might better understand the high
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mortality rates in some care homes for the elderly, as accepted by both Professors Giesecke and Ferguson. While this outline
has only highlighted a few of the issues raised in the videos, we might now consider a series of basic questions.
What was required of the lockdown policy?
As a generalisation, it might be said that the lockdown was
attempting to minimise the loss of life, especially in light of the fear
that health services might have been overwhelmed by the numbers
of Covid-19 cases requiring medical treatment. As stated by
Professor Ferguson, the UK health system did avoid being
overwhelm, presumably because of the lockdown policy, with only a
few hospitals coming close to full capacity. However, there are
reports that only 19 patients were treated at the 4,000-bed NHS Nightingale hospital in London over the Easter weekend, while
the intensive care capacity at existing London hospitals never went above 80%. However, at the same time, there have been
many reported cancellations of elective surgery and cancer treatments as well as a general reduction in the workloads in
accident and emergency (A&E) units. As a consequence, concern has been raised that the focus on the Covid-19 virus might
have led to additional deaths, not related to the Covid-19 virus, but possibly still contributing to the number of Covid-19 deaths
being reported. For example, while the previous figures from the UK Column news report might have to be questioned, the idea
that an additional 5,665 people may have died in excess of the normal 10,500 weekly figure might suggest that more people
have died as a result of the lockdown than possibly saved by it.
Why did so many governments adopt the lockdown approach?
Of course, this discussion cannot be authoritative on this issue, although it might table some speculative issues that may need
to be addressed in the future. For some reason, despite years of apparent planning, many developed nations turned out to be
almost totally unprepared for the pandemic, when it hit their populations in comparison to Taiwan or South Korea. We might
question why this was so, as it is not unreasonable to assume that ‘intelligence services’ must have had some knowledge of
what was really going on in China, especially as the Taiwanese had raised a warning back in December 2019 following the first
suspect case in November 2019. Likewise, we possibly have to accept that while some of the misinformation released by the
WHO probably did not help, it is not clear that this explains what followed. Irrespective as to why, few governments were in a
position to adopt the preventive measures taken by Taiwan and South Korea, we might also recognise that many populations
were increasingly being ‘bombarded’ by 24/7 news coverage of the spread of the pandemic and the apparent success of the
lockdowns in and round Wutan in China. Again, we may have to wait for clarity on what was information, misinformation or
disinformation in order to determine the scope of the propaganda being propagated by different governments and news
sources, which the public might have initially perceived as authoritative. Therefore, all that might be surmised at this point is
that many governments were coming under increased pressure to prioritise the safety of their populations, irrespective of the
economic cost. So, in the face of this onslaught from mainstream media plus the advice of medical science and the possible
lobbying by powerful interest groups, governments may have perceived any alternative to lockdown as political suicide. This
said, many governments are now having to count the economic cost to the nation, while many sections of the population,
especially younger generations, are experiencing the negative effects of both financial loss and loss of their social liberty.
So, what might be the next step after lockdown?
Professor Ferguson makes several references to some form of lockdown being required until a vaccine is developed, which by
his own estimates may take 1-2 years before being generally available. However, in the context of this timescale, he also
appears to accept that there may be other practical issues to be considered, beyond the remit of medical science. As illustrated
in the previous table right, people in the age groups over 50 are much more likely to be seriously affected by the Covid-19 virus,
i.e. by a factor of 27. If so, then lifting the restrictions on younger generations may be a viable way to getting the economy back
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to work, while recognising that younger generations have often been the hardest hit by the phase-1 lockdown policy, both
socially and financially. Of course, it has to be recognised that, statistically, these groups still have a 1% risk of death, which
might translate into 1000 lives in an infected population of 100,000. Therefore, any phase-2 strategy would still need to
mitigate this risk by recommending younger people with known health issue to maintain stricter social distancing and wear face
masks. In addition, it would be hoped that many more governments may now be better prepare to adopt the strategy of
Taiwan and South Korea, especially if virus and antibody tests become more widely available. Likewise, it might be suggested
that some costs associated with the Phase-1 lockdown policy might then be diverted to better protect the most vulnerable, i.e.
those elderly people in care homes with a history of many of the health conditions cited in the previous table.
But, what about the vaccine option?
While the cartoon might be seen to have an obvious bias, it reflects a
concern about the role of pharmaceutical companies in the various
organisation seeking to develop vaccines, as will be outlined below. It will
also be flagged from the outset that this section of the discussion will be the
most controversial, because the authority of some sources needs to be
seriously questioned. However, again, while highlighting this concern and
recognising the risk of propagating misinformation, the cost of retaining a
freedom of speech requires us all to make informed judgements rather than
just imposing censorship on anything to which we might disagree. So, let us
start by returning to the problem of ‘authoritative sources’ given some of the concerns previously outlined. On the issue of
vaccines, most might recognise that our politicians will, in general, have no authoritative knowledge of the issues surrounding
the development and effectiveness of vaccines. Likewise, any information received from mainstream media may be based on
the opinions of a variety of ‘experts’, who may have been selected because they support the narrative being propagated by the
news channels. So, let us try to establish some reasonable baseline of information about vaccines and the history of their
development, which will be summarised in terms of the references to the generally ‘acceptable’ sources in the note below.
Note: A goal of a vaccine is to help the human immune system to better recognise and fight specific infectious diseases.
The historical timeline of vaccine development provides a powerful argument to their benefit, while the introduction
possibly indicates some limitations. However, in the context of the current discussion, the focus is on the future
development of a Covid-19 vaccine, where most estimates appear to range between 1-2 years.
However, we possibly need to recognise that vaccine development is not just an altruistic endeavour, but one also driven by
commercial ‘return on investment’. A report from Statista in 2019 suggested that the global vaccine market was expected to
reach revenues of nearly $60 billion by 2020. Of course, this was before the current Covid-19 crisis, such that we might
reasonably assume this earlier projection might now be inflated to a much higher figure.
Note: We might make a very speculative estimate of the value of the Covid-19 vaccine market, if we assume that the
pharmaceutical companies might charge $500 per vaccine. Any analysis of what pharmaceutical companies charge for
other life saving drugs might question this estimate as being overly optimistic. However, if we proceed on this estimate
plus the assumption that half the global population might be a buyer of this vaccine, it would lead to a potential market
value of about $2 trillion. If required every year, like the flu vaccine, we might perceive why so many companies are now
trying to develop a vaccine and why the share price of many lead pharmaceutical companies is rising. Of course, not all
will be winners in this development race, but the winners will surely be a position to guarantee a very lucrative ROI.
So far, the information surrounding vaccine development has not really been that controversial, even in terms of its assessment
of some of the profit motives behind the pharmaceutical companies. However, reference will now be made to some more
controversial information that many need to question, but not necessarily dismissed.
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Note: While previous reference has already been made to a YouTube video, Connecting the Dots Part 2, comments were
initially limited to the issue of potentially additional deaths in the UK resulting from the lockdown policy. However, this
video makes reference to information about vaccine development in another UK-Column video, dated 15-Apr-2020. This
video introduces Vanessa Beeley, who might either be described as an activist, who promotes conspiracy theories or
simply an investigative journalist. Either way, some caution is advised in assuming this to be an authoritative source.
At this point, this discussion is not making any direct comments on the claims made within the UK-column video, but will
reference other information about the various institutions mentioned. The Vaccine Impact Modelling Consortium lists its key
partners as Imperial College London, but where the Bill & Melinda Gates Foundation and the Gavi Vaccine Alliance are the
primary funders. While Professor Neil Ferguson is listed as the Acting Consortium Director, he is also a professor at the Imperial
College, which the video claims has received a total of $400 million from the Wellcome Trust and $185 million from the Gates
Foundation, since 2014. The video also highlights some of the strategic partnerships that both support and finance the Gavi
Vaccine Alliance, as outlined in the following charts.

The video also goes on to mention a link between the Gavi Alliance and the ID-2020 alliance, where the goal or mission
statement of this organisation may be subject to some very different interpretations, although we will start with the ID-2020’s
own statement shown below.
Identity is vital for political, economic, and social opportunity. But systems of identification are archaic, insecure, lack
adequate privacy protection, and for over a billion people, inaccessible. Digital identity is being defined now and we
need to get it right.
While this appears to be an admirable goal, it is not surprising that some might seriously question this goal in terms of the right
to privacy, such that we might wish to know a little bit more about this organisation and its objectives. The ID-2020 Alliance was
apparently started in 2017 with founder members Accenture, GAVI, Microsoft, Rockefeller Foundation and IDEO.org with the
goal of tagging every global citizen by the year 2030. GAVI along with vaccine manufacturers also support the ID-2020 program
in support of their own goals for global vaccination. Now, this discussion is not in a position to judge these developments, but
the idea that some people, like Vanessa Beeley, might be worried about where all this may lead is not necessarily conspiracy.
However, we might highlight yet one more organisation, founded in 2015, called the Coalition for Epidemic Preparedness
Innovations (CEPI) with another laudable goal to finance independent research projects to develop vaccines against emerging
infectious diseases, where its funding also links back to various governments and the Gates Foundation ($100 million) and the
Wellcome Trust ($100 million). In March 2020, the British government pledged £210 million to CEPI to focus on a vaccine for
the Covid-19 virus, making it the largest individual donor to CEPI and GAVI.
Note: At this point, this discussion will not pursue any further claims in the UK-Column video, but it will be suggested
that some of the claims outlined do not appear to be without some foundation. However, it must be highlighted that
while some might be rightly concerned about some, or all, of these developments, especially if lacking public
transparency, it does not constitute a proven conspiracy against public interests.
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However, the information above, which was first reference through the Connecting the Dots Part 2 video also links to another
video where Stefan Molyneux interviews Dr. Shiva Ayyadurai. However, having simply provided the links to this information,
this discussion will not comment further on the ideas presented, because at this time the information appears questionable and
beyond the ability of this discussion to verify the statements of concern being made.
So, how might the public judge all the information outlined in terms of the Covid-19 pandemic?
In truth, it may be possible that the majority, within any national population, will not come to any judgement about the
information outlined, not only because they will never read it, but because they probably have other priorities in their lives and
may simply hope their government will make the right decisions. However, for those few, that wish to hold their governments
and powerful institutions to account, then transparency of information, both misinformation and disinformation, is important.
At the outset of the discussion the following statement was made.
This discussion wants to consider the scope of propaganda, both in terms of its nature and use to influence what people
may come to believe about ‘their world’. The phrase ‘their world’ is used to highlight that propaganda has often been
used to fundamentally change how many people come to view the world, i.e. it can propagate a new worldview.
So, while the historical use of propaganda may become increasingly obvious with hindsight, as might its overt and covert usage
in the present-day by certain national governments, its use in our daily lives is not only more pervasive, but also more insidious
and increasingly sophisticated. Therefore, as suggested, any claim of consensus might be seen as a warning sign of the
propagation of propaganda, not just information, especially if it seeks to suppress any arguments against the consensus
narrative. Finally, the claim of certainty in any worldview should not only be considered absurd, but dangerous. So, with these
thoughts in mind, we might table one final question.
How might we personally judge the risks of the Covid-19 virus?
As has been pointed out, your risk to the Covid-19 virus will depend on your age and health conditions. Broadly, if you are
under 50 and healthy, statistics suggest that you are considerably less likely to succumb to the virus than somebody over 50,
who has health conditions, although this is not guarantee. However, to-date, the statistics collected about the Covid-19 virus,
by websites like virusncov.com, appear questionable, both in terms of the number of reported infections and death. In this
context, an initial discussion of the Covid-19 Pandemic attempted to provide some level of wider analysis based on relatively
simple SIR model, although the results were equally problematic in the sense that infection rates still suggested that 99% of all
populations had to remain susceptible to the virus. If so, then secondary outbreaks of the virus appear highly probable, should
the phase-1 lockdown policy be relaxed. However, there is now an increasing recognition that an entire population cannot
remain in this level of lockdown without inflicting far-reaching damage on the economy and the quality of life. However, as
pointed out in the A Data Centric Perspective video, this is not a binary choice between lockdown or no-lockdown, but rather
the relaxing of the lockdown policy towards ‘smart distancing’, where the risks are evaluated for each age group and health
condition. Therefore, as argued, people need to take more responsibility for managing their own risk, depending on age and
health, but where the video entitled Vitamin D Status and Viral Interactions might provide some valuable advice.
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1.1.3

The Efficacy of Lockdown

This discussion is an extension of the Covid-19 pandemic discussion and the subsequent consideration of the potential use of
‘propaganda’ to guide public policy. However, the primary purpose of the current discussion is to provide an informal
repository of references that might question the efficacy of the lockdown policy as the most appropriate way of addressing the
current Covid-19 pandemic. In this context, priority will first be given to a number of references that detail a range of health
issues that might help to mitigate the mortality of the Covid-19 virus. Of course, if this is possible, then it might also question
the efficacy of the lockdown policy and the idea that mass mandatory vaccines will be the only way to ‘defeat’ the virus.
However, questioning this strategy also requires this discussion include references that consider the wider economic and
political aspects, which undoubtedly surround this global pandemic.
Note: It has always been highlighted that these discussions do not have the authority to directly question the lockdown
policy, which is why it will make reference to those assumed to be better qualified. Of course, the authority of some of
these references still need to be questioned, as must the authority of the mainstream narrative. While they can be no
certainty at this stage, there appears to be mounting evidence that mainstream sources of information have not been
entirely truthful or transparent in the information given to the general public. At this point in time, 15-May-2020, the
general public have been subject to an almost 24/7 bombardment from mainstream sources, said to reflect the
consensus of medical science, such that government policy should not be questioned. In order to provide some
alternative perspective at the start of this discussion, the reader might wish to review a video with Professor Dolores
Cahill and Fiona Marie Flanagan, dated 12-May-2020.
So, as outlined, the goal of this discussion is primarily to provide links to more authoritative references, although some general
commentary of the implications surrounding the issues raised will be made. From a timeline perspective, this website started to
investigate the Covid-19 pandemic in the Feb-2020 timeframe, primarily as a learning process, such that it initially consisted of
little more than an attempt to understand some of the basic terminology, as characterized in the diagram below left. However,
later, some further attempt was made to extend this understanding by producing various spreadsheet SIR models as illustrated
below right – again see link Covid-19 pandemic for more details.

However, an understanding of the timeline of this pandemic is important, because it highlights the fact that everybody has
been learning about the pathology of the Covid-19 virus over a relatively short timeframe, inclusive of the experts.
Note: The first case of the Covid-19 virus is assumed to have occurred in Nov-2019, the Taiwanese then reported their
concerns to the World Health Organization (WHO) about a possible viral outbreak in Wutan at the end of Dec-2019. The
first case of the virus outside China was reported on 13-Jan-2020 in Thailand, followed two days later by Japan and
within 10 days infections had appeared in over 20 countries. On 11-Mar-2020, the WHO declare the Covid-19 virus to be
a pandemic, by which time it had already infected over 118,000 people in 110 countries around the world.
37

Covid-19 Pandemic Analysis
The Mysearch Website
However, the first statistical data collected by this website is dated 07-Mar-2020, sourced from the virusncov.com website, by
which time there were 101,112 reported global infections and 3,487 deaths, while in contrast, the UK only had 164 reported
infections and 2 deaths. Focusing on the UK timeline, the first Covid-19 infection was reported 30-Jan-2020 followed by the first
death dated 6-Mar-2020. By 16-Mar-2020, the UK figure had risen to 50 deaths, although limited analysis suggests that all
deaths were in the higher risk categories, i.e. age 60 and over with pre-existing health conditions. The UK lockdown was
formally announced 23-Mar-2020, which equates to 52 days after the first case being reported and 17 days after the first death.
Based on the virusncov.com website, dated 20-Mar-2020, the reported UK infections was recorded as 17,089, just 0.03% of the
UK 67 million population with 1,019 deaths, i.e. 5.96% of infections. However, in the months following the UK lockdown, i.e.
20-Apr-2020, the UK infections had increased to 120,067 (0.18%), while the 16,060 deaths being attributed to the Covid-19
virus had risen to a questionable figure of 13.38%, the highest in the world at that time.
Note: This brief outline has been provided as it might explain why this website started to adopt a somewhat sceptical
perspective on the official figures, both infections and deaths, especially as none appear compatible to the predictions of
any SIR model produced, where the number of reported infections suggested that 99% of any population had to remain
‘susceptible’ to the virus. If so, it is difficult to assess the efficacy of any lockdown, as opposed to some form of ‘smart
distancing’, and possibly more worrying is the assumption that the only way out of this crisis is the vague possibility of
some future vaccine being mandated.
In the 133 days between today’s date (13 May-2020) and the first report by Taiwan to the WHO, many experts have been
attempting to review the data in order to draw conclusions as to how best approach this pandemic. Of course, given the
specialisation of experts in the modern world, it might be realised that virologists, immunologists, medical doctors, statisticians,
economists, politicians and even the general public might all have somewhat different opinions on the scope and priority of the
problems that need to be addressed. However, over this timeline, there appears to be a growing disconnect between many
expert opinions, although this diversity of opinion was not really ever reported by the mainstream media or referenced within
government advice.
Note: The table below is based on the latest figures taken from virusncov.com, dated 14-May-2020, indicating 4,446,032
global infections resulting in 298,442 deaths. Statistically, these figures have also been translated into percentages, for
the top-10 country listed below, where deaths are shown as both a percentage of the infections and then as a
percentage of the population.
Rank

Country

Population

Infections

%

Deaths

Infect %

Pop %

0

Global

7,700,000,000

4,446,032

0.06%

298,442

6.71%

0.0006%

1

USA

329,227,746

1,430,348

0.43%

85,197

5.96%

0.0050%

2

Spain

50,800,000

271,095

0.53%

27,104

10.00%

0.0030%

3

Russia

144,438,554

252,245

0.17%

2,305

0.91%

0.0016%

4

UK

67,772,000

229,705

0.34%

33,186

14.45%

0.0023%

5

Italy

60,500,000

222,104

0.37%

31,106

14.01%

0.0015%

6

Brazil

212,347,956

190,137

0.09%

13,240

6.96%

0.0039%

7

France

67,000,000

178,060

0.27%

27,074

15.20%

0.0036%

8

Germany

82,800,000

174,098

0.21%

7,861

4.52%

0.0018%

9

Turkey

84,106,165

143,114

0.17%

3,952

2.76%

0.0012%

10

Iran

79,900,000

112,725

0.14%

6,783

6.02%

0.0034%

The first confusion that might be raised against this table is the wide variance in the %-deaths being reported in each country,
which was previously questioned in the Covid-19 pandemic discussion in terms of the inaccuracy of both the under reporting of
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infections and the over-reporting of deaths. In this context, it is suspected that the virus may have been cited on the death
certificate without the necessary proof it was the actual cause of death. As such, we might also question the global death rate
(6.71%) as a meaningful average, especially when the WHO has suggested a death rate of 3.4% and other sources a figure closer
to 1%.
Note: In addition to the possible over-reporting of deaths directly caused by the Covid-19 virus, there may be a multitude
of other factors skewing the %-deaths in each country based on the demographics of age, wealth, health and even
geographic latitude. There is also growing concern over the issue of excess deaths being caused by the prioritisation of
the Covid-19 pandemic over all other health problems – see video Viral Mortality Comparison, dated 9-May-2020, for
more details.
Despite the near blanket coverage of 24/7 mainstream media of the pandemic, the general public may not necessarily be aware
of some of the wider issues to be referenced in this discussion. Given the somewhat polarisation of opinions not discussed, it is
not unreasonable that this discussion focuses on some alternative expert and non-expert opinions. As indicated, the following
summary will initially prioritise references that discuss the pandemic from a health perspective, especially if suggesting ways
that the worst outcome of the virus, i.e. death, might be mitigated.
•

The first source of information is a video entitled 'How to Survive Coronavirus’, dated 13-Apr-202, by Dr. Paul Mason,
where he discusses the role of diet in maintaining good health and the beneficial advantage it provides in fighting off
serious viral infections. The information might then be complemented by a video by Ivor Cummins entitled Vitamin-D and
Human Health, dated 4-Dec-2018, and while posted before the current pandemic outbreak, it provides some additional
information about the important role of Vitamin-D within the human immune system. An updated video entitled ‘Vitamin
D Status and Viral Interactions’, dated 27-Apr-2020, might also be another useful source of information. Within this
general introduction, an earlier video entitled 'A New Paradigm of Insulin Resistance', dated 26-May-2017, by Dr. Jason
Fung might also provide some important health information. Broadly all these videos are highlighting that many of the
underlying health problems in modern society, which have led to deaths in the current pandemic, may be mitigated by
simply adopting a more healthy diet – see Prevention versus Cure for wider discussion.

•

It is possible that some general information about the role of vitamins in support of the human immune system may also
prove useful as a primer before considering other references – see Wikipedia page on vitamins, nutrients and minerals for
initial references. While the video entitled ’13 essential vitamins’, dated 5-May-2020, is a somewhat ‘static’ delivery of the
benefits of some key vitamins, it is selected because it underlines that they can be obtained from healthy foods, not just
supplements. However, some vitamins and minerals, e.g. vitamin-D and magnesium, cannot always be obtained from just
the food we eat, such that supplements may be sensible. So, while there are a multitude of vitamins and trace elements
that are vital to human health and the functioning of the immune system, e.g. vitamin-C, vitamin-D and vitamin-K2 along
with magnesium and zinc might be generally highlighted.
Note: The last set of references are simply by way of short general introductions and should not be considered
authoritative and, as such, the interested reader should search for further information on what are complex issues that
researchers are only just beginning to understand – see video Immune System Overview, dated 1-Apr-2017, for a far
more technical insight to the actual complexity of the immune system.

•

Ivor Cummins’ videos are considered an authoritative source of information, even though some information may be
questioned by more mainstream sources. However, Ivor Cummins has a proven track-record of researching the root
causes of modern chronic disease with a particular focus on cardiovascular disease, diabetes and obesity, see website
called ‘The Fat Emperor’ for more background details. This background appears to make him qualified, at least, to
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comment on some of the statistical data being ‘propagated’ about the Covid-19 virus that requires closer scrutiny – see
Data Centric Perspective, dated 26-May-2017, for more details. Likewise, a video entitled ‘If You Think You Understand the
Current Viral Issue - You Don't’, dated 12-May-2020, which provides another perspective on the ‘pros and cons’ of a
lockdown strategy. In addition to the general health videos in the first bullet above, Ivor Cummins has interviewed Ron
Rosedale MD, who specializes in nutritional and metabolic medicine – see video entitled Crucial Explanation on how to
Avoid Serious Viral Impacts, dated 11-Apr-2020, where they discuss the role of leptin sensitivity within the immune system.
While it is recommended that the reader should find additional information on all these topics, it is hoped that these videos
might provide a reasonable outline of the many important health issues, which the general public might consider in order to
better protect themselves from the worst outcomes associated with the current pandemic. However, what might also be
questioned at this point is why this information has not been more widely highlighted by the mainstream media or government
health services? While such a question is open to any number of conspiracy theories, which will not be pursued, there are
genuine issues of concern about the efficacy of the lockdown approach and where it might be leading.
The next video is entitled ‘Debunking the Narrative’, dated 11-May-2020, and is another interview with Professor
Delores Cahill, whose expert opinion was cited in the first note in this discussion. At face-value, Professor Cahill appears
well qualified to talk about the current pandemic, but as she details her qualification at the start of this video, this
information will not be replicated. While this video is not helped by poor production quality, the information is possibly
the more important factor in this case. At about minute 14:45, the video references the work of Dr. Knut Wittowski,
which leads to a discussion of a slide that Dr. Wittowski presented to the Centre of Disease Control (CDC), dated
17-Apr-2020, showing the effects of 3 viral infections in the 2019-2020 season. While the reader needs to review the
details of Professor Cahill’s comments for themselves, some caution may be necessary. For many of Professor Cahill’s
comments appear to express a degree of certainty on a number of important issues, which while possibly acceptable in
this type of interview, will require further clarification. However, the cited video with Professor Dolores Cahill and Fiona
Marie Flanagan, dated 12-May-2020, appears to better address most of these issues.
•

As a broad generalisation, the issues raised with the interviews with Dolores Cahill might be simplified in terms of 3 key
issues. 1) Viral mechanisms, 2) Repurposing of drugs and 3) The Efficacy of Vaccines. In order to start addressing issue-1, it
might be useful to initially consider a somewhat historical perspective, as per the video entitled Influenza Viruses and
Pandemics; dated 2-Nov-2009. The reason for citing this video is that it predates the ‘current wisdom’ being propagated by
the mainstream in the current pandemic, such that we might compare the basic viral mechanisms being described with
those outlined by Professor Cahill. Another perspective might be considered in a video entitled ‘How can the Coronavirus
pandemic end?’, dated 10-Apr-2020, which while highlighting that an effective, and safe, vaccine might be the ideal
solution, history suggests that this might take many years. However, we will defer the wider discussion of vaccines to the
next bullet summary. Moving onto issue-2, the ‘repurposing’ of existing antiviral drugs is another complex issue, where the
video Repurposing Existing Drugs might only be seen as a brief outline of the scope of possibilities. However, Professor
Cahill’s comments were more specific to the use of hydroxychloroquine and zinc. While some caution is suggested about
the effectiveness of hydroxychloroquine as a possible mitigator of the worst effects of the Covid-19 virus, its potential as a
mitigating treatment, but not necessarily a cure, when the more serious symptoms of the Covid-19 virus started to appear
is now the focus of much research. However, for a basic introduction see video entitled Hydroxychloroquine and Covid-19;
dated 10-Apr-2020, as a basic primer and then a general endorsement video entitled Hydroxychloroquine Use in
Coronavirus Patients, dated 30 Mar-2020. While neither video can be seen as conclusive, they might be seen as generally
supportive of some of Professor Cahill’s statements. Finally, the issue of the efficacy of vaccine will be discussed in the next
bullet as some of the concerns extend beyond medical evidence.
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•

This bullet will now consider the issue of vaccines and some of Professor Cahill’s concerns about a Covid-19 vaccine.
However, it might be useful to first consider some general information in the form of a video entitled ‘Possible vaccine in
2021, but not without taking risks’, dated 8-May-2020. The reason for choosing this video rather than one that might be
considered more authoritative is that many sources have ‘vested interests’, both direct and indirect, in the development of
a Covid-19 vaccine development. In brief, Professor Cahill raised a number of basic concerns, but not necessarily an
outright objection to a vaccine, as she herself has previously work on various vaccine developments. By way of reference,
these concerns are raised in video-1, at minutes 3:15-10:30 relating to the use of aluminium and mercury in earlier
vaccines and then at minutes 10:30-17:20 regarding the suggestion that an earlier influenza vaccine could have caused a
cytokine storm, when people were subsequently exposed to other Covid virus infections. However, at this time, these
concerns have to be deferred until there is more supportive information. However, it does not seem unreasonable to raise
concerns or question the safety of any potential Covid vaccine, developed within a 18-month timeframe, if the normal
requirements for safety trials is allowed to be ‘fast-tracked’. For, while ethical concerns might limit these human trials to
‘army volunteers’, it is unclear how children might be safe-guarded in this accelerated timeframe, even assuming that an
effective vaccine could be developed and distributed in the quantities required by an entire national population, let alone
the entire global population, such that the virus might be said to have been eradicated.

•

At this point, some other more speculative concerns might be raised about the various vested interests surrounding the
development of a vaccine beyond its effectiveness to address the current pandemic, both medically and economically, if
availability to the global population may still be 2 years away. While this discussion does not want to propagate any
conspiracy theory that might surround the development of vaccines, there are potential concerns that should be raised,
especially as much of the information may not be known or understood by the general public.
Note: As some of this information needs to be questioned it will be highlighted in this form, initially anchored to a video
entitled Connecting the Dots Part 2, dated 19-Apr-2020. However, this video then makes reference to information about
vaccine development in a UK-Column video, dated 15-Apr-2020, where Vanessa Beeley has been described as either a
conspiracy theorist or more simply as an investigative journalist on the issue of vaccine development. In brief, the
Vaccine Impact Modelling Consortium lists its key partners as Imperial College London, where the Bill & Melinda Gates
Foundation and the Gavi Vaccine Alliance are the primary funders. While Professor Neil Ferguson is listed as the Acting
Consortium Director, he is also a professor at the Imperial College, which the video claims has received a total of $400
million from the Wellcome Trust and $185 million from the Gates Foundation, since 2014. Professor Ferguson was also
the lead author of the report said to have influenced the UK lockdown strategy. The video also mentions a link between
the Gavi Alliance and the ID-2020 alliance, where the mission statement of this organisation might be subject to
different interpretations. While, at one level, the mission statement might be seen as an admirable goal, others might
question this goal in terms of the right to privacy, such that we might wish to know a little bit more about this
organisation and its objectives. The ID-2020 Alliance was started in 2017 with founder members Accenture, GAVI,
Microsoft, Rockefeller Foundation and IDEO.org with the goal of tagging every global citizen by the year 2030. GAVI
along with vaccine manufacturers also support the ID-2020 program in order to support of their own goals for global
vaccination. Finally, it is highlighted that an organisation called the Coalition for Epidemic Preparedness Innovations
(CEPI) with another laudable goal to finance independent research projects to develop vaccines against emerging
infectious diseases also has funding links back to various governments and the Gates Foundation ($100 million) and the
Wellcome Trust ($100 million). In March 2020, the British government pledged £210 million to CEPI to focus on a vaccine
for the Covid-19 virus, making it the largest individual donor to CEPI and GAVI.

•

However, in the context of this discussion, it will be highlighted that while some might be rightly concerned about some, or
all, of the developments cited above, especially if lacking public transparency, they do not constitute a proven conspiracy
against public interests. However, a video lecture by Jason Fung entitled ‘Financial Conflicts of Interests and the End of
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Evidence-Based Medicine’, dated 24-Sep-2019, might still highlight some of the risks associated with the commercial
interests of large pharmaceutical companies, who may only see the development of vaccines as a potential lucrative
business opportunity.
•

So, having highlighted some speculative issues, which may or may not support Professor Cahill’s concerns about the
imposition of mass mandated vaccines, we shall return to some of the medical science research surrounding the Covid-19
pandemic starting with a video entitled Coronavirus: Epidemiology, Pathophysiology, dated 20-Apr-2020. While this video
goes beyond the needs of the general public, it reflects the complexity of the issues that are still being researched.
Reference might also be made to 2 videos by Dr Mike Hansen entitled How COVID19 Kills Some People, dated 15-Apr-2020,
and Covid-19 Autopsy Cases, dated 14-May-2020.
Note: Some statistical perspective is needed in respect to the last two videos for it has been estimated that 80% of those
infected may only have mild symptoms, while another 15% may have more severe symptoms possibly requiring some
medical treatment with only the final 5% experiencing life threatening symptoms, although exactly how many of the 5%
will die will be questioned in the next bullet.

•

While an understanding of the worst-case outcomes of the Covid-19 virus are important to medical science, the real issue
of concern to the general public might be a more accurate appraisal of the actual death rate. The following video entitled
‘Estimating case fatality rates for COVID-19’, dated 9-Mar-2020, might be considered as a simple, but generally informative
overview, but where the point of interest to this discussion comes a minute 6:20 with the suggestion that reported
infections might have been under-reported by a factor of 19. If so, it might suggest that the %-deaths reported in the initial
table, dated 14-May-2020, are also over-estimated by a similar factor. On this basis, the actual %-death relative to
infections might generally be lower than 1%, as suggested by other sources. Again, caution is necessary as the real figure in
each country is not known at this time and may be subject to many other demographic factors, although it is unclear why
some countries, e.g. the UK, appears to make no attempt to contradict the implication of the virusncov.com statistics
suggesting a death rate of 14.45% relative to infections. While the Covid-19 virus is clearly a very serious pandemic, the
efficacy of the lockdown policy has to be assessed in terms of an accurate estimate of the %-death rate, especially as some
have suggested the possibility of excess deaths as a result of the lockdown itself. Simply by way of another reference, see
video Corona crisis: Open letter to the Chancellor from Prof. Sucharit Bhakdi, dated 29-Mar-2020.
Note: Reference might be made to a UK Column news report, dated 15-Apr-2020, at minutes 1:15-4:10. The reason for
referencing this video is the suggestion that the actual number of UK Covid-19 deaths in week-14 was 475, which might
be compared to the number of normal deaths per week being in the region of 10,500, i.e. just 4.5%. However, the issue
of concern raised is the apparent number of unexplained deaths for week-14 being 5,665, which might have been caused
by the unintended consequence of prioritising the Covid-19 virus above all other health conditions. Again, while such
claims cannot simply be accepted at face-value, it is unclear that they should simply be dismissed, especially if the figure
of 10,500 deaths per week is compatible with an official figure of 600,000 UK deaths in 2018. Official statistics also
suggest that 78% were caused by medical conditions, i.e. 8981 per week, which might be the baseline against which to
compared the 475 Covid-19 deaths and the 5,665 excess deaths claimed.

•

Clearly there is conflicting expert opinion, which might be highlighted in terms of Professor Johan Giesecke, who is a
Swedish expert, who has advised the Swedish government and the WHO and appears in a video interview entitled ‘Why
lockdowns are the wrong policy’, dated 17-Apr-2020, and another video with Professor Neil Ferguson, where he defends
the UK Coronavirus lockdown strategy, dated 25-Apr-2020.
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While this discussion might continue to cite dozens of references, where experts with different opinions might continue to
argue about the ‘pros and cons’ of the lockdown policy, we might table a more fundamental question.
What might the general public come to believe?
While this discussion does not wish to minimise the tragedy of people dying as a result of the Covid-19 virus, it has argued for
some statistical perspective that might better inform the general public of the health risks that might be mitigated by a healthy
diet. In addition, it is argued that the public possibly needs a better understanding of the risks associated with the Covid-19
virus in comparison to the normal risks we face every year. Again, using the UK as a general example, where in 2018 over
600,000 people died. The following two tables, first left, shows the approximate breakdown of the cause of the 2018 UK deaths,
where 78%, i.e. 468,000, were related to medical conditions, which would translate into the weekly average of 8981 previously
quoted. The second table right shows the assumed death rates, specific to the Covid-19 virus, as a percentage by age group.
While there is no direct correlation between these tables, there is an inference that Covid-19 deaths might only be a small
percentage of the overall deaths.
Non-Covid Death Rates
Cardiovascular
Cancers
Respiratory
Digestive diseases
Mental disorders
Nervous system
All Other causes
All causes, all ages

% Rate
28.62%
25.61%
12.18%
4.65%
3.61%
3.35%
22.00%
100.00%

Deaths
171,702
153,630
73,074
27,876
21,630
20,076
132,000
599,988

Age

% Death

Overall %

10-19
20-29
30-39
40-49
50-59
60-69
70-79
80+

0.20%
0.20%
0.20%
0.40%
1.30%
3.60%
8.00%
14.80%

0.20%
0.40%
0.60%
1.00%
2.30%
5.90%
13.90%
28.70%

In terms of the second table right, it also needs to be highlighted that while there is an increasing probability of death by age,
this may only be a statistical correlation of the fact that people tend to accumulate health problems as they age. However, this
does not necessarily have to be the case, if we adopt a healthier diet and understand the possible correlation of deaths with
vitamin-D deficiency as detailed in the earlier Ivor Cummins’ videos. In addition, the table below summarises some basic
analysis of the UK population, where the low-risk groups represent people under 50, while the correspondingly high-risk groups
are people over 50 based on the table above, right, which have simply been aggregated. As a broad generalisation there is a
suggestion of a 27-fold difference in the death rate for those at high risk. If so, the efficacy of the lockdown might be
questioned for these younger generations.
Risk Groups

%

Pop

% Death

Low-Risk

53.40%

35,778,000

1.00%

High-Risk

46.90%

31,423,000

27.70%

Note: While this discussion does not have the authority to forward any definitive conclusion about the efficacy of the lockdown
policy, it will argue that the issue goes beyond medical science as it has obvious impact on the economy and the lives of younger
generations, at least risk, cannot be ignored. This seem especially true if the reality of any mass vaccine, proven to be safe, is
possibly 1-2 years away for the general population. Finally, while not supporting any conspiracy theories, public open debate is
also required to ensure and inform the public about some of the wider implications surrounding the motivation of some who
support mass, and possibly mandatory, vaccination as the only solution to the current pandemic.
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1.1.4

Efficacy of Lockdown: Update

This sub-section discussion is still related to the efficacy of the lockdown policy in respect to the Covid-19 pandemic. As such
the goal is still primarily as an informal repository of various issues and informed references, which may provide a different and
wider perspective to the many issues surrounding the pandemic. While it is hoped that the references provided are generally
authoritative, it is recognised that others may simply reflect personal opinions, which cannot be fully substantiated at this time.
As such, some caution has to be highlighted, although these opinions should not simply be dismissed.
Note: We clearly live in an increasingly complicated world and how we come to understand this world depends on the
amount of truthful information we can access. As discussed under the heading of ‘The Scope of Propaganda’, we are
now subject to much information that purports to be authoritative, but can often include both misinformation and
disinformation in the form of rumours, half-truths and falsehoods that intend to both influence and deceive public
opinion. For this reason, it has been suggested that the veracity of information might be questioned, if it claims to
represent a consensus founded on certainty, but then seeks to suppress any alternative narrative. Of course, such
criteria have also to be applied to any information presented in this discussion.
This update was triggered by an ‘interesting’ video that makes many claims, but which needs to be questioned as it clearly
seeks to promote a business interest, such that this discussion will not include a link to the video, but will detail some of the
claims for further reference. While these claims have not necessarily been verified, aspects of the claims to be discussed in the
bullets below do not seem incompatible with previously reference videos detailing health advice.
•

It is claimed that 1 in 2 people in America will get cancer. Other sources suggest that men have a 40% risk of getting cancer
in their lifetime with a fatality rate of 21%, while women have a 38% risk with a fatality of 18%. However, the chart below
highlights that the risk of cancer and its mortality is correlated to increasing age. In addition, it is now generally accepted
that cancer progression may result from the ability of cancer cells to avoid immune detection, especially if the system is
deficient for the reasons previously highlighted. See Path to a Cancer Cure for a wider introduction.

•

The next claim is that 1 in 5 have an autoimmune disorder, although this might depend on what is classed as an
autoimmune disorder. More general sources of statistics suggest 24 million people in America have some form of
autoimmune disorder, which would equate to about 7%, i.e. less than 1 in 10. However, it is unclear whether the impact of
insulin and leptin resistance, as previously highlighted in earlier videos, is taken into account in these numbers. If not, then
the number of people with weakened immune systems could be much higher than claimed.
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•

Heart disease is the cause of 1 in 4 deaths. This figure is not incompatible with statistics suggesting that of the 616,000
deaths in the UK in 2018, over 28%, i.e. 171,702, related to some form of cardiovascular disorder. Again, there is
considerable complexity in such statistics when all demographics are considered, although the general claim does not
seem unreasonable. Likewise, there appears to be a general ‘consensus’ that heart disease can be minimised by pursuing a
healthier lifestyle.

•

Having attempted to provide verification of some of the initial claims, others will simply be listed for further reference.
Liver disease affects 10%, depression affects 5%, 30% of the elderly die with dementia, 12% have thyroid problems, 40%
are diabetic and 74% have chronic digestive disorders. However, at this point some general reference will be made to the
discussion Prevention versus Cure and the video The Story of Fat, dated 30-Aug-2016, that might help explain most of these
problems, which also lead to adverse outcomes in the current pandemic.

•

On a more general note, 45 million people in America had influenza in the 2017-18 season resulting in 61,000 deaths – see
CDC site for more statistics. While the details for reporting deaths caused by influenza in the US is not known, apparently
in the UK, the death certificate of somebody previously dying of pneumonia would not necessarily have required any
reference to influenza as the cause. However, in the case of the current Covid-19 pandemic, there is now a requirement to
record the suspected presence of the Covid-19 virus. Therefore, concern has been raised that even if the virus were
present, there is no requirement to prove it was the cause of death. As such, the video ‘How coronavirus charts can
mislead us’, dated 28-Apr-2020, might be interpreted in a number of different ways. First, we might consider that all the
infection curves started to flatten before most lockdown policies were implemented. Second, if the number of recorded
infections was far less than the actual number of infections in any population and the number of deaths attributed to the
Covid-19 virus was less than the recorded number, then statistics might suggest a death rate closer to influenza, which
occurs most years without any call for a lockdown policy.

•

Next is the claim that the lockdown policy can aggravate stress, inclusive of physical, emotional and chemical stress, which
in turn can affect health. While this discussion will not attempt to address this complexity in might make reference to a
video entitled The Failure of Expert Predictions and Models, dated 30-Apr-2020, but which appears to be opinion, not
verifiable fact. However, despite this caution, it is unclear that this perspective should be dismissed.

•

This discussion is not qualified to consider the claims made about vaccine safety. However, it is possibly naïve to assume
that all vaccines do not have any serious side-effects, especially in people with many types of immune deficiencies.
Likewise, while statistics might be the best way to assess the risk of any side-effects, further consideration of this risk
might be needed if governments allow researchers within the pharmaceutical industry to fast-track approval trials. This
concern may also need to be further highlighted if ethical considerations restrict these trials to relatively small populations
of healthy adults, such that the effect on children and an increasing number of adults with immunity problems may be
essentially unknown. While, at this stage, it is unclear whether governments will mandate mass vaccination, concern has
also been raised about the stated goal of the ID-2020 Alliance and the GAVI Alliance, supported by vaccine manufacturers,
to tag and vaccinate every ‘global citizen’ by the year 2030.

•

However, reference is then made to the enteric nervous system is worthy of further consideration, where the previous
Wikipedia link states that it is one of the main divisions of the autonomic nervous system (ANS) that governs the function
of the gastrointestinal tract. This system is said to act independently of the sympathetic and parasympathetic nervous
systems. The enteric system is sometimes described as a ‘second brain’ because it consists of sheaths of some 100 million
neurons embedded in the walls of the gut, which can trigger more than 30 neurotransmitters. However, it needs to be
recognised that the understanding of this complexity is still at an early stage of research
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•

Reference is made of the work of Justin Smith, which suggested that approved drugs, like statins, can damage the gut
microbiome and contribute to antibiotic resistance, which resulted in a book entitled ‘Statin Nation’, dated 23-Nov-2017.
The following outline of the book below appears consistent with the message in the following video entitled ‘Heart Stents,
Cholesterol and Statin’, dated 9-Oct-2017, which contradicts the idea that statins are a safe wonder-drug, as promoted by
the pharmaceutical industry that profits from such drugs. As such, this does not appear to be a conspiracy, but rather
legitimate concern – see video Everything Cholesterol, dated 12-Aug-2018, for more details.
Heart disease is the leading cause of death worldwide, and for decades conventional health authorities have pushed that
the culprits are fat and cholesterol clogging up coronary arteries. Consequently, lowering cholesterol has become a
hugely lucrative business, and cholesterol-lowering statin drugs are now the most prescribed medication in the world,
with clinical data showing one billion people eligible for prescription. However, these cholesterol guidelines have been
heavily criticized, and increasingly, doctors and researchers have been questioning the role cholesterol plays in heart
disease. We now know that people with heart disease often do not, in fact, have high cholesterol, and even the strongest
supporters of the cholesterol hypothesis now admit that no ideal level of cholesterol can be identified.

•

Claims are also made that polypharmacy, i.e. the concurrent use of multiple drugs, is the cause of many life-threatening
side-effects. It is claimed that the average 65-year old person may take 7 different drugs per day and may be prescribed up
to 28 different drugs per year. In addition, it is stated that the Institute of Medicine (IOM) suggests that more than 100,000
people die each year because of the side-effects of taking such a cocktail of drugs, especially in elderly people subject to
changes in their base metabolism. Studies also suggest that up to 30% of hospital admissions of elderly patients are linked
to an adverse drug reaction.

•

In support of the claim above, reference might be made to a report entitled ‘Physicians under the Influence: Social
Psychology and Industry Marketing Strategies’, dated Aug-2013. As a generalisation, it is suggested that over the last 35
years, patients have suffered from a largely hidden epidemic of side effects from drugs that usually have little offsetting
benefit. In this context, it is said that the pharmaceutical industry has corrupted the practice of medicine through its
influence over what drugs are developed, how they are tested and how medical knowledge is created. Again, reference
might also be made to a video lecture by Jason Fung entitled ‘Financial Conflicts of Interests and the End of Evidence-Based
Medicine’, dated 24-Sep-2019, which addresses similar issues.

•

Again, in the context of the role of the immune system for good health, reference might be made to some vitamins and
minerals. It is claimed that vitamin-D may influence 3,000 of the 21,000 genes in the human genome. There is also growing
evidence that vitamin-D deficiency can increase the risk of cancers and heart disease with a 124% in all-cause mortality.
Likewise, magnesium is used by all organs in the body, but especially the heart, kidneys and muscles. It is estimated that
80% of Americans are magnesium deficient to some lesser or greater extent. Magnesium is also found in more than 300
different enzymes, which play an important role in various detoxification processes. In addition, it is now recognised that
vitamin-D, and vitamin-K2, must be in balance with magnesium in order for it to be utilised properly.

•

Another claim is made about the efficacy of face-masks, that might be linked back to the comments made by Professor
Cahill. Reference can be made to an article entitled ‘Advice on the use of masks in the context of COVID-19’, dated
6-Apr-2020. The following statements are taken from just the first page of the report, which can be reviewed in full via the
link above. Also see video Does Wearing N95 MASK Increase CO2 Levels and Reduce Oxygen, dated 14 May 2020, for other
details.
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Studies of influenza, influenza-like illness, and human coronaviruses provide evidence that the use of a medical mask can
prevent the spread of infectious droplets from an infected person to someone else and potential contamination of the
environment by these droplets. There is limited evidence that wearing a medical mask by healthy individuals in the
households or among contacts of a sick patient, or among attendees of mass gatherings may be beneficial as a
preventive measure. However, there is currently no evidence that wearing a mask by healthy persons in the wider
community setting, including universal community masking, can prevent them from infection with respiratory viruses,
including Covid-19….The use of medical masks in the community may create a false sense of security, with neglect of
other essential measures, such as hand hygiene practices and physical distancing, and may lead to touching the face
under the masks and under the eyes, result in unnecessary costs, and take masks away from those in health care who
need them most, especially when masks are in short supply.
•

Finally, some reference might be made to a Reuters report, dated 16-Apr-2020, entitled ‘UN warns that an economic
downturn could kill hundreds of thousands of children’. We might attempt to summarise the scope as follows, which
extends the implication of the efficacy of the lockdown on the global economy and possibly unintended consequences on
children.
The UN risk report stated that nearly 369 million children across 143 countries who normally rely on school meals for a
reliable source of daily nutrition have now been forced to look elsewhere. Compared with adults, children infected with
the coronavirus are less likely to have symptoms and more likely to have a mild illness. However, the UN report warned
that economic hardship experienced by families as a result of the global economic downturn could result in hundreds of
thousands of additional child deaths in 2020. The UN has also estimated that between 42-66 million children could fall
into extreme poverty as a result of the coronavirus crisis this year, adding to the estimated 386 million children already
in extreme poverty in 2019, while 188 countries have imposed countrywide school closures, affecting more than 1.5
billion children. The potential losses that may accrue in learning for today’s young generation, and for the development
of their human capital, are hard to fathom. More than two-thirds of countries have introduced a national distance
learning platform, but among low-income countries the share is only 30 percent.

While caution has be raised on the possibility of too many speculative assumptions, it does not seem unreasonable to suggest
that the efficacy of any lockdown policy, especially if required to remain in place until a vaccine is available, need some wider
public debate. While the following quote taken from Aldous Huxley’s book: Brave New World, is still a fictional concern, it is
also one that should not simply be dismissed.
A really efficient totalitarian state would be one in which the all-powerful executive of political bosses and their army of
managers control a population of slaves who do not have to be coerced, because they love their servitude.
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1.1.5

All-Cause Mortality

This discussion is another extension in a series reviewing issues surrounding the Covid-19 Pandemic and the Efficacy of the
Lockdown Policy. In part, the scope and efficacy of any lockdown policy must be predicated on some assessment of the risks to
life. However, aspects of this review process have been critical of some of the main sources of statistics, which appear to
under-estimate infections and over-estimate deaths. As a consequence, the statistical risk of death as a ratio of deaths to
infection presents a false impression, which is not only misleading, but might be questioned as misinformation, if it is intended
to deceive the general public. As the following table illustrates, even if the figures were correct, statistical risk might still require
some wider relative perspective.
Country

Population

% Death

Deaths

Infections

%-Pop

Deaths

%-Inf

%-Death

%-Pop

UK

67,772,000

0.94%

637,057

250,908

0.370%

36,042

14.36%

5.66%

0.053%

Taiwan

23,570,000

0.77%

181,489

446

0.002%

7

1.57%

0.00%

0.000%

S.Korea

50,800,000

0.63%

320,040

11,142

0.022%

264

2.36%

0.08%

0.001%

If we compare the figures for the three countries shown, the UK is one of the worst affected by
virtue of its percentage of deaths relative to infections (%-inf) being over 14.3%. However, this
figure is questionable, when compared with a more general mortality estimate of 1% that has
been associated with the Covid-19 virus. Of course, we might also compare the UK figure with
Taiwan (1.5%) and South Korea (2.4%), which while both higher than the 1% suggested for the
Covid-19 virus, are both considerably less than the 14.3% figure suggested by the UK.
Note: While this discussion will not challenge the accuracy of the Taiwan or South Korea
figures, at least, in terms of deaths, we might still ask whether the number of infections
might still be subject to some under-estimation, which would then affect the rate of
deaths relative to infections. It might also be recognised that the number of deaths in
Taiwan is so small that it cannot be use as a meaningful statistical sample.
The figure in the third column in the table above represents the estimated annual all-cause deaths as a percentage of each
population, where the UK figure of 637,057 is in the same ballpark as the previous figure of 616,000 for UK deaths in 2018.
While there is still some significant variance in the %-deaths for each country, we might assume this variance can be generally
explained by the demographics between the populations. So, given the question mark against the number of infections being
recorded – see latest Covid-19 statistics, we might alternatively consider the number of Covid-19 deaths relative to annual
deaths and the size of the population. If we initially ignore the UK figure, we can see the %-death and %-population figures for
Taiwan and South Korea are very low and might be used as a better measure of the real risk of death.
But, why is the UK death figure so high?
As has been previously discussed under the Propaganda and the Covid-19 Pandemic heading, a UK Column news report, dated
15-Apr-2020, at minutes 1:15-4:10, questioned the accuracy of UK deaths being attributed to the Covid-19 pandemic by citing
statistics for week-14, where it was estimated there were 475 deaths compared to the normal baseline figure of 10,500, i.e. just
4.5%. However, it was also highlighted that there were also 5,665 unexplained deaths in week-14, possibly as a consequence of
the Covid-19 pandemic being prioritised over all other health conditions. This perspective might also be considered in terms of
a statement made by Professor Walter Ricciardi, scientific adviser to Italy’s minister of health.
“The way in which we code deaths in our country is very generous in the sense that all the people who die in hospitals
with the coronavirus are deemed to be dying of the coronavirus. On re-evaluation by the National Institute of Health,
only 12% of death certificates have shown a direct causality from coronavirus, while 88% of patients who have died have
at least one pre-morbidity, many had two or three.”
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If we were to assume that UK Covid-19 deaths have also been inflated by a similar factor, as in Italy, then the percentage of
deaths relative to infections, i.e. 14.3%, might actually be more compatible with South Korea, while still accepting some
demographic variance. However, given this questioning of the UK figures, it is believed that some further consideration of the
wider issues surrounding all-cause mortality is necessary.
Note: Let us start with a hypothetical example. A fragile 85-year old man is walking along, when a strong gust of wind
causes him to fall, such that he sustains a serious head injury. As a consequence, he is taken to hospital for what is
perceived to be a life-threatening injury, where unfortunately he is exposed to an influenza virus. Due to his poor general
health, the shock of the head injury and a virus infection, his weaken immune system succumbs to pneumonia, where
respiratory complications lead to his subsequent death. So, the question raised by this hypothetical example is what was
the cause of death?
While it might be suggested that this sequence of potential causal events was triggered by the gust of wind, we might
reasonably assume that this would not be listed as the cause of death. Equally, it is unlikely that the serious head injury would
be cited as the cause of death, nor the exposure to the influenza virus. For prior to the Covid-19 pandemic, there was no
mandated requirement to list influenza as a contributory cause of death, even assuming that the presence of this viral infection
was known, such that it would probably be recorded as a case of pneumonia. As such, this death would have been recorded as
one of the 637,057 (0.94%) all-cause mortalities in the UK.
How might this change in light of the Covid-19 pandemic?
Let us assume the same hypothetical example with the exception that the old man was exposed to the Covid-19 virus, not an
influenza virus. Under the current requirements, the presence of the Covid-19 virus, tested or simply suspected, would have
been recorded on the death certificate and possibly used by UK statistics as a Covid-19 death. If so, we possibly need to better
understand some statistics surrounding all-cause mortality, which we shall discuss in the general context of UK figures. Below,
are two general graphs, where on the left, we see the profile of the UK population by age along with the percentage of deaths
associated with each age group. On the right is a very limited breakdown of the causes of death in the UK.

From the perspective of total deaths, 27% of all deaths are associated with people in the top 95-year old group, although the
chart left highlights that these deaths represent a much higher percentage (45%) of that population as their numbers are
understandably much lower than other age groups. In terms of UK statistics, the 95-year age group would account for about
172,005 of the 637,057 (0.94%) all-cause mortalities. However, the bigger issue around the assessment of risk associated with
the two charts above is why the mainstream media and the government only appear to be interested in presenting the large
number of accumulating deaths being attributed to the Covid-19 virus along with the number of daily deaths as an
unprecedented crisis requiring unprecedented action, i.e. lockdown.
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Note: As of 22-May-2020, the total number of UK deaths attributed to the Covid-19 pandemic was 36,042, while the
seemingly unprecedented daily death rate has fallen from a reported peak of over 1000 in mid-April 2020 to about 290.
However, what is rarely, if ever, mentioned is that UK annual rate of death (637,057), as shown in the initial table,
equates to a daily death rate of 1,745, where 1,361 (78%) are related to medical conditions. As such, the media appears
more intent on highlighting the 290 daily Covid-19 deaths, while ignoring the much larger 1,361 daily deaths associated
with all-cause mortality, where many might also have been avoided with more appropriate medical advice.
So, might we attempt to put the risk of death from the Covid-19 virus into some better perspective?
The risk of all-cause mortality equates to 637,057 annual death, which is 0.94% of the UK 67 million population, as shown in the
chart left on a logarithmic scale. Of course, as highlighted by the blue curve, this risk increases with age, which should be no
real surprise to anybody, where a very basic breakdown of the cause of death is shown right.

Without reference to any Covid-19 deaths at this stage, the percentage of deaths under all ages below 50 is less than 1%, which
means that 99% of the 637,057 annual deaths have to be associated with the age groups above 50. In fact, the percentage of
annual deaths is still above 90% if we only consider the age groups above 70. Again, the fact that the risk of death increases
disproportionately with age should not come as a surprise to anybody.
But what about the specific risk of death from the Covid-19 pandemic?
Let us proceed on a speculative assumption that the UK Covid-19 deaths fit the same age distribution as the annual UK deaths,
as shown below left. Today, 22-May-2020, the current UK Covid-19 deaths are reported to be 36,042, such that we might also
speculate on an upper limit of UK Covid-19 deaths for the whole of 2020 to be 50,000. However, given the questioning of the
accuracy of the current Covid-19 deaths, we might also consider a more conservative figure of 25,000 deaths, such that we can
see the upper and lower projections against age, as per the chart right.
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Note: What we might realise from the previous charts is that even the higher Covid-19 projection of 50,000 deaths
would only represent 7.85% of the annual number of deaths, i.e 637,057, while the lower projection of 25,000 would
only represent 3.93%.
The following charts have been sourced from the EuroMomo website, which monitors mortality in 24 European countries. As
such, the vertical scale of weekly deaths is an estimate of a population of some 400+ million people. Therefore, we might
attempt a general correlation of the figures in the charts below with the UK all-case mortality figures by assuming an average
figure of 50,000 deaths per week or 2.6 million all-cause deaths per year for the combined European countries. As such, the
figure of 2.6 million might be compared with the UK all-cause mortality figure of 637,057 per year, as used in this discussion, on
this basis of that UK numbers approximate to about 20% of the figures shown in the following charts.

First, some clarification of the composite charts shown. The top shaded grey region provides a more direct comparison of
all-cause mortality for ‘all-ages’ against the ‘15-64 age’ group on the same vertical scale. However, as per the EuroMomo
website, the details of the ’15-64 age’ group is enlarged in the inset at the bottom of the chart. Based on the ‘normal range’
average, the charts suggest that the average weekly deaths for the ‘all age’ group to be in the region of 50,000 per week
compared to only 7,800 for the ‘15-64 age’ group. While these figures are higher than the UK estimates in this discussion, these
estimates were only intended as approximations of the overall increase in all-cause mortality with age.
Note: Broadly, the ‘all-age’ charts suggest a variation of 20,000 in the weekly deaths between the summer and winter
months, which we might attribute to degrees of vitamin-D deficiency, although this is only a speculative assumption at
this stage – see video ‘Vitamin D and Human Health’ for more details. These charts also suggest a variation of 10,000 in
the peak weekly deaths in the years 2017 to 2020, which may be attributable to various viral infections, e.g. influenza,
which are also known to be seasonal.
The 2020 spike in the weekly all-cause deaths suggests an increase from about 70,000 to 85,000 (20%) for the ‘all-age’ group
and an increase from 9,000 to 10,00 (11%) for the ’15-65 age’ group, which we might assume has been caused by the Covid-19
pandemic. As such, we might assume that these percentages reflect the increase in all-cause mortality in 2020 resulting from
the pandemic. However, it is difficult to correlate a 20% increase in all-cause mortality with the UK figure of 637,05, as used in
this discussion, for it would suggest an increase of 127,411 deaths in 2020 directly attributable to the Covid-19 virus. As
previously discussed, the projected increase in the UK all-cause mortality has been estimated to be in the range of 25,000
(3.9%) and 50,000 (7.8%), where 90% of these deaths would be in the +70 age groups. We might also consider whether some
percentage of these additional all-cause mortality deaths in the +70 age groups were people that already had multiple health
conditions and a weaken immune system. If so, it is possible the Covid-19 virus might be analogous to the ‘gust of wind’ in the
earlier hypothetical example and that any additional deaths may be reflected in lower all-cause mortality figures next year.
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Note: It is realised that many people will not like the discussion of all-cause mortality based primarily on statistics as
each death is not just a number but a human life. However, the reality of the current situation, especially in terms of the
social and economic consequences of lockdown, requires the impersonal perspective of statistics.
Of course, at this time, this discussion of statistical numbers is still speculative conjecture. However, concern has to be raised
when the general public is simply confronted with the alarming numbers of daily and aggregated deaths being attributed to the
Covid-19 virus without any reference to the actual statistical increase in all-cause mortality. Based on this outline discussion,
there is reasonable, but not necessarily conclusive, evidence that the overall UK Covid-19 deaths may have been considerably
over-estimated, such that any suggestion of a 14.3% death rate relative to
infections should be rejected in favour of a more realistic estimate. This
suggestion might then support the idea that any excess Covid-19 deaths
should only be compared against the typical estimate of all-cause mortality,
which as a smaller percentage may support the case for an earlier relaxation
of lockdown policies given the obvious negative impacts on society.
Note: The truth is that, irrespective of age, we all have a statistical risk
of death, as suggested by the chart right. While people in the older
age groups might not like to see their own risk presented in such a
stark manner, it is possible that they have already come to understand
the reality of this risk far better than younger generations.
Therefore, while a modern caring society should consider every practical way to mitigate the risk of unnecessary deaths, we
might question whether it should put a disproportionate burden on the lives of younger generations. For one of the realisations
we come to understand as we grow old is the importance of enjoying life when we are young. So, if society really wants to
minimise the risk of all-cause mortality, maybe we should really be asking why current medical science continues to ignore the
mounting evidence about poor diet being the main contributor to early and unnecessary deaths – see Prevention versus Cure
for more details.
Note: While this discussion has tried to avoid straying into politics, it is clear that the Covid-19 pandemic now compasses
not only politics, but also much wider social and economic issues. So while this discussion will refrain from direct
comment on such issues, it will make reference to a video entitled Guilty Of Breathing, dated 24-May-2020. While it
might be argued that this video does have political bias, the more important issue is whether it is generally factually in
its statements.
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1.1.6

Data Models and Data Reality

Let us start with a quote, which in conjunction with the cartoon right,
might tell us something about data models, when compare to actual
real-world data, which we possibly need to keep in mind.
All models are wrong. Some models are useful.
In part, the previous discussion of All-Cause Mortality was an initial
attempt to consider some of the wider statistical data surrounding the
Covid-19 pandemic, which earlier discussions had struggled to explain in
terms of a basic SIR model. Therefore, in this discussion, a further
attempt will be made to reconcile actual data with the SIR data model,
where the population is divided into 3 basic groups, i.e. Susceptible [S], Infected [I] and Recovered [R], where the recovered
group also includes deaths. For the purposes of this discussion, the SIR data model will be described in terms of equation [1],
which was used in an incremental spreadsheet model to produce the graphs below. As such, we might immediately recognise
that these graphs represent data models rather than a data reality.
[1]

S = susceptible; I = Infected; R=Recovered
St +1 = St −  St It ;

It +1 = It +  St It −  It ;

Rt +1 = Rt +  It

The equation in [1] defines how the numbers in each group, i.e. susceptible, infected and recovered, change as a function of
time [t]. However, it does not explain how the model variables [β] or [ϒ] can depend on the pathology of the virus nor how the
initial basic reproduction number [R0] also changes, as a function of time [t], such that it ‘evolves’ to become the effective
reproduction number [Re], as outlined in [2].
[2]

 = infection rate;

 = Recovery rate;

Re=SN


; where SN = susceptibles


Again, for the purposes of this general discussion, it will simply be assumed that the infection rate [β] and recovery rate [ϒ] are
constants for a specific virus, e.g. Covid-19. If so, the value of [Re] has to be directly proportional to the remaining number of
susceptibles [SN] in a given population, as per [1]. In order to visualise how the number of susceptibles [S], infected [I] and
recovered [R] might change as a function of time [t], the graphs below start with two different values of [R0], i.e. 5 and 2.5.
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Let us simply assume that the value of [R0=5] is generally reflective of the pathology of the Covid-19 virus, where an initially
infected person could infect 5 others. As such, the virus could quickly spread through a population and, as modelled, reach an
infection peak of 49.4% after 32 days, when [Re=1]. While the use of percentages makes no reference to the actual size of the
population, if we were to try to map the [R0=5] chart onto the UK population, where the first infection was reported on
31-Jan-2020, the peak of infections would have occurred around 03-Mar-2020. However, this model date is not supported by
actual data, such that it might immediately be questioned. Of course, we should also consider whether the various suppression
policies adopted in the UK might be better approximated using a value of [R0=2.5], which might have slowed the spread of the
virus, such that it reached a reduced peak of 25% after 72 days, i.e. 12-Apr-2020. Whether this second curve is a better
matched to any Covid-19 population may still be questionable, as current statistics only suggest a very small percentage of any
population have been infected with the Covid-19 virus, i.e. less than 1%, although this figure also needs to be questioned.
Note: It should be highlighted the progression of the SIR model is dependent on the number of initial infections assumed,
which was set to 0.1% of the population shown in both graphs. This figure could be much higher or lower depending on
the size of the population being modelled. As indicated, these models only quantify the number of susceptible [S],
infected [I] and recovered [R] as a percentage, such that it might be considered as a compartmental SIR model.
However, this discussion will use the term ‘cluster SIR model’ in order to differentiate some of its simplifications.
In the original Covid-19 Pandemic discussion, similar charts attempted to use actual population numbers for different countries.
However, it was clear from the outset that the SIR curve could not be matched to the UK population of 67 million, as it required
a large percentage to become infected. While the number of recorded Covid-19 infections appeared to contradict the
percentage required by a SIR model, it is unclear whether an accurate assessment of Covid-19 infections exists, even today, for
any given population. However, let us proceed on the assumption that the model only represents a small ‘cluster’ within a
population, e.g. 100 to 1000, such that it may be possible to fit the SIR Covid-19 curve to known statistics. For, in practice, the
spread of the virus in a national population may only be explained by the sum total of hundreds of separate cluster SIR models,
where each only represents a small community or region within a larger town or city. However, it is unclear whether any SIR
model has actually adopted this approach or has used an alternative approach that better fits the data to be discussed.
Note: As repeatedly highlighted, the accuracy of the data in websites, such as virusncov.com, has possibly
under-estimated infections and over-estimated deaths – see All-Cause Mortality for more details, which will now be
reviewed in terms of UK statistical data.
In part, the chart right is an attempt to verify the claims made by the UK Column
news channel, see report dated 7-May-2020. As stated in the news report, the
statistical data used to construct the chart right is based on an Office of National
Statistics (ONS) weekly report, dated 15-May-2020. It might also be useful for the
reader to reference another video entitled The Latest Data and Evidence, dated
28-May-2020. However, it is recognised that the chart right possibly needs some
explanation, where the ‘total’ number of deaths, as recorded by the ONS, is
shown by the red curve. We might immediately compare this red curve with the
solid black curve below, which represents the average weekly deaths for
2015-2019. Near the bottom is another red curve shown as a dashed line, which
represents the number of recorded Covid-19 deaths, which as of 15-Jun-2020,
amounted to 35,168. However, while this is an official figure, the accuracy of this
number might also be questioned, although, for the moment, the weekly figures
used will simply be accepted, such that they might be added to the average black curve to create the curve shown in blue,
which then raises a question.
Why is the total red curve greater than the blue curve representing average deaths plus Covid-19 deaths?
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One suggestion is that the difference between these curves, i.e. red and blue, represents excess deaths caused by the lockdown
policy, after which other health conditions were considered secondary to the Covid-19 pandemic. So, while we might accept the
recorded number of UK Covid-19 deaths as accurate, the UK Column news has highlighted a statement by Professor Walter
Ricciardi, scientific adviser to Italy’s minister of health, suggesting that only 12% of Italy’s Covid-19 deaths were directly caused
by the virus. For in many cases, it is possible that the presence of the virus was not the primary cause of death, such that it
might have been better explained by age and multiple other health conditions – see quote below.
“The way in which we code deaths in our country is very generous in the sense that all the people who die in hospitals
with the coronavirus are deemed to be dying of the coronavirus. On re-evaluation by the National Institute of Health,
only 12% of death certificates have shown a direct causality from coronavirus, while 88% of patients who have died have
at least one pre-morbidity, many had two or three.”
Of course, any questioning of the official number of UK Covid-19 deaths would require evidence, which might be presented in
the form of the following charts, also based on official ONS data, showing the corresponding weekly deaths by age groups and
the percentage of deaths by age groups.

Broadly, these charts align to the earlier analysis of all-cause mortality, which while underlining the vulnerability of older age
groups also highlighted the fact that most of the elderly, whose deaths might have been attributed to the Covid-19 virus,
undoubtedly had other pre-existing health conditions.
So, what might be inferred from this data?
From the charts, we might estimate that the peak number of UK deaths occurred around week-15, i.e. 6-12 Apr-2020, but with
a possible lag between infections and deaths in the order of 3 weeks. If so, the peak of infections may have occurred in
week-12, i.e. 16-22 Mar-2020, a week before the UK lockdown was announced. In addition, there is now growing evidence, as
previously cited in the video The Latest Data and Evidence, which questions the causal evidence linking any fall in Covid-19
infections to the start of the lockdown policy. The following two examples may be reviewed in detail by following the links to
the pdf files, but where the extracts below might be seen as a general summary of the conclusions.
A report entitled ‘Full lockdown policies in Western Europe’, dated 23-Apr-2020, came to the following conclusion:
“Comparing the trajectory of the epidemic before and after the lockdown, we find no evidence of any discontinuity in the
growth rate, doubling time, and reproduction number trends. Extrapolating pre-lockdown growth rate trends, we
provide estimates of the death toll in the absence of any lockdown policies, and show that these strategies might not
have saved any life in western Europe. We also show that neighbouring countries applying less restrictive social
distancing experience a very similar time evolution of the epidemic”.
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Reference might also be made to another report entitled ‘The End of Exponential Growth’, dated 16-Apr-2020, which is
an assessment of the corona virus in Israel since its inception and states: “It turns out that the peak of the virus’ spread
has been behind us for about two weeks now, and will probably fade within two more weeks. Our analysis shows that
this is a constant pattern across countries. Surprisingly, this pattern is common to countries that have taken a severe
lockdown, including an economy paralysis, as well as to countries that implemented a far more lenient policy and have
continued in ordinary life. The data indicates that the lockdown policy can be stopped within a few days and replaced by
a policy of moderate social distancing.”
So, might we ask why so many politicians decided to adopt the lockdown strategy?
Based on the evidence outlined, it might be argued that questioning the Efficacy of Lockdown is not an unreasonable concern
given the statistical data outlined along with the references to scientific papers. In the UK, it might be assumed that politicians
wanted to defer the responsibility of the lockdown decision to medical science, such that we should question the basis of this
science. Broadly, it is assumed that the UK decision to adopt the lockdown strategy was based on the initial authoritative
weight given to a report by a team at Imperial College Cambridge, led by Professor Neil Ferguson. This report was questioned at
the time by other experts prior to the UK decision to implement lockdown on 23-Mar-2020, see Covid-19 Pandemic and
Propaganda and the Covid-19 Pandemic for more details. However, this report has been more widely criticised, where the
following quote, taken from the Mail Online, dated 17-May-2020, is only intended to reflect a growing sentiment:
“Computer code for Professor Ferguson’s model which predicted 500,000 would die from Covid-19 and inspired Britain's
'Stay Home' plan is a 'mess which would get you fired in private industry' say data experts. Scientists have levelled a
flurry of criticism against Professor Neil Ferguson's modelling which warned 500,000 people could die from coronavirus
and prompted Britain to go into lockdown. Modelling from Imperial College London epidemiologist Professor Ferguson,
who stepped down from the government's Sage group at the start of May, has been described as 'totally unreliable' by
other experts. The coding that produced the sobering death figures was impossible to read, and therefore cast doubts on
its strength. When other scientists have tried to replicate the findings using the same model, they have repeatedly failed
to do so. Professor Ferguson's model is understood to have single-handedly triggered a dramatic change in the UK
government's handling of the outbreak, as they moved away from herd immunity to a lockdown. Competing research,
where models produced vastly different results, was largely discarded.”
Despite this criticism of the ‘medical science’ advocating a lockdown policy, the UK government still appears to be deferring
decisions to various sources of medical science expertise, such that the lockdown policy is being maintained, possibly for
months to come. However, given the apparent discrediting of the Ferguson model, does the government, let alone the general
public, really understand the ‘medical science’ on which political decisions are being based? For example, is this medical science
still predicated on mathematical models, which appears to have consistently failed to predict the reality of the statistical data as
it has slowly emerged.
Note: Some clarification may be needed at this point, as any criticism of the UK lockdown policy is clearly easier given
hindsight. However, from the outset, medical science was aware that only older age groups with pre-existing health
conditions were statistically at high risk. As such, lockdown in the form of self-isolation might have been a sensible
strategy for those in these high-risk groups. However, as per Sweden, the idea of smart social distancing might have
been a better policy for all age groups under 50.
Having made this clarification, it might be highlighted that while it is generally assumed that the UK lockdown strategy might
have saved lives, the statistics surrounding excess deaths shown in an earlier chart, appears to suggest that it may also have
caused more loss of life than it saved. Likewise, as outlined in the All-Cause Mortality discussion, the UK general public has now
been bombarded by 24/7 mainstream news and daily government updates for the last 3 months, but despite this saturation
coverage, the risk of death associated with the Covid-19 virus has been generally ignored.
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But how might the public have been better informed?
By and large, mainstream media and the government appear to have focused on the ‘reported’ number of increasing daily and
accumulating infections and deaths being associated with the Covid-19 virus, while knowing that these numbers were
questionable to say the least. Likewise, simply presenting these numbers without the perspective of wider all-cause mortality
risks may only lead to a distorted perception of the Covid-19 risk. However, might we attempt to gain some better perspective
of the Covid-19 risks based on the two charts below. A form of the chart, left, first appeared in early Feb-2020 based on data
collected by the Chinese CDC and published in the Chinese Journal of Epidemiology. As such, it has been replicated in hundreds
of other sources, but might be assumed to be a reasonably accurate and authoritative source of data.

The chart, left, is apparently based on 72,314 confirmed cases in China, which has been translated into the actual number of
deaths, on the left axis, and percentage of deaths, on the right axis, against each age group and as a total of all age groups. As
such, we might reasonably assume that the number of Covid-19 infections was an accurate figure as were the recorded deaths
in each age group. Of course, as has been highlighted against other death statistics, it is not always clear whether the Covid-19
virus was simply present at death, one of a number of causal factors or the primary factor. However, while it is not really
possible to be definitive on this issue, we might ask whether we see any parallels in the distributions of deaths by age in the
chart right associated with all-cause mortality. While speculative, is it possible that the distribution of Covid-19 deaths might
actually correspond to the normal distributions of all-cause mortality? If so, we might consider a simplification of an earlier
chart, which removes excess deaths from the general assessment, such that we might perceive a more realistic assessment of
impact of the Covid-19 virus, i.e. the dashed red curve, on the averaged
all-cause mortality rate, i.e. black curve, which results in the blue curve.
What might this chart tell us about the Covid-19 virus?
Let us assume that the average black curve is generally representative of
seasonal variations of all-cause mortality in the UK, where the
year-to-date, i.e. 15-Mar-2020, figure would correspond to 226,754
deaths. However, we might then recognise that any increase over and
above this figure might reasonably be associated with the Covid-19 virus,
while ignoring the complication of excess deaths. If so, the increase in
all-cause deaths would amount to 261,922 deaths year-to-date, such that
the estimate of 35,168 Covid-19 related deaths would not be
unreasonable. While this would correspond to a 15.5% increase over the year to date figure, it might be highlighted that over
97% of the deaths, based on the normal all-cause mortality distribution would be in the over 60 age groups, where most may
have other pre-existing health conditions that made then more vulnerable to the virus. It might also be highlighted that if the
Covid-19 deaths has peaked, then the total for 2020 might be estimated to be in the region of 50,000, which if compared with
last year’s all-cause mortality figure of 637,057 deaths would correspond to a 7.85% increase over the year.
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Note: The use of statistics is not intended to diminish the tragedy of each death, but simply to keep this tragedy in
perspective to what happens every single year without need for the crippling implication of lockdown on the lives of the
general public, both socially and economically. In this statistical perspective, we need to recognise that the cited 637,057
averaged all-cause mortalities would translate to 0.94% of the UK 67 million population. If we then extrapolate the UK
figure of 35,168 Covid-19 deaths to a total 2020 figure of 50,000 deaths, this would equate to an increase from 0.94% to
1.04% of the UK population, i.e. 0.1% increase.
So, what, if anything, might be concluded at this point?
While there are undoubtedly some very sophisticated SIR models, which this discussion has not considered, the fact that the
model used by Professor Ferguson to advise the UK government has been broadly discredited brings into question the accuracy
of any of them. While the idea of a ‘cluster SIR model’ as outlined at the start of this discussion has no weight of authority, it
may at least highlight some of the problems with all SIR models. Basically, any national population is not homogeneous in its
demographic makeup or population density, such that the spread of any infection may vary enormously for all sorts of reasons,
which we might assume is very difficult to model accurately. However, if we were to assume that the Covid-19 virus has a
natural value of [R0=5], then this might apply to any smaller cluster population with a high-percentage of susceptibles, as per
equation [2]. As such, we might recognise that the number of susceptibles may only be reduced by exposure to the virus, via
herd immunity, which a vaccine might help accelerate. However, the wider issues surrounding vaccinations will be deferred to
another discussion. Of course, the natural value of [R0] might also be reduced to a lower effective value of [Re], if the spread of
infections is minimised by some form of self-isolation combined with social distancing.
Note: In the context of this discussion, the idea of ‘lockdown’ has never been considered against a ‘do-nothing’ policy.
Rather it was highlighted that the risk of death due to the Covid-19 virus has been proved to be correlated with age,
especially when combined with other pre-existing health conditions. If so, those with the highest risk, e.g. over 60, might
be best advised to self-isolate, while those below 60 with no obvious health conditions might simply observe more
sensible social distancing advice, especially in high-density urban populations. However, as highlighted, while there is
statistical risk to all age groups, it is something that needs to be put into perspective.
Today, 30-May-2020, ‘experts’ have warned the UK government not to relax the lockdown ‘too soon’ as they perceive the need
for the effective reproductive number [Re] to fall even lower. Estimates, published 11-May-2020, have put [Re] somewhere
between [0.5] and [0.9]. On 14-May-2020, analysis by Public Health England and Cambridge University calculated that that [Re]
had fallen to [0.4] in London, with the number of new cases halving every 3.5 days. However, a day later, the Government
Office for Science revised the [Re] number to be in the range [0.7] to [1.0]. Of course, what is not clear is how any of these
estimates were determined, e.g. what assumptions were made about the percentage of susceptible in any of these populations.
While it might be assumed that the SAGE experts still advising the government may remain convinced of the efficacy of the
lockdown policy, there is mounting statistical evidence that now questions many of its assumptions.
But how might the general public judge these apparent contradictions?
First, it has to be recognised that the general public may have gained a very distorted perspective of the risks associated with
the Covid-19 virus, which is now reflected in the fact that many are fearful of relaxing the lockdown too soon. While some may
also argue, on moral grounds, that it was the duty of government to save lives, irrespective of the cost, the public possibly
understands that this may also be used as political rhetoric, which cannot be the basis of sensible public policy. Of course, this
does not mean that it cannot be a goal of a civilised society to save lives, whenever and wherever possible. If so, we finally
come to the thorny question, which may only be answered when viewed from a future perspective
How many lives did lockdown save in the UK?
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While, at this time, we cannot put a figure to this question, we might still make some assessment of the lives not saved. For
example, we know from official ONS statistics that the 36,000 people reported to have died from the Covid-19 virus were not
saved by the lockdown strategy. Unfortunately, we now know that a great many of the lives lost, possibly unnecessarily, were in
care homes for the elderly. There is also a suggestion of 36,000 excess deaths that were possibly caused by the lockdown
strategy in an attempt to protect the health services being
overwhelmed. In fact, none of the 146,220 people who have died,
according to ONS statistics between 20-March and 15-May, which
includes normal all-cause mortalities, Covid-19 and excess deaths
were saved by the lockdown, which started 23-March. Finally, we
also have to consider the efficacy of the lockdown policy, when
applied to all age groups, if the risk of death from the Covid-19 virus
for the under 50 groups amounts to only 1%, such that 99% of all
Covid-19 deaths are associated with the over 50 age groups,
especially with other health issues. However, to repeat, this is not a
discussion about ‘lockdown’ versus ‘do-nothing’, but rather a
rationalisation of the risks, which not only includes the risk of death,
but the risk of social and economic hardship, which were potentially
unnecessary for the younger age groups.
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1.1.7

The Efficacy of Vaccines
Note: As a starting point, a video entitled ‘Vaccine vs Herd
Immunity’, dated 18-May-2020, may provide a balanced
introduction to this discussion.

The goal of this discussion is not to add further controversy
surrounding the growing number of ‘anti-vaxxer’ campaigns, as it is
accepted that some vaccines are effective. However, there is
legitimate concern about the idea that mandatory mass
vaccinations may be the only way to eradicate the Covid-19
pandemic. Equally, there might be understandable concerns about the possibility that any Covid-19 vaccine might be
fast-tracked through the normal lengthy approval process, such that the side-effects on children and those with existing
immune system deficiencies might not be fully recognised. So, given the introduction provided in the video first referenced in
the note above, herd-immunity might simply be described as a population in which some form of an immunity to an infections
has developed. In this context, a vaccine might be an effective way of accelerating the process of herd-immunity, while possibly
reducing the number of deaths. However, the efficacy of this approach requires careful examination of the actual risks, for and
against, along with other potential side-effects and implications. For no matter how herd-immunity is achieved, protection
against disease still depends on the efficacy of our immune system to defend us against the millions of bacteria, microbes,
viruses, toxins and parasites that invade and attack the body every day. While the complexity of the immune system is beyond
the scope of this discussion, reference might be made to two distinct ‘modes’ of operation known as the innate and adaptive
immune systems – see video Nuts and Bolts of the Immune System, dated 21-Jul-2011, for more detail. Based on this video, we
might begin to understand how these vitally important protective systems can be impaired by age and poor health, which might
be countered if the general public were better advised about preventative healthcare.
Note: The effectiveness of our immune system is often impaired by poor dietary nutrition, which in-turn can affect the
gut microbiome. It has long been known that this damage can be addressed by adapting our dietary needs to just the
essential foods, where carbohydrates can be eliminated and replaced by appropriate amounts of healthier proteins and
fats. In addition, certain vitamins and minerals are also considered essential in order to maintain an effective immune
system, especially as people age.
In terms of the Covid-19 virus, previous discussions entitled All-Cause Mortality and Data Models have attempted to put the risk
of death from the virus into better statistical perspective by trying to assess this risk against all-cause mortalities. It is
well-known that age and poor health is a common risk factor, although the underlying cause might be better described in terms
of a weakened immune system. As a somewhat tangential, but important point, it might be highlighted that certain ethnic
groups, with darker skin, have been shown to be disproportionally affected by the Covid-19 virus, possibly due to Vitamin-D
deficiency – see video Vitamin D and Latitude Powerful Effects, dated 25-May-2020, for more details on this issue.
Note: Why this sort of advice has not been more widely communicated to the public to help maintain a healthy and
effective immune system is an open question, although it might not be wide of the mark to simply follow a profit motive
– see Prevention versus Cure for more details. Whether this concern applies to those who want to promote a Covid-19
vaccine as the only way to exit lockdown is conjecture, although the concerns may not be without some foundation.
So, this discussion is a continuation of a series that have attempted to review some of the issues surrounding the Covid-19
Pandemic and the Efficacy of the Lockdown Policy, which the mainstream media appears to have ignored. As indicated, the
discussions of All-Cause Mortality and Data Models provides a statistical assessment of risk, which may be important if the
efficacy of any vaccine is to be understood. However, for the purposes of this discussion, this risk might be outlined in terms of
the charts to follow, which are specific to the UK population of some 67 million, where estimates suggest that all-cause
mortality, prior to the Covid-19 virus, typically resulted in over 600,000 deaths every year, i.e. 1% of the population.
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In the chart right, we might immediately see that even in normal times, the risk of death is very much dependent on increasing
age, where age groups over 60 represent 97.5% of all-cause mortalities. In the chart left, the vertical scale is logarithmic, such
that we might make some form of comparison of the deaths in each age group against the horizontal lines representing the
annual all-cause deaths and the UK population. However, it has been argued that Covid-19 related deaths might follow a very
similar distribution to the chart right, where the charts below show the weekly mortality figures for 2020. In the chart below,
left, the black curve shows the distribution of all-cause mortalities averaged over the years 2015 to 2019, i.e. prior to the
pandemic, onto which is added the reported Covid-19 deaths, shown as the red dashed curve, to create the blue curve. The
chart right, then highlights how the Covid-19 deaths are biased to the age-groups above 60, where the red-dashed line at the
bottom, for the 5-9 age group, is hardly noticeable on the scale shown.

Note: These charts are explained in more details in the Data Model discussion, but it will be highlighted that excess
deaths, possibly caused by the lockdown, have been removed. Likewise, the number of Covid-19 deaths has simply been
accepted at face-value, although there is clearly some ambiguity as to whether the Covid-19 virus was simply present at
death, one of a number of other causal factors or the primary cause.
Based on the charts above, the peak of UK Covid-19 deaths occurred in week-15, i.e. 6-12 Apr-2020. As of 15-May-2020, the
recorded number of Covid-19 deaths was 35,168, such that the final number in 2020 might be estimated in the region of
50,000. However, in order to put this risk into better perspective, these additional deaths would equate to an increase from
0.94% to 1.04%, i.e. 0.1% increase, relative to the UK population. Based on this risk assessment, we might immediately question
the effectiveness of a Covid-19 vaccine for young children, where the risk of serious illness and death associated with the
Covid-19 virus appears minimal, as shown in the charts. Equally, while statistics clearly suggest that older age groups are
disproportionally at risk to the Covid-19 virus, the efficacy of a Covid-19 vaccine might still be questioned as it will not provide
any protection against all other forms of all-cause mortality to which these age groups are vulnerable.
Note: While still speculative at this stage, many sources are now questioning the high mortality rate that was originally
associated with the Covid-19 pandemic. While the following videos may not be authoritative, they possibly have value in
putting the wider risk into some better perspective – see Worldometer Statistics and Revised CDC Statistics.
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As indicated, the efficacy of a vaccine, along with the lockdown approach, possibly needs to be considered in terms of a careful
examination and assessment of the actual risks, rather than just model projections. However, this type of risk assessment
appears to have been ignored by mainstream media, such that this discussion will continue to pursue such issues. In terms of
the following charts. The first, left, provides a possible comparison of all-cause deaths in 2019 against a 2020 projection. The
second, right, provides a more retrospective comparison of all-cause deaths, inclusive of AIDS caused by the HIV virus, which
will be outlined in a little more detail below.

While it is accepted that the chart, left, is a simplistic comparison of all-cause deaths in 2019 against a 2020 projection, it is
based on reasonably authoritative sources, i.e. ONS, see discussions All-Cause Mortality and Data Models for more details. So,
within this comparison, the primary difference between 2019 and 2020 relate to the additional deaths caused by the Covid-19
virus and the excess deaths, possibly caused by the lockdown, which will eventually be distributed over the other all-cause
mortalities. However, for the purposes of this general discussion, the number of Covid-19 deaths and excess deaths have both
been estimated to be 50,000 in 2020, where the overall increase in 2020 compared to 2019 would translate into a 15%
increase, although the Covid-19 virus only contributes 6.83% to the 2020 total. As such, even a conceptual 100% effective
Covid-19 vaccine would only be addressing the 6.83% increase in 2020, although the historic chart right might suggest that this
number will not be maintained in future years as previous AIDS deaths eventually decline without a vaccine.
Note: Again, it will be highlighted that there is considerable ambiguity as to whether the Covid-19 virus might have only
been present at death. As such, it may have only been one of a number of other causal factors rather than the primary
factor. However, what appears not to be disputed is that 97% of the Covid-19 deaths correspond to the over 60 age
groups, where most may have other pre-existing health conditions that made them more vulnerable to the virus.
Before considering the chart right, some clarification of the differences between AIDS and the HIV virus may be necessary. The
‘Human Immuno-deficiency Virus (HIV)’ is a type of virus that can lead to a deterioration of the immune system. Therefore, HIV
is a virus that causes the initial infection, while the condition described as Acquired Immuno-Deficiency Syndrome (AIDS)
exposes an individual to a multitude of additional health risks. However, the HIV virus, like the Covid-19 virus today, caused
considerable public anxiety, if not fear, as its rate of transmission and those at risk was not initially understood. It might also be
highlighted that while the HIV virus was first discovered in 1981, nearly 40 years ago, there is still no vaccine or a cure, although
there are now more effective treatments. So, as suggested by the chart above, right, considerable progress has been made in
treating AIDS, which it is estimated has killed 35 million people over the years. However, as an increasing number of people
gained access to life-saving treatment, the number of deaths has fallen, although it is still a major problem in Africa. So, having
outlined a risk assessment by which we might better judge the efficacy of any potential covid-19 vaccine, we might now table a
question that needs to be addressed.
What are the prospects of a Covid-19 vaccine and will it be effective?
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At this point, it might be reasonable to concede that a vaccine, even if not totally effective, may still help increase the overall
‘herd-immunity’ for this virus, assuming that one can be produced. While this discussion cannot address all the complexity
surrounding the development of a Covid-19 vaccine, the previous link might provide some initial details, although reference
should also be made of the potential limitations of this vaccine, which is summarised below for reference.
It is possible vaccines in development will not be safe or effective. One study found that between 2006 and 2015, the
success rate of obtaining approval from Phase-I to successful Phase-III trials was 16.2% for vaccines, and CEPI indicates a
potential success rate of only 10% for vaccine candidates in 2020 development. The rapid development and urgency of
producing a vaccine for the Covid‑19 pandemic may increase the risks and failure rate of delivering a safe, effective
vaccine. Although the quality and quantity of antibody production by a potential vaccine is intended to neutralize the
COVID-19 infection, a vaccine may have unintended effects by causing antibody-dependent disease enhancement.
Despite some much-touted optimism, if the past is any indicator, probability suggests that a coronavirus vaccine will take, at
least, 1-2 years to develop, assuming normal safety trials. The development of a mumps vaccine is currently the fastest on
record, but took 4 years from collecting viral samples to licensing in 1967. However, within this historic context, we might also
highlight the successful development of the polio vaccine, where two doses of an inactivated vaccine (IPV) is estimated to be
90% effective against polio, while three doses is estimated to increase this to 99% effective. However, there are a number of
caveats around these figures, which this outline will not detail, regarding protection against mutating strains of the virus
causing polio. However, given the success of vaccines to treat many viral infections of the past leads to an obvious question.
Why is there not a vaccine for the common-cold?
The common-cold is a viral infection of the upper respiratory tract, where a vaccine has proved very difficult, primarily because
there are more than 200 different varieties of viruses that can cause colds, while in comparison there are only four basic types
of influenza viruses: A, B, C and D. However, of these types, influenza A and B viruses are the primary cause of seasonal flu,
which generally occur in the winter month, possibly linked to vitamin-D deficiency. However, an influenza pandemic can occur
when a new variant of the influenza virus emerges, which can both infect people and spread rapidly. As a consequence, new
versions of the influenza vaccines have to be developed twice a year due to rapid mutations in the influenza virus.
So how might the effectiveness of influenza vaccines be estimated?
In part, risk assessment might be best visualised in terms of percentages relative to the population. While the figures below are
statistics relating to the US population, as percentages, they may provide a general estimate for other developed countries. In
the chart, left, we see the percentages associated with influenza ranging from infections, treatments, hospitalisation and deaths
with high and low estimates. In the chart, right, is a speculative assessment of the [Net] efficacy of the influenza vaccine, shown
in red, based on the recorded vaccinations, in green, of around 40% of the population with an assumed 50% effectiveness.
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How might we interpret these charts?
First, the figures are averages for the entire US population, i.e. all age-groups. In this respect, the percentage of older age
groups receiving the influenza vaccine might be increased to 60%, but if only 50% effective would reduce the net figure to 30%.
However, it might be realised that younger age groups with an influenza infection may still be the primary source of infection
transmission, both socially and at work. So, while vaccinating the older age groups may protect these groups from the
worst-case outcomes, it may not have such an impact on the percentage of infections in the population at large. It might also
be highlighted that the US all-cause mortality approximates to 0.85% of the population, where the percentage deaths due to
influenza only amounts to 1-2% of this figure, i.e. between 0.0085% to 0.019% of the population. Therefore, we might now
attempt to extend the discussion of influenza to include the corona-type virus, which while being a different virus also leads to
infectious respiratory illnesses with similar symptoms.
Note: It might be highlighted that the symptoms experienced by a person with an influenza or coronavirus, e.g. Covid-19,
might depend on their health, especially in terms of the effectiveness of their immune system to counter the viral
infection.
So, how might we estimate the effectiveness of any future Covid-19 vaccine?
It has to be realised that we are currently dealing with speculation, because no
Covid-19 vaccine exists, such that we also have to speculate about its general
effectiveness, e.g. 50%, and the coverage of the vaccine, e.g. 40%, within a
population. While we might reasonably adopt the figures known for influenza,
probability suggests that even if a Covid-19 vaccine is realised, its widespread use
on the general public is unlikely before summer 2021, which would be the low-point
for seasonal viral infections in the northern hemisphere. In the case of the UK, it has
been estimated that the total 2020 Covid-19 deaths might be in the region of
50,000, such that this might also be an upper limit in 2021. Of course, it might not be unreasonable to suggest that this figure
might be halved to 25,000 due to an increase in general herd-immunity, although this cannot be quantified, along with
additional treatments to mitigate the worst outcomes.
Might we also put a revised figure for Covid-19 deaths in 2021 into better perspective?
If we assume a return to the normal baseline of all-cause deaths in 2019, i.e. 637,000, to which we add 25,000 Covid-19 deaths,
but no further excess deaths, we might estimate a 2021 figure in the region of 662,000 all-cause mortalities. In reality, this
figure may be lower as many who succumbed to the Covid-19 virus this year may not now appear in the normal rate of all-cause
mortalities in 2021. Even so, the 25,000 Covid-19 deaths estimated would approximate to 3.78% of all-cause mortalities and
0.04% of the UK population of 67 million. Of course, this estimate makes no assumption about the possible impact of a
Covid-19 vaccine, although should a vaccine be possible, but not available until summer 2021, then this may only infer a small
reduction in Covid-19 deaths in 2021.
Might we consider vaccination as part of a wider herd-immunity model?
Certainly, if a tried and tested Covid-19 vaccine were available for widespread use in summer 2021, it would be a welcomed
addition to help provide increased herd-immunity, especially for older age groups. Of course, if this is a realistic timeframe for a
fully-tested vaccine, might we question whether the crippling effects of the lockdown policy on the economy and the social
lives of people can be maintained for another year. If not, then some further risk assessment of a herd-immunity model might
be required, which we might initially consider in terms of a comparison of the Covid-19 statistics between the UK and Sweden,
as they adopted different degrees of lockdown.
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Pop

(I)

(D)

%-(I/Pop)

%-(D/I)

%-(D/P)

UK

66,341,704

283,311

40,261

0.427%

14.211%

0.061%

Sweden

10,094,260

42,939

4,639

0.425%

10.804%

0.046%

Note: The figures in the table above were taken from the virusncov.com website, dated 6-Jun-2020.
In order to do any sort of comparison of the number of infections (I) and deaths (D) attributed to the Covid-19 virus requires
some normalisation to the size of the population, which is presented in the percentage figures. In this respect, the UK and
Sweden appear surprisingly similar in the percentage figures shown on the right of the table. Again, it might immediately be
highlighted that the number of reported infections is probably a gross under-estimation of the actual infections, such that any
suggestion that infections represent less than 0.5% of the population has to be questioned. Other estimates of major cities like
London and Stockholm suggest that the infection rates may be as high as 10%, which would then reduce the percentages of
deaths to infections [%-(D/I)] being over 10% to be in 1-2% range. However, it is possible that the only meaningful measure of
Covid-19 deaths is relative to the population size, which in both cases would be less than 0.1%
Note: By way of another comparative measure of risk, it is estimated that there are on average 15,000 influenza deaths
in the UK every year, which would align to 0.023% of the UK population. In comparison, the current Covid-19 deaths
equate to 0.061%, which while suggesting a 3-fold difference in mortality is very far from the +10% figures suggested
against reported infections, such that reference to this statistic will simply be ignored.
Obviously, some care is required in any direct comparison between the figures for the UK and Sweden as there are important
demographic differences, although for the purposes of this discussion, the primary focus is the respective approaches to the
Covid-19 pandemic. Not unlike all governments, the goal of the Swedish strategy was to try to protect its most at-risk citizens
and to slow down the spread of the virus in order to keep the healthcare system from being overwhelmed. While the details of
Sweden’s pandemic approach can be reviewed via the reference, it broadly covered 3 restrictions, i.e. social distancing,
especially within older age groups, a ban on gatherings over 500 people and measured travel restrictions. This might then be
compared to the UK pandemic approach of lockdown, although the table suggests no discernible difference in outcome. .
What risk assessment might be made from these statistics?
While the statistics presented have to be described as speculative, there are sufficient authoritative sources to support the
probability that they are not that wide of the mark. If so, it might be argued that the only measure of critical importance to the
general public is the relative risk of death, which in the UK might be equated to 0.96% based on all-cause mortality, where the
estimated additional 50,000 Covid-19 deaths in 2020 would equate to an additional 0.08% increase to 1.04% of the UK
population. If so, we might pursue a speculative risk assessment of deaths in 2021 as follows:
2021

Pop

%-Pop

ACM

Covid-19

Total

%-(D/P)

%-Age

UK

66,341,704

100%

637,057

25,000

662,057

0.998%

100.00%

Under 50

66,341,704

53.40%

22,752

893

23,645

0.036%

3.57%

Over 50

66,341,704

46.60%

614,305

24,107

638,412

0.962%

96.43%

On the top line, we see the previous estimate of all-cause mortality (ACM) plus a reduced estimate of 25,000 Covid-19 death,
such that we have a total estimate of 662,057 deaths in 2021. However, previous analysis of the risk of death by age-groups
suggested a 27-fold difference in the risk for those under 50 compared with those over 50 – see The Efficacy of Lockdown for
details. If so, this equates to the %-deaths for the under-50 age groups being 3.57% compared to 96.43% for the over 50 age
groups, such that we might make some ballpark estimates of the number of deaths under each heading for these two age
groups, as shown in the bottom two rows.
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How might the previous table support a revised herd-immunity model?
If we were to remove the lockdown restrictions on the low-risk (<50) age groups, i.e. 53.4% of the UK population, these low-risk
age groups, which represent about 70% of the UK working population, could then help maintain the economy. This would also
allow these younger age groups to live a more normal social life, while still being asked to maintain social-distancing with
high-risk age groups in self-isolation. If so, we might assume that without too many restrictions, these low-risk age groups
would acquire a higher degree of normal herd-immunity over the next year with very low-risk of the worse-case outcome.
Note: With reference to the previous table, the risk of all-cause mortality (ACM) would be unaffected by any lockdown
policy, which only applies to the Covid-19 deaths. As such, the relaxation of the lockdown policy to the low-risk (<50)
groups might lead to 893 additional Covid-19 deaths, which is 3.94% of the statistical 22,752 all-cause mortalities.
Broadly, it would be hoped that this revised model might help 53.4% of the population develop a proportionate level of
herd-immunity that starts to approach the 60-70% requirement for Covid-19 herd immunity without imposing any significant
additional risk on the over-50 age groups, where self-isolation and social distancing is maintained.
Note: It might also be highlighted that possibly 50% of all Covid-19 deaths in 2020 were in care homes, many of which
could be avoided in 2021 with better testing with rapid results along with more personal protective equipment (PPE) and
better staff training in how to use it. In essence, this is where ‘lockdown’ might really help.
As stressed throughout the various discussions of the Covid-19 pandemic, the debate is not about ‘lockdown’ versus
‘do-nothing’, but rather ‘doing something’ that is more effective. In this context, the herd-immunity model outlined suggests
that risk can be mitigated by simply opening up the economy and society to the younger (<50) low-risk groups, where the risk of
excess deaths and the worry of overwhelming the health services can be effectively minimised.
But what about the vaccination option?
In the context of the herd-immunity model, a vaccine is an additional option that might be very applicable for the high-risk
(>50) age groups, although the question of the efficacy of any potential vaccine still needs to be considered. Again, it needs to
be highlighted that we are currently dealing with speculation, as no Covid-19 vaccine exists. However, we might revise earlier
estimates for the coverage of the vaccine for the high-risk age groups from an average of 40% to 60% with an additional
increase of its effectiveness from 50% to 60%. If so, then this vaccine would provide a 36% increase in herd-immunity within the
high-risk age groups, which might help reduce the estimated 24,107 Covid-19 deaths in these age groups by 8,679 (36%), such
that the overall Covid-19 deaths estimated in 2021 would fall from 25,000 to 15,429 assuming that the vaccine was available in
time. If so, we might present the revised figures for comparison.
2021

Pop

ACM

Covid-19

Total

No Vaccine

66,341,704

637,057

25,000

662,057

Vaccine

66,341,704

637,057

15,429

652,486

However, while the saving of 8,679 lives is obviously a possibility worth pursuing, it is highlighted that the reduction in Covid-19
deaths due to the vaccine relative to all-cause mortality would only amount to 1.45%. Likewise, if the younger (<50) age groups
had achieve a degree of herd-immunity, as described, then the efficacy of a 36% reduction on the estimated 893 Covid-19
deaths would save 321 lives, but again would only equate to 1.41% reduction of the 22,752 lives lost to all-cause mortality.
While no argument will be made against pursuing a vaccine, if it might save some lives, this risk assessment might question its
efficacy as the only solution.
But what wider concerns and implications also need to be considered?
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Up until this point, this discussion has simply attempted to rationalise the risk of all-cause mortality in terms of various
comparative percentages. While these risk percentages can appear to be small, they can still translate into large numbers of
lives lost when considered in terms of national population. However, as outlined, the efficacy of a vaccine may depend on the
nature of virus and the risk demographics of the age groups most affected, where in the case of the Covid-19 virus, the
worst-case risks have been shown to be heavily weighted against older age groups with existing health conditions. However,
both these criteria correlate to a deterioration of the immune system to fight infections, which might have been helped
throughout life by better dietary nutrition, exercise and sensible exposure to UVB sunshine along with certain vitamin and
mineral supplements. In 2017, five papers on life expectancy, detailing causes and risk factors of death and ill health were
published by the Lancet medical journal. While they reported on the general increase in life expectancy, they also reported that
diet was the second highest risk factor for early death after smoking. Other risks associated with diet include diabetes, high
blood pressure and obesity, all of which have also been shown to increase Covid-19 risks. As a consequence, it was estimated
that 20% of all deaths might be related to poor diet, which in terms of the 637,057 UK all-cause deaths would equate to
127,411 preventable deaths. This figure might also be compared with the estimated 25,000 Covid-19 deaths in 2021 and used
as another comparative measure of the efficacy of any Covid-19 vaccine. However, again, it possibly needs to be highlighted
that this commentary is not anti-vaccine, as it has simply tried to provide an assessment of the efficacy of a Covid-19 vaccine in
terms of all-cause mortality.
Note: Historically, vaccines have proved themselves to be an effective weapon against various infectious diseases, such
that they have undoubtedly saved millions of lives. However, it needs to be recognised that they do not represent a
‘magic bullet’ against all viral infections in terms of effectiveness or the lack of side-effects. In this context, concern has
been raised about the possible risk of fast-tracking the approval of any potential Covid-19 vaccine for use in the wider
population, especially when if used on younger children whose immune system is still developing or older age groups
who might have weaken immune systems.
While this discussion will not repeat all the concerns previously raised in the Propaganda and the Covid-19 Pandemic, it might
highlight that pharmaceutical companies might perceive the development of a multitude of vaccines as a ‘big business
opportunity’ and not just an altruistic obligation, which might be reflected in the following chart.

Concern might also be raised about the scope of the goals of some of these organisations, which appear to be pushing the idea
of digital identification and vaccination for all ‘global citizens’ by the year 2030 – see Degrees of Freedom for wider issues.
Finally, as stated at the outset, this discussion was not about adding further controversy surrounding a growing number of
anti-vaccination campaigns. However, the track record of the pharmaceutical and food industries in providing good health
advice to the general public might still be questioned – see Prevention versus Cure for more details.
Note: Finally, the interested readers might wish to review the following videos, The Amazing Immunology, dated
7-Jun-2020, and Immunology Deep Dive, dated 29-May-2020. Clearly, science is only just beginning to understand the
real complexity of the human immune system, such that the efficacy of any vaccine has to also be seen in this context.
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1.1.8

Vaccine Perspective

The video Covid-19 Vaccines is an informative summary of the three vaccines produced by Moderna, Pfizer and Astrazenca,
where the efficacy of these vaccines is to be discussed. However, before discussing this video, the following statistics, dated
20-Jan-2021, are presented to provide some wider perspective of the impact of the Covid-19 virus in terms of infections and
deaths for the 10 top countries shown taken from the virus.com database. For without some understanding of the wider
statistics surrounding the impacts of the Covid-19 virus, the need and effectiveness of any vaccine is difficult to assess.
#

Country

Pop

Infected

%I/P

Deaths

%D/P

%D/I

1

USA

329,227,746

24,806,964

0.75%

411,486

0.12%

1.66%

2

India

1,352,642,280

10,596,442

0.78%

152,754

0.01%

1.44%

3

Brazil

212,347,956

8,575,742

4.04%

211,511

0.10%

2.47%

4

Russia

144,438,554

3,612,800

2.50%

66,623

0.05%

1.84%

5

UK

67,772,000

3,466,849

5.12%

91,470

0.13%

2.64%

6

France

67,000,000

2,938,333

4.39%

71,342

0.11%

2.43%

7

Italy

60,500,000

2,400,598

3.97%

83,157

0.14%

3.46%

8

Turkey

84,078,320

2,399,781

2.85%

24,328

0.03%

1.01%

9

Spain

50,800,000

2,370,742

4.67%

54,173

0.11%

2.29%

10

Germany

82,800,000

2,071,473

2.50%

49,244

0.06%

2.38%

Let us first consider the infection figures, shown as both a number and as a percentage of the population (%I/P), where we
might immediately notice the wide variance in values between 0.75% and 5.12%. From a causal perspective, we might initially
try to rationalize this difference as simply reflecting the number of tests being carried out in each country. However, there is an
issue of error rates associated with the PCR test, which is highly dependent on the cyclic threshold.
Note: On 14-Dec-2020, the WHO accepted that PCR tests can produce too many false positives. For many experts have
highlighted that a cyclic threshold (CT) of 30, i.e. cyclic amplification of a factor of a billion, should be the upper limit, but
where many tests were being declared positive based on a CT of 40, i.e. cyclic amplification of a trillion. In Oct-2020, a
research group showed that if a person gets a positive PCR test result at a cycle threshold of 35 or higher, the chance
that the person is infectious is less than 3%.
As the table above highlights, the UK appears to have the highest infection rate per population in the world, such that we might
wish to better understand the causal factors that have led to this situation. On this basis, we might consider some of the details
in the next chart, which shows the UK infections and deaths up to Feb-2021, both as total numbers and daily rate, where the
black curves relate to infections and the red curves to deaths.
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Various sources suggest that the UK has been administering over 100,000 tests per days since May-2020, although peaking to
over 700,000 in Dec-2020 and Jan-2021. So, even based on the lower rate, this could amount to 27.6 million tests and equate to
40% of the UK population. However, even a 5% error rate would equate to 1.38 million false positives, possibly suggesting that
39.8% of the UK 3,466,849 infections may been false positive, which would reduce the UK infections per population to 3.1% and
be more in-line with other countries.

Note: Despite the false-positive problem, the generally low percentage infection figures in all countries, relative to
population size, probably does not reflect the reality of a virus that has been in circulation for over a year, especially
when the efficacy of lockdowns has been questioned in 29 international accepted papers. So, for all the reasons
highlighted, the number of recorded infections in the UK may have little value in any statistical analysis.
So, if infection numbers and percentages are not really that helpful, what might be said about the number of deaths? If
infections are misleading, we might make a comparison of the recorded deaths in the UK and Germany, both as a number and
as a percentage of the population.
#

Country

Pop

Deaths

%D/P

5

UK

67,772,000

91,470

0.13%

10

Germany

82,800,000

49,244

0.06%

On the basis that the UK death rate is twice as high as Germany, we might question whether the UK figures could have been
skewed by confusing deaths caused by Covid-19 rather than the virus simply being present at death, especially if proof of
infection was often never proved in many of the cases. However, as shown in the first table, the %-deaths per population in the
top 10 worst affected countries only equates to an average of 0.086% and while most might find this reassuring, there appears
to have been little attempt to present this statistic to the general public by the UK government or mainstream media. However,
the figure of 0.086% might also be put in context of an average all-cause mortality rate being around 1% per year, which
equated to 637,057 in the UK (2019), where over 90% of these deaths were associated with age groups over 60. This age profile
is also generally reflected in the age distribution of Covid-19 deaths, shown right, where cardiovascular and cancer deaths,
shown left, account for 334,117 or 52% of all-cause deaths.
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At this point, let us try to summarise some of the information in the previous ‘UK infection & Deaths’ chart. If we initially focus
on the deaths per day, the black-dotted curve, there was a peak of 304 in May-2020, falling to 171 and then rising to 292 in
Feb-2021. If we interpret these figures in terms of the seasonality of a summer and winter period of 182.5 days, a summer
season of an average of 171 deaths per day would extrapolate to 31,208 deaths, while a winter season, based on 304 deaths
per day, would extrapolate to 55,480 deaths. This would then lead to a yearly estimate of 86,688 deaths. However, based on
statistics taken from the website virusncov.com, the UK had recorded 73,512 Covid-19 associated deaths by 31-Dec-2020, such
that the seasonal estimates appear high. The figure of 73,512 would equate to 11.5% of the UK 637,057 all-cause deaths cited
in the previous chart, left, although we possibly need to question this statistic, which is twice the rate of Germany as
highlighted in the second comparative table above.
Note: While possibly more anecdotal than proven statistics, one UK study looked at the cases of 122 people who died
outside of a hospital setting, either at home or in a care home, whose deaths were attributed to Covid-19. Half of this
group were aged 88 or over. Of the 122 cases, 111 (90%) were judged to have extensive comorbidities and 11 had
moderate comorbidities. Therefore, not one of those who died was in good health and only 15% were judged to have
died directly as a cause of the Covid-19 virus. While also possibly anecdotal, this study might be supported by Professor
Walter Ricciardi, scientific adviser to Italy’s minister of health, who suggested that only 12% of the deaths in Northern
Italy were directly caused by the Covid-19 virus, where 88% of patients who died had at least one pre-morbidity, many
had two or three. See video Vitamin D Status and Viral Interactions as another potential causal factor.
Again, like infections, the accuracy of some death statistics must be questioned and while it is accepted that many people have
undoubtedly lost their life to the Covid-19 virus in 2020, the exact figure is in doubt. Mixed in with such doubts is the issue of
‘excess deaths’ that might have been caused by the lockdown restricting access to normal health services, such that people
suffering from cancer and cardiovascular conditions did not get the appropriate level of treatment – see video Excess Deaths
and paper Life-Years and Lockdown for more details plus the paper Economic Costs, which summarises some of the additional
economic cost to society.
Note: Ivor Cummins has also produced several videos related to the statistics surrounding the Covid-19 virus and excess
deaths - see Viral Issue Crucial Update and High Level View of Viral Epidemic Mortality. The first video produced in
Sep-2020 provides an estimate that the number of excess deaths in Europe in the 2019/20 winter season was possibly
30,000 to 40,000 greater than the 2018/19 winter season. The second video produced in Feb-2021 provides a summary
of the Euromomo statistics, see Z-scores by Country, which provides comparative statistics by country and different age
groups, where the UK statistics might, again, be questioned.
As a broad generalisation, with the notable exception of the UK, younger people below the age of 45 appear to have a mortality
rate within the normal range. This increases slightly in the age groups up to 64 with a more mixed picture across Europe in the
age range up to 74. Within the 65-74 age range some countries show ‘spike’ periods of excess death, which are not really
reflected in Germany’s statistics, which might possibly be explained in terms of geography and demographic variances across
Europe as a whole. Finally, only in the 75-84 age groups do we see a more consistent pattern of excess deaths, as statistics have
shown these people are more ‘susceptible’ to viral infection when the immune system becomes weaken with age.
Note: Statistically, it has been estimated that 80% of those infected may only have mild symptoms, while another 15%
will have more severe symptoms possibly requiring some medical treatment. Finally, the last 5% may experience life
threatening symptoms, although statistically less than 0.1% of even the worst affected populations will die. However,
over 90% of those deaths are associated with people in the 70+ age groups, invariably with comorbidities.
While being a somewhat speculative summary, it does not appear unreasonable to suggest that many of the deaths attributed
to Covid-19 involved people at the end of life with multiple comorbidities. Likewise, retrospective analysis of Covid-19 death
statistics may eventually have to be revised downwards, especially in the UK, such that they may not be so different from
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previous bad influenza seasons. Likewise, excess deaths may eventually have to be revised to more accurately account for
deaths caused by lockdowns, not the virus itself.
Note: While the Daily Mail is not a preferred source of statistics, its headline on 30 November 2018 reads: “Winter death
toll highest since 1975. Failure of flu jab to combat severe outbreak resulted in more than 50,000 extra people dying in
England and Wales last year”. Clearly, the figure of 50,000 influenza deaths is not that far from the 2020 figure
attributed to Covid-19, especially if eventually revised downwards.
This note leads us back to the issue of vaccines and how we might appraise their overall efficacy outside of the controlled
environment of a clinical trial, where actual statistical data may not be fully disclosed by the companies producing the vaccines
and running the trials. For example, in 2015, the WHO called for the full release of clinical trial results for all drugs and vaccines,
while the United Nations health agency stated that failure to fully disclose trial results led to misinformation and skewed the
formulation of public health policy.
Note: Typically, the efficacy of the influenza vaccine is calculated based on an average efficacy of 60%, administered to
about 50% of the population, giving an aggregate efficacy of 30%. It is estimated that 20,000 people die of influenza
every year in the UK, such that the influenza vaccine might save 6,000, although statistically over 90% will be over 70
years of age. It is difficult to be precise about the UK deaths from influenza in any given year because unlike the Covid-19
virus, the presence of influenza is not mandated on the death certificate. Therefore, influenza may have also been
present at death in the +70 age groups, but not reported and certainly with no calls for lockdown of the entire
population. However, as per the Daily Mail report cited earlier, influenza deaths in 2018 may have been as high as
50,000, such that they would have been higher than the 33,917 deaths recorded for Covid-19 in Germany in 2020.
So, finally we shall return to the efficacy of the Covid-19 Vaccines produced by Moderna, Pfizer and Astrazenca, as explained in
the video. However, as highlighted at the outset, without some understanding of the wider statistics surrounding the impacts of
the Covid-19 virus, the need and effectiveness of any vaccine is difficult to assess. Let us start by quantifying the efficacy of the
vaccine as defined in the video, which is based on a comparative measure of positive PCR results in a placebo group versus a
similar group that has been vaccinated, as shown in [1].
[1]

Efficacy for postive PCR=

placebo − vaccine
* 100 = %
placebo

This is not an unreasonable definition as we might assume that any inaccuracies, false positives, in the PCR test results would
apply equally to both groups, such that any difference in infections might be attributed to the vaccine. However, while we
might assume that nobody necessarily wants to be exposed to the Covid-19 virus, general statistics suggest that most (80%) will
not really have any serious subsequent symptoms after being tested and will simply become part of an increasing
‘herd-immunity’ population, with or without the vaccine. The next 15% of the population who may experience more unpleasant
symptoms, akin to influenza, might well elect to have the Covid-19 vaccine for similar reasons as the influenza vaccine. If so, the
effectiveness will depend on the efficacy shown in [1] and the percentage of the population who have this vaccine, which are
statistics we do not have at this time. However, there is another 5%, which statistics suggest will become seriously ill and
require hospitalisation, although only a small percentage of the population, less than 0.1%, has died.
Note: The outline above is not necessarily how the developers of the various Covid-19 vaccines want to present the
efficacy of their product to the general public, where figures in excess of 90% are now being touted.
In the context of the Covid-19 Vaccines video, it starts with an overview of the various phases of clinical trials that a vaccine is
required to go through before approval to be used on the general public. However, the interested reader might wish to review
a wider presentation entitled ‘How Do Clinical Trials Usually Work?’ before proceeding. Following the introduction of vaccine
trial phases, the video then explains how the different vaccines work before it discusses the issue of vaccine efficacy at 25:30,
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starting with the Moderna vaccine. It is assumed that the data presented is based on a Phase-3 trial before approval was given
for any of these vaccines to be used on the general public. This discussion will first present the efficacy results for each vaccine,
as presented, but then accompanied by a table that possibly provides some wider context. So, in the case of the Moderna
vaccine, the phase-3 trial was based on 30,000 people divided into two equal groups, placebo and vaccine, and subject to
double-blind controls. After the vaccine was administered, each group was monitor for infection, presumably based on a PCR
positive result, where the statistical data was then divided between those who were simply deemed infected and those who
were more seriously affected, but where none were reported to have died. In the video the efficacy of the vaccine was
calculated as follows:

[2]

Efficacy for postive PCR

=

Efficacy for severe infection =

placebo − vaccine 185 − 11
=
= 94.5%
placebo
185
placebo − vaccine 30 − 0
=
= 100%
placebo
30

The following table presents the same basic data, but now shown as percentages of the placebo and vaccinated population,
15,000, where the difference between 185 and 11 infected leads to the figure of 94.5% efficacy. In the table, we see both the
infected and severe figures represent low percentages when compared against the 15,000-trial size.
Manufacturer

Sample

Numbers

Positive

%

Severe

%

Deaths

%

Moderna
Temp: -20oC
Cost: £30

Placebo

15,000

185

1.23%

30

0.20%

0

0.00%

Vaccine

15,000

11

0.07%

0

0.00%

0

0.00%

Total

30,000

196

0.65%

30

0.10%

0

0.00%

What is not entirely clear in the presentation, or within the data above, is the make-up of the demographics of the people
selected for the trial. However, it is stated that none of the trials included anybody under 18, which statistics suggest are
relatively immune from any serious effects. While this 0-18 group may not have changed the ‘positive’ numbers, they would
have impacted the ‘severe’ statistics, although the definition of ‘severe’ is not quantified. However, in order to fully evaluate
any of the trials, we would need to know the statistical breakdown by age, health conditions, ethnicity, and geography, which
may have all influenced the results. Next discussed was the Pfizer vaccine, where the efficacy was based on a trial involving
43,000 people, as shown in [3].
Efficacy for postive PCR=

placebo − vaccine

[3]
Efficacy for severe infection=

placebo

=

162 − 8
162

placebo − vaccine
placebo

=

= 95.06%

9 −1
9

= 88.89%

Again, the table below presents a wider interpretation of the data in [3], now shown as percentages of the placebo and
vaccinated population, 21,500, where the difference between 162 and 8 infected leads to the figure of 96.05% efficacy based
on low percentages when compared against the 21,500-trial size.
Manufacturer

Sample

Numbers

Positive

%

Severe

%

Deaths

%

Pfizer
Temp: -90oC
Cost: £20

Placebo

21,500

162

0.75%

9

0.04%

0

0.00%

Vaccine

21,500

8

0.04%

1

0.00%

0

0.00%

Total

43,000

170

0.40%

10

0.02%

0

0.00%

The Pfizer vaccine has a similar result for infection efficacy, such that the general comments raised against the Moderna vaccine
might also apply. However, we might note that the Pfizer trial groups were 30.2% bigger than Moderna, 21,500 versus 15,000,
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but where conversely the Moderna infection rate was 39.5% larger than Pfizer, 1.23% versus 0.75%. While not too much can be
read into this difference, it might suggest a difference in the demographics of the participants. So, while both trials might have
been subject to double-blind controls, we do not necessarily know who selected the participants and why. Again, we know that
age groups below 18 were excluded, but what percentage of these trial populations were made up of the most vulnerable
age-groups above 70 and what, if any, pre-existing comorbidities existed? Finally, we turn to the results for the Asterzenca
vaccine, where the figures presented in the video appeared somewhat confusing. In this respect the efficacy figure below may
be incorrect and should only be seen as a general approximation.
[4]

Efficacy for postive PCR=

placebo − vaccine
placebo

=

131 − 30
131

= 70.3%

Again, the table below presents a slightly different interpretation, shown as percentages of the placebo and vaccinated
population, 6,000, which is the average of the Brazil trial of 9,000 and the UK trial of 3,000.
Manufacturer

Sample

Numbers

Positive

%

Astrazenca
Temp: -20oC
Cost: £30

Placebo

6,000

101

Vaccine

6,000

30

Total

12,000

131

Severe

%

Deaths

%

1.68%

0

0.00%

0.50%

0

0.00%

1.09%

0

0.00%

As far as it is understood, the figure of 131 was the total number of infections, when averaged over the trials in Brazil (9,000)
and the UK (3,000), resulting in the placebo and vaccinated groups of 6,000. Likewise, because of the dosage confusion
between the Brazil and UK trials, the average efficacy of 70.3% used in the video has been used to divide the 131 infections
across the placebo and vaccinated group. This trial appeared to offer up no meaningful analysis of the efficacy of severe cases,
although the severe numbers in both the Moderna and Pfizer trial appear so small as to be statistically unreliable.
What other general comments might be made at this point?
For the reasons outlined in the comments above, the efficacy figures based on these limited phase-3 trials must be speculative
at this time. Likewise, without details of the geography and demographics of the trial populations plus the details of who and
why these participants were selected, it is difficult to extrapolate these results onto any real-world population, especially when
any side-effects may only be realised over a much longer timeframe. Of course, we now know that all these vaccines have been
given preliminary approval, such that they are being administered to the general public with the caveat that any adverse
side-effects must be monitored as part of the phase-4 protocol requirements.
Note: As of Feb-2021, the following side-effects of the various vaccines have been reported: pain at the site of the
injection, swollen lymph nodes in the arm where vaccinated, tiredness, headache, muscle and joint aches, nausea and
vomiting, fever or chills, although there appears to be no statistical analysis of the numbers. Of a more serious nature,
there are some reports of a severe allergic reaction and while possibly life-threatening, statistics suggest a very low risk.
However, there have been some reports of unexplained deaths, e.g., there is a report of 23 deaths among elderly vaccine
recipients in Norway. While these deaths were explained in terms of these people already being at the ‘end of life’, we
might wish to know why these people were given the vaccine in the first place. Likewise, we might need to further
question the rigor of clinical trials to show whether these vaccines are safe, and effective, for people with weak immune
systems, already compromise by age or illness.
For now, it might be assumed that these vaccines are statistically safe and effective when administered to most age groups.
However, the risk to older age-groups still needs more statistical data, especially in respect to those with weaken immune
systems. For while these groups are the ones most at risk to the virus, because their immune systems are weak, it is not clear
whether the vaccine response will be equally weak, irrespective of any potential side-effects. So, initially we might generally
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accept the efficacy figures of the vaccines, but then try to make some further statistical assessment against a revised model of
the UK population. This model is first summarised in the note below and then justified in terms of comparative data from
Germany and Sweden up until 31-Dec-2020.
Note: Based on the data provided by the website virusncov.com, date 31-Dec-2020, the UK had reported 73,512 deaths,
equivalent to 0.108% of its population. However, in contrast, Germany had reported 33,917 deaths despite having a
bigger population, such that this figure equated to 0.041% of its population, where a UK-Germany comparison
represents a 264% difference. For this reason, this 2021 model will revise the UK Covid-19 deaths in 2020 downwards by
50% to 36,756. However, it does not seem unreasonable to further reduce this figure to 25,000 in 2021 on the
assumption that a secondary viral season will result in fewer deaths, if the natural ‘herd-immunity’ increases and
medical treatments can increasingly mitigate the worst effects of the virus. The UK all-cause mortality figure of 637,057
is retained for 2021, which equates to 0.94% of the population. While accepting that this is a speculative model, it will
now be argued that the assumptions outlined do have some justification.
What might be initially argued is that even a vaccine with a 100% efficacy across all age groups and administered to 100% of the
population would only reduce the model 25,000 virus-related deaths by 0.037% within the UK population. Likewise, based on
the assumed all-cause mortality figure of 637,057, a 100% effective vaccine might maintain this figure, but represent a figure
3.92% of the 0.94% who die every year on average. As of Feb-2020, the UK is claiming to have vaccinated about 10 million
people, or 14.75% of its population, although the statistical breakdown by age-group risk is not clear at this time. Based on
previous years, the worst of the winter seasonal deaths in the UK will be over by May, such that the efficacy of the vaccine
within this model population may have to be weighted towards the next 3 months. While speculative, a reasonable estimate of
the number of people that might be vaccinated in this timeframe might be 50%, but where we might also need to reduce the
real-world efficacy of the vaccines to prevent death in the most at-risk age groups over 70 with weaken immune system to 70%.
If so, the overall efficacy of the vaccine would be 35% and if extrapolated across 2021, the vaccine might save 8,750 of the
25,000 lives at risk to the virus. If so, the reduced figure of 8,750 would equate to 0.013% of the population and 1.37% of the
projected all-cause mortality figure assumed by the model population.
Note: It is realised that many may object to the assumptions of this speculative model and argue that even a grossly
under-estimated figure of 8,750 still represents lives that can be saved by the vaccine.
However, the primary argument being presented by this model is that the efficacy of the vaccine cannot be simply based on
clinical trials, where the demographics of the trial population probably did not truly reflect any real-world national population in
terms of age, health conditions, ethnicity, and geography. Likewise, seasonality is a known factor that needs to be taken into
consideration, which may also reduce the efficacy of the vaccine when aggregated over 2021. It has also been argued that the
death statistics from Germany are more representative of Covid-19 in 2020 than the UK, as highlighted in the following table,
which now includes Sweden that did not implement a lockdown policy, but rather favoured ‘smart distancing’. The figures in
red show the relative comparison with Germany.
#

Country

Pop

Infected

%I/P

Deaths

%D/P

%D/I

6

UK

67,772,000

2,488,780

3.672%

73,512

0.108%

2.954%

10

Germany

82,800,000

1,735,819

2.096%

33,917

0.041%

1.954%

∆UK

81.85%

752,961

175.17%

39,595

264.80%

151.168%

Sweden

10,377,781

437,379

4.215%

8,727

0.084%

1.995%

31

If we dismiss infection numbers and percentages as statistically unusable, then we are only left with the percentage deaths per
population as highlighted in grey. While these figures will naturally be subject to some geographic and demographic difference,
the UK figures still appear excessive when realising that all these countries are rank in the top 31 of 220 states listed in the
virusncov.com database. If these arguments have validity, then we must return to the actual number of lives that might be
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saved. Based on the UK 2021 model, this number is estimated to be in the region of 25,000 for the reasons cited. However, as
argued, it seems unrealistic to assume that a vaccine can save all these lives, if its real-world efficacy is reduced from 90% to
70% and the rollout only manages to vaccinate 50% of those most at risk, reducing the aggregated efficacy to 35%, which might
then save the 8,750 lives cited. Even if this figure was doubled, the vaccine would still only save 0.026% of the model population
or 2.74% of the projected all-cause mortality figure assumed by the model population.
But surely this model is ignoring that the vaccine can help reduce infections?
At face value, a vaccine that can prevent somebody becoming infected may be the strongest argument for the vaccine and
possibly the best way that herd immunity can be achieved. However, as outlined, if the real-world efficacy of the vaccine is
reduced from the trial efficacy of 90% to 70% and the percentage of the population vaccinated in 2021 is 50%, then the
aggregated efficacy of the vaccine to prevent infections also falls to 35%. Of course, on an individual basis, the vaccine may
make sense to those most at risk, but again highlighting that statistically only 0.037% of the UK population may be at risk of
death due to the virus in 2021.
Note: A search of the web will find any number of discussions that question the efficacy of the various vaccines. While
there is not yet enough real-world statistical data to contradict the clinical trials results, the idea that different
demographics linked to age, health conditions, ethnicity, and geography will not affect the efficacy might be considered
optimistic. However, even some vaccine scientists have questioned the efficacy of a vaccination program, if a specific
vaccine becomes increasingly ineffective against new variants. If so, herd immunity even with vaccines may not be
achieved.
The video ‘Herd Immunity: Understanding Covid-19’ might be a good basic introduction to the issue surrounding herd immunity,
where the level of exposure in a population depends on the Reproductive R0 Number of the pathogen in question. In the case
of measles, the R0 value is very high (12-18), while normal strains of influenza are relatively low (1.5). Estimates for the
Covid-19 vary, but have been estimated within the range of (2-3). The level of herd immunity required in a population can be
calculated as a function of R0, as shown in [5].
[5]

1 

Herd Immunity = 1 −
; measles  90%, influenza~25%, Covid~50-66%
R0 


Again, at this point, it possibly needs to be reiterated that statistically 80% of those infected may only have mild symptoms,
another 15% will have more severe symptoms possibly requiring some medical treatment. While the last 5% may experience
life threatening symptoms, statistics suggest that less than 0.1% will succumb to the infection, where new medical treatments
may further reduce this figure. It might also be highlighted that there is a real possibility that better health advice about dietary
nutrition, inclusive of key vitamins and minerals like D3 and Zinc, could dramatically strengthen the ability of the human
immune system to fight off the more serious cases of infection. However, see video ‘Vitamin C, Vitamin D and Prevention of
Covid-19’ and ‘How to Survive Coronavirus: The Role of Diet' for a more informed outlined. It might also be argued that the idea
of allowing virus infections to spread through a population on the basis of relatively low R0 values in order to create a form of
herd immunity, would not be irresponsible, but possibly the only practical long-term solution. Up until 2020, this was the
accepted approach support by the WHO to common cold, influenza and previous strains of coronaviruses – see video
Coronavirus, Long Term Immunity for more details.
But must all lives be saved at any cost?
In truth, the idea that lives must be saved at any cost is often the ideological rhetoric used by politicians and institutions
pursuing their own self-interests. For while statistics can be perceived as cold and impersonal, they invariably highlight the
wider reality of the world, where 1-billion people go to bed hungry with 25,000 dying, every day, as a result of malnutrition and
hunger-related diseases. Possibly more tragic in human terms is that 18,000 of this number is estimated to be children under 5
years old. While these people will not be immune to the virus, they are often the worst affected by any downturn in the global
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economy. Even within the confines of a relatively wealthy country like the UK, we need to face up to the economic reality that
the UK government spent over £280 billion on the Covid-19 pandemic in 2020, which might be compared against the 2019 NHS
budget of £150 billion. In essence, we have spent twice as much on preventing Covid-19 deaths as for all other causes of death.
Of course, this economic cost does not include all the excess deaths caused by the lockdown policy and the knock-on social
impacts on so many other lives.
Note: In conclusion, this discussion was not an argument against any of the Covid-19 vaccines, only that the efficacy of
the approach has to be put into some wider and more realistic perspective.
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1.2

Pandemic Addendum: 13-Sep-2020

Like many, concern about the Covid-19 pandemic started in Jan-2020 as reports about a new Covid-19 virus spreading from
China started to become mainstream news. The first death in the UK was reported on 31-Jan-2020, after which some
preliminary analysis was based on the statistics being collected by a website called virusncov.com. The statistics of infections
and deaths between March and early April was collated and presented on the opening page of the analysis – see The Covid-19
Pandemic. This addendum will start in a similar fashion by providing a comparative statistical update from the same website,
dated 13-Sep-2020.
Rank

Country

Population
7,700,000,000

Infections
28,944,152

%
0.38%

Deaths
924,577

%-Inf
3.19%

%-Pop
0.012%

1

Global
USA

329,227,746

6,676,601

2.03%

198,128

2.97%

0.060%

2
3

India

1,352,642,280

4,754,356

0.35%

78,614

1.65%

0.006%

Brazil

212,347,956

4,315,858

2.03%

131,274

3.04%

4

0.062%

Russia

144,438,554

1,057,362

0.73%

18,484

1.75%

0.013%

9

Spain

50,800,000

576,697

1.14%

29,747

5.16%

0.059%

13

France

67,000,000

373,911

0.56%

30,910

8.27%

0.046%

14

UK

67,772,000

365,174

0.54%

41,623

11.40%

0.061%

20

Italy

60,500,000

286,297

0.47%

35,603

12.44%

0.059%

21

Germany

82,800,000

260,546

0.31%

9,427

3.62%

0.011%

38

Sweden

10,343,403

86,505

0.84%

5,846

6.76%

0.057%

69

Ireland

4,947,870

30,730

0.62%

1,783

5.80%

0.036%

The table above focuses on the reported infections, but now shows the deaths as both a percentage of the infections and as a
percentage of the population. It can immediately be seen that there is a marked variance in the percentage of deaths relative to
infections across the countries shown, which is far less obvious when deaths are presented as a percentage of the population.
This suggests that the inaccuracy lies in the number of infections, where it is suspected that all countries have grossly under
estimated the actual number of infections in the population, due to initial limited and unreliable testing for the virus. It is now
suspected that potential infections, and associated immunity, may have been much higher than the statistics suggested, which
is an issue to be considered later in this addendum. Finally, the green colour bars highlight two countries, i.e. Brazil and
Sweden, that did not enforce a ‘lockdown’, and can be compared to the UK, orange bar, that did. Again, comparing the
percentage deaths per population suggests no obvious benefit has been accrued from the lockdown policy in the UK. In fact,
the original analysis under the headings All-Cause Mortality and Data Models and Data Reality suggested that the UK lockdown
may have caused more excess deaths than can be attributed to the Covid-19. We might now complete the statistics provided by
the virusncov.com website in the next table.
Rank

Country

Population

Active

%

Recovered

%

Serious

%

Global
USA

7,700,000,000

7,426,865

0.10%

20,592,710

0.27%

60,885

0.0008%

1

329,227,746

2,528,119

0.77%

3,950,354

1.20%

14,366

0.0044%

2

India

1,352,642,280

973,147

0.07%

3,702,595

0.27%

8,944

0.0007%

3

Brazil

212,347,956

631,163

0.30%

3,553,421

1.67%

8,318

0.0039%

4

Russia

144,438,554

165,343

0.11%

873,535

0.60%

2,300

0.0016%

9

Spain

50,800,000

0.00%

1,136

0.0022%

13

France

0.13%

635

0.0009%

14

UK

67,772,000

0.00%

79

0.0001%

20

Italy

60,500,000

37,503

0.06%

213,191

0.35%

182

0.0003%

21

Germany

82,800,000

15,819

0.02%

235,300

0.28%

233

0.0003%

38

Sweden

10,343,403

0.00%

13

0.0001%

69

Ireland

4,947,870

0.47%

9

0.0002%

67,000,000

0.00%
253,942

0.38%

89,059

0.00%

0.00%
5,583

0.11%
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As it has been suggested that the number of infection cases is probably being grossly under estimated, the percentage figures
shown in the table above are relative to population, not infections. Even so, we might still have to question the accuracy of
these figures; especially as countries like the UK do not seem to know the number of active and recovered cases. In addition to
the accuracy concerns raised above, the number of deaths, directly attributable to Covid-19, might also be questioned based on
the suspicion that many deaths attributed to Covid-19 only reflects the potential presence of the virus at the time of death and
not the actual cause. For example, Professor Walter Ricciardi, scientific adviser to Italy’s minister of health, has stated that
possibly only 12% of death certificates show a direct causality to the coronavirus, such that 88% of deaths were actually
attributable to one or more pre-existing morbidities. If so, the average 0.06% deaths per population in the first table might be
reduced to 0.007%, which might then be compared to the 1% of the population who might be estimated to die, on average, in a
given population, i.e. less than 1% of 1%. Of course, this analysis might rightly be challenged as not being authoritative, such
that other sources of supportive evidence possibly needs to be tabled at this point.
Note: The first source of information to be cited is a video by Ivor Cummins entitled ‘Viral Issue Crucial Update
8-Sep-2020’. Ivor Cummins has published many informative videos on his YouTube channel, which only cites official
data, although possibly subject to more analytical rigour than normally found on mainstream media.
While the reader should first review the video for themselves, this discussion will also make some additional comments starting
with the graph displayed at the beginning of the video and reproduced below, but now revised to 16-Sep-2020.

This graph shows the Covid-19 deaths estimated per million, which this discussion will translate into the UK population. Based
on the chart above, the 14 deaths per million for the UK in Apr-2020 would translate to a peak of 938 deaths for its 67 million
population, which had fallen below 1 death per million, or 67 deaths per day, by 13-Aug-2002. However, based on later NHS
data, the number of total deaths on 12-Sep-2020 was 2, not 67, such that we possibly need to revise the risk assessment. On
average, about 1% of the UK population die every year, where in 2018, this figure was 637,000 or 1745 per day. Therefore, the
peak UK 938 daily deaths would correspond to about 53% of the 1745 daily average, but if now fallen to 2, might be better
compared to influenza deaths in the UK. Currently, as of 13-Sep-2020, the virusncov.com website is reporting an accumulated
total of 41,623 UK deaths, which is about 6.5% of the average yearly deaths in the UK, but where the Covid-19 virus might
simply have been present and not necessarily the cause of death. Given the questioning of the accuracy of Covid-19 deaths
directly attributable to the virus and not the effects of age, immune deficiencies and co-morbidities, the figure of 41,623 could
reasonably be revised downwards, such that they are comparable to many influenza seasons in recent years. However, given
some of the concerns expressed about UK statistics, we might make reference to the situation in Ireland and the data produced
by the Health Protection Surveillance Centre, see next chart.
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Based on the numbers in the chart below, there have been a total of 1,777 Covid-19 deaths in Ireland. However, 1,677 of these
deaths had 1 or more comorbidities, where the median age of those who died, i.e. 84, was 2 years older than the average age in
Ireland, i.e. 82.

However, it might be suggested that only 100 (1777-1666) deaths might be directly attributed to Covid-19, i.e. 5.6%, which
while appreciably lower than the Italian suggestion of 12% might still be a more accurate risk assessment than assuming all
1777 deaths were caused by Covid-19. It might also be highlighted that the total number of deaths in Ireland in 2014 was
estimated to be 29,368, which is 0.59% of its 4,947,870 population. As such, even the figure of 1777 Covid-19 deaths would
only amount to 6% of the yearly deaths, while the reduced figure of 100 covid-19 deaths would correspond to 0.0034%.
Note: When the Covid-19 pandemic was first perceived back in Feb-2020, there was a plausible justification for
precautionary measures to be enforced, e.g. lockdowns. However, subsequent official statistics questions the efficacy of
such policies to change the course of the ‘pandemic’. In fact, differentiating Covid-19 from the yearly statistics
associated with influenza has become increasingly difficult, such that the economic and social impact of lockdown
policies not only appear ineffective, but actually harmful to the majority of the population below the age of 60.
If we return to the details in the Ivor Cummins video, he proceeds to do a comparison of the impact of Covid-19 in the UK, with
lockdown, versus Sweden, with basic social distancing, where the following graph left was produced by the Swiss Policy
Research Group – see Deaths in Sweden chart for details.

The Deaths in Sweden link also provides some additional insight, see following quote, for what is defined as the Infection
Fatality Rate (IFR), which although seemingly similar in scope to the deaths per infections percentages quoted in the earlier
tables, requires an accurate assessment of infections to be meaningful, which appears absent in the virusncov.com website
statistics.
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Most antibody studies showed a population-based IFR between 0.1% and 0.3%, which is comparable to a severe
influenza. In fact, for people under 50, the Covid19 IFR is rather lower than for influenza. A few hotspots did show locally
higher IFRs of up to 0.7%, but these places usually were affected by a collapse in elderly care due to infections or panic.
We might see the distribution of the percentage Covid-19 deaths against age in the chart below, which was discussed under the
heading of All-Cause Mortality. Basically, people under the age of 60 appear to have minimal risk from Covid-19 provided this
risk is not aggravated by what is now often referred to as metabolic syndrome – see video Metabolic Syndrome Is caused by
high insulin for a 5 minute introduction.

At this point, the official statistical evidence associated with Covid-19 across all countries appears to question the efficacy of
any lockdown policy for the following reasons:
•

The Covid-19 virus is not as deadly as first feared, especially for younger age groups.

•

It is now recognised that the worst-case susceptibility is biased towards age and existing comorbidities.

•

UK/Lockdown vs Sweden/Social Distancing comparisons shown no appreciable difference in deaths per population.

Let us now consider two further issues, which tend to be often misreported or ignored in the mainstream media, i.e. the
efficacy of face-masks and the Polymerase Chain Reaction (PCR) tests. The first link is evidence given to a special committee of
the Irish Government by Professor Carl Heneghan on 13-Aug-2020, where he explains why face-masks are ineffective when
used by the general public, which might be summarised in the quoted statistic below:
“200,000 people would have to wear a face mask for 1 week to prevent 1 infection.”
Again, returning to the Ivor Cummins video at time (24:12), he addresses what he calls a ‘casedemic’ that is created by
increasing numbers of PCR tests being carried out in many countries. Within the framework of a casedemic, the number of
infection cases increases without any appreciable increase in deaths, which the video explains in some detail by referencing the
site linked in the question: Are you infectious if you have a positive PCR test result for COVID-19?, again authored by Professor
Carl Heneghan. The findings of the ‘Centre for Evidence-Based Medicine’ is summarised below.
The PCR detection problem is ubiquitous for RNA viruses as viral RNA can be detected long after the disappearance of
the infectious virus. The immune system works to neutralise the virus and prevent further infection. Whilst an infectious
stage may last a week or so, because inactivated RNA degrades more slowly over time, it may still be detected many
weeks after infectiousness has dissipated. Therefore, while PCR detection of viruses is helpful so long as its limitations
are understood; while it detects RNA in minute quantities, caution needs to be applied to the results as it often does not
detect infectious viruses.
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Another issue covered in the Ivor Cummins video, at time (18:50), is seasonality, which is possibly important to understand
before we discuss epidemiological models and the accuracy of their predictions. For these models have been used in the
formation of public policy to address the Covid-19 pandemic, i.e. lockdown and social distancing, such that we need some
understanding of the complexity of all the variables needed to be taken into consideration. First, it needs to be highlighted that
coronaviruses are a group of related RNA viruses, which can all cause illness in humans, primarily flu-like respiratory infections
that can range from mild to lethal. Mild illnesses are often associated with
the common cold, which might be linked to other viruses, e.g. rhinoviruses,
while other strains of viruses can cause SARS, MERS and now Covid-19. In
this context, the ‘novel coronavirus’ or SARS-CoV-2 is not really that novel
as it belongs to a family of viruses, which have been in circulation for over
two decades. This point is highlighted because it might suggest that a
certain percentage of any population might have already developed a
degree of immunity – see video SARS2 reactive T-cells: 17-Jul-2020 for more
details. However, it has long been recognised that the impact of many of
these viruses is seasonal, as suggested in the diagram right.
Note: One suggestion being forwarded to explain this seasonality is
based on the uptake of vitamin-D with UVB sunlight in the summer months in northern latitudes, which is reversed in
southern latitudes. This idea also suggests why people of darker skin colour, who now live in higher latitudes, may be
more susceptible to the Covid-19 virus - see Vitamin D Status and Viral Interactions: 27-Apr-2020.
So far, this outline has tried to quantify the many factors that influence the spread and seriousness of the Covid-19 pandemic
by making reference to official statistics and expert opinion, such that we might judge the effectiveness of ‘lockdown’ policies.
Initially, one of the main arguments originally cited, especially in the UK, was an epidemiological model linked to the Imperial
College COVID-19 Report: 16-Mar-2020. Today, actual statistics appear to discredit the projection of the Imperial model, which
might be described as a form of SIR model first discussed on the opening page of the Covid-19 Pandemic analysis, where the SIR
acronym stands for ‘Susceptible, Infected and Recovered’. While this discussion will not repeat the mathematical details that
can be reviewed via the link, this discussion might attempt to review what has now been learnt about the various factors that
drives the SIR model to produce the outcome characterised in the chart right, where figures are normalised in percentages.
Before we discuss the characteristics of the chart, the idea of the basic reproduction number [R0] needs to be clarified in terms
of the effective reproduction number [RE]
Note: The value of [R0] of a specific virus is generally defined as the
expected number of cases directly generated by one case in a population,
where all individuals are assumed to be susceptible to infection. Despite
the reference above suggesting a Covid-19 value of [R0] between [3.8–8.9],
the University of Oxford’s Covid-19 Evidence Service Team estimated that
SARS-CoV-2, responsible for the Covid-19 pandemic, has an estimated
value [R0] of ~2.63, although other estimates vary between 0.4 and 4.6.
However, estimates may vary due to demographic and geographic
differences in the populations affected.
The outcome of the SIR model can be highly dependent on the initial value of {R0] assumed, such that the predictive accuracy
of these models can be questionable based on overly simplistic assumptions that are then proved wrong, as in the case of the
Imperial model. There can also be a misunderstanding of the effective infection rate [R E] at any given point in time or the
overall susceptibility within the collective population based on both demographic and geographic differences.
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Note: Without detailing all the technical arguments, the effective rate [R E] is a function of time, i.e. RE=(β/γ)*S(t)], where
[β] is the infection rate of the virus, [γ] the recovery rate and [S] is the number of remaining susceptibles that changes as
a function of time, such that [RE] reflects a negative growth rate, which is shown on the previous chart as a blue dotted
line with the scale on the right starting at [R0=2.5] and falling to [RE=0.27]. However, what we might understand from
this outline, and previous statistics, is that certain demographic groups within a given population are more susceptible
than others, e.g. by age and comorbidities. Likewise, certain geographic regions within a population may have already
been exposed and therefore become less susceptible, e.g. urban versus rural populations. Of course, if the model really
has no accurate assessment of the number of remaining susceptibles [S] in all these different groups, then a SIR model
will simply generate erroneous predictions, as per the Imperial model – see video Vastly Under-Counting Population
Immunity: 17-Jul-2020 for further details.
If we look at the %-values suggested by the chart above, based on an initial value of [R0=2.5], the number of infections peaks
below 25%, although if an initial value of [R0=5] is modelled, then the number of infections peaks above 50%. While this
analysis is neither authoritative or rigorous, it suggests the degree of herd immunity may also depend on the initial value of [R0]
assumed, which is dependent on demographic factors in a population, e.g. average age and Vitamin-D deficiency for example –
see Covid 19 - Chart and Stats Essentials: 28-Jun-2020 for more in depth details and opinion.
Note: By way of a general sanity check of the SIR model above, we might consider the case of the Diamond Princess,
which was a cruise ship that began its voyage on 20-Jan-2020. Subsequently, an increasing number of passengers tested
positive for the Covid-19 virus and the ship was held in quarantine until 1-Mar-2020. Over this time, 567 out of 2666
passengers and 145 of the 1045 crew were infected and 14 died.
If we treat this incident as a simple population case-study, then 21.2% of the passengers and 13.8% of the crew were infected.
While there were possibly many reasons for the difference in these infection rates, the age demographics of the passengers and
crew might account for some of this difference. Overall, 19.1% of the 3711 people onboard were infected, where the 14 deaths
represented 1.96% of those infected, but only 0.37% of the ship’s population. While this case study is hardly definitive, it does
not seem to contradict the previous SIR model based on [R0=2.5]. Of course, one of the problems already highlighted with
these SIR models is the variance in demographics and geography when extended to the population of an entire country. So,
while based on only a limited assessment, it is still difficult not to conclude that SIR models may only be of limited use, if they
cannot accurately quantify the complexity of an entire population in terms of its demographic distributions and geographic
differences. If this is the case, we might also begin to understand why different regions, with demographic and geographic
variations, may have vastly different susceptible populations, such that regional spikes in both infections and deaths may occur
over different periods of time, such that they should not be immediately interpreted as evidence of a ‘second-wave’, especially
when seasonality is taken into account.
Note: One of the reasons for highlighting the ‘seasonal’ effects associated with most viruses is that northern hemisphere
countries are now starting to enter their winter months. As such, there will probably be a natural increase in viral
infections of all types, which should not necessarily be described as a ‘second-wave’. However, it is suspected that this
argument will be ignored by most mainstream sources.
While this addendum has made no claim to be authoritative on the issues being discussed, it has in conjunction with the earlier
analysis of the Covid-19 pandemic, published in Jun-2020, tried to make reference to official sources of data and the opinion of
recognised experts to justify some of its conclusions – see Data Models and Data Reality for more details.
Note: Many of the sources used are summarised in chronological order in an appendix at the end of this document, such
that the reader might get a better idea as to the wider ‘evolution’ of understanding surrounding the Covid-19 pandemic
along the timeline of the last 6 months.
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However, despite the statistical arguments, it possibly needs to be highlighted that this addendum is not making an argument
that the Covid-19 pandemic does not pose a threat to life, only that government lockdown policies should be reconsidered in
light of a more open and honest debate about the actual risks associated with the Covid-19 virus – see All-Cause Mortality for
more details. In this context, an earlier discussion entitled The Efficacy of Lockdown produced a similar table as shown next.
Risk Groups

Pop

% of Pop

%-Working

% Death

Low-Risk under 50

35,778,000

53.40%

82.00%

1.00%

High-Risk over 50

31,423,000

46.90%

18.00%

27.70%

Based on broad estimates, people under 50 represent 53.4% of the UK population, but over 80% of its working population,
where their risk of death is 27 times lower, on average, than the groups over 50. Within this generalisation, an argument can be
made that ‘lockdown’ restrictions should not have included people below 50, including children who have almost zero-risk, such
that their social lives and jobs along with the wider economy might have been maintained. In reality, the main victims of the
Covid-19 pandemic were often elderly people in care-homes, which the lockdown policy failed to protect in practice. So, having
established a baseline of expert opinion surrounding the current status of the Covid-19 pandemic, albeit seemingly
contradicting the position of government experts, this discussion will now consider the more controversial issues linked to the
next question.
Why are so many governments still pursuing a lockdown strategy?
Let us first widen the scope of the discussion beyond just the technical issues surrounding a viral pandemic in order to consider
the implications associated with lockdown policies, which not only affect the social freedom of most people, but in many cases
has imposed a financial burden on them, as well as their national economy. We might start this process by considering the
arguments in the video: The scientific community overreacted to the threat of Covid-19: 14-Sep-2020.
Note: Jay Bhattacharya, MD, PhD, is a professor of medicine at Stanford University’s Centre for Primary Care and
Outcomes Research, director of Stanford’s Centre on the Demography and Economics of Health and Aging and a senior
fellow at the Stanford Institute for Economic Policy Research. As such, he appears well qualified to open this section of
the discussion.
We will now follow the previous wide ranging video with one that focuses on the suggestion that governments have tried to
scare the population into accepting their lockdown policies, while making little attempt to debate or justify these policies – see
Trying to scare people is not a solution: 5-Sep-2020.
Note: John Ioannidis is a physician, scientist, writer and Stanford University professor who has made contributions to
evidence-based medicine, epidemiology, and clinical research. He also studies scientific research published in the field of
clinical medicine and the social sciences. Again, he appears well qualified to discuss these wider issues.
One of the possible unintended consequences of scaring people by not informing them of the real risks, especially by age
demographics, is that society as a whole may make irrational decisions. In many countries, people appear unwilling to return to
their normal lives, e.g. work and schools, because they believe that the threat of the Covid-19 virus still exists. Of course, this
risk does exist in some cases, but where the statistical analysis now suggests that the risk, for most people, is now comparable
to influenza, which we have always faced on a seasonal basis. Of course, if mainstream sources present this seasonal effect as
evidence of a ‘second wave’, then the adverse effects on people’s lives, both socially and economically, might persist by their
own choice. Whether some powerful groups might perceive an advantage in this situation to pursue their own self-interests is
speculative, but not necessarily unwarranted – see video ‘The Great Reset Agenda’ for an appraisal of this idea.
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Note: While this discussion will not pursue the potential implications associated with a ‘Great Reset’, it might reiterate
some earlier concerns raised in the Propaganda and the Covid-19 Pandemic discussion. These concerns were linked to
the Vaccine Impact Modelling Consortium and one of its partners, e.g. Imperial College London who produced the
discredited SIR model and advised the UK government on the need for a lockdown policy.
However, the partnership implied in the note above also includes the Bill &
Melinda Gates Foundation and the Gavi Vaccine Alliance as primary funders,
where Professor Neil Ferguson was listed as the Acting Consortium Director. It is
claimed that this partnership has received a total of $400 million from the
Wellcome Trust and $185 million from the Gates Foundation since 2014. In
addition, this strategic partnership supports and finances the Gavi Vaccine
Alliance, as outlined in the following charts. There is also a link between the Gavi
Alliance and the ID-2020 alliance, where the mission statement, shown below,
appears to forward the idea that everybody needs to have a digital ID.
Identity is vital for political, economic, and social opportunity. But systems
of identification are archaic, insecure, lack adequate privacy protection,
and for over a billion people, inaccessible. Digital identity is being defined
now and we need to get it right.
While there may be legitimate arguments in support of this goal, it is not surprising
that some might seriously question this goal in terms of the right to privacy, such
that we might wish to know a little bit more about all these organisations and their
objectives. The ID-2020 Alliance was apparently started in 2017 with founder
members Accenture, GAVI, Microsoft, Rockefeller Foundation and IDEO.org with the goal of tagging every global citizen by the
year 2030. GAVI along with vaccine manufacturers also support the ID-2020 program, although it has its own reason with
respect to global vaccination. We might highlight yet one more organisation, founded in 2015, called the Coalition for Epidemic
Preparedness Innovations (CEPI) that seeks to finance independent research projects to develop vaccines against emerging
infectious diseases, where its funding also links back to various governments and the Gates Foundation ($100 million) and the
Wellcome Trust ($100 million). In March 2020, the UK government pledged £210 million to CEPI to focus on a vaccine for the
Covid-19 virus, making it the largest individual donor to CEPI and GAVI.
Note: The idea that the pharmaceutical industry only want to develop a Covid-19 vaccine for the good of humanity is
possibly somewhat naïve given their past track record – see Prevention versus Cure plus Financial Conflicts of Interests
and the End of Evidence-Based Medicine. Another worry is that governments and global institutions might see the
Covid-19 pandemic as an opportunity to pursue their own goals. While people might assume that western democracies
will maintain their right to personal freedom, it is clear that countries, such as China, are already developing their idea of
a Social Credit System - see Information Control for wider discussion. However, under the guise of lockdown policies,
many personal freedoms have already been lost and some are now arguing that mandatory vaccines will be necessary
and that proof of vaccination will be required in the form of a digital passport on everybody’s smart phones. While
speculative, there is an implication that without this digital passport, people will not be allowed to use public transport
or access public spaces or even go to work. If so, it is unclear how this idea would differ in scope to the Chinese Social
Credit System.
So, having veered off into some speculative consequences, which might be linked back to Covid-19 lockdown policies, we might
return to the more immediate implications on the economy - The Epidemiology - Economics Tradeoff: 20-Aug-2020
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Note: In a Wall Street Journal article, dated 24-Aug-2020, it wrote that in response to the coronavirus, many
governments deployed draconian tactics never used in modern times: severe and broad restrictions on daily activity that
helped send the world into its deepest peacetime slump since the Great Depression. The equivalent of 400 million jobs
have been lost world-wide, 13 million in the U.S. alone. Global output is on track to fall 5% this year, far worse than
during the financial crisis, according to the International Monetary Fund.
Clearly, there are potentially many factors that may have influenced governments in their strategy towards minimising the
impact of the Covid-19 pandemic in their country. However, the statistical data shows no appreciable difference, as suggested
in the table below. Where Brazil and Sweden in green had no lockdown, while the UK in orange had strict and prolonged
lockdowns.
Rank

Country

Population
7,700,000,000

Infections
28,944,152

%
0.38%

Deaths
924,577

3

Global
Brazil

%-Inf
3.19%

%-Pop
0.012%

212,347,956

4,315,858

2.03%

14

UK

67,772,000

365,174

0.54%

131,274

3.04%

0.062%

41,623

11.40%

38

Sweden

10,343,403

86,505

0.84%

0.061%

5,846

6.76%

0.057%

Based on the earlier SIR model with [R0=2.5], less than 25% of the susceptible population would be infected at the peak of the
outbreak, such that it suggests that the majority of the population are either not exposed to the virus or have some form of
immunity. As a general estimate, it is believed that 80% of those infected may only have mild symptoms, while another 15%
may have more severe symptoms possibly requiring some medical treatment with only the final 5% experiencing life
threatening symptoms. However, of the 80% infected, possibly in excess of 50% may have no symptoms at all, such that they
are described as asymptomatic – see video SARS2 unexposed, normal healthy donors: 17-Jul-2020 for more detail on immunity
due to earlier exposure to other corona viruses. We might also qualify the 5% with potentially life-threatening symptoms in
terms of the deaths as a percentage of the population being in the region of 0.06%, where statistical evidence also shows that
most can be correlated with older age groups, i.e. +60, and multiple comorbidities. Likewise, there is a strong suggestion that
people with a general healthy immune system have little to fear from the virus, such that government advice about metabolic
syndrome caused by high insulin and the benefits of vitamin-D supplements may have been more effective than lockdown,
which it is known to have caused excess death by restricting the health services on offer to patients with other life-threatening
conditions. Having attempted to present the statistical data and a range of expert opinions, we might return to the question
tabled earlier.
So, why did so many governments adopt the lockdown strategy?
It is recognised that this discussion might only speculate on this question. However, we might reasonably assume that most
governments, i.e. politicians, were not qualified to formulate a strategy without input from people with expertise in multiple
fields, e.g. epidemiology, virology and many others. However, it is known that the body that advised the UK government, i.e.
Scientific Advisory Group for Emergencies (SAGE) was criticised for its lack of transparency in general, especially in regard to the
discredited Imperial College model. It also appears that some members of SAGE had interests linked to other institutions that
were funding vaccine research, as outlined above. If we put such speculative concerns to one-side, it might be accepted that
none of these experts could have really understood the true nature and scope of the Covid-19 pandemic back in Feb-2020, such
that a lockdown strategy might have simply appeared to be the safest option at that time. Of course, having decided on a
lockdown strategy, in line with many other western governments, the general public needed to be convinced that the lockdown
strategy was in their best interest, but without necessarily highlighting all the potential side-effects, e.g. excess death, job
losses, social isolation and longer-term economic fallout. In this respect, the mainstream media only appears to have supported
the lockdown narrative with no obvious evidence that it wanted to investigate any other alternatives, e.g. Sweden’s social
distancing approach.
But is such speculation simply drifting towards conspiracy theory?
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It is recognised that some of the information cited appears to suggest that certain groups may be pursuing interests that extend
beyond the scope of the Covid-19 pandemic. However, such an idea is hardly a conspiracy theory as it might be better
described as simply a fact of life. Therefore, without actually knowing why so many western governments continue to pursue
the lockdown approach, despite increasing doubts about its effectiveness, it is hardly surprising that certain powerful
institutions might seek to use the situation to further their own interests. In terms of the earlier example of the ‘Great Reset’,
see The Great Reset Explained: 12-Sep-2020, the director of the International Monetary Fund (IMF) has described the Covid-19
pandemic as a ‘great opportunity’. In a similar fashion, others may seek to use the Covid-19 pandemic to pursue their own
agenda for climate change, which is being supported by two other powerful institutions, e.g. the United Nations (UN) and the
World Health Organisation (WHO) – see videos UN chief on climate change and COVID-19: 28-Apr-2020 and WHO are trying to
link the Coronavirus to Climate Change. While many may perceive the first video to be a reasonable argument for positive
change and the second as being too politically biased to the FOX news agenda, there are legitimate concerns that many of these
powerful institutions are not being totally honest about their motives to the public.
But, how might lockdown policies adversely affect our lives?
While a full discussion of this question is beyond the scope of this addendum, some outline of the issues might still be
attempted. First, this discussion has questioned the efficacy of the lockdown approach, where the previous link simply
references an earlier discussion. However, irrespective of whether it was effective in minimising the impact of the virus, there
have clearly been other implications stemming from the lockdown policy.
Note: The chart right is taken from the Data Models and Data Reality
discussion and shows the excess deaths, in red, over and above the average
base line, in black, where the statistical data used to construct the chart right
is based on an Office of National Statistics (ONS) weekly report, dated
15-May-2020. It might also be useful for the reader to reference another
video entitled The Latest Data and Evidence, dated 28-May-2020. Basically,
the bottom section of the chart shows that there may have been a similar
number of non-Covid deaths as actual Covid deaths, as medical services for
the 637,000 people who died, on average, in the UK were restricted.
The lockdown policies have also adversely affected the lives of the living. For human-beings are ‘creatures’ that have evolved to
live in social groups, such that being forced to isolate from family, friends and colleagues can be traumatic and stressful for
many in society. It is known that the effects of isolation, both short and long-term, can cause psychological and physical health
problems. Such problems can manifest themselves in terms of increase levels of anxiety, aggression and depression. Of course,
economic and financial worries can also put increase pressure on families, which not only causes stress to the parents, but
psychological stress on the children.
Note: Peter Nilsson, a professor of internal medicine and epidemiology at Lund University, warns that the economic
devastation caused by lockdowns will cause more deaths than the coronavirus itself. Part of the reasoning why the
effects of the economy might be so devastating might be explain in the following videos: Why You Should Be Very Afraid
of A K-shaped Recovery: 13-Sep-2020 and Will Governments Save Us?: 28-Jul-2020
One final comment might be made about personal freedoms, or civil liberties, which we normally assume democratic
governments will protect. In part, lockdown policies have been imposed without sufficient debate as to whether they are really
effective, which many believed have set a very worrying precedence for the future – see Liberty and The Rule of Law:
13-Apr-2020. Whether a more open and honest debate takes place may possibly be seen as a litmus test of the real health of
our society.
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1.2.1

Appendix: Video References

The following video links are weighted in chronological order, such that the reader might get a better idea as to the ‘evolution’
of understanding surrounding the Covid-19 pandemic.
1.

Influenza Viruses and Pandemics: 2-Nov-2009

2.
3.
4.
5.
6.

Nuts and Bolts of the Immune System: 21-Jul-2011
Vitamin D and Human Health: 4-Dec-2018
Financial Conflicts of Interests and the End of Evidence-Based Medicine: 24-Sep-2019
Prevention versus Cure: 27-Nov-2019
Estimating case fatality rates for COVID-19: 9-Mar-2020

7.

Corona crisis: Open letter to the Chancellor from Prof. Sucharit Bhakdi: 29-Mar-2020

8. Hydroxychloroquine Use in Coronavirus Patients: 30-Mar-2020.
9. How can the Coronavirus pandemic end?: 10-Apr-2020
10. Dr. Paul Mason - 'How to Survive Coronavirus: 13-Apr-2020
11.
12.
13.
14.

How COVID19 Kills Some People: 15-Apr-2020
Why lockdowns are the wrong policy - Swedish expert Prof. Johan Giesecke: 17-Apr-2020
A Data Centric Perspective: 24-Apr-2020
Prof. Neil Ferguson defends UK Coronavirus lockdown strategy: 25-Apr-2020

15. Vitamin D Status and Viral Interactions: 27-Apr-2020
16. How coronavirus charts can mislead us: 28-Apr-2020
17. UN chief on climate change and COVID-19: 28-Apr-2020
18.
19.
20.
21.

The Failure of Expert Predictions and Models: 30-Apr-2020,
COVID19 Never Grows Exponentially Michael Levitt 14-May-20
Possible vaccine in 2021, but not without taking risks: 8-May-2020
Professor Dolores Cahill: 12-May-2020

22. Does Wearing N95 MASK Increase CO2 Levels and Reduce Oxygen: 14-May-2020,
23. Vitamin D and Latitude Powerful Effects: 25-May-2020
24. Covid 19 - Chart and Stats Essentials: 28-Jun-2020
25. Swedish Covid-19 chief Anders Tegnell: 23-Jul-2020
26. Prof Carl Heneghan: can we trust Covid-19 death numbers? 17-Jul-2020
27. SARS2 reactive T cells in unexposed, normal healthy donors: 17-Jul-2020
28. Oxford epidemiologists: suppression strategy is not viable18-Jul-2020
29. The Great Reset Agenda: 1-Aug-2020
30. Efficacy of Face Masks: 13 Aug 2020
31. Odds of Dying from COVID-19 by Age Group: 18-Aug-2020
32. The Epidemiology - Economics Tradeoff: 20-Aug-2020
33.
34.
35.
36.
37.
38.

Prof Michael Levitt: Covid panic will shorten lives: 28-Aug2020
Tyler Cowen on herd mentality and herd immunity: 3-Sep-2020
John Ioannidis - Trying to scare people is not a solution: 5-Sep-2020
Viral Issue Crucial Update Sept 8th: the Science, Logic and Data Explained: 8-Sep-2020
The Great Reset Explained: 12-Sep-2020
Two Studies Highlight Vitamin D as an Effective Treatment for COVID-19: 13-Sep-2020

39. The scientific community overreacted to the threat of COVID-19: 14-Sep-2020
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1.3

Appendix: SIR Models
All models are wrong; some models are useful.

If we accept the basic wisdom in the quote above, we possibly need to be cautious and question the validity of the results of
any model. For models are invariably created because the reality of the system under investigation is too complex, such that a
simplified model is often the first step in order to try to predict an outcome. This was especially true in the context of the
Covid-19 epidemic, where the mechanisms underpinning the viral infection were initially poorly understood, such that the
accuracy of any model has to be eventually judged against real-world statistical data, which was not initially available.
Note: In hindsight we might now recognise that the Imperial College model, used to advised the UK government in
March 2020, was a model that made predictions about the spread of the virus that proved to be wrong, when compared
to actual statistics that subsequently emerged.
However, the phrase ‘lies, damned lies, and statistics’ might also be a warning that statistics also have to be questioned as the
numbers, in isolation, can be misleading and used promote a weak argument as well as to undermine alternative arguments. Of
course, it might be recognised that the ‘for and against’ argument can be difficult for the public to make judgement, if access to
data is essentially being controlled by one side. As of 22-Oct-2020, the UK is now pursuing a regional 3-tier lockdown system to
apparently protect its citizens and limit the spread of the Covid-19 virus. Without going into the details, each tier of the system
imposes restrictions based on the assumed infection rate, where the third-tier equates to a total lockdown. So, the question
this discussion seeks to understand is whether a compartmental SIR model can be shown to support this policy, based on
known infection and death statistics, while initially ignoring the obvious social-economic implications.
Note: It will be argued that the use of absolute numbers makes the assessment of risk difficult for many people, who
may have little knowledge of a population size or normal all-cause mortality rates. As such, this discussion will attempt
to quantify the issues in terms of percentages. In this context, the UK has a population of approximately 67 million and
an average annual all-cause mortality rate of 0.94%
So, this discussion will first attempt to quantify the current statistics of infections and deaths in the UK taken from the
virusncov.com website, as shown in the table below. The recorded Covid-19 infections and deaths, as both numbers and
percentages, are shown in the table left, while the table right details the monthly increase (ΔD), deaths per day (ΔD/day) and
deaths per day per million (Dpm/day), which are often used in some references.
Date

Infection

%-I

ΔI

Deaths

%-D

ΔD

Days

ΔD/day

Dpm/day

22-Feb
22-Mar
22-Apr
22-May

9
4,550
116,911
232,140

0.000%
0.007%
0.172%
0.341%

0
4,541
112,361
115,229

0
264
21,013
35,331

0.000%
0.000%
0.031%
0.052%

0
264
20,749
14,318

29
31
30

9
669
477

0
10
7

22-Jun
22-Jul

276,581
296,377

0.407%
0.436%

44,441
19,796

39,892
41,047

0.059%
0.060%

4,561
1,155

31
30

147
39

2
1

22-Aug

324,601

0.477%

28,224

41,423

0.061%

376

31

12

0

22-Sep

403,551

0.593%

78,950

41,825

0.062%

402

31

13

0

22-Oct

789,229

1.161%

385,678

44,158

0.065%

2,333

30

78

1

The first 4 rows (Feb-May), shaded in pink, might be described as the rising phase of the epidemic that affected most of
Western Europe in a fairly similar manner, although geographic and demographic variance will need to be considered by any
SIR model. The next 4 entries (Jun-Sep), shown in white, might then be associated with the falling phase. However, the UK
figures in Oct-2020 appear to show a worrying trend, which the UK government cites as its justification for the latest tiered
lockdown policy.
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Note: We might immediately question the idea that only 0.5% of the UK population had been exposed to the virus by
Sep-2020, while also asking whether the jump of over 385,678 infections in the month of October might be correlated to
an exponential increase in testing for the virus. Finally, it might also be highlighted that the accuracy of the PCR tests has
been questioned by many respected sources.
Some have also questioned the accuracy of the 44,158 total UK deaths attributed to Covid-19 as there is evidence that many of
these deaths involved elderly patients already at the end of life suffering with multiple comorbidities. However, even if we
simply accept the number of UK Covid-19 deaths, as reported, the total number only equates to 0.065% of the UK population. It
might also be worth highlighting that most northern latitude countries, like the UK, are now entering the winter months, where
an increase in deaths associated with the normal spread of existing viral infections is to be expected. Therefore, we might
attempt to contextualise the all-cause mortality risks as shown in the following charts.

Note: In the chart left, the red bars reflect a percentage breakdown by age of death from all-cause mortality, which is
estimated to be 637,057 lives lost in a single year in the UK. The chart right then shows a breakdown of all-cause
mortality in years prior to the virus outbreak. The black curve in the chart left then shows the Covid-19 mortality rates in
2020 by age, such that we might now make some relative judgment of the 44,158 recorded Covid-19 deaths that
approximate to 6.9% of all-cause mortalities, where all were heavily biased towards age and existing comorbidities.
From the official statistical data, it is difficult not to conclude that there may have been some over-reaction by the UK
government, as in many other Western countries with the notable exception of Sweden, which did not impose a hard lockdown
policy. As such, we might compare the statistical outcomes in the UK and Sweden in the following table.
Country

Population

Infections

%

Deaths

%-Pop

UK

67,772,000

789,229

1.16%

44,158

0.07%

Sweden

10,343,403

107,355

1.04%

5,929

0.06%

While this discussion has questioned the accuracy of both the reported infections and deaths, the number of deaths may be, at
least, in the right ballpark, while the number of infections is probably meaningless when considered as a % of the populations.
Can SIR models be used to provide a better estimate of infections?
The reason why a more accurate estimate of infections in any given population is important is that it would provide a measure
by which to judge the degree of ‘herd-immunity’ that might be protecting the population overall. Therefore, we will start with
the chart below showing 3 different SIR infection curves, normalised to a percentage of yet some undefined population. From a
modelling perspective, these curves only differ in terms of the initial value of [R0].
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The value of [R0] of a specific virus is generally defined as the number of cases generated by a single case, where all individuals
might be susceptible to infection. However, the initial value of [R0] may differ due to geographic and demographic variances
within the population under consideration, e.g. a ship like the Diamond Princess, a small rural village, a large urban city or an
entire national population. Deferring on such details for the moment, the value of [R0] changes as a function of time as the
number of susceptibles [S] falls, as shown in [1].
[1]

R0  RE =S


; where S = susceptibles;  = infection rate;  = Recovery rate;


So, which of the initial [R0] values in the chart above best fits the statistical data to-date?
Let us start by reviewing what we think we know. First, there appears to be a reasonably well-established recovery time of
about 14 days. Second, the epidemic started in early Jan-2020 and reached a peak by 10-Apr-2020, as supported by the
statistics. If so, the red infection curve in the chart above, associated with [R0=2.5], appears to be the only one that comes close
to peaking at the right time. However, we might also consider the case of the Diamond Princess as a basic sanity check before
making any further assumptions.
Note: The Diamond Princess was a cruise ship that was held in quarantine between 20-Jan-2020 and 1-Mar-2020. Over
this limited time, 567 out of 2666 passengers and 145 of the 1045 crew were infected and 14 died. As such, 21.2% of the
passengers and 13.8% of the crew were infected. While there were possibly many reasons for the difference in these
infection rates, the age demographics of the passengers and crew might understandably account for some of this
difference. Overall, 19.1% of the 3711 people onboard were infected, where the 14 deaths represented 1.96% of those
infected, but only 0.37% of the ship’s overall population. We might also wish to consider the possibility of herd-immunity
within this population approaching 20% after just 41 days against the 101 days between 01-Jan-2020 and 10-Apr-2020.
On the basis of the assumptions outlined, e.g. recovery time, peak infection date and the outbreak onboard the Diamond
Princess, we might assume an initial value of [R0=2.5] as a starting estimate and then try to use the next SIR chart to expand on
some of the details. So, by way of explanation, the scale on the left is normalised to %, such that we might better visualise the
changing number of susceptibles, infected and recoveries within this abstracted population measured against the known
timescale of infections peaking 10-Apr-2020, as shown in red. The scale on the right shows how the value of [R E] changes
against the timescale as a function of the number of susceptibles.
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In addition to the infected curve, the % of susceptibles in grey falls as people are infected and recover, as show in green.
However, we might wish to consider the curve in black, which represents the sum of those infected and recovered, which
equates to 60.5% on 10-Apr-2020. While a highly speculative assumption, there may be an inference that this curve would
approximate the level of herd-immunity at any point in time, if we ignore the 14-day lag between infection and recovery.
But, does this model bear any resemblance to the earlier statistics?
In order to address this question, we possibly need to return back to the issue of geographic and demographic variance within
the population under consideration, especially when trying to model a national population. First, we need to recognise that
people within a large national population can live in very different geographic regions, e.g. rural and urban, such that we might
expect a wider range in the initial value of [R0]. Likewise, if the demographics of the population is represented by different
ethnic groups with different susceptibilities to the virus, then [R0] might again vary. If so, we might start to recognise that a
national population could only be modelled as the sum total of a large number of compartmental SIR models. For example, in
some urban cities with a higher ethnic susceptibility to the virus, e.g. the Somali population in Stockholm, the value of [R0]
might be higher than for a small, isolated rural community with no specific weakness to the virus. Of course, in practice, there
may be a multitude of other factors, e.g. age and health, which may affect the accuracy of any SIR model.
So, are SIR models simply too inaccurate to be useful?
Again, let us first consider this question in the context of the quote used at the outset of this discussion: All models are wrong;
some models are useful. If so, we need to question what could be wrong with the previous SIR model based on what we now
know about the Covid-19 virus. The original assumption of a recovery time of 14 days does not seem an unreasonable estimate,
nor the peak infection date in the UK of 10-Apr-2020, as both appear to be supported by the statistics outlined. However, there
were other assumptions implicit in the previous SIR model that need to be considered. For example:
Will 100% of a population be susceptible to the virus at the start of the outbreak?
Starting with the next chart left, we might realise that people under 50, who represent 53% of the UK population, appear to
have relatively little to fear from the virus. Likewise, while speculative, the video entitled ‘SARS2 reactive T-cells in unexposed,
normal healthy donors’ provides further potential evidence that a percentage of most populations may already have some form
of T-cell immunity to a broad range of corona viruses, some of which have been in circulation for the last 20 years. Also, many
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of the videos listed at the end of the discussion ‘Pandemic Addendum’ provide further causal evidence that the %-susceptibility
at the start of the outbreak will probably not have been 100%, as assumed in the first SIR model. Therefore, in the next SIR
chart right, the percentage of susceptibles has been reduced to 70%, simply to see whether it might be a better fit to known UK
national statistics.

So, what has changed in the SIR model right?
The recovery time assumption of 14 days and peak date of 10-Apr-2020 are retained as they appear to be supported by
statistical evidence. The SIR chart also retains the original [R0], although slightly reduced to match with the known peak date.
However, the speculative assumption of a reduced susceptibility of 70% changes the primary SIR curves, as shown as solid lines,
plus some additional dotted curves are introduced, which require the SIR equation to be modified, as per [2].
[2]

St +1 = St −  St It ;

It +1 = It +  St It −  It −14 ;

Rt +1 = Rt +  It −14

In [2], the incremental number of infections is given by [βSI], which is then offset by the incremental number of recoveries
[γIt-14], but where the recoveries have to be synchronised to the earlier infections in order to allow for the 14-day lag time
assumed by the model. In the chart above right, these values are plotted as the dotted red and green curves respectively
against the reduced scale on the right. Now we see the peak daily increment in infections occurs before the 10-Apr-2020, while
the peak daily increment in recoveries occurs afterwards. Finally, the black dotted curve, also scaled to the right, reflects deaths
that are normally included in the recovery figure, which averages to 0.061% of this population, similar to earlier UK statistics.
So, what if anything does this revised SIR model tell us?
First, we possibly need to highlight that this SIR model was not predictive, but rather a retrospective attempt to fit with known
statistical data. Second, the original assumption that the SIR model can be driven by just [R0] has been questioned, if it does not
account for the degree of natural immunity that might exist within most populations. Third, accuracy of the SIR model will
become increasingly questionable as the population size is increased, as any assumptions about the initial parameters driving
the model cannot be representative of both geographic and demographic variance. Even if we were to restrict the model to a
small population, variance in age and health, would still lead to very different Covid-19 mortality outcomes
Note: The population of the UK’s largest cities range from London with 8 million, Birmingham with 1.1 million and 100
having populations over 100,000 plus 1000 others having a population over 10,000. However, each of these populations
may result in different outcomes to the virus due to geographic and demographic variance, which may be impossible to
predict.
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As shown in [1], the expression for [RE] depends on the changing number of susceptibles, which in-turn depends on the
population size and the immunity assumed. If so, the idea that even multiple SIR models, let alone a single model, could be
used to predict the collective outcome for all these different cities would appear questionable.
Note: The reader may wish to review a video: Modelling by the Imperial College by John Ioannidis, where he raises some
very questionable issues, especially as the Imperial model was used to advise the UK government.
While this discussion does not pretend to be authoritative, it is difficult not to conclude that predicating public policy on such
models appears foolhardy, especially in light of the obvious social, economic and political costs of adopting a policy like
lockdown. However, the statistical analysis of the data for both the UK and Sweden, along with numerous other studies, also
appears to show no discernible difference in the trajectory of the virus based on government policy.
But what about the second wave?
Based on the evidence provided throughout the various Covid-19 discussions, there appears to be little supportive evidence in
the actual statistics that the lockdown policy was effective in preventing the spread of the virus in the ‘first wave’. However, as
has been pointed out, it appears that statistics related to the number of infections are a gross under-estimation of the real
numbers. While there was little substantiative data concerning the level of immunity in any population in early Jan-2020, it
might reasonably be assumed that it had to be greater than zero. However, even if this were the case, this cannot be the
situation today after 10 months of the virus being in circulation through most parts of the population as a whole. Therefore, the
starting assumptions for any form of ‘second wave’ might reasonably be based on an existing 30% immunity, where in reality it
might be much higher. Of course, if there is a much higher level of immunity within the population, then it would seem that any
‘second wave’ may be lost within the normal statistical increases in the winter months for influenza-like infections.
If so, how might this affect the efficacy of the vaccination option?
While speculative, the accuracy of some of the official statistics has been challenged, especially deaths. Again, retrospective
analysis has suggested that many of the deaths attributed to Covid-19 may have only reflected the presence of the virus at
death, not the cause. Some estimates suggest that possibly 80% of deaths were more attributable to end of life comorbidities,
where the presence of the virus had little effect on the outcome. If so, the 44,158 deaths attributed to Covid-19 in the UK might
be reflected in a more meaningful figure of 8,831. However, we might assume that this figure would be further reduced in the
future, if herd-immunity has already increased above 50%, such that we might reduce the projected deaths attributable to a
‘second wave’ in 2021 to 4,415. Based on an earlier discussion entitled ‘The Efficacy of Vaccines’ it was estimated that the
Covid-19 vaccine may only be 36% effective, if given to the most at-risk age groups, i.e. over 60, which on the basis of the
revised 4,415 deaths projected, might save 1,589 lives. Of course, by the same argument that the majority of the people most
at risk are already at the end of life with multiple comorbidities, we might question the efficacy of the vaccine, if the extension
and quality of life is not really being addressed. However, from a purely statistical perspective, we might understand that 1,589
lives amount to 0.25% of the 637,057 lives lost to all-cause mortality in the UK every year.
But surely every life matters?
While we might all perceive the moral or political reasoning behind this question, we need to question the wisdom of such
rhetoric as the basis of public policy. For we might reverse the inference in this question to argue that the quality of life of
younger generations also matters, especially in terms of the loss of employment opportunity and, in a wider context, it also
matters in terms of the state of the nation as a whole, i.e. social and economic. Therefore, if the government wishes to pursue
its lockdown policy it should be required to openly debate its arguments within a much wider spectrum of ‘experts’ not simply
those that support its assumptions
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