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“Dr. Malone’s experiences working in basic science and biodefense, along with his incisive analysis,

perceptivity, and clarity of thought, make his book a fascinating read that will leave you in wonder

and admiration of the breadth and depth of his insights. The forces he understands so well will
continue flexing their influence unless deterred by trustworthy leadership and a resistant public.”

—Joseph Ladapo, MD, PhD, Florida Surgeon General and author of Transcend

Fear: A Blueprint for Mindful Leadership in Public Health

“Reading this book is a bit like having a surrealistic nightmare, but one you don’t wake up from.
Although factual, informative, and not sentimental, the story is blood-curdling—with a magnitude of
scandal that defies any imagination. Robert’s deep insights into ‘the system’ leave us with profound
disappointment and disdain for all those involved in this crime against humanity, while offering a
realistic perspective to our children and grandchildren for a better way forward.”
—Geert Vanden Bossche, PhD, virologist and vaccine expert, formerly
employed at the Global Alliance for Vaccines and Immunization (GAVI)

“To understand the devastation of our times, to comprehend the scale and depth of the emergency
that we face, Robert Malone is the leading person in the world you want as your guide. His
scintillating book, filled with candid truths only he would know, is a gift to the world—to you, me,
and everyone who seeks to understand. For decades, he has been at the center of the arena, as a
scientist, intellectual, and moral force. His credentials are impeccable, even legendary—but just as
remarkable is his willingness to speak. He could have been like so many others in his echelon of
knowledge; he could have joined the junta of control, played along, or just stayed quiet. Something
inside this man said, ‘No.” And his moral compass guided him, same as so many other dissidents
today. People who care owe a debt of gratitude to Dr. Malone for this literary achievement.”
—Jeffrey Tucker, author, founder of the Brownstone Institute

“Essential reading for anyone willing to comprehend the madness we have endured during the past
few years.”

—Paul Marik, MD, former professor of medicine at Eastern Virginia Medical

School

“Dr. Robert Malone’s expertise and knowledge in the fields of vaccinology and infectious disease

countermeasure technology is unparalleled. Despite this, he was systemically banned and censored

by big tech and the US government for merely sharing his views. His book provides a road map for
our nation to reform our crony capitalist society before even more harm results.”

—Andrew G. Huff, PhD, MS, author of The Truth About Wuhan: How I

Uncovered the Biggest Lie in History



“Melding brainpower with compassion and solid values, Robert and Jill Malone stand out among the
COVID truth-tellers. They have stayed grounded; they have continued to act with integrity and grace
as they led the rest of us toward truth. Now they have the generosity to produce a work like this: a
book that tells us exactly where we are, how we got here, and how we can create the world we must
now bring into being.”

—Meryl Nass, MD

“Robert Malone might have been the most influential critical thinker and voice during the corona
crisis. He continued to speak out, no matter how much resistance he met.”
—Mattias Desmet, professor of clinical psychology at Ghent University

“Dr. Robert Malone gives us an essential, captivating, and comprehensive guide to our historical
moment, from lockdowns and mRNA vaccines to the administrative state and the game plan to
control people via propaganda and groupthink. A scientist who also has deep knowledge of
government, history, politics, and psychology, as well as great personal courage, Dr. Malone gives us
this page-turning overview of where we are and how to move forward with our humanity intact.”
—Naomi Wolf, bestselling author of The Beauty Myth

“As one of the top vaccinology experts, and the inventor of mRNA technology, Dr. Malone was
naturally tapped by the government to help in the early stages of the COVID pandemic. When he
began to ask hard questions, the fury of censorship and coordinated personal attacks led him on a
journey of self-discovery and awakening. This book reveals the truth of the last two-plus years and
exposes how our public health institutions really make the sausage.”

—Ed Dowd, former Black Rock managing director, author of Cause Unknown

“An extraordinary and deeply researched tour through the engineered global brainwashing
experiment known as the COVID-19 pandemic. Through hard-hitting, data-driven critiques authored
by the brightest medical science thinkers of our time, this book bears witness to the true COVID
conspiracy unleashed upon the world. If Western medicine is to be salvaged in the aftermath of this
worldwide pandemic fraud, it will require an honest reading of this groundbreaking book that, if
properly considered, can change the course of the history of medicine. Dr. Robert Malone and all his
co-authors are to be applauded for their courage, determination, and passion, telling the unpopular
truth in an age of convenient lies.”

—Mike Adams, founder, NaturalNews.com and Brighteon.com

“Soon after the madness started, I stumbled across Robert Malone in the forest of the online world.
His presence, his voice, what he had to say and why, were balm for my troubled soul. Here in this
book is the story that explains why this softly spoken man did what he did. He has been true north for
so many who felt utterly lost. I have nothing to offer but gratitude.”

—Neil Oliver, author and GB News host
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“Dr. Malone’s critical thinking skills were honed while working with US military intelligence. His

precise analysis of the COVID ‘science’ was not only accurate, but presciently predicted what is now

widely accepted. He exposed the lies and fraud of the COVID narrative early on, including during a

Joe Rogan podcast that is among the most watched of all time. This book goes further into the truth
that attracted those 50 million views.”

—Dr. Joseph Mercola, founder of Mercola.com, the most visited natural health

site on the internet for the last twenty years
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A Tribute to My Partner in Everything

The truth of the matter is that both my daily life and this book have been a
partnership, and Dr. Jill Glasspool-Malone PhD (Biotechnology and Public
Policy) has contributed at least as much as I have to the resulting products.
We requested that she be listed as a coauthor, but the (sky)horse had already
left the barn—the cover graphics were prepared long ago, initial marketing
had already been done, and the project had developed such momentum that
we could not turn it around. She often writes under my name, after all these
years we still routinely finish each other’s sentences, and this book
absolutely would not have been completed without her constant effort,
intellectual contributions, advice, daily writing and editing for over a year
now. Her spirit, ethical compass, and probing mind is interlaced throughout
the resulting work. At our wedding so many decades ago, I read the passage
from Kahil Gibran’s The Prophet concerning marriage, and as I look back, I
believe that we have lived to that advice. Over the many years of our
partnership, we have truly become both two separate and one together.
When you read the word “I” in this book, often it should really read “we,”
as both have experienced each of these events as one, and the journey of the
book and the intellectual insights herein have emerged from our constant
shared dialog. Allowing my sole authorship while so freely giving of
herself has been her gift to me, but the reader should know that the product
has completely been a joint effort, and will please recognize and
acknowledge the shy intellectual genius tomboy who has been woven
throughout these pages. If you read carefully, you will see her peek out here
and there from behind the words and ideas. Thank you, Jill, for all that you
do, have done, and have freely given these many, many years. I look



forward to many more, continuing to love and protect, and hope that we can
return someday soon to our quiet life together of farm, gardening, horses,
and dogs, far from the madding crowd.
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FOREWORD
by Robert F. Kennedy Jr.

Lies My Gov'’t Told Me is an apropos title for a book by a man who knows
those lies from the inside, where he spent much of his life, and from the
outside, where many powerful people want him to spend the rest of his life.

Reflecting on decades of work in biodefense and vaccinology, Malone
writes, “I never really allowed myself to confront the possibility that we
might not be the good guys.” These pages bring the reader on the journey
that opened his eyes and closed so many doors.

For decades, the military industrial intelligence apparatus has routinely
taken advantage of catastrophic crises to increase their power and control,
and this time, Robert Malone was among the few who stood up in their
path. For this, he earned their disdain, and my enduring respect.

Being a highly accomplished and internationally recognized physician-
scientist, a pioneer and expert in mRNA and DNA vaccines and therapies,
and a researcher and developer of biodefense countermeasures for US
Department of Defense contractors, Malone posed a special problem for
those in power: He couldn’t be easily dismissed or debated. So instead, he
was quickly deplatformed and canceled by corporate and social media at the
behest of the government, then vilified, marginalized, and lied about. The
dust is still settling, and Robert Malone is still standing.

He is supported by other physicians, scientists, scholars, attorneys, and
activists who contributed chapters that are woven throughout this book.
Readers will be guided through the rabbit hole of falsehoods and
misrepresentations that beguiled millions of Americans into accepting
mandated vaccines and barely tested drugs, without even the pretense of



informed consent. Parents agreed to give mystery injections to their
children and babies, yet can’t explain the risks or supposed benefits.

Malone envisions a different future, one in which our citizens
understand enough to defend their freedoms, medical and otherwise. By
giving us all deeper insight into the global pandemic of government deceit
and overreach, this meticulously researched book can be an important part
of reaching that better future.
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INTRODUCTION:
Things Fall Apart; the Center Cannot
Hold

Prelude

Before the time of COVID, my wife and I had built a quiet life on a
Virginia horse farm.

Both of our homeschooled sons were healthy and happy, had graduated
from college, and were married. We had one grandchild. The farm and
tractor were mostly paid off. We had homesteaded the place, starting with
unimproved rolling hay fields purchased directly from the prior owner—no
bank loans necessary. Beginning with an old office trailer, we had built up
fences, power, well, septic, barn, and both a main and a guest house over
five years. Run-down historic outbuildings were being renovated. Years of
experience in rebuilding and landscaping small farms had allowed us to
create a working operation, our own park and garden.

Our refuge is located in a sleepy Virginia county with about as many
residents as before World War 11, an hour and a half south of the traffic and
bustle of the nation’s capital. Using American political slang, a red county
in a purple state, stretching along the western side of the Shenandoah
National Park. Internet access is a problem, and television requires a
satellite dish. The historic farms of USA founding fathers Thomas Jefferson
(Monticello) and James Madison (Montpelier) are only a short drive away.
The first Lutheran church built in North America is two miles over the hill
as the crow flies. Old established farming families control local politics.
Trees pop up if no one mows the grass. Amish and Mennonite communities



work nearby farms. Our Portuguese senior stallion was coming along nicely
in his dressage training, we had a great string of brood mares, and
homebred Australian shepherd dogs were our daily companions. My wife
and I planned trips to the Golega Lusitano horse fair in Portugal and a horse
competition in Texas. Price and availability of hay was a constant topic. Far
from the madding crowd.

Together with Dr. Jill Glasspool, my wife and partner in all things for
over forty years, I was maintaining a boutique medical research consulting
practice that paid the bills. When we started our lives together, I was
working as a short-order cook, farmer, and carpenter; she was a waitress,
and we managed to work and pay our way through years and years of
university training. This was our fifth small farm rebuild. Our primary
challenges at the time consisted of business development, writing,
reviewing, and executing contracts, and juggling the very different demands
of the consulting business, the farm and gardens, and the horse-breeding
operation. Occasionally I was asked to lead an NIH contract study section
or review a manuscript for some journal, but that was just about all the
contact I still had with the world of academia that I had chosen to leave
almost twenty years prior. I had recently picked up a promising new
Rockville, Maryland-based client that supported clinical research and
regulatory affairs for Chinese pharmaceutical and biotechnology companies
seeking to bring their products to the US market. Jill and I were trying to
build a more international consulting practice and reduce our dependence
on what often seemed like arbitrary and capricious US Government
contracts, and we had planned and executed a series of actions toward that
goal. It was a quiet and fulfilling life.

The Twin Towers, Pentagon, and anthrax-powder letter attacks had
changed both the face of infectious disease research and my professional
life as profoundly as had the advent of AIDS at the very beginning of my
career. Shortly after the terror attacks, the Norwegian investors in the



genetic vaccine company we had helped launch (Inovio) pulled back out of
fear of US instability. We were left high and dry with neither clients nor
academic appointment, so by necessity I joined a Department of Defense
contract management firm called Dynport Vaccine Company (DVC) as
assistant director of clinical research. At the time, DVC had recently
received the “prime systems contract” for managing all advanced
development (clinical and regulatory steps for licensure) for all Department
of Defense biodefense-related drugs and vaccines. Little did I know when I
took the job that Dynport’s majority owner, Dyncorp, ran one of the two
main US-based mercenary armies; that the field of “biodefense” was about
to explode; that my career path would be transformed forever; and that I
would be catapulted into the shadowy realm that exists between academic
biotechnology research and US government-funded infectious disease
intelligence, surveillance, and threat mitigation.

While employed at DVC, I had the epiphany that if I really wanted to
help people, I needed to leave the cloistered, backbiting, and self-
aggrandizing reality of academic discovery research and embrace the world
of advanced medical product development. The professional culture around
me neither wanted nor needed more “academic thought leaders,” and the
true unmet need was for people who understood both the wild west of
discovery research as well as the highly regulated world of advanced
development— clinical research, regulatory affairs, project management,
and all that goes into making licensed medical products. If I really wanted
to help people by enabling development and licensing of lifesaving
treatments, I had to forget about the ivory tower world of academics and
learn the skills necessary to help companies navigate the world of the Food
and Drug Administration and the European Medicines Agency. So that
became my new career path, and I threw myself into learning all that was
required to meet this need. In the ensuing years I exceeded my goals by



winning or managing billions of dollars in US federal contracts doing
precisely that.

Over the years before COVID, Jill and I had developed a modest
network of friends and professional colleagues scattered across the globe.
This network was built from our consulting practice, from when I was
working on US Government-funded biodefense and influenza vaccine
contracts, as well as my prior days as an academic teaching pathology and
molecular biology to medical students while doing bench research, writing
papers, filing patents, and getting involved in various biotechnology start-
up companies. And we had our horse friends of course. LinkedIn,
Facebook, occasionally Twitter, and email correspondence allowed us to
stay in touch with all of our friends and colleagues. Social media censorship
and shadow banning was something that happened to people who lived in
China—I could not imagine that it could happen to me. Jill and I
simultaneously lived in two very different worlds that rarely touched each
other; one in cutting-edge biotechnology and infectious disease medical
countermeasure research, and the other immersed in horses, hay, orchards,
farm equipment, construction, and the local feed store.

Somewhere between September and December 2019, a novel
coronavirus entered the human population and began spreading like wildfire
across the globe, turning my world upside down. Maybe it also transformed
your life, too? If someone had written a letter describing my life today to
the person I was before this outbreak, the old me would have concluded that
the author specialized in (improbable) dystopic fiction and should probably
be looking for another line of work.

Looking back, I am struck by how sheltered and naive I was (pre-
COVID), and how much my worldview and my role in it have been
radically shifted by subsequent events.

Will you take a memory walk with me for a moment?



Until COVID, I thought that free speech was a protected fundamental
right guaranteed to all citizens of the United States of America by the Bill
of Rights. Having been assigned core texts like 1984, Brave New World,
Animal Farm, Lord of the Flies, and The Trial and Death of Socrates in
fourth and fifth grade as a “gifted and talented” student in the California
school system of the time, I believed there was no way anything like what
was written in those books could happen here in the USA during the 21st
century. Internet censorship and government-controlled propaganda were
unfortunate things that happened to those who lived in the People’s
Republic of China under totalitarian Communist Party control, but I had
been born into a modern Western free society and had the luxury of
watching this play out from afar. Social media was a tool that we used to
chat with friends, sell horses (Facebook), write about the scientific issues of
the day, and look for new biotech clients (LinkedIn).

Trained at one of the top clinically focused medical schools in the
United States, Northwestern Feinberg School of Medicine, I believed that
physicians were deeply committed to upholding the Hippocratic oath
(principle of nonmaleficence), had freedom and responsibility to diagnose
and treat patients as individuals, and were guided by a shared core of
bioethical principles codified after the Second World War and incorporated
into US federal law as the “common rule.” At the center of this training was
the practice of taking a detailed history and physical exam, beginning with
the “chief complaint”—uncovering the real problem that brought the patient
to the physician. Patients had medical autonomy; and “informed consent™
for any medical procedure was ethically critical. I knew that corporatized
(and computer algorithm-driven) medicine was placing ever-heavier
burdens on the daily grind required to maintain a clinical practice—an
unfortunate reality that practicing physicians and medical care providers
had to endure if they elected to work under those systems. But for my
colleagues, there was always the option to leave for private practice. One



edgy new frontier for clinical practice was direct payment to physicians,
practicing in the new world of outpatient surgical centers, and “doc-in-a-
box” group practices, somewhere between the local doctor’s office of my
youth and an emergency room setting—thereby bypassing established
hospital networks with their huge costs, kludgy bureaucracies, and massive
burden of administrative oversight.

State medical boards were primarily in place to ensure that physicians
and allied medical professionals met educational standards, provided
patients with a high standard of care, and did not engage in overtly
unethical practices or gross misconduct. Examples warranting medical
board review or disciplinary actions included violations of the principles of
nonmaleficence, beneficence, patient autonomy, or justice; violations of
which would occasionally rise to the level of medical malpractice—usually
by physicians who had developed a substance addiction. State medical
boards were not generally involved in policing off-label prescribing
practices of licensed drugs, or in terminating medical licenses unless a
medical care provider was clearly mentally compromised or abusing the
right to prescribe a medicine. I had never heard of a medical board policing
free speech by a physician, whether it involved politics or prescribing
practices. One example of disallowed medical practices that would trigger
disciplinary action involved prescribing powerful addictive opioids without
a compelling medical indication, typically leading to both patient addiction
and high physician revenue. But most medical boards seemed hesitant to
even discipline that behavior. Other examples involved physician
compromise due to personal drug addiction or inappropriate sexual contact
with patients resulting in an abuse of the patient-physician relationship. For
those situations as well, the usual medical board intervention involved
nothing more than a requirement for remedial training with a possible
temporary suspension of medical privileges.



The current practice of “hunting physicians” by filing complaints with
medical boards to withdraw their license to practice medicine for trying to
help their patients with new therapeutic strategies, or for questioning the
safety or effectiveness of a current medical intervention, was unheard of.
Dissent and discussion within the medical community was a time-honored
tradition with a long history of leading to improvements in medical care.
Early in my career, I collected old medical texts as a way to remind myself
of how far medical science had come, how far we still needed to go, and
how frequently the deeply held medical treatment paradigms of different
ages had been proven ineffective or even harmful. One practical
consequence of these oversight policies was that for the preceding two
decades, medical practitioners were consistently ranked the most trusted
professionals by the Gallup Honesty and Ethics poll.

A key part of my consulting practice as a Maryland licensed physician
and experienced scientist involved my deep experience in clinical research,
with years of training in all of the related disciplines combined with three
decades of practical experience in academic and industrial bench research,
regulatory affairs, and clinical trials. As a requirement for being allowed to
serve as a “Principal Investigator” for both federal biomedical research
grants, contracts, and human clinical research trials, I had completed
extensive and repeated coursework in medical and research ethics. A few
years before, I had completed a prestigious fellowship at Harvard Medical
School in Global Clinical Research as a Research Scholar, which rounded
out my skills and training in clinical trial design, bioethics, epidemiology,
clinical data interpretation, regulatory affairs, and biostatistics. During the
winter of 2019, I was completing training for board certification in Medical
Affairs, the term applied to the discipline of managing all communications
between a pharmaceutical company, physicians, and patients, and for
insuring compliance with rapidly expanding legal requirements. I was
taking this additional training because so much of my consulting practice



involved advising executive-level clients on a wide range of issues
involving communication and medical affairs. Clients sought me out
because of my deep understanding of FDA-compliant clinical research, my
prior experience as an entrepreneurial bench researcher with many issued
fundamental patents (including the initial DNA and mRINA vaccine patents
from my early work while I was in my late 20s), and my extensive
experience and understanding of vaccine and biodefense-related medical
countermeasure development. And in particular, they valued my willingness
to speak freely, forthrightly, and honestly about whatever issues that they
wanted me to look into. Apparently, this has become a rare trait in modern
business settings—particularly in the pharmaceutical business.

Late in 2019, working with a scientific friend and colleague, our
consulting firm had been awarded a modest pilot subcontract from the
Department of Defense (DoD) Defense Threat Reduction Agency (DTRA).
The objective was to demonstrate the usefulness of combining the latest
computer-based drug screening methods with high throughput robotics to
test very large libraries of drug candidates and discover inhibitors of
organo-phosphate-based biowarfare nerve agents. I had previously helped
my colleague develop and win a large Department of Defense contract for
building and staffing one of the “advanced development” antibody and
vaccine production facilities that were built after the Obama White House
had realized that the United States had lost much of its biologic drug
manufacturing capacity to Europe, India, and China. The scope of work and
approach that the DoD had funded was in large part an extension of a prior
start-up company that I had founded called “Atheric Pharmaceuticals,”
which had been focused on partnering with DTRA and USAMRIID (United
States Army Medical Research Institute of Infectious Diseases) to use high
throughput robotic screening technology to repurpose drugs for treating
diseases caused by viruses such as Zika, Ebola, and Yellow Fever. We had
great success in achieving the mission (patents were filed for use of



hydroxychloroquine, nitazoxanide, niclosamide, and many others based on
our work), but we also learned the hard lesson that the investors had no
appetite at that time to fund drug repurposing for emerging infectious
diseases and viral biothreats.

The Call

Then everything changed, first for me and our DTRA-funded research
group, and then for the world.

I took a call on my cell phone on January 4, 2020, from a fellow
physician who had been in Wuhan, China, for some unknown period of
time via an academic exchange program with a Chinese university. Dr.
Michael Callahan is a brilliant infectious disease and intensive care
specialist with both a long history of working at the forefront of biodefense
and medical countermeasure development as well as a faculty appointment
at Harvard University. Many years before, he had been introduced to me as
a CIA employee and key DARPA leader, but his status regarding the CIA as
of January 4, 2020, was and remains unknown to me. Michael and I had
copublished academic papers in the past (involving the Zika virus outbreak)
during my Atheric Pharmaceutical days, and I knew that he was
exceptionally well-connected with those who live in the edgy gray zone of
global infectious disease outbreaks and the US intelligence community. Of
course, he knew that I had previously succeeded in collaborating with
leading scientists at USAMRIID, the nation’s biodefense epicenter, to
identify repurposed drugs active against the Zika virus. Michael called to
warn me that there was a new coronavirus on the loose in Wuhan, China,
and to recommend that I get my group spun up to apply our tools, skills,
and knowledge to address this new biothreat.

And with that fateful call, our quiet lives on our Virginia horse farm
were completely transformed.



Jill and I had been at the forefront of so many of these outbreaks in the
past: HIV, the Anthrax spore events, influenza virus (multiple times), West
Nile, Ebola, Zika, etc. Our initial response to the alert call from Michael
Callahan was a reflexive “here we go again,” with a topper of “time to get
going.”

Having a proven ability to make a difference is both a gift and a curse.
Chaos reigns early in a potential infectious disease pandemic. As if God’s
hand were guided by the words of Shakespeare’s Mark Antony: “Cry
‘Havoc!” and let slip the dogs of war.” The onset of war is the proper
metaphor, and the fog of war descends over everything. For those at the tip
of the spear, it gives rise to an addictive sustained adrenaline rush like no
other, coupled with constant risk of going overboard if you lose perspective.

Action
Once again, we got to work. Jill is very local community-oriented, and she
poured her heart, mind, and soul into writing a kind of survival manual for
those at risk and self-published the book via Amazon. An avid reader, she
had become a big fan of self-published books and her Kindle. I threw
myself into getting the team assembled for the DTRA project spun up and
providing direction by diving into the coronavirus literature and selecting a
specific =~ protein  target to apply the repurposed  drug
discovery/computational docking tools to. I helped Jill with her book by
collecting and expanding some of the thoughts and comments I had been
posting on LinkedIn to create content about the virology and immunology
and assisted on editing the text. We worked like demons, side by side, day
after day, and she was able to self-publish during the first week in February
2020. Within a mere five weeks, she completed the first edition of Novel
Coronavirus: A Guide for Preparation and Protection.

Meanwhile, I got my scientific research group motivated, energized,
and activated to volunteer their time, skills, knowledge, and abilities to try



to discover repurposed drugs able to act as inhibitors of the critical SARS-
CoV-2 protein known as the papain-like protease, otherwise known to
virology experts as the 3-chymotrypsin-like cysteine protease (3CLpro).
When the sequence of the “Wuhan Seafood Market Virus” was uploaded to
the NIH sequence database, I applied computer software tools developed at
UCSF to model the structure of that protein based on publicly available
(previously published) crystal structures of the closely related 3CLpro from
the SARS coronavirus. With SARS, this protein had been one of the leading
antiviral drug targets, so it was reasonable to apply what had been learned
with SARS to this new coronavirus. A specific region (binding pocket) of
the protein had already been identified for drug development for the
original SARS virus. Digital libraries representing detailed models of all
known licensed drugs and nutraceutical compounds were obtained.
Different software tools were then used to virtually dock each drug into the
binding pocket of the modeled 3CLpro, resulting in a ranked list of possible
inhibitors, which we then compared to the known safety profile and
pharmaceutical characteristics of the leading drugs. This began a months-
long process of testing, refinement, and retesting to optimize a list of drug
candidates for further testing as antiviral compounds in the “real world.”

Censorship
JilI’s book was published February 11, 2020, with a plan to constantly
update the editions as more data and information became available. We
hoped to create what is known as a “living document” that would be
updated as the pandemic evolved. There were no other books available at
the time that had been written by medical and scientific professionals. Most
people were still unaware of what they were about to be hit with as the virus
made its way into Italy, the rest of Europe, and then the United States.

As more and more people became aware of the threat posed by this
novel coronavirus, the book began to sell. Although sales were modest,



charts from the Kindle Direct Publishing website showed steady increases
in February and March. The Amazon reviews were all five stars, and Jill
felt a strong sense of pride. Her first book!

Little did we know we were about to encounter the new reality of
government-corporate cooperative censorship, which would become a
major theme throughout the entire history of the COVID-19 public health
event.

Jill’s book was censored by Amazon. No explanation, no appeal. When
we went to upload the most current edition in March, we received messages
stating that Kindle Direct Publishing was “experiencing a temporary delay
in publishing some titles.” On the phone we were told this was a normal
delay due to lack of editors.

We then received multiple messages, stating that the book did not meet
“community standards”—which many of us have come to recognize as the
standard phrase used to justify censorship in the time of COVID. We spoke
with multiple people at KDP, who assured us that the reviewers would
speak to us about why, as that was standard Amazon policy. That usually
such problems could be worked out.

A few days later, people at Amazon told us by phone that the reviewers
would not speak with us and that the book didn’t meet community
standards. They stated they did not know the reason the book was banned,
and they were “very sorry.” Multiple phone calls produced the same results.
They refused to pass on our wish to speak with a supervisor, and they
refused to answer our questions. At no point did we lose our temper or raise
our voice. They just refused all inquiries and stated that the reviewers did
not wish to speak with us. We could find nothing in the “community
standards” statements that applied to anything we had written.

And at that moment, we knew that something very dark was happening,
something we had never seen before. Little did we realize that this was just
a very early example of what was to become a large movement over the



next two years, a global movement involving collusion between
government, corporatized legacy media, social media, big technology, big
finance, and nongovernmental organizations to completely control and
shape all information and thought concerning the public health response to
the novel coronavirus.

Publications and social media posts about the coronavirus began being
removed from all over the Internet. Although the original intent was to
remove books that promoted “snake oil,” or were out to make a quick
profit, this censorship quickly turned into something far more insidiously
dangerous. That is, books that didn’t share the messaging of the US
government were removed. Amazon represents the biggest bookseller in the
USA. When Amazon censors reading material—where does this leave us as
a nation? Apparently, the government believed that we as a nation must
give up our precious freedoms of free speech and a free press due to
declaration of a public health emergency. I will write it as clearly as I can:
censorship and its “big brother”—propaganda—is not the answer.

The ramifications of these choices by our government to censor, lie, and
obscure will go down in history. If the truth-tellers—scientists, writers,
journalists, and authors—are not allowed to document the true story, a
revisionist history will emerge. The alternative history being provided by
the US government and promulgated by tech giants will allow such
outbreaks to occur more easily in the future and allow those who failed us
to remain in control of our governmental functions.

In the short span of three months, Jill and I had gone from a peaceful
life on our farm, to receiving an alert from an American physician and
intelligence operative operating in a region of China that I had never even
heard of before, to self-publishing a modest guide for preparing and
protecting yourself from the coming wave of infection, to directly
experiencing the effects of an emerging Orwellian collusion among an
international nongovernmental organization (WHO), a US Government



(which appeared to have casually cast aside the First Amendment
enumerated in the Bill of Rights), and the largest bookseller and retailer in
the world.

I am often asked, “What made you decide to speak out about what you
saw going on during this ‘pandemic?’” I have been told that I have become
radicalized (by Steve Bannon, no less!) or “red-pilled” over the ensuing
many months. The truth is, my quest to understand how, why, and by whom
this global public health event has been weaponized against all of us began
with a simple and inexplicable book banning. Many have since reviewed
Jill’s book looking for some subtle offense and found nothing. The
incredible effort and work product of my treasured wife and companion had
been taken from her and thrown away with neither rationale nor
explanation.

Doctrine

As time went on, it became clear to me that the World Health Organization,
as well as senior members of the US Government Department of Health and
Human Services, were repeatedly lying to the world. Almost daily, the
official “leaders” speaking to the world, using the megaphone of mass
media, were substituting their own personal opinions and biases for what
was being presented to the general population as fact or data-based
information. The phrase “Follow the Science” became a global joke,
compounded by the amazing self-own statement of Dr. Fauci in which he
told MSNBC’s Chuck Todd during June of 2021 that attacks on him were
“attacks on science.” I began feeling an almost overwhelming sense of
vertigo while struggling to find truth in the middle of this sea of
mis(mal?)information, “factcheckers,” gaslighting, defamation, and chronic
falsehoods. Then, while I was participating with other physicians in an
effort to support two of our colleagues who were being threatened with loss
of job and medical license for merely voicing concerns about the genetic



vaccines and support for early interventions with repurposed licensed drugs,
I was presented with an amazing document titled “The Malone Doctrine.”
The authors told me that they had listened to everything I had said in my
various public statements up to that point, had read everything I had
written, and had developed a declaration based on the “white space between
the lines” of all that I had spoken or written. They asked us to read and sign
the declaration that they had prepared.

As Jill and I began to read their work, a smile crept across each of our
faces and grew into outright joy. This was a first step toward recovery from
the trauma and darkness that so many of us were experiencing. A new
dawn. At that moment, we began to see the outlines of a better future
coming, a future worth fighting for.

The Malone Doctrine
A Declaration of Independence
From the Decisions of Institutions That Lack Integrity

We the Undersigned:

Demand that all underlying data that contributes to a body of work
under consideration must be made available and must remain
accessible for analysis.

Proclaim the value of knowledge to society is not determined by
any given creator of information. Instead, that it is the
beneficiaries of knowledge who assign value to a proposition only
through thorough critique and relentless scrutiny.

Establish the free and open exchange of information and establish
as a duty the authority to serve as the custodians of all data
forming the basis of our decisions.

Require the full disclosure of all sources of funding regarding any
citation noted or references made pertaining to any matter under



consideration.

Commit to impartiality in consideration of all analytical
information and data brought before us and expect the same from
all others.

Foster rigorous open debate and scrutiny in consideration of and
for any matter of concern.

Shall promptly make the discovery of intellectual dishonesty or
professional irresponsibility known to all.

Ensure the health, welfare, and safety of any whistleblower,
bringing forth and/or making public an abrogation of the beliefs
held herein.

Stand in opposition to censorship and will not accept
representations of parties holding within themselves values that
conflict with principles of free expression.

Deny no person the right to challenge, debate, petition, redress,

examine, or protest with facts and evidence any decision of this
body.

Purpose

In one sense this book documents a personal journey, a long effort to get to
the bottom of the fundamental questions that have dominated every waking
moment of my life ever since. It includes a series of essays composed
during late 2021 through 2022, each of which addresses some aspect of the
enormity of what we have all experienced. Who is responsible for all the
globally coordinated propaganda, information management, mind-control
efforts, lies, and mismanagement we have experienced? How has it been
globally coordinated, and what can we do to stop this sort of thing from
ever happening again? What are the root causes of this incredibly
dysfunctional “public health” response that frequently seems to have



nothing to do with public health? Has there been a truly nefarious agenda,
or is this dysfunction merely the unintended consequence of interactions
between separate, random events amplified by incompetence and
exacerbated by hubris?

During this journey, I have seen, experienced, and learned so many new
things, met so many people, made many new friends, and listened to so
many stories. What follows in this volume is an attempt to process and
comprehend the incomprehensible human tragedy and horror of what has
occurred during this “pandemic,” and to find some path forward that could
lead to a better future for all of us. A future that will require people who
still believe in the core principles that form the bedrock upon which Jill and
I have built our lives: acting with integrity, respecting the fundamental
dignity of other human beings, and making a commitment to community.
The principles that formed the foundation of the American Enlightenment,
resulting in the US Constitution and Bill of Rights.

I am firmly committed to a belief that the American experiment in self-
governance, forged in another crucible, the tyranny of a mad king, remains
relevant today. I reject the twisted logic of those who assert that these
principles are obsolete, antiquated, and must be replaced with a system built
upon a collectivist and globalist totalitarian vision, a system of government
and command-and-control economic activity that have consistently failed
every time they have been tried throughout history.

Jill and I have lived our lives as free and honest people. It has not been
an easy path to walk, but as we begin to approach the end of our journey,
we would have it no other way. This commitment and belief system form
the subtext that is woven throughout the following chapters. A commitment
to integrity, dignity, and community, tempered with empathy, offered
without apology.
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PART ONE:
HISTORY AND PHYSICAL EXAM -
HOW DID WE GET HERE?

Few are aware that on September 28, 2022, during a World Economic
Forum “disinformation panel” discussion, United Nations’ global
communications representative Melissa Fleming openly stated, “We
partnered with Google, for example. If you Google climate change, at the
top of your search, you will get all kinds of UN resources. We started this
partnership when we were shocked to see that when we’d Googled climate
change, we were getting incredibly distorted information right at the top.
We are becoming much more proactive. We own the science and we think
that the world should know it, and the platforms themselves also do. But
again, it’s a huge, huge challenge that I think all sectors of society need to
be very active.”

Fleming also stated, “Another really key strategy we had was to deploy
influencers [...] and they were much more trusted than the United Nations
[...] We trained scientists around the world and some doctors on TikTok,
and we had TikTok working with us.”

Moderating the “Tackling Disinformation” panel was the World
Economic Forum managing director Adrian Monc. Both Ms. Fleming and
Mr. Monc tied these UN and WEF information control strategies to COVID
as well as “global warming,” with Mr. Monc stating that there has been
“professionalization of disinformation” including “COVID-19 state-
sponsored actors engaged in that.” What does that even mean? That
somehow those of us critical of the COVID-19 policies are “state-



sponsored” actors? What their statements did reveal is that there has been a
group of scientists and physicians who have been trained by the UN and
WETF to actively promote “The Science” concerning COVID as “owned” by
the UN and WEF, and to do so on a variety of media (corporate and “news”
media) channels. The terms typically used for such activities would be
“controlled opposition” and “agents provocateurs.” Or just plain
“propaganda” and “propagandists.”

Almost everyone, whether or not they have accepted an inoculation
labeled as a vaccine, has been infected by one or more of the SARS-CoV-2
variants at some point. Each has their own story and experience, and each
of these stories are facets of individual and collective truth that transcend all
attempts by media, governments, nongovernmental organizations,
pharmaceutical companies, and other stakeholders to manage and
manipulate the coronavirus narrative to advance a wide range of agendas.
For some, the tide of events has cost their lives or those of friends and loved
ones. For others they have destroyed their businesses or livelihoods. And
for a small subset, particularly those dissidents who have raised alarms
about the many breaches of fundamental medical ethics, human rights,
freedom of speech, clinical research, and regulatory norms and guidance, it
has cost them reputations and careers. Vocal dissident medical professionals
have been bombarded by withering and highly coordinated attacks in their
places of employment, by their medical licensing boards, on social media,
and in a bewilderingly globally coordinated array of corporatized legacy
mass-media outlets.

How to begin to capture and make sense out of the breadth and depth of
the global human tragedy known as COVID-19? The concentration of such
immense power to control information and understanding in so few
individuals and organizations is unprecedented in human history. Those in
power not only promoted their story, but effectively crushed dissent, along



with the medical ethics and the civil liberties norms that so many of us had
taken for granted.

Humans perceive and interpret the world by comparing the information
that they receive through their senses to internal models of reality. Our
conscious mind does not directly know reality. It holds a model of what it
believes to be true, and then compares incoming information to this model.
Psychological experiments involving hypnosis have demonstrated that if
our internal models of reality are shaped to deny the possibility of an
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existing object, we will actually not be able to “see” that which is
demonstrably present in the stream of photons that our eyes detect or the
audio waves that our ears hear. In other words, we can only see that which
we believe exists, that which is consistent with our own personal model of
reality.

The key challenge for any person who seeks to make sense out of the
confusing and often mesmerizing flow of information bombarding us
during the COVIDcrisis is to develop an extended internal model of the
world that can help their own mind process all of this. Unless steeped in the
world of biowarfare, pathogen bioengineering, psychological operations,
and the “intelligence community” (as I have been), it is normal for humans
to instinctively recoil from the possibility that SARS-CoV-2 is an
engineered pathogen, that the COVIDcrisis could have been exploited to
advance the economic and political interests of a small group of people, or
that there may be those who support the concept of global depopulation or
culling of “useless eaters.” For most of us, such possibilities are so far from
our internal models of the world (and of Judeo-Christian ethics) that we
immediately, reflexively reject them.

This book is designed to help you to recognize that the coronavirus
narrative that has been so actively promoted over the last three years is not
the only model for understanding the present and predicting the future, but
rather one of many alternative models, one that is being heavily promoted



by people and organizations who have an angle and vast resources. People
and organizations with a conflict of interest, one way or another.
Furthermore, this book is intended to serve as a first draft of an alternative
dissenting version of history, as a recitation of the lies and harms that have
been inflicted on all of us, and a means to help you make sense out of the
bewildering array of lived events. My hope is that it will also help us all
process our collective experiences and will help us to derive lessons and
identify actions that we might take to move toward a better future, informed
by this global experience that we have all shared.

I believe that this sense of cognitive dissonance, of psychological pain,
that often occurs when encountering facts or ideas that are different from
the ones we have relied upon in the past (and have previously employed to
make sense of the stream of the present) can be a signpost pointing toward
an opportunity for personal growth. However, one thing that we have
become acutely and very personally aware of is that there seems to be a
movement in modern society to avoid information, theories, or opinions
that trigger cognitive dissonance and the associated psychological pain.
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Often associated with terms such as “cancel culture,” “virtue signaling,”
and “wokeism,” this movement appears to have manifested as a belief
system that holds that both individuals as well as the collective body politic
have a fundamental right to intellectual protection, to not encounter
unpleasant thoughts, information, or ideas that are inconsistent with their
internal model of reality. These are the intellectual roots that nurture
censorship, denialism, and the weaponized gaslighting, defamation, and
slander that many have experienced, as well as the idea that anything that
causes individuals to lose faith in their government constitutes domestic
terrorism and should be treated as such. There is a long and rich human
history of punishment by death for such dissident thought crimes. I suggest
that these behaviors and actions are among the ugliest manifestations of the

unpleasant tribal human tendency to reject those who are willing to speak



inconvenient truths, and that this tendency has always been behind the dark
reactionary aspect of common processes by which scientific and medical
knowledge advance. Awareness of this phenomenon is not something just
recently discovered. It extends back even before Galileo Galilei and the
Roman Catholic Inquisition to at least the fourth century BC, and probably
further beyond that into the mists of time.

About 2,400 years ago, the Athenian philosopher Plato (student of
Socrates, mentor of Aristotle) described the Allegory of the Cave, writing
while using the voice of his martyred mentor Socrates. Socrates is most
famous for his powerful approach for avoiding hubris during logic-based
reasoning, beginning all philosophical and logical quests for truth with the
position that “The only true wisdom is in knowing you know nothing.”

The setting for the Allegory of the Cave is a hypothetical dark cavern
inhabited by a group of prisoners who are all bound hand and foot facing
the same wall. The prisoners have been there since birth; this is the only
reality that they know. Behind them is a burning fire maintained by the
rulers of the cave. The rulers have different objects and puppets that they
hold up so that the prisoners can see the shadows cast by the objects as they
interrupt the light of the fire, and the rulers make sounds and generate
echoes for the prisoners to hear. These rulers of the cave are the puppet
masters, able to control the reality that the prisoners are able to experience.
The prisoners accept this shadow reality and do not question it.

One day, one of the prisoners gets loose. His chains break, and in a
confused state he stands for the first time, looks around, and sees the fire.
Lying on the ground next to the fire he sees the puppets and objects that
correspond to the shadows on the wall. In a great leap of insight, he
concludes that the shadows came from these objects, and that the puppets
and fire represent a greater reality than that which he had previously known.
Outside the cave, he sees color, sun, and trees, and he is filled with joy.



In the hope of enlightening his friends, he returns to the cave. He
explains the new reality that he has experienced, but they cannot even begin
to understand what he is trying to describe. The cave is all they have ever
known. They have no way of knowing that they are, in fact, imprisoned.
But they do notice that he is different now, his eyes look different, and he
has trouble seeing, naming, and interpreting the shadows. They laugh at
him, and all agree that leaving the cave is a fool’s errand. Then, they
threaten to kill their brother and anyone else who dares to leave the cave,
break their bonds, shatter their reality.

This ancient parable presents a dilemma that I also address in this book.
For those emancipated from the confines of their old perception of reality, it
is natural to hope to share observations and experiences about a new reality,
despite the vast difference from the approved narrative. These people, and
perhaps you are one of them, have already begun to question what they are
being told by the puppet masters. For those who do not accept the official
story, the first challenge is learning how to communicate something we
believe is essential and vital to the health and well-being of family, friends,
and the world at large. The second challenge is how to avoid being treated
as a dangerous threat by everyone else still captivated by shadows on the
wall.

Physicians and other medical practitioners are constantly encountering
things that do not make sense. The good ones become a kind of detective,
specializing in interpreting the shadows on the walls of the cave that they
know best. Most of the rest become masters of naming the shadows. A very
few are occasionally able to see outside the cave. But almost inevitably
these few are initially rejected, defamed, and ridiculed by their peers. Yet
they often persist, armed with conviction that they have seen a new reality,
and the knowledge of how other dissenters who came before helped
advance the common good. But it is neither easy nor pleasant to enlighten
their fellow prisoners, many of whom will never accept that there is



something more than the shadows to which they have become attached and
familiar.

This book follows the basic process that physicians are taught to use
when encountering a patient. A well-trained and experienced physician
begins by trying to make sense out of what has brought the patient to seek
care, a process that begins by getting the patient to speak about why they
have come to the physician seeking treatment (the chief complaint),
gathering information both as a history in the patient’s own words as well as
results from a physical examination and laboratory tests. This information is
then compared to the many models of disease that the physician holds in
their head (and sometimes in books or computers), and a hypothesis is
developed that seeks to answer the question “What are the causes of this
particular patient’s complaints and symptoms?” The resulting diagnostic
hypothesis may be challenged and supported by performing additional
examination or tests. A treatment plan is then developed based on the
working model (hypothesis) for what is causing the patient to have a
complaint or what appears to be a particular disease. The treatment plan is
implemented, and after a period of time the physician and patient come
back together to see if the treatment has been effective or if the hypothesis
needs to be modified or rejected.

In the case of the current work, we have assembled a number of
personal stories that we hope will help the reader start to see underlying
patterns and problems. These chapters are essentially personal histories that
describe the chief complaints of different people from all over the world
who have been impacted by the COVIDcrisis. Think of these as case
studies, from which observations and hypotheses about the diagnosis of
“what has caused us this pain” during the COVIDcrisis can be derived.
Then there are essays developed during the course of these events that
strive to comprehend and make sense of the events and forces that have
caused these various complaints and symptoms. Finally, there are the



chapters that have been most difficult for me to write, the treatment plans.
The collected thoughts and ideas that, if implemented, offer hope for
recovery and prevention of future global calamities akin to that which we
are now (hopefully) emerging from.

These case histories illuminate only a fraction of the tragic collective
human suffering we have all endured. And the treatment plans proposed are
only a starting point for a broader plan. I neither pretend to have the
answers, nor to understand the full “truth” of what we all have experienced.
If we can achieve one thing only, it will be in helping others awaken to the
possibility that the models of reality with which we have become familiar
and attached just may be deleterious to our health. If, with this book, we can
open your “Overton window” just a bit more, perhaps individuals like you,
like me and Jill, and like the contributing authors in this volume can help
create a better future for our children and grandchildren.

But don’t be surprised if you find yourself wanting to avert your eyes or
don a pair of sunglasses. Cognitive dissonance hurts when you first venture
out of the cave and encounter the bright light of the sun.
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CHAPTER 1
How I Got Red-Pilled, and the Gradual
Reveal (TNI, WEF)

Who is Robert Malone? Husband, father, and grandfather for starters. Still
happily married to my high school sweetheart. Carpenter, small farmer,
equestrian. There have been periods in my life where I was desperately
poor, and other periods when I have been comfortably middle class.
Together with Jill I manage a forty-acre horse farm in the Virginia foothills
of the Shenandoah Mountains. Like all of us, I do not really fit into any one
category, although there have been many attempts to stereotype me by
various media outlets over the last couple of years.

I am an internationally recognized scientist/physician, and the original
inventor of mRNA and DNA vaccination (resulting in nine issued patents
with a priority date of 1989) as well as mRNA- and DNA-based gene
therapy [1-8]. I am also an inventor or early adopter of multiple nonviral
DNA and RNA/mRNA platform delivery technologies. I hold numerous
fundamental domestic and foreign patents in the fields of gene delivery,
delivery formulations, and vaccines. I have been working in the fields of
advanced clinical development and vaccinology for almost forty years. My
Google Scholar ranking is 50, which is the ranking of an outstanding full
professor.

In short, I have spent much of my career working on vaccine
development. I have also had extensive experience in drug repurposing for
infectious disease outbreaks. My contributions to science and industry are



outstanding. I am proud of my contributions. My friendships and
connections with professional colleagues have persisted for years.

So, when I am defamed by the New York Times, Washington Post, The
Atlantic, or others, I know that there is more driving their character
assassination attempts than efforts to report actual truth. These attacks are
not about “me” personally, but rather about me speaking outside of the
approved government and WHO/WEF narrative concerning COVID-19
policies. It is about me criticizing the government, the vaccine clinical trial
failings, the pharmaceutical companies, the significant adverse events and
their cover-up, the amazingly counterproductive pandemic public health
policies and about how the government and WHO has mishandled this
pandemic from the very beginning. It is about advocating early on that we
have multidrug, multistage lifesaving treatments that could have saved so
many lives that have been lost, treatments that are used every day in
hospitals around the country for related conditions as well as for COVID.
These attacks are also about me supporting the position of the Great
Barrington Declaration, which basically stated that we should have focused
our risk mitigation efforts on the elderly, and that the US should not have
vaccinated healthy, normal children (who do not die of COVID) with an
experimental vaccine. Finally, it is about the 18,000 signatories of the
Global COVID Summit declaration that ratified that Declaration.

A Freedom of Information Act (FOIA) request by Blaze Media has
revealed that the Department of Health & Human Services (HHS) through
the CDC has spent one billion tax dollars on propaganda to push the safety
and effectiveness of these vaccines and to stop “misinformation.” The
money was given to ABC, NBC, CBS, MSNBC, the Washington Post, and
the Los Angeles Times (the mainstream media), who have not disclosed that
their articles and journalists were funded by taxpayers. This campaign was
a national push to improve public “trust,” using fear-based articles to
threaten the population, promote the safety and efficacy of the gene therapy



based COVID-19 vaccines, and defame those deemed as critical of the
endeavor. For instance, the Los Angeles Times’ “experts” advised how to
persuade skeptical friends and relatives to get vaccinated. Furthermore, the
CDC produced a series of non-peer-reviewed articles that promoted the
vaccine. They used these articles to push the narrative of “safe and
effective,” and to discredit the vast number of peer-reviewed journal articles
demonstrating the significant adverse events associated with the SARS-
CoV-2 genetic vaccines.

The Gates Foundation has also trained, employed, and given press
association memberships to reporters, especially in fields of health,
education, and global development, where Gates wants the most influence.
He has paid more than $319 million to control the mainstream media—The
Atlantic, NPR, BBC, PBS—and foreign media organizations like The Daily
Telegraph, The Financial Times, and Al Jazeera. Intelligence agencies were
also used in this global campaign to eradicate antivaccine messaging. In
addition, the Chan Zuckerberg Initiative paid out vast sums to magazines
and journals, such as the Atlantic Monthly, to smear those who criticized
how the government handled vaccine development and production, as well
as the vaccine itself.

People sometimes ask me what has brought me to the point of daily
podcasts, interviews, op-eds, advocacy with legislators, and building a
twitter feed of almost a half million people (before it was deleted) and then
to build a 400,000-follower GETTR feed and a Substack daily publication
that has a subscriber list of over 200,000 and is read by about 500,000—
700,000 people a day.

It started with my own experiences and concerns regarding the safety
and bioethics of how the COVID-19 genetic vaccines were developed and
forced upon the world, and then expanded as I discovered the many
shortcuts, database issues, obfuscation, and, frankly, lies told in the
development of the spike protein-based genetic vaccines for SARS-CoV-2.



My commitment to public truth-telling was accelerated by my professional
and personal experiences in identifying, developing, and trying to publish
peer-reviewed academic papers focused on drug repurposing for the early
treatment of COVID, advocating for the rights of physicians to practice
medicine, and witnessing close colleagues encounter similar roadblocks to
advancing repurposed drug treatments.

Finally, as unethical mandates for administering experimental vaccines
to adults and children began to be pushed by governments, my research
exposed what I believe is authoritarian control by governments in
coordination with large global corporations (big finance, big
pharmaceutical, big media, and big technology). This discovery influenced
and then eventually transformed my worldview. As the slow reveal of the
vast array of adverse events associated with these vaccines has occurred, I
have been shocked by the governmental response of actively hiding and
obfuscating the data. This culminated in both the shocking revelation that
the CDC has been hiding the majority of data about the vaccines [9], and
the further complicity of the CDC trying to stop the release of the clinical
trial data as well as the postvaccination Pfizer study data from the public.
Due to a FOIA request for access to these documents, the CDC went so far
as to ask the courts for the papers to be sealed for fifty-five years.

I have always been taught and believed that vaccines must be developed
in conjunction with lifesaving treatments for an emerging infectious disease
or a pandemic. To reiterate: I am a vaccinologist. I invented the core mRNA
vaccine technology platform. I have spent much of my career working on
vaccine development. I have also had extensive experience in drug
repurposing for infectious disease outbreaks. I am not an “antivaxxer” in
any way, shape, or form. But I do believe that the shortcuts that the US
Government (USG) has taken to bring the mRNA and the adenovirus
vaccines to market for this pandemic have been detrimental and contrary to



globally accepted standards for developing and regulating safe and effective
licensed products.

I used to believe that the FDA, NIH, and CDC were working for the
citizens of the United States, not Big Pharma. I thought that if we could just
repurpose already known, safe drugs for emerging infectious diseases, we
could quickly find ways to reduce the COVID death rate. I thought that
drug and vaccine development were regulated by the federal government
for the common good. What I have learned over the last two years is that
regulatory capture of the federal government has warped and shaped the
work of Congress and federal agencies to such an extent that they no longer
represent what is in the best interests of the nation, the world, and humanity.
The more I have expressed data-based concerns about what is happening
with the vaccines and the USG and WHO responses, the more I have been
censored, defamed, and slandered with various forms of character
assassination by big tech and corporate-controlled legacy media (which, in
fact, are being paid by the CDC to do so). I am not alone in being targeted.
During the COVID-19 pandemic, mainstream media has attacked and
censored other prominent physicians/scientists who dissent, on scientific
grounds, to the approved government narrative. That narrative instructed
physicians to send their newly diagnosed COVID patients home and wait
until they get better or become so sick that they can’t breathe and their lips
have turned blue. Only then are patients allowed to go to the emergency
room. Never in the history of medicine have doctors given out this type of
advice. It is medical malpractice.

From there, journalists took to hunting down physicians who gave early
treatment and exposed them. Once physicians are exposed in the media,
medical licensing boards have been encouraged to investigate and remove
medical licenses from physicians who don’t comply with federal
“guidance,” that guidance being to let people become so sick in their homes
that their chances of death are much higher even if they are hospitalized.



The harassment, censorship, and defamation have developed into a
standardized process. Government agencies, hospitals, medical boards, and
mass media companies have deployed this technique worldwide for
suppressing physicians who are guilty of the “sin” of treating patients with
life-saving drugs in an outpatient setting. These lifesaving treatments use
standard therapies and FDA licensed drugs with extensive safety data.
These treatments involve common-sense solutions that physicians
developed in the field by a combination of knowledge, insight, and trial and
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error using well-established medical practices. For this “sin,” our
government, hospitals, medical boards, and corporate legacy media have
persecuted these medical-freedom heroes. All this has resulted in physicians
bullied, licenses imperiled, and, most tragically, many lives lost due to lack
of lifesaving early treatment.

What is happening “is not right, it is not proper, and it is not fair.”

I’m not alone, as you will see.

OceanofPDF.com



https://oceanofpdf.com/

CHAPTER 2
Children on the Back of a Mad Elephant

By Gavin de Becker

Gavin de Becker is considered the leading security specialist in the
United States. His security and consulting firm, Gavin de Becker
and Associates, protects government agencies, public figures,
corporations, and universities. Through his work keeping some of
the world’s most prominent people safe, de Becker has gained a
singular perspective on fear, threat assessment, and preparedness
in the face of threats. He has earned three Presidential
appointments and is a bestselling author of The Gift of Fear. In
this essay, de Becker looks at fear in the context of the COVID
situation and propaganda surrounding it.
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I’ve spent a long career studying risk, danger, safety, and fear.

I’ve sat across the table and seen fear in the eyes of public figures who
were stalked and threatened—and I've seen the same fear in the eyes of
assassins, convicted murderers, soldiers, rape victims, battered women, and
police officers. I’ve discussed fear with a president who was shot at, with
another who was hit, with the widow of one who was killed, with an athlete
who was stabbed at a sports event, with an iconic public figure who was
attacked by an assassin, and with children who grew up surrounded by



danger. The fear I’ve seen has worn a thousand faces, but when unmasked it
is the same as yours and mine. Occasional fear and anxiety are features of
human beings, just as co-opting fear and using it to advantage is a feature of
some human beings.

Throughout history, fear has been used to persuade and control
populations. When those in power tell us about the next enemy or danger,
it’s our—often shirked—responsibility to fully understand what it is we are
being encouraged to fear. (An odd phrase, encouraged to fear.)

Not all citizens are willing to tease out what’s relevant to our safety
from the long menu of things we are encouraged to dread. A brief inventory
of fears promoted during the past few decades tells a clear story:
unidentified external enemies; identified external enemies like the Russians,
the Chinese, Gaddafi, Saddam, and Bin Laden; Middle Eastern extremists,
home-grown extremists, illegal immigrants and legal immigrants;
communists, communism, terrorists, and terrorism; Mad Cow disease,
flesh-eating disease, and Kkiller bees; Bird Flu, the seasonal flu, Swine Flu
(1976), Swine Flu (2007), AIDS, West Nile Virus, Ebola, Anthrax; and last
but not least, Y2K.

And in case you haven’t heard, COVID-19. And Monkeypox.

To be clear, all these things harm some people. Should any of these
things ever have become the central issue of concern for every American?
Depends who you ask. Ask a politician, and the answer is “Yes please.” Ask
a government, and the answer is “Yes please ”—backed up by force. Ask the
news media, and the answer is “Yes please and keep ’em coming.” Ask me
and the answer is “No.”

In order to succeed at separating the bullets from the blanks, in order to
decide which fears are warranted, which are worth investment of our
energy, time, and attention, it’s helpful to first understand what fear is.
There are two broad categories:



True fear is a signal in the presence of danger. It is meant to be
1. brief and unignorable. True fear is always based on something we
perceive in or near our environment—something we see, hear,
smell, taste, feel.
2. Unwarranted fear is based on something in our imagination or
memory.

How to tell the difference: You are at the airport and suddenly feel fear
about the flight you’re about to board. That fear is almost certainly based
upon something in your imagination or your memory, a news story about a
plane crash, for example. That is unwarranted fear.

But if your fear is based on seeing the disheveled pilots stumble out of
the airport bar stinking of whiskey and making their way onto the plane,
that’s true fear.

Those who benefit from our fears know that the most frightening place
is our imagination, and they work to populate our imaginations with all
variety of unfamiliar risks that only they can fully understand, only they can
lessen, and sometimes only they can even see. The fears that are easiest to
exploit are a bit mysterious, because barking at us about the real dangers in
our lives just won’t cause enough alarm:

INJURIES AT HOME! Every week, more than a million
Americans rush to hospitals due to falls, cuts, and other serious
injuries. In the next week, those injuries will kill more than 3,000
of you!

All true, by the way, only not as scary as an invisible virus.
When presented with some new risk that’s hard to conjure and
understand, many people ask, What’s the worst-case scenario? Doctor,



what’s the worst-case scenario? Death. Officer, what’s the worst-case
scenario? Murder. Captain, what’s the worst-case scenario? Fiery crash.

A worst-case scenario is a theoretical sequence of events intentionally
devised to be as bad as possible, the word scenario coming from scene, as
in a play or movie. Worst-case scenarios are creative exercises, not
predictions of likely events.

Most worst-case scenarios enter the stream of discussion specifically
because they are unlikely, specifically because they are at the far end of
possibility, and usually because the worst-case outcome is not coming.
Anthony Fauci has shown this again and again during his half-century
elevating fear of real and concocted viral outbreaks—HIV/AIDS in 1983,
West Nile Virus in 2001/2, SARS in 2003, bird flu in 2005, swine flu in
2009, dengue in 2012, MERS in 2014, Ebola in 2014/16, Zika in 2015/16,
and COVID-19 in 2020.

Even way back when he was promoting fear of AIDS, Fauci had
already perfected his method of ad-fear-tising, using remote, unlikely, far-
fetched, and improbable possibilities to frighten people. He terrified tens of
millions into wrongly believing they were at personal risk of getting AIDS
when they were not. Looking at just one of Fauci’s old interviews (has
anyone ever done more interviews?), you’ll immediately recognize his
special and awful style. I’ve highlighted the conditional language and
cunning caveats that let him say almost anything about anything;:

The long incubation period of this disease we may be starting to
see, as we’re seeing virtually, as the months go by, other groups
that can be involved, and seeing it in children is really quite
disturbing. If the close contact of the child is a household contact,
perhaps there will be a certain number of individuals who are just
living with and in close contact with someone with AIDS or at
risk of AIDS who does not necessarily have to have intimate



sexual contact or share a needle, but just the ordinary close contact
that one sees in normal interpersonal relationships. Now that may
be farfetched in a sense that there have been no cases recognized
as yet in which individuals have had merely casual contact, close
or albeit with an individual with AIDS who for example have
gotten AIDS. For example, there have been no cases yet reported
of hospital personnel, who have fairly close contact with patients
with AIDS. There have been no case reports of them getting
AIDS; but the jury is still out on that because the situation is
constantly evolving and the incubation period is so long, as you
know. It’s a mean of about fourteen months, ranging from six to
eighteen months. So what medical researchers and public health
service officials will be—are concerned with is what we felt were
the confines of transmissibility now going to be loosening up and
broadening up so that something less than truly intimate contact
can give transmission of this disease.

Translated into English, those 250 rambling and tricky words can be boiled
down to just twelve words of truth:

There have been no cases of AIDS spread by ordinary close
contact.

But the message people understandably took away from Fauci’s fear-bomb
was quite different: You can catch this disease by less than intimate contact.

Despite a history of untruths at the center of his pronouncements, the
Fauci of today is a world-class expert at frightening the public,
exaggerating the severity of contagions, and always focusing on the terrible
outcomes that could, maybe, perhaps, conceivably occur, over time, at some
point in the future, unless we do exactly what he tells us to do, and even,



apparently, after we do exactly what he tells us to do, because after all, the
situation is always evolving and the jury is still out and transmissibility can
be expected to loosen up and broaden up and tick up, which all remains to
be seen. Perhaps.

By design, the human mind pounces on anything that can seem relevant
to survival. We’re built to entertain every thought of danger that’s put in
front of us, to turn it over, to look at it from every angle. The more
enormous a lethal danger might be and the more people it might harm, the
more fascinating. But for us to be fascinated by something, it has to be
made accessible to our minds. The Earth coming out of its orbit and
spinning off into a collision with Jupiter is too hard for us to get our minds
around, but the idea that a virus could kill us (all)—that idea has been made
to appear plausible by repetition, promotion, and outright advertising.

Alarming words are dispatched by Fauci like soldiers under strict
orders: Cause anxiety that cannot be ignored. Surprisingly, their deployment
isn’t entirely bad news. It’s bad, of course, that someone wants to scare you,
but warnings always mean that at least for now, the terrible outcome isn’t
happening to you.

Though you wouldn’t know it by the reaction they frequently earn,
whatever power resides in Fauci’s words is derived from the fear instilled in
the target (you and me). How one responds to a fear-bomb determines
whether it will be an effective instrument or mere words. Thus, it is the
listener and not the speaker—we and not the government—who decides
how powerful the words will be.

Our social world relies on investing some words with credibility while
discounting others. A belief that the city will tow the car if we leave it here
encourages us to look for a parking space unencumbered by that particular
threat. The disbelief when our joking spouse threatens to kill us if we are
late to dinner allows us to stay in the marriage. And finally, knowing that



worst-case scenarios are, at the end of the day, scenarios can help us place
them in context with everything else in our lives.

I noted above that all governments in world history have used fear to
persuade and control their populations. A few quick examples demonstrate
that the object of fear is never as significant as the efforts to exploit the fear.

America 1917-1918: President Woodrow Wilson fervently did anything
he could to create support for America to enter WWI, ironic since he had
just gained reelection on the slogan “He kept us out of war.” Wilson created
an Orwellian police state with a robust propaganda campaign called the
Committee on Public Information. Sound familiar?

Then the government enacted the Espionage Act of 1917 and the
Sedition Law of 1918, leading to citizens spying on their neighbors,
students reporting on teachers, and organizations—such as the American
Protective League—pledging to defend their country from undesirable
citizens. Sound familiar?

During the Wilson administration...

« Journalists and others were imprisoned for speaking out
*  Newspapers and periodicals were shut down

« 1,500 citizens were arrested for opposing the war

»  Others were lynched by vigilante mobs

People understandably feared losing their jobs, being ostracized, being
arrested—and similar campaigns have followed through the generations:

« If you don’t speak out against communism, you must be a
communist

« If you don’t speak out against racism, you must be a racist

« If you don’t support a war, you must be a traitor



« If you don’t support the fight against terror, you must be a terrorist
sympathizer

« If you don’t support mass vaccination, you must be against public
health

Soviet Union 1930: Stalin instituted a series of purges against church
leaders, ordinary citizens, and even his own his military officers. The secret
police and their network of informants created a crippling climate of fear
that enabled Stalin to gain complete control over “truth.” Sound familiar?

The best defense against being the next person arrested was to inform
on someone else, with the result being that 20 million Russians were sent to
the Gulag. At least half died there. An interesting example of just how
intense the fear became: members of the audience at one of Stalin’s
speeches were so scared to be the first to stop clapping that the applause
went on for more than ten minutes. The manager of a paper factory was the
first person to sit down, and that night he was arrested and sentenced to
years in prison. Eventually, a light was installed at Stalin’s speeches; when
it flashed, everyone could stop clapping.

Rome 390 BC: Gallic tribes marched from Gaul (France) over the Alps
and sacked Rome. For hundreds of years thereafter, Romans were
constantly reminded that the enemy could invade at any moment.

Eventually, Caesar conquered Gaul (52 BC), bragging in his
commentaries that of the three million people there, he killed a million and
enslaved another million. With Gaul conquered, Caesar needed a new
enemy to induce fear. He delivered—by turning his army on Rome itself,
eventually crossing the Rubicon River and defeating Pompeii in a civil war.
After that, Caesar declared himself dictator for life.

Other examples include exploiting the fear of a slave uprising
(Spartacus), the post-911 fears used to expand government control (DHS,
TSA, the Patriot Act, legal torture, etc.), today’s fear of the virus, then the



unvaccinated, then the variant of the virus, then the next variant, then
Monkeypox. These last few were used to force social distancing, face
coverings, vaccine mandates, restrictions on visiting relatives in hospitals,
business closures, church closures, school closures, censorship of doctors
and scientists who favored early treatment or opposed mass vaccination,
medical board investigations of doctors, delicensing doctors, firing doctors,
competing media companies joining together to support government
positions, travel restrictions, vaccine passports, mass firings (34,000
healthcare workers in New York alone), expanded travel requirements, and
whatever else is coming.

Was all this done to address the virus, or is all this the most recent
incarnation of what powerful governments have always done?

A note on censorship: while it is nothing new, we have not in our
lifetimes seen this level of censorship in America. It reminds me of a little-
known piece of history: King Charles banned coffeehouses in Britain
because they became centers for spirited political discussion and sharing
news and ideas the King didn’t want expressed. In his own words, “by
occasion of the meetings of such persons therein, diverse False, Malicious
and Scandalous Reports are devised and spread abroad, to the Defamation
of His Majesty’s Government.”

In other words, misinformation.

King Charles ordered local officials to deny licenses to businesses that
sold “Coffee, Chocolet, Sherbett or Tea, as they will answer the contrary at
their utmost perils.” During the early COVID lockdowns, our coffee-houses
weren’t prohibited just from selling coffee and chocolate; they weren’t
allowed to sell anything. Plus parks and even beaches were closed, visited
by citizens “at their utmost perils.”

Ultimately, God didn’t save the King, and he soon allowed coffeehouses
to sell coffee again. Similarly, America allowed businesses to open again,



once it was clearly established that elected and unelected officials at every
level of government could do whatever they wanted to do.

Though it began as a mysterious disease we were told could kill any of
us, we’ve learned much more since we first heard the word COVID.
Unfortunately, many people are stuck on the first story: over 60 years old =
Death.

Politicians and media and government encourage us to go to war with
death, but it’s good to remember that life is a sexually transmitted, always
fatal condition. We don’t want to live encamped in a thousand precautions,
ever-mindful of the newest frightening study and the latest emergency-
concocted drug, ever-alert to a thousand unlikely risks as if the alertness
would make any difference whatsoever to death. With a billion dollars of
marketing, COVID became conflated with death, though they are not the
same thing. Not even close.

Let’s quickly put COVID-19 into perspective, using information my
firm reported to our clients in 2020, at the very start of the pandemic:

ASSESSMENT: RISK OF DEATH FROM COVID-19
The average age of death attributed to COVID is 79.5 years old
(later moved to 81 years old).

Even among hospitalized COVID patients who are 90-years
and older, nearly 90% have survived.

Different hospitals, states, cities, and jurisdictions gather and
report statistics differently, and because the interpretation of
statistics is fertile (play)ground for politicians, we also assessed
data from overseas, and data from various US states.

Massachusetts, for example, counted people “who have tested
positive and who have died.” It’s a nuanced and intelligent phrase
that doesn’t automatically assume every person who died with
COVID died from COVID.



We also reviewed daily reports from Italy’s National Institute
of Health and learned that almost 100% of the patients whose
deaths were attributed to COVID were already struggling with
chronic fatal illness, in most cases between two and three other
fatal conditions. (It took more than a year before CDC finally
acknowledged that patients in the US whose deaths were attributed
to COVID had also been diagnosed with, on average, 2.6 other
fatal diseases, now 3.7 other fatal diseases.)

The ISS Italian National Health Institute of March 17, 2022
shows that more than 99% of those whose deaths were attributed
to COVID were already sick:

South Korea reported that as many as 99% of active cases in
the general population did not require any medical treatment,
dramatically affirmed in this Reuters story [11]:

“In four U.S. state prisons, nearly 3,300 inmates test positive
for coronavirus—96% without symptoms.”

Worth repeating: 96% without symptoms.

Consider that the third leading cause of death in America is
Medical Error (e.g., too much of that drug, or too little or too late



of this drug, or the wrong drug altogether, or pressure too strong
on a ventilator). A Johns Hopkins study concluded that “more than
250,000 people in the United States die every year because of
medical mistakes, making it the third leading cause of death after
heart disease and cancer.” Other studies have placed this number at
450,000 per year.

In normal times, medical error would account for more than
5000 deaths per week. But since early 2020, medical error hasn’t
killed a single person, if we rely upon news stories and the CDC.
It’s all COVID all the time. In normal times, medical errors were
the bane of hospital legal departments, but not during the
pandemic. Anomalous deaths of people who had at some point
tested positive for COVID were not scrutinized, investigated,
debated, or litigated over—and there were no autopsies.
Everything was automatically a COVID death. And even if we
were to accept every single one of those as having been caused by
COVID, the stats would remain:

Almost all of the patients whose deaths were attributed to
COVID-19 were elderly people already struggling with more than
two fatal illnesses.

The majority of those whose deaths were attributed to COVID
were people living (dying) in nursing homes, as was the case for
more than 70% of all deaths attributed to COVID in Canada, for
example. So, if you are very old, or very sick, or already living in
a nursing home, COVID might be quite serious for you—just like
every health challenge for people in that situation can be quite
serious (a cold, a fall, a flu, being startled, choking, etc.).

But if you are not in those two categories, and you aren’t living
in a nursing home, here are the hoops you’d have to jump through
to die:



Already be very unhealthy

Get the virus

Have any symptoms at all (most people don’t)

Feel sick but avoid medical care (maybe deterred by news stories)
Finally feel sick enough to go to the hospital

R T o e

Be admitted to the hospital (only 10% of symptomatic people are
admitted, so you have a 90% chance of being sent home)
7. End up in critical care (only 12% of hospitalized patients do,
meaning you have an 88% chance of not ending up in critical care)
Now, imagine a person 55 to 60 years old lost on all those odds and
ended up in the hospital. He still has a 99.4% likelihood of surviving.
And this was in the early months when there was less known about
treatment, and when ventilators were still widely [mis]used.
If we could find stocks or a game of chance with more than 99%
chance of success, we’d all jump at it.

So that was the situation my firm reported to our clients in early 2020. But
that was not the story our government and news media told us, was it?

Of course not, because the fear citizens feel is immensely valuable—in
dollars, in policy, control, and power.

To be clear, I do not oppose considering risk and creating strategies for
reducing risk. What I oppose is wasting time and energy, and everything to
which we give energy takes energy away from something else. Accordingly,
we are wisest to put our resources where they’ll be most likely to return
some benefit.

You already live your life according to that equation, deciding where to
put your cautionary resources at home, for example. Though intruders could
land a helicopter on your roof and core through the ceiling, you’ve decided
that entry via the front door is more likely.



If there’s an emergency phone list in your home, the names and
numbers reflect your family’s assessment of likely hazards. The phone
number for the US Nuclear Emergency Search Team is not on your
refrigerator door. You also have a list in your head of things you want to
avoid or prepare for. You base the list on experience, logic, new
information, and intuition. That list has limits—because it has to.

Conversely, worst-case scenarios promoted by governments have no
limits. Wherever their imaginations can travel, your mind can take you
there. But the trip is voluntary. Even when news media and Pharma and big
corporations are urging you on, even when your own government is urging
you to take that trip (“for your own good”), you don’t have to.

When everybody is discussing something, it’s easy to assume the thing
is likely to happen, but that’s not true. What’s true is that reality is warped
when news media, politicians, pharma, and governments are all closely
aligned, as is the case today with COVID, and whatever viruses follow.
Simply put, the national dialogue being promoted now does not match
reality. And this has happened before, or more accurately, it’s never not
happened.

In 1997, then-Secretary of Defense William Cohen appeared on ABC
News and held up a five-pound bag of sugar, threatening that “This amount
of Anthrax could be spread over a city—Ilet’s say the size of Washington. It
would destroy at least half the population of that city. If you had even more
amounts—” Let me interrupt Mr. Cohen for a moment and recall that he
also said, “One small particle of Anthrax would produce death within five
days.” With that kind of inaccuracy and exaggeration, every anthrax
scenario promoted by government involved the death of hundreds of
thousands or even “millions,” as Cohen was intoning when interviewer
Cokie Roberts actually said to him, “Would you put that bag down please.”

We never heard an anthrax scenario that went like this:



Somebody will put anthrax spores in envelopes and send them to
companies in a few East Coast cities. About 100 people will be
exposed to the bacteria, 30 will get sick, and be successfully
treated. Five others will die. Hundreds of times fewer Americans
will die from this anthrax attack than from insect stings in the
same period.

The reality of anthrax ended up looking like the paragraph above, and
nothing like the scenarios that were promoted by government officials.

To be clear, I’'m not saying that bad things don’t happen. I am deeply
involved every day in managing —and imagining—bad things that happen
or might happen. Rather, I’'m saying that the popular worst-case scenarios
are just that: popular—and they remain popular as long as news media
companies promote them. If a terrible thing actually happens, it moves from
our imaginations to our reality, moves from a scary possibility to something
we can assess and manage. So far, none of the much-discussed catastrophes
has wiped us all out, though each imagined catastrophe was used to erode
more of our freedom.

Today, we are challenged to accurately decide which is the bigger risk:
Is it COVID, or is the new unchecked power gathered up in the name of
COVID?

Whether you feel governments are sincerely trying to protect you from
COVID, or you feel they’re using fear to gather up new powers, they now
have control technologies that every despot in history would have envied.
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Way back in 1918, Randolph Bourne famously wrote, “War is the health of
the State.” In his unfinished letter to the American people, he expressed
concern about the State’s sudden acquisition of greater power and undue
control of individuals. It used to be that in times of peace, “the sense of the



State almost fades out of the consciousness of men,” but unfortunately, that
is no longer the case. Since 2020, we have had to engage with the State a
hundred times a day, as we presented a government card to get into a
restaurant, school, or airplane; when we went outside, when we failed to
wear a face covering, when we had relatives over for the holidays (often
violating some emergency order to do so), when we traveled, when we
visited loved ones in a hospital, and more often when we didn’t visit loved
ones in a hospital. You get the idea.

And Bourne got the idea:

“Every individual citizen who in peace times had no function to
perform by which he could imagine himself an expression or living
fragment of the State becomes an active amateur agent . . . reporting spies
and disloyalists . . . propagating such measures as are considered necessary
by officialdom.” Sounds familiar.

Bourne described “irresistible forces for uniformity, for passionate
cooperation with the government in coercing into obedience the minority
groups and individuals which lack the larger herd sense.” Sounds familiar.

“By an ingenious mixture of cajolery, agitation, intimidation, the herd is
licked into shape, into an effective mechanical unity . . . under a most
indescribable confusion of democratic pride and personal fear they submit
to the destruction of their livelihood if not their lives, in a way that would
formerly have seemed to them so obnoxious as to be incredible.” I wish that
didn’t sound familiar, but it does.

Bourne’s most famous quote can be paraphrased to better fit the present
moment: “Disease is the health of the State.” After some time, it will be war
again, and then something else. Pessimistic, I know, and also realistic.

Speaking of pessimism, Bourne wrote, “It is difficult to see how the
child on the back of a mad elephant is to be any more effective in stopping
the beast than is the child who tries to stop him from the ground.”



Today, more and more people are recognizing reality and trying to stop
the mad elephant, so many that there might soon be good reason for
optimism. Maybe we’re there already and just don’t know it yet. I hope so.
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CHAPTER 3

The Extraordinary Story of a Truth
Warrior Persecuted for Advocating and
Providing Lifesaving Treatments

By Meryl Nass

I first met Meryl when she came to our farm to work on a strategic
plan for Children’s Health Defense in the summer of 2021. We
quickly became friends, as we both enjoy conversing intensely on
bioethics and vaccines. Meryl has a quick wit, with an intellectual
curiosity that cuts through even the toughest of defenses. Her
boundless enthusiasm for both her patients and for the practice of
medicine is combined with bravery that few can match. This made
her one of the few physicians willing to take on the establishment
regarding early treatment for COVID-19 and vaccines. She’s
always willing to engage in a conversation about science or
medicine, and she does not back down to authority. She has most
definitely been radicalized by her experiences with the US
government, and her writing below reflects that. I admire her
ability to get to the heart of any problem and to say things as she
sees them. She has a long history of confronting the issues and,
most important, put her own career on the line for what is right.
Meryl has been persecuted by her medical board for her stance
on giving lifesaving treatments to her patients, and for being
willing to talk about those treatments to the press. For her



“crimes” of saving lives, her medical board suspended her license
to practice medicine in the state of Maine. This, despite the fact
that no patient actually filed a complaint against her. Furthermore,
they required that she undergo a neuropsychological exam, with a
psychologist of the board’s choosing, before she could have a
hearing. I do not know of any state medical board in the USA
behaving in this manner before. It is truly draconian and most
likely illegal. Meryl is taking the fight to the courts. As far as I am
concerned, she is a true medical-freedom warrior.

Meryl has allowed me to modify and print her essay on the
suppression of early treatments for COVID-19.
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The Extraordinary Story of How Patient Access to
COVID Treatments Was Denied, Eventually
Involving Witch Hunts of Physicians Who Dared
to Treat Patients

By Dr. Meryl Nass

I have an unusual professional background. My day job is as an internal
medicine physician. But I also have a strong background in biological
warfare. I am the first person to have proven that an epidemic (actually an
epizootic, in which people catch a disease from animals) was due to
biological warfare, way back in 1992. I did this by examining every aspect
of the outbreak and showing that none of them conformed with what would
be expected from a natural event. This happened during the Rhodesian civil
war, and it was a form of low intensity warfare. Anthrax was spread to kill
cattle mostly. It was designed to impoverish and starve the black
population, who provided support to a guerrilla movement. There was



actually an official “food control” program being carried out by the
Rhodesian white minority during the guerrilla war.

I am a really good problem solver. In 1993, Cuba was suffering from an
epidemic of blindness and peripheral neuropathy. Asked to investigate, I
discovered (as did a few others) that the illness was due to cyanide, coupled
with nutritional deficiencies that inhibited the body’s natural processes for
detoxifying the cyanide.

I also have a compulsive streak regarding “First do no harm.” When
Defense Secretary Cohen announced in November 1997 that all members of
the armed services would be receiving anthrax vaccinations, my ears perked
up. I knew the vaccine had never been shown to actually work for
inhalation anthrax. I also knew there had been a congressional hearing in
which it had been suggested that soldiers who received anthrax vaccinations
were more likely to develop Gulf War syndrome than those who had not.
So, I wrote a very short paper about this, finishing it in half a day, for an
email mailing list I was on. Unexpectedly the paper went viral. I was soon
recognized as an expert on anthrax and anthrax vaccine (basically because it
was such an arcane area that almost no one else knew anything about it).

I really hadn’t expected it, but the anthrax vaccine started causing
grievous injuries in a considerable minority of those vaccinated. I was
contacted by thousands of ill soldiers. I wound up helping to lead a
coalition of service members and their families trying to stop anthrax
vaccine mandates. There were a dozen congressional hearings that looked
into the vaccine and the vaccination program. It almost was cancelled, but
when the anthrax letters appeared, the military anthrax vaccine program
roared back to life. This gave me a profound experience in how the system
of government works, and how federal agencies knowingly create
fraudulent scientific studies to fulfill their “mission.” The same shaming
and punishing of vaccine refusers went on then. Even though almost
everyone in the military knew how bad the anthrax vaccines were, giving in



and getting jabbed became a biological loyalty oath. You had to take it or be
docked a month’s pay, be given extra duties, or even be court-martialed.
Some soldiers were held down and vaccinated. Nothing was allowed to stop
the program, even though the vaccine wasn’t safe and probably didn’t work.

My colleagues (some of the most amazing people on this planet)
organized a dream team of attorneys, conducted immense research, worked
closely with members of Congress, and eventually brought suit against the
vaccine. In 2004 we won! DC District Court Judge Emmett Sullivan threw
out the anthrax vaccine license because the vaccine had never met the FDA
requirements and had skated through an FDA review, probably as a special
favor the FDA gave to DOD.

I learned then that DOD did not care about Congress, public opinion, or
bad press—and they tried to ignore Judge Sullivan too. Almost as soon as
he pulled the wvaccine’s license, DOD slapped an Emergency Use
Authorization on the vaccine. And DOD attempted to mandate anthrax
vaccinations again. Our team went back to court, and Judge Sullivan told
the Defense Department, in no uncertain terms, that while soldiers may risk
their lives fighting for the US, they could not be forced to risk their lives as
guinea pigs for an experimental vaccine.

While there were more shenanigans to come, I learned an important
lesson: it is possible to finally end a grievous injustice in the courts. I also
learned the win might not last. You see, the government has an army of
lawyers and have unlimited funds. They will fight forever if necessary.
While you, on the other hand, are spending tons of time and money to try
and prosecute a case. Justice can be achieved sometimes, but the costs are
high, and victory may be brief.

In 2005, FDA rubberstamped the anthrax vaccine license. There was
still no evidence of whether it worked, and plenty of evidence it was not
safe. No matter. The courts, when we appealed said FDA had deference.
What that meant is even if the vaccine falls far short of FDA’s standards for



licensure, it doesn’t matter. FDA doesn’t have to obey its own rules. You
do; it doesn’t.

After that I investigated the 2009 swine flu pandemic and the vaccines
rushed out for it. I learned that pandemics are like wars: when there are a lot
of experimental drugs and vaccines or vaccine components sitting on a
shelf, you grab the opportunity to try them out when there is an emergency.
This happened during the Gulf War. Swine Flu. Ebola. Zika.

You see, it is very expensive to test a new drug or vaccine in a
randomized clinical trial. It generally costs thousands of dollars per human
subject. You have to test the product in animals first, you need 3 human trial
phases, and the entire process takes many years.

Not so in an emergency. Patients become free human subjects.
Regulation gets condensed to almost nothing. Billionaires are minted.

First Came the Chloroquine and

Hydroxychloroquine Suppression

Then came the “Novel Coronavirus,” now named SARS-CoV-2 or COVID-
19, in 2020. As usual, I tried to find solutions. I discovered that the
chloroquine drugs had been tested against SARS and MERS (successfully!)
and the history behind the logic for using these cheap, re-purposed drugs is
compelling.

The drug looked very promising for both prevention and treatment of
the first SARS virus. Chloroquine is an interesting drug; it has been used
for many decades to both prevent and to treat malaria. It is used as an anti-
inflammatory against rheumatoid arthritis, it is used as an anti-parasitic by
changing the body’s pH for malaria and other parasitic diseases and it has
antiviral properties. There appear to be multiple mechanisms of action by
which Chloroquine acts as an anti-viral, and one of the leading ones is that
Chloroquine increases the pH of the lysosomes and the late endosome
(endosome uptake being the way that many viruses enter and infect cells),



causing the impaired release of viruses from the lysosome or the endosome.
This makes the virus unable to release its genetic material into the cell and
replicate. Chloroquine also acts as a zinc ionophore that allows extracellular
zinc to enter the cell and inhibit viral RNA-dependent RNA polymerase
[12]. So, it is no surprise that this drug would be considered a viable anti-
viral treatment against beta-coronaviruses, such as SARS-CoV-2.

In 2005, five CDC (US government) scientists published a paper, along
with three Canadian government scientists in the Journal of Virology,
showing that chloroquine was an effective drug against SARS
coronaviruses [13]. The CDC paper is entitled “Chloroquine is a potent
inhibitor of SARS coronavirus infection and spread” and concludes with the
following quote: “chloroquine has strong antiviral effects on SARS-CoV
infection... suggesting both prophylactic and therapeutic advantage.” A
similar study was conducted in 2004 by a group of European scientists [14].

In 2014, scientists working at the National Institute of Allergy and
Infectious Diseases (NIAID), showed the same results. Not only did
chloroquine work in vitro against the MERS coronavirus, but dozens of
existing drugs, which could have been tested in patients as soon as the
pandemic started, were also effective against SARS and MERS
coronaviruses. The study was published in the journal “Antimicrobial
Agents and Chemotherapy” and was called “Repurposing of Clinically
Developed Drugs for Treatment of Middle East Respiratory Syndrome
Coronavirus Infection.” [15]. The NIAID authors wrote:

Here we found that 66 of the screened drugs were effective at
inhibiting either MERS-CoV or SARS-CoV infection in vitro and
that 27 of these compounds were effective against both MERS-
CoV and SARS-CoV. These data demonstrate the efficiency of
screening approved or clinically developed drugs for identification
of potential therapeutic options for emerging viral diseases, and



also provide an expedited approach for supporting off-label use of
approved therapeutics.

Just in case you think these papers were flukes, two unrelated groups of
European scientists found essentially the same thing. The 2014 European
paper entitled “Screening of an FDA-approved compound library identifies
four small-molecule inhibitors of Middle East respiratory syndrome
coronavirus replication in cell culture” was published back-to-back with the
NIAID paper above [16].

I have to repeat myself, because the information is so shocking and I
don’t want you to miss it: our governments already knew of options for
treating COVID before it appeared, but instead of immediately trying these
already identified, safe, cheap, and available repurposed drugs, and offering
early treatments, they did everything they could to stop people obtaining the
chloroquine drugs. I have written two reports on this topic, one is called
“WHO and UK trials use potentially lethal hydroxychloroquine dose—
according to WHO consultant” [17] and the other is “Even worse than
‘Recovery,” potentially lethal hydroxychloroquine study in patients near
death” [18]. They are about how patients were administered borderline
lethal doses of hydroxychloroquine to give the drug a black eye. In my
opinion, these are medical crimes against humanity. Yet this has never been
investigated by mainstream media, bioethicists or regulatory or licensing
agencies.

In 2020, I compiled a list of over 50 ways authorities and pharma
companies in multiple countries stopped the use of the chloroquine drugs
for COVID [19]. This was (and is) a stunning collection, which has been
widely read and reproduced on many websites. It is astounding to learn that
all the US (and many international) public health agencies took many
different actions to increase deaths and destruction from COVID and
prolong the pandemic by suppressing information on life saving early



treatments. Taking hydroxychloroquine for COVID was equated to drinking
bleach, and “avoiding the Trump drug” served as a great cover story. But
here’s the kicker: the authorities knew all about chloroquine and other
effective treatments for COVID before there was a COVID19 [20], as well
as early data showing efficacy against COVID in 2020 [21]. Chloroquine
was first used as an effective anti-viral against HIV and its anti-viral
properties are well documented in the peer reviewed literature. This is
because they had figured it out for the 2003 SARS epidemic and the 2012
MERS epidemic, both caused by related coronaviruses [22], but as
documented below, it was hushed it up. This has to be investigated and
justice obtained, to prevent such crimes from happening to patients ever
again.

The “Why?” and “How could this be?” requires people to take a huge
leap in order to understand the world we live in. Many don’t have the
fortitude to dissect their world view and rebuild it in accord with the facts
that have spilled out over the last two years. But I am about to present some
more facts that I hope you can assimilate into your understanding of the
world. It might require a stiff drink, or perhaps some chocolate. Whatever it
takes, read on, as it might save your life or someone else’s.

Ivermectin

Ivermectin had not been identified in the studies I mentioned above as a
potentially useful coronavirus drug. But some people knew it was likely to
work in early 2020. For instance, the French MedInCell company,
supported by Bill Gates, was working on an injectable version (which
would make it patentable) of Ivermectin for COVID, issuing a press release
about this on April 6, 2020 and an informational paper on April 23, 2020.

On March 29, 2020, researchers from Monash University in
Melbourne, Australia published results from a laboratory cell



study showing that Ivermectin can Kkill the coronavirus in less than
48 hours.6 Studies have been carried out by research institutes for
the past few months to assess the effectiveness of treatment using
Ivermectin on hospitalized patients with Covid-19. MedinCell
published last January data showing that Ivermectin can be
formulated with our BEPO® technology as long acting for varying
doses and durations of up to several months [23].

There was a brief run on the veterinary drug at this time in the US,
according to an FDA warning issued on April 10, 2020, indicating some
people knew it might be an effective COVID treatment and were acquiring
veterinary versions [24]. But there was not a lot of buzz and sales did not
take off at that time. Here is what FDA said on April 10, 2020:

FDA is concerned about the health of consumers who may self-
medicate by taking Ivermectin products intended for animals,
thinking they can be a substitute for Ivermectin intended for
humans . . . Please help us protect public health by alerting FDA
of anyone claiming to have a product to prevent or cure COVID-
19 and to help safeguard human and animal health by reporting
any of these products.

In December 2020, a full eight months later, Ron Johnson held a Senate
hearing that was focused on Ivermectin’s benefits for COVID. Intensive
care specialist Dr. Pierre Kory, originally a New Yorker, gave a particularly
compelling speech. People began paying attention to the drug. YouTube
then removed Kory’s speech, censoring a Senate hearing!

I think the authorities were initially scared to repeat the same tricks with
Ivermectin that they had used to beat down the chloroquine drugs. And
because Ivermectin has efficacy in both late early stages in the disease and



is not toxic at several times the normal dose, some of the tricks used against
chloroquine (giving it too late in the disease course or overdosing patients)
simply would not work with Ivermectin.

But then Ivermectin’s popularity started exploding. CDC published a
report in late August showing that Ivermectin prescriptions had quadrupled
in a month, and the drug was now selling at 25 times the pre-COVID rate
[25].

An article in Business Insider exclaims: “More than 88,000
prescriptions for the drug were filled by pharmacies in the week ending
August 13, the CDC said in a report published August 26 [26].” Apparently,
the prescription sales of Ivermectin terrified the powers-that-be. What if the
pandemic got wiped out with Ivermectin? Would that be the end of vaccine
mandates, boosters, vaccine passports, and digital IDs? The end of the
Great Reset? Something had to be done, and fast. It had to be big. It had to
be effective. They couldn’t simply take the drug off the market; that would
require a long process and a paper trail. What to do? There was probably
only one option: Scare the pants off the doctors. Loss of license is the very
worst thing you can do to a doctor. Threaten their licenses and they will
immediately fall into line. You can’t get a prescription if there is no doctor
to write it.

This method of going after the licenses of physicians who prescribe
Ivermectin has already been tried and tested in the Philippines with great
success [27].

The powers-that-be could also scare the pharmacies at the same time.
This required stealth and cunning—there couldn’t be a paper trail.
Intimidation was required, backed by a one-two punch. They would
actually be suspending doctors’ (and maybe pharmacists’) licenses. They
could couple that with a huge media offensive, and threats from an industry

»

of medical “nonprofits.” You suddenly invent “misinformation” as a

medical crime, studiously failing to define it. You make people think the



legal prescribing of Ivermectin and hydroxychloroquine is a crime, even
though off-label prescribing is entirely legal and customary under the
federal Food, Drug and Cosmetic Act. Did Fauci give the order? Walensky?
Acting FDA Commissioner Woodcock? It was probably some combination,
plus the public relations professionals managing the messaging and the
media.

This all seems so implausible. Yet here we are. This is actually what
happened.

1. Senator Ben Ray Lujan (D, NM) and several other Senators introduced
the “Health Misinformation Act” in July 2021 because “misinformation
was putting lives at risk,” he said [28]. A huge supporter of COVID
vaccinations, the 49-year-old Senator suffered a stroke on February 1,
2022.

2. The pharmacies suddenly could not get Ivermectin from their
wholesalers. No reason was given except ‘supply and demand.’ But it
seemed the supply was cut off everywhere. Ivermectin was dribbled out
by the wholesalers, a few pills a week per pharmacy, not enough to
supply even one prescription weekly. Some powerful entity presumably
ordered the wholesalers to make the drug (practically) unavailable.
With no shortages announced. I called the main manufacturer in the
US, Edenbridge, and was told they were producing plenty. (Editor’s
note: I was a personal friend of the CEO of Edenbridge, and he had also
informed me that there was plenty of supply).

Hydroxychloroquine had been restricted in a variety of ways,
determined by each state, since early 2020. It had also been restricted
by certain manufacturers and pharmacy chains in 2020. Suddenly, in
September 2021, it too became considerably harder than it already was
to obtain.



In late August, CDC sent out a message on its emergency network
about Ivermectin, but the urgent warning contained only 2 examples of
anyone having a problem with the drug: one person overdosed on an
animal version and one overdosed on Ivermectin bought on the internet
[25]. This should not have been news. However, pharmacists and
doctors read between the lines and knew this was code for “verboten.”
Almost all stopped dispensing Ivermectin at that time. It should be of
interest to everyone that our health agencies now speak in coded
messages to doctors and pharmacies, presumably to avoid putting their
threats on paper and being accountable for them. What a way for
government to do business.

Also in August 2021, various “nonprofit” medical organizations started
issuing warnings, in concert, regarding doctors prescribing Ivermectin
or hydroxychloroquine, and spreading misinformation, especially about
COVID vaccines. These organizations included the Federation of State
Medical Boards, the American Medical Association, the American
Pharmacy Association, and several specialty Boards. Here is an
example of the AMA’s language:

Spreading Falsehoods

The COVID-19 pandemic continues to spawn falsehoods that are
spread by a whole host of people such as political leaders, media
figures, internet influencers, and even some health professionals—
including by licensed physicians.

The words and actions of this last group may well be the most
egregious of all because they undermine the trust at the center of
the patient-physician relationship, and because they are directly
responsible for people’s health. A handful of doctors spreading
disinformation have fostered belief in scientifically unvalidated
and potentially dangerous “cures” for COVID-19 while increasing



vaccine hesitancy and driving the politicization of the pandemic to
new heights, threatening the public health countermeasures taken
to end it [29].

These organizations have told doctors they could lose their licenses
or board certifications for such “crimes.” Mind you, none of these so-
called nonprofit organizations has any regulatory authority. Nor do I
believe they have any authority to claw back a Board Certification.
They were blowing smoke. And they were probably paid to do so. Who
paid?

Over the course of 3 days at the end of August 2021, national media
reported on 4 doctors in 3 states whose Boards were investigating them
for the use of Ivermectin. In Hawaii, the board really wanted to make
an example by going after the state’s chief medical officer, who had had
the courage to treat COVID patients.
The Federation of State Medical Boards (FSMB) is an organization that
assists 71 state and territorial medical boards with policies, training,
etc. Members pay dues and the organization accepts donations. It has its
own foundation, too. Its President earns close to $1,000,000/year, not
bad for a backwater administrative job at an organization headquartered
in Euless, Texas. After the FSMB instructed its members that
misinformation was a crime, somewhere between 8 and 15 of its
member boards began to take action. (Media have reported that 8, 12 or
15 boards of its 71 member Boards did so, according to the FSMB,
which is closely monitoring the results of its calumny.)
On February 7, 2022 the Department of Homeland Security issued its
own dire warning about the spread of misinformation, disinformation
and a neologism, malinformation [30].
The United States remains in a heightened threat environment
fueled by several factors, including an online environment filled with



false or misleading narratives and conspiracy theories, and other forms
of mis- dis- and mal-information (MDM) introduced and/or amplified
by foreign and domestic threat actors. These threat actors seek to
exacerbate societal friction to sow discord and undermine public trust
in government institutions to encourage unrest, which could
potentially inspire acts of violence. Mass casualty attacks and other
acts of targeted violence conducted by lone offenders and small groups
acting in furtherance of ideological beliefs and/or personal grievances
pose an ongoing threat to the nation.

Thus, it appears that Misinformation and Disinformation have been selected

to play an important role in a newly developing narrative, as the Pandemic

restrictions and older narrative comes to an end.

8.

I presume the majority of the 71 Medical Boards’ attorneys knew
something about the Constitution, knew that every American has an
inalienable right to freedom of speech, and simply ignored the FSMB’s
exhortation to go after misinformation spreaders. The Maine Board,
however, went along. Three doctors in Maine have recently had their
licenses suspended or threatened for writing waivers for COVID
vaccines, spreading misinformation, and/or prescribing Ivermectin and
hydroxychloroquine. (All three of which are legal activities for
doctors.) But Boards have broad powers to intervene in the practice of
medicine, and their members are shielded from liability as agents of the
state. And so they went after a chronic Lyme doctor several years ago,
who found, as expected, that it would be too onerous to fight back, and
he gave up his license.

Finally, this is what my state (Maine) medical licensing board claims about

me:



The board noted that Ivermectin isn’t Food and Drug
Administration “authorized or approved” as a treatment for
COVID-19 in the suspension order.

The board said that her continuing to practice as a physician
“constitutes an immediate jeopardy to the health and physical
safety of the public who might receive her medical services, and
that it is necessary to immediately suspend her ability to practice
medicine in order to adequately respond to this risk.

I am 71 years old, and my medical practice was set up as a service to
provide care during the pandemic that was otherwise very hard to get, so
everyone could access COVID drugs who wanted them. My fee was $60
per patient for all the COVID care they needed.

I am sure the Board had calculated that given all the above, I would not
challenge the Board’s suspension and would simply surrender my license,
since it would probably cost hundreds of thousands of dollars to fight the
Board’s actions in court.

However, I was surprised to find that on the day my license was
suspended, there was massive national publicity about my case. The story
was on the AP wire, covered from the San Francisco Chronicle to the
Miami Herald. And for some reason, it was not behind the usual paywall.
The Hill, Newsweek, the Daily Beast, and many other publications all ran
hit pieces about me.

I gathered that my situation was bigger than just a Maine renegade
Medical Board: I had been selected to serve as an example to physicians
nationwide who might be prescribing early treatment for COVID.

Once I realized I was to be made an example of, to assist with a national
fear campaign followed by a purge of doctors who think independently, I
decided to fight back. Fortunately, Children’s Health Defense is helping
with my legal expenses, which is what allows me to mount a strong attack



against the bulldozing of free speech, patient autonomy and the doctor-
patient relationship. There is a lot riding on the outcome, and we have only
just begun to fight for medical freedom and the physician’s right to practice

medicine.
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CHAPTER 4
The Anatomy of a Career-Ending Sham
Peer Review

By Paul Marik

My father died of sepsis in 2018. I was at his bedside, and despite
being a physician, I had no idea how little could be done to treat
sepsis and was truly appalled at the lack of treatments available.
For some statistics, sepsis accounts for 20 percent of all deaths
globally, almost 270,000 Americans die of sepsis each year, and
one in three hospital patient deaths in the USA is from sepsis.
Furthermore, there is evidence that once a patient has had sepsis,
their immune system becomes more compromised. Sepsis may be
the most underreported acute health issue of our time.

When one reads pharma-sponsored webpages regarding sepsis,
they typically state with a ferocious confidence that scientists have
not yet developed a medicine that specifically targets the
aggressive immune response seen with sepsis, despite a vast
research effort to do so. Fortunately, this is not the case—it is just
that the treatments are low-cost and do not bring dollars to the
pharmaceutical industry, as the therapies are off-patent (such as
corticosteroids) or involve nonpharmaceutical treatments.

This brings me to my first experience with Dr. Marik. As I was
frantically searching around for anything that could save my
father’s life, my wife brought to my attention the work of Dr. Paul



Marik in Norfolk, Virginia. Dr. Marik had pioneered the use of
vitamin C to treat sepsis and when used early and at appropriate
doses can be a lifesaver [31]. His work published in a number of
newspaper articles, and we quickly began synthesizing
information on his lifesaving protocols to bring to the attention of
my father’s physicians. Unfortunately, my father passed shortly
thereafter. But I have always remembered the brilliant detective
work of Dr. Marik.

So, when I first met Dr. Marik in Tennessee at a COVID Early
Treatment Summit in December of 2021, I knew exactly what a
great mind, physician, and researcher I was engaging with. Dr.
Marik has over 500 peer-reviewed publications, he has an H-index
of 105 (productivity and citation impact of the publications:
extremely high), over 48,000 citations of his work, and until
recently, he was Professor of Medicine (Deans’ Endowed Chair),
Chief of Pulmonary and Critical Care Medicine, at East Virginia
Medical School.

Dr. Marik, South African by birth, brings a quiet confidence
and demeanor into his discussions and carries himself with dignity.
I am proud to call him my friend. Here is his story, which helps
address the question of why so many physicians have been silent
regarding the failure of the medical-pharmaceutical industrial
complex to enable optimal treatment of patients both outside and
inside our hospitals.
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The Anatomy of a Career-Ending Sham Peer
Review



By Paul Marik, MD

In 1986, the United States Congress enacted the Healthcare Quality
Improvement Act (HCQIA), which granted immunity to hospitals and
reviewers participating in “good faith” peer review of physicians and
dentists. These reviews were envisioned to be vehicles by which it could be
determined if any actions or recommendations against a physician should
become necessary on the measures of incompetence, unprofessional
conduct, or behaviors that impact the doctors’ clinical privileges. However,
of late, HCQIA has resulted in many unforeseen consequences, not the least
of which is the rise of “sham peer reviews” [32]—and the consignment of
guiltless, lifesaving, preeminent physicians into obscurity.

What is “Sham” Peer Review?

Sham peer review is an adverse action taken in bad faith by a hospital for
purposes other than the furtherance of quality healthcare. It is a process
that is disguised to look like legitimate peer review [32—37]. But sham peer
review is not objectively reasonable, precisely because it is not performed
to advance the quality healthcare (violation of safe harbor provision 1; see
below) [38].

A sham peer review happens when the hospital invents some pretext on
which to attack the physician and acts to disguise the adverse action against
the targeted physician by conducting such a review—where the truth and
the facts do not matter, because the process is contrived to be rigged, and
the outcome is predetermined [33].

Over the years, sham peer reviews have unfortunately become fairly
well known. Hospitals in the United States have mounted these proceedings
for at least four decades to rid themselves of physicians who “get in their
way.” Often, they are doctors who don’t “follow the party line” and for
whom they consider “disruptive” [32]. Hospital officials are resistant to
physicians who bring patient safety or care-quality concerns to their



attention. Some hospitals retaliate against these whistleblowers by
instigating these sham peer reviews.

Consider this: In the criminal justice system, accused serial murders,
rapists, child molesters, drug dealers, and thieves are entitled to due process
and are presumed innocent until proven guilty. Unfortunately, accused
physicians in the hospital sham peer review process are presumed “guilty.”
They are frequently afforded limited (if any) due process; and they are
subsequently dismissed from the hospital [33].

How Sham Peer Review Works

Hospitals that use sham peer review bring trumped-up, fabricated, and
thoroughly false charges against the targeted physician. Although no court
of law would permit depriving an accused person of files or records needed
to defend himself, as it is fundamentally unfair and in violation of due
process, hospitals that employ sham peer review frequently refuse to
provide records required to the physician under review [33]. Based on these
totally erroneous and phony charges, the physician’s hospital privileges are
summarily suspended. The physician is usually given fourteen days to
respond in writing to the sham charges. The charges and the physician’s
response are then supposedly shared with the Medical Executive Committee
(MEC). The physician then meets with the Medical Executive Committee.
The physician is usually denied legal representation (which is unlawful),
and the meeting takes the form of a kangaroo court.

Though the concocted accusation(s) are contemptible, the MEC is
usually (and inexplicably) not given either the complaint or the physician’s
response. As the hospital has no legitimate case against the targeted
physician, the Chair of the MEC and his/her coconspirators will frequently
abruptly change course and focus instead on behavioral accusations [33].
The hospital then accuses the physician of a pattern of unprofessional
behavior, yet once again these accusations have no supportive evidence



[33]. Why do they do this? Because accusations involving behavior or
conduct are much easier for a hospital to prosecute, since typically the only
“evidence” required is the accusation itself—not who made the accusation,
when it was made, or a copy of the complaint. In the end, the physician is,
of course, found guilty of being disruptive, with his/her privileges revoked
and being reported to the state board of medicine and the National
Practitioner Data Bank (NPDB)—an action which effectively ends the
physician’s career. The hospital attorney usually cites “peer review
privilege,” so as to prevent the plaintiff physician from discovering and
revealing what really happened, in secret, behind closed doors at the
hospital. The suspension of the physician’s hospital privileges is extended
beyond thirty days, at which time the hospital reports the physician to the
NPDB. Even if the charges are subsequently proven to be fraudulent, it is
nearly impossible to remove the suspension of privileges from the NPBD.

In summary, sham peer review is a perversion of the process intended to
protect patients and colleagues from ill, incompetent, unethical, dangerous,
and unprofessional practitioners. Sham peer review is an illegal, unethical,
immoral, and highly virulent process. Participating in sham peer review is a
violation of codes of professional conduct. Participants disrespect
professional colleagues, engage in vested self-regulation, and promote
discriminatory standards of professionalism [35].

Hospitals Don’t Have Unrestricted and Unlimited

Immunity.

The immunity provided by HCQIA has been abused by hospitals and
physicians to harm “disruptive” physicians (i.e., whistleblowers). However,
immunity under HCQIA can only be asserted if four safe-harbor provisions
are met as set out in 42 U.S.C. §11112 [32, 38]. These four provisions
stipulate that the professional review action was taken:



In the reasonable belief that the action was in furtherance of quality

healthcare,

After a reasonable effort to obtain the facts of the matter,

After adequate notice and hearing procedures are afforded to the

physician involved or after such other procedures as are fair to the

physician under the circumstances, and

4. In the reasonable belief that the action was warranted by the facts
known after such reasonable effort to obtain facts and after meeting
the requirements as outlined in provision 3.

In addition, the statute requires that the physician must be advised of the
hearing procedure, including a list of witnesses that will be called, notice
that the physician may call and cross examine witnesses, and that he/she
may present evidence. HCQIA establishes the right of a physician to
representation by an attorney at peer-review hearings [39].

Not only is sham peer review not objectively reasonable, but since the
basis for it is often completely fraudulent and done for some purpose other
than the advancement of quality healthcare, sham peer review does not
qualify as a “professional review action” under the definition provided in
the HCQIA and is therefore NOT PROTECTED by immunity. This
assertion is supported by case law. As summarized in the 10th Circuit Court
in Brown vs Presbyterian Healthcare Services, the court rejected the
defendant’s assertion of immunity, as they failed to meet the safe-harbor
provisions. In the case of Poliner vs Presbyterian Hospital of Dallas, the
jury awarded damages in the amount of $366,211,159.30 to Dr. Poliner
[40]. The jury found that Defendant’s actions were not immune from civil
liability under the federal or state peer-review statutes. The jury found in
favor of Plaintiffs on all of their claims, including breach of contract,
defamation, business disparagement, tortious interference with a contract,
and intentional infliction of emotional distress [41]. Further, the jury found



the defendants violated medical staff bylaws, and that they found that
defendants failed to comply with the reasonableness standards of HCQIA.
The jury further found that Defendants had acted maliciously and without
justification or privilege.

My Case

As will be described below, the “peer-review” process that I was subjected
to by Sentara Norfolk General Hospital (SNGH)/Sentara Healthcare system
did not meet the four safe-harbor provisions as set out in in 42 U.S.C.
§11112, and therefore SNGH cannot claim peer review immunity. I was not
advised of the hearing procedure (which took place on December 2, 2021),
and I was provided neither a list of witnesses (who were anonymous) nor
the ability to cross-examine the “witnesses.” I was not provided with any
evidence supporting any of the claims, nor was I permitted to provide any
evidence to refute the claims. In addition, and most important, I was
forbidden from having legal representation at the sham hearing.
Furthermore, what is truly astonishing is that despite the multiple
accusations and the claim that “significant numbers of individuals who
reached out to leadership with substantially similar information; all of
which who are individuals who have nothing to gain from reporting such
concerns,” 1 was never provided with documentation of a single complaint.
In summary, I was not afforded the “specific procedural requirements of a
peer-review process that will be entitled to immunity” as set forth by the
HCQIA [32].

In my case, Sentara Norfolk General Hospital followed the exact
playbook as outlined above. On November 9th I filed a suit against Sentara
Healthcare System for instituting a policy preventing myself and other
physicians from administering proven, safe, “off-label” FDA-approved,
lifesaving therapeutics for the treatment of COVID-19. The case was heard
in the Circuit Court of the City of Norfolk on November 18th. As agreed by



all parties, I was scheduled to work in the ICU at SNGH the weekend
starting Saturday November 20th. When I arrived at work on the 20th, I
found an envelope (with no postmarks) on my desk containing a letter from
the Sentara Medical Staff Office. The letter was marked overnight delivery
and by email (which was never sent). The letter signed by the President of
Medical Staff, Sentara Hospitals, and the President, Sentara Norfolk
General Hospital. The letter stated the following:

The purpose of this letter is to inform you that a series of events
have recently been reported to Hospital Administration and
Medical Staff leadership at Sentara Norfolk General Hospital that
have caused significant concern about your ability to conduct
yourself in a professional and cooperative manner in the Hospital,
which is essential for the provision of safe and competent patient
care.

They went on to accuse me of the following falsified charges (see letter of
response):

That I refused to participate in rounds with residents.

2. That I instructed nurses to crush medication and put them into a
feeding tube despite the pharmacy warning against this practice.

3. It was reported that I instructed residents to tell patients’ families
to hide Ivermectin in Twinkies and sneak it up to patients in the
hospital.

4. Nurses have also reported that I have forced them to give a
medication, even though doing so might cause the patient to have
an anaphylactic reaction.

5. We were also informed that you have been approaching ICU
families and telling them that it would be “child abuse” for them to



vaccinate their children against COVID19.

6. Additionally, it was reported that you informed patients that “your
hands were tied” and that there was nothing more you could do for
them. (Even though my hands were in fact tied. because the
hospital barred me from offering them the medicines that would
help them.)

7. It was reported that you have continued to start patients on plasma
exchange protocols, despite the fact that such treatment is no
longer recommended, and in fact may be dangerous.

It is clear that a third-grader could come up with more credible accusations.
Furthermore, they did not provide any substantive evidence to support these
outrageous claims, nor did they provide me with any patient details in order
for me to refute these claims. The letter went on to state:

Based on these incidents, Medical Staff leadership has determined
that your behavior causes such concern that there are grounds to
impose a precautionary suspension of your Medical Staff
appointment and clinical privileges in accordance with Section
6.D.1 of the Medical Staff Credentials Policy based upon a
conclusion that failure to take such action “may result in imminent
danger to the health and/or safety of any individual.” This
precautionary suspension is effective immediately.

These statements are profoundly offensive and wholly unfounded. Sentara’s
own data indicate that starting in July 2020, which is when I lost
administrative control of the General Intensive Care Unit (GICU), the
mortality rate in the GICU had DOUBLED. Clearly, my presence in the
hospital was beneficial to patients (and their families), nurses, and residents.



Although the Hospital/ MEC claim this action is unrelated to my legal
case (see below) and that the timing is purely coincidental, it is
categorically clear that this sham peer review process was nothing more
than a corrupt retaliation. Furthermore, as noted by Judge Lanetti,
overseeing my legal case:

Of note, Marik alleges that he received a letter from Sentara when
he reported to work on November 20, 2021, stating that, as of
November 18, 2021-the date of the Hearing-his hospital privileges
at Sentara Norfolk Hospital had been suspended (Pl.’s Nov. 22,
2021, Letter 1.).

Although Sentara maintains that Marik “would not be
disciplined for discussing his protocol as a treatment alternative
with his patients,” it does not dispute that the suspension is related
to Marik’s care of his COVID-19 patients. (Def.’s Nov. 22, 2021,
Letter 1.)

Further, the Sentara letter stated, “If you wish, you may provide a written
statement to the Medical Executive Committee in advance of the meeting as
well. Please send any such written statement to me by Monday, November
29th by fax and I will ensure that the Committee members receive it prior to
the meeting on December 2nd 2021.” As requested, I submitted my
response to these false allegations on the 29th of November, 2021. Despite
the assurance cited above, I have been informed that members of the MEC
received neither the original complaint nor my response.
The Sentara letter also stated:

Pursuant to Section 6.D.2. of the Medical Staff Credentials Policy,
the Medical Executive Committee must meet to review the matter
resulting in a precautionary suspension within 14 days. That



meeting has been scheduled for December 2, 2021 and you are
required to attend. These proceedings are confidential; there will
be no legal counsel.

I attended the MEC meeting on December 2nd, which in reality was a
kangaroo court. I was confronted by about twenty-five angry people (who
did not introduce themselves) including the president of the medical staff,
the chief medical officer, the chair of the Peer Review Committee, and a
number of department chairs. As the sham peer review “blueprint” outlined
above, the chair did not want to discuss the charges that led to this meeting.
Rather, she and the chair of the Peer Review Committee raised new
allegations of “unprofessional behavior.” When I asked about specific
instances of unprofessional behavior and who had generated these
complaints, the answers were not forthcoming. In regard to my
“unprofessional” behavior, those with whom I have worked and the patients
and families to whom I have ministered know that during the course of my
entire career, I have prided myself on my professional conduct and being
courteous and polite to students, residents, nurses, patients, and their
families. In my career spanning over thirty-five years, during which time I
have published more scientific articles in medical journals on critical care
than any other physician in America, I have NEVER been sued, NEVER
had a single patient compliant, and without exception, the evaluations of
myself by students, residents, fellows, and the nursing staff have been
consistently outstanding. I have never had a complaint lodged alleging
unprofessional behavior. Clearly, these fictitious claims were a continuation
of the original untruthful, phony accusations.

Following the kangaroo court, on December 6th I received a letter once
again from the president of the medical staff stating the following:



When the MEC met with you on December 2, it was felt that your
behavior was consistent with the concerns that have been raised
most recently. Your demeanor was extremely hostile, and you
appeared angry and defiant. You vehemently denied that your
behavior has ever been questionable and accused the MEC of
retaliating against you for filing suit against Sentara Healthcare,
despite the fact that the matter does not involve Medical Staff
leadership and was not the subject of this inquiry.

An individual witness to these proceedings has confided in me and has
stated that “This was pure retaliation, and the accusations are all
fabricated.” (He/she will testify to such under oath.) The letter continued:

Overall, the MEC felt that your categorical denial that any of the
reported concerns that were described to you in our previous
correspondence had occurred was not credible given the
significant number of individuals who reached out to leadership
with substantially similar information; all of which who are
individuals who have nothing to gain from reporting such concerns
and the vast majority of which have expressed being fearful about
the possibility of retaliation. Given the above, the MEC was
unable to resolve the concerns raised and remains extremely
concerned about the continued risk of imminent danger to the
health and/or safety of patients, families, medical staff, and
employees of the Hospital. Ultimately, the MEC considered your
behavior to be unacceptable and determined that not only are these
circumstances concerning on their face, but they also appear to be
further evidence of your lack of professionalism when interacting
with colleagues and Hospital staff. For this reason, the MEC voted
to initiate a formal investigation into this matter pursuant to



Section 6.C.2 of the Medical Staff Credentials Policy and to
continue your precautionary suspension in place pending the
outcome of this review process.

I received a follow-up letter from the president of the medical staff dated
December 23rd, 2021. This letter served as “formal notice of the meeting
that the ad hoc Investigating Committee has scheduled with you pursuant to
Section 6.C.3 (d) of the Medical Staff Credentials Policy.” The meeting
with the ad hoc committee was scheduled for January 17th, 2022.
Furthermore, this letter outlined fourteen accusations against me, including
the seven previous charges against me with additional new implausible
charges that had been invented since the first accusations of November
18th. My response to these absurd, bogus accusations is outlined in a letter
dated December 30th, 2021.

It was perfectly clear that Sentara Health System would continue this
sham process, continue with their lies and spurious allegations, and deny
me any semblance of due process, with the ultimate goal of revoking my
hospital privileges and thereby ending my career. Furthermore, as I
understand, my suspension of hospital privileges has been reported to the
NPDB. Based on this reality I felt I had no option but to resign from my
position as tenured professor of Medicine at Eastern Virginia Medical
School (EVMS) effective December 31, 2021. As Sentara Health System
had achieved their goal of ending my career, they cancelled the ad hoc
committee meeting, which now served no purpose.

In summary, the sham peer review assault perpetrated by Sentara
Healthcare System was immoral, unethical, illegal, and unconscionable. It
represents evil in its most vile form. Sentara has “acted maliciously and
without justification or privilege.” The actions of Sentara Healthcare
System are, however, in keeping with what one can only intuit as a total
disrespect for the sanctity of human life. Hundreds of patients have died as



a result of their contempt for science as witnessed by their unconscionable
ban of lifesaving COVID-19 therapeutics within the hospital, and their self-
serving financial and political interests.
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CHAPTER 5
Treating Patients and Fighting for Medical
Freedom

By Pierre Kory

Dr. Pierre Kory, MD, MPA, is a specialist in pulmonary diseases,
internal medicine, and critical-care medicine. He serves as the
president and chief medical officer of the Front-Line COVID-19
Critical Care Alliance. Formerly, Dr. Kory worked as the chief of
the critical care service and medical director of the Trauma and
Life Support Center at the University of Wisconsin.

During the pandemic, Dr. Kory led ICUs in multiple hotspots
and authored several peer-reviewed papers on COVID illness and
treatment. He has testified on two occasions to the US Senate on
the medical evidence supporting the use of early treatment for
COVID-19.

In this essay, Dr. Kory distills lessons that could lead us to a
better destination than where we ended up in this pandemic.
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After two years like 2021-2022, it’s important to take a moment to reflect
and distill lessons that may help us change course toward a happier destiny.
There’s a lot I could say about what has been happening, given the state of



our country and our medical community, but I will focus on what I see as
the four major takeaways to guide us forward:

1. Do no harm does not mean do nothing

Many healthcare professionals in the US immediately adopted an approach
of not trying any treatments until large, expensive, and prolonged
randomized trials could be performed, so they could have the security of
knowing their treatments were recommended by powerful health agencies.

Some of us, meanwhile, got down to the business of medicine, studying
the mechanisms of this novel disease and then formulating treatment
approaches using readily available medicines with known properties that
could counteract these mechanisms. We did everything possible to give
patients the best chance of coming out of this disease alive and free from
harm. I'm proud to be in this camp because the results speak for
themselves.

The “maverick” doctors in the US who took the above-mentioned path
experienced both resistance and punishment from our administrative leaders
and government managers, while other countries and regions around the
world adopted similar approaches with outstanding results.

I frequently cite the example of Uttar Pradesh, one of India’s largest
states with a population two-thirds the size of the US. With a careful door-
to-door surveillance strategy in combination with a prevention and early
treatment regime using Ivermectin, Uttar Pradesh effectively eliminated
COVID-19 from their state of 241 million people. The history books will (I
hope) rightly recognize their efforts as one of the most successful public
health interventions ever [42, 43].

The Brazilian city of Itajai is another great example. The city offered
Ivermectin preventively to the entire city’s population; 60 percent of the
population (133,051 people) agreed to take it every two weeks for six
months. The city’s health service collected data on the entire population



prospectively and found that Ivermectin users had a 70 percent lower
mortality rate, and a 67 percent lower hospitalization rate, while the
citywide COVID mortality fell from 6.8 percent to 1.8 percent during the
program [44].

Similar results have been seen in places like Mexico, Peru, Argentina,
the Philippines, Japan, and elsewhere. But in North America, Europe, and
Australia, organized, deep-pocketed, and highly effective opposition to such
programs led to some of the highest case fatality rates in the world. What
will the history books say about that?

2. Treating COVID is about more than Ivermectin
It’s easy to think of me as “the Ivermectin doctor,” but that’s only because
the drug is so effective in all phases of COVID-19 that it forms the core
therapeutic in the protocols developed by the organization I cofounded, the
Front Line COVID-19 Ciritical Care Alliance (FLCCC), which develops
and supports Prevention & Treatment Protocols for COVID-19. There are,
however, a whole host of other compounds that work to treat COVID-19,
either on their own or in combination. All FLCCC doctors and many, many
more physicians throughout the United States and the world pride
themselves on these combination protocols, which were carefully
constructed to work in synergy. These are multidrug, multistage protocols
and not based on one drug or product and can be found on our website [45].
Our group has also developed a treatment protocol that was created for
the hospitalized patients based on the core therapies of methylprednisolone,
ascorbic acid, thiamine, heparin, and nonantiviral cointerventions
(MATH-+). There is a scientific and clinical rationale behind MATH+ based
on published in-vitro, preclinical, and clinical data in support of each
medicine, with a special emphasis of studies supporting their use in the
treatment of patients with viral syndromes and COVID-19 specifically [46].



In addition, it’s important to recognize that colleagues such as Dr. Paul
Marik and Dr. Umberto Meduri, along with myself, were early advocates
for the use of steroids to treat COVID patients, a practice initially
discouraged by federal health officials, but that has since become the
standard of care worldwide [47]. We also had success treating patients with
fluvoxamine, a widely used generic antidepressant, in addition to steroids
and a number of other repurposed medicines. This protocol contributed to
halving deaths in Dr. Marik’s hospital [47]. But the hospital stepped in and
banned these medicines, largely restricting their doctors to using only
remdesivir; we know it doesn’t work in late-phase COVID, and worse, the
best studies show it actually may be harming patients.

We now know there are a whole host of compounds that work to treat
COVID-19, either on their own or in combination. To show how much the
US has lost its way in responding to COVID-19, remdesivir is given to
nearly every hospitalized patient at a cost of $3,000 per dose. There are
“Narco” states and there are “Pharma” states, and the US has clearly fallen
into the latter category. We must fight to free ourselves from this
oppression.

Regarding fluvoxamine, the FLCCC incorporated it into our treatment
protocol on April 27, 2021, with great effect. That practice was affirmed in
October 2021, when a large, double-blind randomized controlled trial,
published in the Lancet, found fluvoxamine reduced COVID-19 mortality
rates by up to 91 percent and hospitalizations by two-thirds in those who
adhered to the prescribed regimen [48]. This news reinforces the logic of
safe, inexpensive, repurposed generic medicines to help get this pandemic
under control. Yet the NIH continues to avoid recommending this medicine
to treat Americans.

It appears these negligent behaviors at the federal level are finally being
resisted at the state and local level. An example is now coming from
Florida, where the state’s surgeon general, Dr. Joseph Ladapo, recently



launched a public service campaign promoting a healthy lifestyle, better
nutrition, and early treatment for COVID-19 using many of the compounds
in our protocol, including fluvoxamine. It is encouraging to see this kind of
move in the country’s third most populous state. Here’s hoping more states
follow Florida’s lead in the coming months.

3. Many doctors are too cowardly to speak out

My faith in a lot of things has been weakened since the pandemic began;
however, I still believe most doctors go into the profession because they
want to help others. I don’t think any doctor wants to see their patients
suffer needlessly. So, I really shake my head when I see so many doctors
standing by and watching, or even participating in the pharmaceutical
industry’s war on repurposed drugs, dutifully executed via health agencies,
medical societies, and state medical boards that scare doctors with bulletins
and memos full of threats and fraudulent guidance against using some of
the world’s safest (and unfortunately for the industry, most highly effective
but unprofitable) medicines. The horrific consequences of their decades-
long war against repurposed drugs are clearer than ever before. It must stop.
Doctors must resist more effectively, and more cohesively.

I really shake my head when I see so many doctors standing by and
watching, or even participating in, the pharmaceutical industry’s war on
repurposed drugs.

We could have put an end to this pandemic and saved countless lives if
many more physicians had spoken up in their individual institutions,
prioritizing early treatment approaches guided by the precautionary
principle and sound risk-benefit decision making. Instead, physician leaders
in countless institutions allowed public health agencies and institutions to
implement a rigid, top-down approach to treatment, threatening physicians
with loss of their livelihoods if they didn’t follow their preordained
protocols. The physicians’ cowardice in staying silent, while patients



suffered and died all around them month after month—just to ensure they
could stay employed or maintain peaceful relationships with their peers and
superiors—is a sad reflection on our medical community. This has led to
terrifying outcomes, just as history books will record.

Thankfully, there is a growing number of courageous and outspoken
doctors and nurses who are increasingly rising up to do what they are duty-
bound to do, and I am honored to count myself among them. These are the
people who give me hope and inspire me to keep fighting for the truth no
matter how difficult it is sometimes.

4. The powers that be can’t keep the truth hidden for long

Here’s where the hope shines through the doom and gloom. People are
seeing what’s happening, and they’re getting sick of it. Word is getting out.
More and more people are questioning the many misguided policies leading
to results more obviously disastrous by the day.

Every week, thousands of people tune in to our FLCCC weekly
webinar. Around the world more than twenty countries, representing almost
one-fifth of the Earth’s population, now use Ivermectin. My Twitter
following has grown to over 200,000 people! I don’t say this to gloat, but
rather to point out that people are hungry for common-sense information
they can trust. And I am so proud to be surrounded by a group of pragmatic,
caring, thoughtful physicians whose goal is to do just that: use common-
sense approaches to fight this pandemic.

A growing number of state attorneys general, including in Nebraska,
Louisiana, South Carolina, Oklahoma, and now Tennessee, are moving to
protect physicians’ ability to use off-label prescribing in the treatment of
COVID-19. In an encouraging public statement, Oklahoma’s Attorney
General John O’Connor said his office would not allow medical boards to
prevent doctors prescribing Ivermectin or hydroxychloroquine to treat
COVID-19 [49].



I stand behind doctors who believe it is in their patients’ best interests to
receive Ivermectin and hydroxychloroquine.

This is a huge win for doctors and patients. Just like our long-standing
advocacy for early treatment of COVID, the FLCCC has advocated for
public officials to let doctors be doctors since the beginning of the
pandemic.
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CHAPTER 6
Beware the Fact-Checkers

By Leonard C. Goodman

As the late US senator Daniel Patrick Moynihan once said,
“People are entitled to their own opinions, but not their own facts.”
This essay provides a great illustration of how “fact-checkers” are
not checking facts, but rather have been acting to police opinion
and thought. This is the Orwellian reality that the US Intelligence
community advocates for America, and that the corporate legacy
media gladly endorses.

Leonard C. Goodman is a Chicago criminal defense attorney
and coowner of the for-profit arm of the Chicago Reader. This
article was first published in the ScheerPost. Republished here by
permission of the author.
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Beware of the Fact-Checkers
A case study in how allegedly neutral analysts hired by publications or
social media can effectively cancel good-faith questions and opinions
because they challenge dominant narratives.

By Leonard Goodman / Original to ScheerPost
April 13, 2022



Opinion columnists are familiar with the traditional role of the fact-checker.
Prior to publication, an editor checks accuracy of quotes and the sources for
factual assertions. Erroneous or unsupported assertions are removed or
revised.

But times have changed. Today, an entire fact-checker industry has
emerged to check your opinions, making sure you have not strayed beyond
acceptable limits for public discourse. These professional fact-checkers are
often brought in after publication of a controversial article, opinion piece or
podcast to quell a controversy. Acting more like business consultants, they
help media platforms large and small stay on the right side of government
officials and corporate sponsors.

COVID-19 has been a boon to the fact-checking industry. Big outfits
like Politifact and Factcheck.org have special divisions just to police
COVID “misinformation.” Like the Ministry of Truth imagined by George
Orwell in his epic novel, “1984,” these outfits will tell you what you can
and can’t say about the lockdowns, masks, and the mRNA vaccines
manufactured by Pfizer and Moderna.

I got a window into the world of professional fact-checkers last
November after I published an op-ed for the Chicago Reader called,
“Vaxxing our Kids, Why I’m not rushing to get my six-year-old the
COVID-19 vaccine.” In it, I considered the arguments for and against the
official policy to vaccinate every child. And I apparently crossed a line by
including opinions held by a significant number of prominent scientists and
physicians who believe healthy children don’t need the vaccine because
their risk of severe COVID is minuscule, the vaccine may do more damage
than good to children, and it does little to stop the spread of COVID.

Vaxxing our Kids was my 21st column for the Chicago Reader.
Founded in 1971, the free and freaky Chicago Reader has a long history of
taking on centers of powers and inviting controversy, including articles
exposing the Chicago Police department’s systematic use of brutal torture to
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extract confessions from murder suspects (1990-2007), the Catholic
Church’s role in covering up allegations of child molestation by priests
(1991), and the Israeli government’s mistreatment of Palestinians in the
Gaza Strip (2002-05).

In 2018, the Chicago Reader was insolvent and faced dissolution. I
partnered with a Chicago real estate developer to purchase the Reader for
$1. We assumed its debt and helped pay its operating expenses with the
intention to transition the paper to not-for-profit status as the best way to
assure its survival into the future.

In 2019, I began writing a semi-regular opinion column for the Reader.
Taking advantage of its fifty-year history of providing a space for dissent, I
focused on subjects that would not be welcome in mainstream papers, such
as the connection between convicted pedophile Jeffrey Epstein and U.S.
Intelligence, the persecution of Julian Assange and Chelsea Manning, the
Obama Foundation’s move to privatize 20 acres of historic public parkland
on Chicago’s South Shore and cut down a thousand trees in order to build a
235-foot-high museum tower on the shores of Lake Michigan, and the
collaboration between corporate-friendly federal judges in the Southern
District of New York and the Chevron Corporation to punish a lawyer who
is trying to make Chevron pay for its deliberate destruction of a large
section of the Ecuadorian Amazon Rainforest. Scheerpost copublished
several of these columns.

But apparently expressing concerns about giving my six-year-old
daughter an mRNA vaccine that was not tested on humans until 2020, and
that has been approved only for “emergency use” in kids, took me into
forbidden territory. Like all my columns, Vaxxing our Kids was submitted
on deadline, fact-checked and edited. At publication, my editor thanked me
for taking on the difficult topic and pronounced my research to be
“bulletproof.” She predicted that the piece would be controversial, but that
many parents of young children would appreciate hearing a different point



of view. This prediction was accurate. Vaxxing our Kids received 772 likes
on Twitter and 323 retweets even though the Reader did not support the
column. Dozens of parents reached out to tell me that they too were
struggling with the decision whether to give their young child an mRNA
vaccine and were grateful for information that could not be found in other
media. On the other side, a small but angry group of readers and pro-
pharma operatives lashed out, demanding that Vaxxing our Kids be taken
down off the Reader website and that I be fired as a columnist.

Scheerpost co-published Vaxxing our Kids. But the way Scheerpost and
the Chicago Reader handled the exact same content, and the ensuing
controversy could not have been more different. Scheerpost put the column
front and center on its website and invited readers to comment and debate.
Last I checked, there were 105 on-line comments and a robust debate, for
and against the policy of mass vaccination of children. Many of the posters
on Scheerpost shared knowledge, research and expertise on the questions
raised in the op-ed, a shining example of how the First Amendment is
supposed to work.

The Chicago Reader took a different approach. Rather than embrace the
controversy and welcome a debate over an important issue of public health,
the Reader let “the mob ha[ve] the final edit” as one journalist remarked in
the Chicago Tribune.[6] After disabling all comments on its website,
Reader management hired an external and anonymous “fact-checker” to
rewrite my column and issue a report with nine points of disagreement, later
expanded to fifteen points of disagreement. The publisher offered me two
options: either remove the column from the Reader website, or replace it
with the new version that was “extensively modified” by the fact-checker,
to be followed by the fact-checker report. I asked to publish a rebuttal to the
fact-checker report and was told: “As for rebuttal: Your side is the actual
column. The rebuttal is not a ‘side’ it is a fact-checker’s report.”



At this point, the Reader’s board got involved to protest management’s
handling of the controversy over the opinion column. The board passed a
resolution demanding that the Reader guarantee a space for dissenting
views before it transitions to not-for-profit status. Management has dug in
and refused to engage with the board’s demands, leading to a stalemate
which threatens the future of the Reader.

I accept that it is theoretically possible that I could publish an opinion
column that, although extensively researched, edited and fact-checked pre-
publication, could be so riddled with factual errors that it needed to be
either taken down or extensively modified. On the other hand, I have
written more than thirty op-eds for a half dozen publications and never once
had to correct a single factual assertion after publication. So it seems highly
unlikely that there could be fifteen factual errors in Vaxxing our Kids.

Also, a careful examination of the fact-checker report reveals it to be
highly dubious. Most of the items in the report begin with a declaration that
a sentence in my column is “untrue” or “misleading,” followed by a
convoluted word salad that winds up by conceding that what I wrote is
100% accurate. The remaining items in the report are just disagreements
with the opinions of the experts that I accurately quote in the column.

For example, item number one in the report takes issue with the
following sentence of my column: “Moreover, by not advertising their
vaccines by name, Pfizer-BioNTech and other drugmakers are not obliged,
under current FDA regulations, to list the risks and side effects of the
vaccine.” The fact-checker report pronounces this sentence to be both
“untrue” and “misinformation.” The report then confirms that, “Vaccine
manufacturers have not advertised their vaccines at all” and then adds, “If
Pfizer begins to advertise its vaccine, which received FDA approval earlier
this year, it will have to follow regulations and list side effects.” In other
words, the report confirms that what I wrote is 100% accurate but
nevertheless labels it “misinformation.”



Items two and three assert that it was “misleading” for me to criticize
the FDA for going “to court to resist a FOIA request seeking the data it
relied on to license the Pfizer COVID-19 vaccine.” But here again, the fact-
checker concedes, in convoluted fashion, that what I wrote is 100% true—
the FDA did in fact go to court to resist a FOIA request for the “raw data
underpinning the trials.” So how is what I wrote misleading? According to
the fact-checker, I should have credited the FDA’s explanation that, because
of “its small department of ten FOIA officers (who are already handling
hundreds of other requests),” it needed 55 years (until 2076) to go through
the documents and redact “patient information and trade secrets.”

In other words, in the age of the fact-checker, an opinion columnist is
required to credit the official word of government bureaucrats, even when
those bureaucrats are clearly lying, as they were in this case. How do I
know they were lying? In early January, about a month after Vaxxing our
Kids was published, a federal judge in Texas ordered the FDA to release all
the data it relied on to license Pfizer’s COVID-19 vaccine at a pace of
55,000 pages a month, rejecting the FDA’s argument that its short-staffed
FOIA office only had the bandwidth to review and release 500 pages a
month. The FDA has so far complied with the court order. And in March, as
was widely reported in the media, the first batch of vaccine-trial data was
released revealing that Pfizer was aware of 1,291 adverse side effects from
its vaccine when it applied for FDA approval.

Most of the other items in the fact-checker report criticize me for
accurately quoting opinions that the fact-checker disagrees with. For
example, my column cites recent statements from Mexico’s health minister,
Jorge Alcocer Varela, “who recommends against vaccinating children,
warning that COVID-19 vaccines could inhibit the development of
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children’s immune systems.” The fact-checker asserts: “There is no
evidence that this is the case with COVID vaccines or any other vaccines.”

But the mRNA vaccines have only been given to children for about a year.



No one knows for sure what the long-term effects will be. Dr. Alcocer
Varela believes this vaccine could hinder the learning of a child’s immune
system. He may be right, and he may be wrong. But he is entitled to his
opinion. And considering his credentials as an immunologist, researcher,
teacher, healthcare professional and government official, parents like
myself have a right to consider his views in making healthcare decisions for
our young children. People who disagree with Dr. Alcocer Varela are also
entitled to express their views in opposition. That is the way free speech is
supposed to work.

I got additional insight into the anonymous fact-checker report after a
journalist from the Poynter Institute wrote an article weighing in on the
controversy at the Chicago Reader. The Poynter Institute is a self-appointed
leader in “accountability journalism” through its International Fact-
Checking Network. The Poynter journalist wrote that “Goodman’s column
[Vaxxing our Kids] received backlash from readers and staff due to
inaccuracies and misleading statements within the piece.” In an email, I
demanded that the journalist identify these “inaccuracies and misleading
statements within the piece.” She responded in part that my article cited the
views of Dr. Robert Malone; but an article at Politifact.com explains “why
he cannot be considered a ‘reputable’ source on the COVID-19 vaccines.”

In other words, Dr. Robert Malone has been cancelled by Politifact.
Therefore, op-ed columnists are not permitted to cite Dr. Malone’s views
even though he is one of the original inventors of the mRNA vaccine
technology and scores of people around the world are interested in what he
has to say.

I should also point out that the Poynter Institute owns Politifact.

I wrote twenty columns for the Chicago Reader, most of which expose
connections between government officials and their corporate partners. But
it was only after I questioned the official narrative on COVID vaccines that
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the Reader felt compelled to bring in the professional fact-checkers to
justify censoring my opinions and cancelling me as columnist.

I suspect that the real objection to Vaxxing our Kids has nothing to do
with factual errors. Rather, the piece may have stumbled onto some
uncomfortable truths about our official policy to vaccinate every child in
America for a virus that poses almost no risk to healthy children. Perhaps
the bigger concern was the following excerpt from my column that escaped
entirely the fact-checker’s red pen:

“This year, Pfizer has banked on selling 115 million pediatric doses to
the U.S. government and expects to earn $36 billion in vaccine revenue.
Congress is so in the pocket of Big Pharma that it’s against the law for our
government to negotiate bulk pricing for drugs, meaning taxpayers must
pay retail.”

That kind of money flowing to a corporate partner makes it hard for
government officials to focus on the science.

Moreover, data now becoming available shows the vaccine to have been
ineffective in kids. As recently reported by NBC News, “Two doses of the
Pfizer-BioNTech COVID-19 vaccine offer almost no protection against
coronavirus infection in kids ages 5 to 11, according to new data posted
online—a finding that may have consequences for parents and their
vaccinated children.” Also, more than 17,000 doctors and scientists recently
signed onto a declaration that “healthy children shall not be subject to
forced vaccination.”

These developments, coupled with the court-ordered release of the data
from Pfizer’s vaccine trials showing more than a thousand undisclosed side
effects, may explain the mad scramble to shut down dissenting voices.

As a WWII Air Force pilot was reported to have said: “If you’re taking
flak, you’re over the target.”

Since the age of Socrates, truth has been discovered through reasoned
debate and discourse. As the places in media to host that debate keep



disappearing, some brave board members at the Chicago Reader are
fighting to rescue the paper from the dark forces of censorship and to
preserve its fifty-year tradition of embracing dissenting views.

Below is the original article that prompted the debate with the Chicago
Reader and fact-checkers, published in the Reader on November 24, 2021

Vaxxing Our Kids: Why I’m Not Rushing to Get

My Six-Year-Old the COVID-19 Vaccine
by Leonard C. Goodman

Like many Americans, I have concerns about giving my six-year-old a new
vaccine that was not tested on humans until last year.

As a father of a young child, I am pressured to get my daughter
vaccinated for COVID-19. And like many Americans, I have concerns
about giving my six-year-old a new vaccine that was not tested on humans
until last year, and that has been approved only for “emergency use” in kids.
The feverish hype by government officials, mainstream media outlets, and
Big Pharma, and the systematic demonization and censorship of public
figures who raise questions about the campaign, provide further cause for
concern.

This year, Pfizer has banked on selling 115 million pediatric doses to
the U.S. government and expects to earn $36 billion in vaccine revenue.
Congress is so in the pocket of Big Pharma that it’s against the law for our
government to negotiate bulk pricing for drugs, meaning taxpayers must
pay retail. Corporate news and entertainment programs are routinely
sponsored by Pfizer, which spent $55 million on social media advertising in
2020. Even late-night comedians like Jimmy Kimmel, who has called for
denying ICU beds to unvaccinated people, have been paid by Big Pharma to
promote the COVID-19 vaccine.

It is thus not surprising that most of the information reported in the
press about vaccine safety and efficacy appears to come directly from Pfizer



press releases. This recent headline from NBC News is typical: “Pfizer says
its Covid vaccine is safe and effective for children ages 5 to 11.” Moreover,
by not advertising their vaccines by name, Pfizer-BioNTech and other
drugmakers are not obliged, under current FDA regulations, to list the risks
and side effects of the vaccine.

Most Americans are vaguely aware that COVID vaccines carry some
potential risks, such as heart inflammation, known as myocarditis, seen
most often in young males. But no actual data from the vaccine trials has
been provided to the public. After promising “full transparency” with
regard to COVID-19 vaccines, the FDA recently went to court to resist a
FOIA request seeking the data it relied on to license the Pfizer COVID-19
vaccine, declaring that it would not release the data in full until the year
2076—not exactly a confidence-building measure.

Also troubling is a recent report in the British Medical Journal, a peer-
reviewed medical publication, which found that the research company used
by Pfizer falsified data, unblinded patients, employed inadequately trained
vaccinators, and was slow to follow up on adverse events reported in
Pfizer’s pivotal phase III trial. The whistleblower, Brook Jackson,
repeatedly notified her bosses of these problems, then emailed a complaint
to the FDA and was fired that same day. If this scandal was ever mentioned
in the corporate press, it was with a headline like this from CBS News:
“Report questioning Pfizer trial shouldn’t undermine confidence in
vaccines.”

On the other hand, the initial rollout of the vaccine appeared to be a
home run. Reported numbers of new infections went down, and oppressive
lockdown rules were lifted. Our bars, restaurants, and gyms opened up.
Plus, my own experience getting the vaccine was positive, as I wrote about
in an earlier column for the Reader. Is it possible that this time, the
corporate media and government got it right? Is the mass vaccination of
everyone, including kids, really the solution to our long COVID nightmare?



I have tried my best to look objectively at the available evidence in order to
make the best decision for my daughter. In this column, I share my findings.

The first thing I discovered is that the risk of COVID to healthy kids is
extremely low. Or as the New York Times’s David Leonhardt recently put it,
unless your child has preexisting conditions or a compromised immune
system, the danger of severe COVID is “so low as to be difficult to
quantify.” This raises the question: If the risk for kids is so low, what is the
emergency that justifies mass vaccination of children without waiting for
proper testing trials of the vaccine?

The argument made most often is that we must vaccinate our kids to
protect others. However, while most adults perceive children as little germ
factories, the data suggests that kids are at low risk to spread COVID.
Reports from Sweden, where schools and preschools were kept open, and
kids and teachers went unmasked without social distancing, show a very
low incidence of severe COVID-19 among schoolchildren or their teachers
during the SARS-CoV-2 pandemic.

I was also surprised to learn that there are reputable scientists opposed
to mass vaccination, such as Dr. Robert Malone, an original inventor of the
mRNA vaccine technology behind the COVID vaccines. As Malone
explains, the mRNA vaccine contains a spike protein, similar to the virus,
that stimulates your immune system to produce antibodies to fight COVID.
He describes the vaccine as “leaky,” meaning it is only about 50 percent
effective in preventing infection and spread.

Malone warns that overuse of a leaky vaccine during an outbreak risks
generating mutant viruses that will overwhelm the vaccine, making it less
effective for those who really need it. “The more people you vaccinate, the
more vaccine-resistant mutations you get, and in the vaccine ‘arms race,’
the more need for ever more potent boosters.” Thus, Malone recommends
vaccinating only the most vulnerable—primarily the elderly and individuals



with significant comorbidities such as lung and heart disease or diabetes—
and not healthy children.

If these views sound unfamiliar, it’s likely because Malone and other
critics of mass vaccination have faced heavy suppression on social media
and vicious attacks from corporate media outlets.

Meanwhile the U.S. mainstream press has ignored recent statements by
Mexico’s health minister, Jorge Alcocer Varela, who recommends against
vaccinating children, warning that COVID-19 vaccines could inhibit the
development of children’s immune systems. “Children have a wonderful
immune system compared to the later phases . . . of their life,” he explained,
warning that “hindering” the “learning” of a child’s immune system—the
“cells that defend us our whole lives”—with a “completely inorganic
structure” such as a vaccine runs counter to public health.

A recent Harvard study provides further evidence that while vaccines
protect us against serious COVID illness and deaths, they alone are not very
good at stopping the spread of the disease. The study looked at COVID
numbers in 68 countries and 2,947 counties in the United States during late
August and early September. It found that the countries and counties with
the highest vaccination rates had higher rates of new COVID-19 cases per
one million people. And suggested other measures, like mask wearing and
social distancing, in addition to vaccination.

In place of mass vaccination, Malone recommends early intervention
with therapeutics shown to be effective against COVID, including
Ivermectin. In contrast, the corporate press has shamelessly attacked early
treatments, and especially Ivermectin, which it calls a veterinary drug, in
reference to the fact that it is used to treat both animals and humans, along
with many other drugs, including antibiotics and pain pills.

In October, popular podcaster Joe Rogan announced on his program that
he had contracted the virus and took Ivermectin, prescribed by a doctor,
along with other therapeutics including monoclonal antibodies, and that he



only had “one bad day” with the virus. CNN ridiculed Rogan for taking
“horse dewormer.” On his show, Rogan grilled CNN medical expert Sanjay
Gupta. “Why would they lie [at your network] and say that’s horse
dewormer? I can afford people medicine.” Rogan pointed out that the
developers of Ivermectin won the Nobel Prize in 2015 for the drug’s use in
human beings.

Why indeed is CNN and much of the mainstream press lying about
Ivermectin, a drug that has been used by literally billions of people to treat
tropical diseases, and has been shown to be safe and effective in treating
COVID in countries such as Mexico, India, Japan, and Peru? First, in order
for there to be an emergency use authorization for the vaccines, there has to
be no treatment for a disease. Thus, any potential treatments must be
disparaged. That is, of course, until Pfizer releases its antiviral drug, PF-
07321332.

Second, Ivermectin is off patent, meaning Big Pharma can’t make a
profit on it. It has been made available to poor people around the world at
pennies a dose. In contrast, Pfizer’s COVID pill will be priced at more than
$500 per course.

At this point, you can guess the end of the story. The final straw for me
is the apparent lack of durability of the COVID vaccines. Recent data
indicates that the limited protection from the vaccine lasts only four to six
months. Since COVID is not going away, is it Pfizer’s plan to artificially
boost my daughter’s immune system every four to six months for the rest of
her life?

We have been kept in the dark about vaccine safety and efficacy by our
government and its partners in Big Pharma, who tell us they have looked at
the science and it supports vaccinating our children against a virus that
presents them with only the most miniscule risk of serious illness. As a
parent, I will demand more answers before simply taking their word.
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CHAPTER 7
Mass Formation and the Psychology of
Totalitarianism

By Mattias Desmet

As many of you know, I have spent time researching and speaking
about mass formation (psychosis) theory. Although the roots of the
theory can be traced back to the Allegory of the Cave described in
Plato’s Republic (and in the introduction to this book), most of
what I have learned has come from Dr. Mattias Desmet. During
the COVIDcrisis, Mattias realized that this form of mass hypnosis,
of the madness of crowds, can account for the strange
phenomenon of about 20-30% of the population in the Western
world becoming entranced with the Noble Lies and dominant
narrative concerning the safety and effectiveness of the genetic
vaccines, and both propagated and enforced by politicians, science
bureaucrats, pharmaceutical companies, and legacy media.

What has been clearly observable with the mass hypnosis is
that a large fraction of the population is completely unable to
process new scientific data and facts demonstrating that they have
been misled about the effectiveness and adverse impacts of
mandatory mask use, lockdowns, and genetic vaccines that cause
people’s bodies to make large amounts of biologically active
coronavirus Spike protein.



These hypnotized by this process are unable to recognize the
lies and misrepresentations they are being bombarded with on a
daily basis and actively attack anyone who has the temerity to
share information with them that contradicts the propaganda that
they have come to embrace. And for those whose families and
social networks have been torn apart by this process, and who find
that close relatives and friends have ghosted them because they
question the officially endorsed “truth” and are actually following
the scientific literature, this can be a source of deep anguish,
sorrow, and psychological pain. At times when I have spoken
about this theory to large groups, I have looked out over the
audience and seen grown men with tears streaming down their
faces. So many families and interpersonal relationship have been
deeply damaged, all too often completely torn apart, during the
COVIDcrisis. I believe that one of the most important aspects of
Dr. Desmet’s profound insights into this phenomenon is that it can
help people to understand and (in some cases) to forgive their
neighbors, peers, and family members who have become
hypnotized by the propaganda, thought, and information control
that they have been subjected to during the COVIDcrisis. Here is
the story of how Dr. Desmet broke free of his own hypnosis during
the time of COVID and realized that the academic research area
that had been the focus of his life’s work had influenced both his
own thinking as well as that of much of the world.
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From Our Rationalist View on Man to the World
to Mass-Formation



Dr. Mattias Desmet: professor of clinical

psychology, Ghent University

At the end of February 2020, the global village began to shake on its
foundations. The world was presented with a foreboding crisis, the
consequences of which were incalculable. In a matter of weeks, everyone
was gripped by the story of a virus—a story that was undoubtedly based on
facts. But on which ones? We caught a first glimpse of “the facts” via
footage from China. A virus forced the Chinese government to take the
most draconian measures. Entire cities were quarantined, new hospitals
were built hastily, and individuals in white suits disinfected public spaces.
Here and there, rumors emerged that the totalitarian Chinese government
was overreacting and that the new virus was no worse than the flu. Opposite
opinions were also floating around: that it must be much worse than it
looked, because otherwise no government would take such radical
measures. At that point, everything still felt far removed from our shores,
and we assumed that the story did not allow us to gauge the full extent of
the facts.

Until the moment that the virus arrived in Europe. We then began
recording infections and deaths for ourselves. We saw images of
overcrowded emergency rooms in Italy, convoys of army vehicles
transporting corpses, morgues full of coffins. The renowned scientists at
Imperial College confidently predicted that without the most drastic
measures, the virus would claim tens of millions of lives. In Bergamo,
sirens blared day and night, silencing any voice in a public space that dared
to doubt the emerging narrative. From then on, story and facts seemed to
merge, and uncertainty gave way to certainty.

The unimaginable became reality: we witnessed the abrupt pivot of
nearly every country on Earth to follow China’s example and place huge
populations of people under de facto house arrest, a situation for which the
term “lockdown” was coined. An eerie silence descended—ominous and



liberating at the same time. The sky without airplanes, traffic arteries
without vehicles; dust settling on the standstill of billions of people’s
individual pursuits and desires. In India, the air became so pure that, for the
first time in thirty years, in some places the Himalayas became once more
visible against the horizon.

It didn’t stop there. We also saw a remarkable transfer of power. Expert
virologists were called upon as Orwell’s pigs—the smartest animals on the
farm—to replace the unreliable politicians. They would run the animal farm
with accurate (“scientific”) information. But these experts soon turned out
to have quite a few common, human flaws. In their statistics and graphs
they made mistakes that even “ordinary” people would not easily make. It
went so far that, at one point, they counted all deaths as corona deaths,
including people who had died of, say, heart attacks.

Nor did they live up to their promises. These experts pledged that the
Gates to Freedom would reopen after two doses of the vaccine, but then
they contrived the need for a third. Like Orwell’s pigs, they changed the
rules overnight. First, the animals had to comply with the measures because
the number of sick people could not exceed the capacity of the healthcare
system (flatten the curve). But one day, everyone woke up to discover
writing on the walls stating that the measures were being extended because
the virus had to be eradicated (crush the curve). Eventually, the rules
changed so often that only the pigs seemed to know them. And even the
pigs weren’t so sure.

Some people began to nurture suspicions. How is it possible that these
experts make mistakes that even laymen wouldn’t make? Aren’t they
scientists, the kind of people who took us to the moon and gave us the
Internet? They can’t be that stupid, can they? What is their endgame? Their
recommendations take us farther down the road in the same direction: with
each new step, we lose more of our freedoms, until we reach a final



destination where human beings are reduced to QR codes in a large
technocratic medical experiment.

That’s how most people eventually became certain. Very certain. But of
diametrically opposed viewpoints. Some people became certain that we
were dealing with a killer virus that would kill millions. Others became
certain that it was nothing more than the seasonal flu. Still others became
certain that the virus did not even exist and that we were dealing with a
worldwide conspiracy. And there were also a few who continued to tolerate
uncertainty and kept asking themselves: how can we adequately understand
what is going on?

Sk

In the beginning of the coronavirus crisis, I found myself making a choice
— I would speak out. Before the crisis, I frequently lectured at university
and I presented at academic conferences worldwide. When the crisis
started, I intuitively decided that I would speak out in public space, this
time not addressing the academic world, but society in general. I would
speak out and try to bring to people’s attention that there was something
dangerous out there, not “the virus” itself so much as the fear and
technocratic—totalitarian social dynamics it was stirring up.

I was in a good position to warn of the psychological risks of the corona
narrative. I could draw on my knowledge of individual psychological
processes (I am a lecturing professor at Ghent University, Belgium); my
PhD on the dramatically poor quality of academic research, which taught
me that we can never take “science” for granted; my master’s degree in
statistics that allowed me to see through statistical deception and illusions;
my knowledge of mass psychology; my philosophical explorations of the
limits and destructive psychological effects of the mechanist-rationalist
view on man and the world; and last but not least, my investigations into the



effects of speech on the human being and the quintessential importance of
“Truth Speech” in particular.

In the first week of the crisis, March 2020, I published an opinion paper
titled “The Fear of the Virus Is More Dangerous Than the Virus Itself.” 1
had analyzed the statistics and mathematical models on which the
coronavirus narrative was based and immediately saw that they all
dramatically overrated the dangerousness of the virus. A few months later,
by the end of May 2020, this impression had been confirmed beyond the
shadow of a doubt. There were no countries, including those that didn’t go
into lockdown, in which the virus claimed the enormous number of
casualties the models predicted it would. Sweden was perhaps the best
example. According to the models, at least 60,000 people would die if the
country didn’t go into lockdown. It didn’t, and only 6,000 people died.

As much as I (and others) tried to bring this to the attention of society;, it
didn’t have much effect. People continued to go along with the narrative.
That was the moment when I decided to focus on something else, namely,
on the psychological processes that were at work in society and that could
explain how people can become so radically blind and continue to buy into
a narrative so utterly absurd. It took me a few months to realize that what
was going on in society was a worldwide process of mass formation.

In the summer of 2020, I wrote an opinion paper about this
phenomenon, which soon became well known in Holland and Belgium.
About one year later (summer 2021), Reiner Fuellmich invited me onto
Corona Ausschuss, a weekly livestream discussion between lawyers and
both experts and witnesses about the coronavirus crisis, to explain mass
formation. From there, my theory spread to the rest of Europe and the
United States, where it was picked up by such people as Dr. Robert Malone,
Dr. Peter McCullough, Michael Yeadon, Eric Clapton, and Robert F.
Kennedy Jr. After Robert Malone talked about mass formation on the Joe
Rogan Experience, the term became a buzz word and for a few days was the



most searched-for term on Twitter. Since then, my theory has met with
enthusiasm, but also with harsh criticism.

What is mass formation actually? It’s a specific kind of group formation
that makes people radically blind to everything that goes against what the
group believes in. In this way, they take the most absurd beliefs for granted.
To give one example, during the Iran revolution in 1979, a mass formation
emerged, and people started to believe that the portrait of their leader—
Ayatollah Khomeini—was visible on the surface of the moon. Each time
there was a full moon in the sky, people in the street would point at it,
showing one another where exactly Khomeini’s face could be seen.

A second characteristic of an individual in the grip of mass formation is
that they become willing to radically sacrifice individual interest for the
sake of the collective. The communist leaders who were sentenced to death
by Stalin—usually innocent of the charges against them—accepted their
sentences, sometimes with statements such as “If that is what I can do for
the communist party, I will do it with pleasure.”

Third, individuals in mass formation become radically intolerant of
dissonant voices. In the ultimate stage of the mass formation, they will
typically commit atrocities toward those who do not go along with the
masses. And even more characteristic: they will do so as if it were their
ethical duty. To refer to the revolution in Iran again: I’ve spoken with an
Iranian woman who had seen with her own eyes how a mother reported her
son to the state and hung the noose with her own hands around his neck
when he was on the scaffold. And after he was killed, she claimed to be a
heroine for doing what she did.

Those are the effects of mass formation. Such processes can emerge in
different ways. It can emerge spontaneously (as happened in Nazi
Germany), or it can be intentionally provoked through indoctrination and
propaganda (as happened in the Soviet Union). But if it is not constantly
supported by indoctrination and propaganda disseminated through mass



media, it will usually be short-lived and will not develop into a full-fledged
totalitarian state. Whether it initially emerged spontaneously or was
provoked intentionally from the beginning, no mass formation, however,
can continue to exist for any length of time unless it is constantly fed by
indoctrination and propaganda disseminated through mass media. If this
happens, mass formation becomes the basis of an entirely new kind of state
that emerged for the first time in the beginning of the twentieth century: the
totalitarian state. This kind of state has an extremely destructive impact on
the population because it doesn’t only control public and political space—as
classical dictatorships do—but also private space. It can do the latter
because it has a huge secret police at its disposal: this part of the population
that is in the grip of the mass formation and that fanatically believes in the
narratives distributed by the elite through mass media. In this way,
totalitarianism is always based on “a diabolic pact between the masses and
the elite” (see Arendt, The Origins of Totalitarianism).

I second an intuition articulated by Hannah Arendt in 1951: a new
totalitarianism is emerging in our society. Not a communist or fascist
totalitarianism, but a technocratic totalitarianism. A kind of totalitarianism
that is not led by “a gang leader” such as Stalin or Hitler, but by dull
bureaucrats and technocrats. As always, a certain part of the population will
resist and won’t fall prey to the mass formation. If this part of the
population makes the right choices, it will ultimately be victorious. If it
makes the wrong choices, it will perish. To see what the right choices are,
we have to start from a profound and accurate analysis of the nature of the
phenomenon of mass formation. If we do so, we will clearly see what the
right choices are, both at strategic and at the ethical levels. That’s what my
book The Psychology of Totalitarianism presents: a historical—
psychological analysis of the rise of the masses throughout the last few
hundreds of years as it led to the emergence of totalitarianism.
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The COVID crisis did not come out of the blue. It fits into a series of
increasingly desperate and self-destructive societal responses to objects of
fear: terrorists, global warming, coronavirus. Whenever a new object of fear
arises in society, there is only one response: increased control. Meanwhile,
human beings can only tolerate a certain amount of control. Coercive
control leads to fear, and fear leads to more coercive control. In this way,
society falls victim to a vicious cycle that leads inevitably to totalitarianism
(i.e., extreme government control) and ends in the radical destruction of
both the psychological and physical integrity of human beings.

We have to consider the current fear and psychological discomfort to be
a problem in itself, a problem that cannot be reduced to a virus or any other
“object of threat.” Our fear originates on a completely different level—that
of the failure of the Grand Narrative of our society. This is the narrative of
mechanistic science, in which man is reduced to a biological organism. A
narrative that ignores the psychological, spiritual, and ethical dimensions of
human beings and thereby has a devastating effect at the level of human
relationships. Something in this narrative causes man to become isolated
from his fellow man, and from nature. Something in it causes man to stop
resonating with the world around him. Something in it turns human beings
into atomized subjects. 1t is precisely this atomized subject that, according
to Hannah Arendt, is the elementary building block of the totalitarian state.

At the level of the population, the mechanist ideology created the
conditions that make people vulnerable to mass formation. It disconnected
people from their natural and social environment, created experiences of
radical absence of meaning and purpose in life, and led to extremely high
levels of so-called “free-floating” anxiety, frustration, and aggression,
meaning anxiety, frustration, and aggression that is not connected with a
mental representation; anxiety, frustration, and aggression in which people
don’t know what they feel anxious, frustrated, and aggressive about. It is in
this state that people become vulnerable to mass formation.



The mechanist ideology also had a specific effect at the level of the
“elite”—it changed their psychological characteristics. Before the
Enlightenment, society was led by noblemen and clergy (the “ancien
régime”). This elite imposed its will on the masses in an overt way through
its authority. This authority was granted by the religious Grand Narratives
that held a firm grip on people’s minds. As the religious narratives lost their
grip and modern democratic ideology emerged, this changed. The leaders
now had to be elected by the masses. And in order to be elected by the
masses, they had to find out what the masses wanted and more or less give
it to them. Hence, the leaders actually became followers.

This problem was met in a rather predictable but pernicious way. If the
masses cannot be commanded, they have to be manipulated. That’s where
modern indoctrination and propaganda was born, as it is described in the
works of people such as Lippman, Trotter, and Bernays. We will go through
the work of the founding fathers of propaganda in order to fully grasp the
societal function and impact of propaganda on society. Indoctrination and
propaganda are usually associated with totalitarian states such as the Soviet
Union, Nazi Germany, or the People’s Republic of China. But it is easy to
show that from the beginning of the twentieth century, indoctrination and
propaganda were also constantly used in virtually every “democratic” state
worldwide. Besides these two, we will describe other techniques of mass
manipulation, such as brainwashing and psychological warfare.

In modern times, the explosive proliferation of mass surveillance
technology led to new and previously unimaginable means for the
manipulation of the masses. And emerging technological advances promise
a completely new set of manipulation techniques, where the mind is
materially manipulated through technological devices inserted in the human
body and brain. At least that’s the plan. It’s not clear yet to what extent the
mind will cooperate.
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Totalitarianism is not a historical coincidence. It is the logical consequence
of mechanistic thinking and the delusional belief in the omnipotence of
human rationality. As such, totalitarianism is a defining feature of the
Enlightenment tradition. Several authors have postulated this, but it hasn’t
yet been subjected to a psychological analysis. I decided to try to fill this
gap, which is why wrote The Psychology of Totalitarianism. It analyzes the
psychology of totalitarianism and situates it within the broader context of
the social phenomena of which it forms a part.

It is not my aim with the book to focus on that which is usually
associated with totalitarianism—concentration camps, indoctrination,
propaganda—but rather the broader cultural-historical processes from
which totalitarianism emerges. This approach allows us to focus on what
matters most: the conditions that surround us in our daily lives, from which
totalitarianism takes root, grows, and thrives.

Ultimately, the text explores the possibilities of finding a way out of the
current cultural impasse in which we appear to be stuck. The escalating
social crises of the early twenty-first century are the manifestation of an
underlying psychological and ideological upheaval—a shift of the tectonic
plates on which a worldview rests. We are experiencing the moment in
which an old ideology rears up in power, one last time, before collapsing.
Each attempt to remediate the current social problems, whatever they may
be, on the basis of the old ideology will only make things worse. One
cannot solve a problem using the same mind-set that created it. The solution
to our fear and uncertainty does not lie in the increase of (technological)
control. The real task facing us as individuals and as a society is to envision
a new view of humankind and the world, to find a new foundation for our
identity, to formulate new principles for living together with others, and to
reclaim a timely human capacity—Truth Speech.

Corona mass formation as a societal symptom



Take a good look at this figure. Which of the line segments A, B, and C has
the same length as line segment 1? That was the question Asch asked the
participants of his experiment on peer pressure. Each group of eight
subjects contained seven Asch employees. They all replied without
blinking, “line segment B.”

The eighth participant—the only real test subject—gave mostly the
same answer as his predecessors. Only 25% consistently expressed what
even a blind person can see: not line segment B, but line segment C, is the
same length as line segment 1.

After the experiment, some test subjects said that they did know the
right answer but were afraid to argue with the group. More interestingly,
others admitted that under pressure from the group they had begun to
question their own judgment and took the absurd group judgment as true.

We have to face it: even in the COVID crisis, public opinion is in the
grip of absurd judgments. The best-known example is, of course, that the
reported number of corona deaths in residential care centers was far too
high because all deaths were counted, but many other reported figures, such
as infection rate and reproduction rate, were also unrealistic.



However wrong it may be, such messages determine public opinion.
They are brought up by experts, often on national television, which makes
them seem widely accepted. As in Asch’s experiment, this is enough for
many people to prove their correctness: “Surely it can’t be that everyone is
wrong,” “They wouldn’t say if nothing is wrong,” etc.

A number of questions arise here: Why is a message carried by a crowd,
even if it is wrong, so convincingly? How can intelligent people—the
experts—send these questionable messages out into the world? What
dangers are associated with such massive psychological phenomena, and
how should we deal with them as a society?

Mass formation often arises in a social climate steeped in unease, fear,
and meaninglessness (see, e.g., the 300 million doses of antidepressants per
year in Belgium and the burnout epidemic). In such an atmosphere, the
population is extremely sensitive to stories that identify the cause of their
fear and thus create a common enemy—the virus—that must then be
“destroyed.”

This provides psychological benefits. First, the fear that was previously
indeterminate in society is now becoming very concrete and therefore more
mentally manageable. Second, in the common struggle with “the enemy,”
the disintegrating society regains minimal cohesion, energy and meaning;
the fight against corona becomes a mission fraught with pathos and group
heroism.

In more extreme cases, this puts society in a kind of intoxication that
also occurs in a crowd that sings together or chants slogans (e.g., in a
football stadium). The voice of the individual thereby dissolves into the
overwhelmingly vibrating group voice; the individual feels carried by the
crowd and “inherits” its blistering energy. What exactly is sung does not
matter; what matters is that they sing it together. Asch’s experiment shows
the cognitive variant of this: what one thinks does not matter; what matters
is that one thinks it together.



As Gustave Le Bon, a French sociologist, noted around 1900, the effect
of mass formation resembles that of hypnosis. In both cases, a scary story
sucks all the attention, and the field of consciousness narrows. Compare it
with the circle of light of a lamp that shrinks and makes everything that
falls outside it disappear into the darkness (see figure).

In the Corona crisis you can see an illustration of this phenomenon in
this simple example: victims who fall due to the “mitigation” measures such
as lockdowns and quarantine (e.g., deaths due to emotional and physical
neglect in residential care centers, non-corona patients whose treatment was
postponed, victims of aggression indoors) are given little attention and
empathy relative to those with death and disability attributed to infection
with SARS-CoV-2. There are no daily statistics, case reports, testimonials
from family members, etc., that record these indirect damages from the
“public health” policies. These victims fall outside the circle of light.

This lack of empathy should not be confused with vulgar selfishness. Le
Bon noted that both mass formation and hypnosis allow individuals to
radically ignore their selfish strivings, yes, even their own pain. With a
simple hypnotic procedure, patients can be anesthetized to such an extent
that incisions can be made during surgery without problems. Likewise,
during the corona crisis, much of the population is curiously willing to
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accept measures that “cut” deeply into their pleasure, freedom, and
prosperity.

But there is also an important difference between mass formation and
hypnosis. In hypnosis, only the field of consciousness of the hypnotized is
narrowed; the one who speaks the hypnotic story (the hypnotist) is
“awake.” In mass formation, the person who articulates the story—in this
crisis the expert—is also mentally in the grip of the story. In fact, the
virologist’s field of attention has narrowed even more than that of the
population through his training (which is one-sidedly focused on viruses)
and the secondary benefits the story brings him (excessive prestige,
authority, research funding, etc.). This explains the surprising finding that
experts make mistakes that a layman would not easily make (a phenomenon
sometimes referred to as “expert blindness”).

Those who fanatically trust the experts and those who completely
distrust them (and see conspirators in them) may make the same mistake
here: they attribute to the experts too absolute knowledge (and power), the
first group in a positive sense, the second in negative. The actual masters of
the situation are not the experts, but the stories and their underlying
ideologies; the stories own everyone and don’t belong to anyone; everyone
plays a part in it, nobody knows the full script (not even all-American hero
Bill Gates).

Mass formation ensures that the shared social story becomes immune to
criticism and confirms itself absurdly. For example: In a paradoxical way,
the victims who fall due to the measures (e.g., because of loneliness in
residential care centers) are used as an argument for the measures. They are
innocently added to the general excess mortality and thus used to justify the
measures.

The UN warned that famines as a result of the lockdowns could soon
cause millions of victims. We run the risk that these will also be incorrectly

counted among the corona victims and that the fear and therefore support



for stricter measures will increase exponentially. In this way, society can
end up in a vicious circle: the stricter the measures, the more victims; the
more victims, the stricter the measures.

Don’t underestimate what this could lead to in the future. The idea of
housing-infected individuals in isolation centers is still considered a
“disproportionate” measure. But insofar as society remains mentally glued
to a scary virological story, all it takes is an increase in fear to consider this
too “necessary for public health.”

In combination with the manipulability of corona tests and a feudal
redistribution of power (governors and mayors gain unseen power, due to
the impasse of national politics), you see what appears on the horizon:
arbitrarily picking up, isolating, and “treating contaminated” people. Social
systems that tend toward totalitarianism use different discourses, but they
all do it about the same.

The mass psychological dynamics that arise around the real core of the
corona epidemic exhibit all the characteristics of a psychological symptom
and must be analyzed as such. Just like an individual symptom, it has a
signaling function. It refers to an underlying social problem, which we
described above as a lack of meaning and associated epidemic anxiety and
depression.

This can be felt in the workplace, among other things. Now that the
lockdown and the accompanying leave (which did not really feel like leave)
are almost over, we have to slowly return to the old work regime. Many of
us will again be confronted with the experience described in the bestseller
Bullshit Jobs: the working day seems to be a succession of obligations that
one has to fulfill quickly without knowing who actually benefits.

As someone recently told me, you would almost long for another
lockdown. For quite a few people this seems like the only way to escape the
grueling rat race and at least experience some sense of meaning and
connection with the other in the fight against the virus. For example, in the



current mass formation we find another characteristic of psychological
symptoms: they are attempts to solve the underlying problem, which are
harmful in the long term. This is the task we face: to find meaning and
connection in life without the need for a war with a virus. Where in our
Western worldview is there an opening that offers the prospect of a
meaningful existence as a human being?
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CHAPTER 8
Shocking Increases in All-Cause Mortality

Coinciding with COVID Vaccine
Mandates

By Ed Dowd

It was during a local group dinner and fundraiser for the cause,
held on the island of Maui, that Ed Dowd and his colleagues first
introduced themselves to me. To my surprise, they indicated that
they had authored a document they had named “The Malone
Doctrine.” Taken aback, as neither Jill nor I had contributed in any
way, I asked why they were using my name. Ed and his colleagues
told me that “we have read and listened to everything you have
said and written during COVID, and this is what is written in the
white spaces between every line.” The wisdom and clarity they
captured in that document has become a guiding light for many
since it was published, and their “Malone Doctrine” provides the
basis for every statement regarding integrity that I have made
since that time. But where did this profoundly prescient document
come from? A dedicated team, which included a senior building
inspector, some young, hard-working idealists, and an experienced
hedge fund manager—Ed Dowd. Their doctrine was written to
address what they saw as a fundamental societal breakdown in
commitment to integrity. Not just for the US Department of Health



and Human Services, but for virtually every “vertical” sector
throughout society, government, and particularly business.

One day, Ed brought me emerging data concerning all-cause
mortality as revealed by senior-life insurance executives. These
data cut through the fog of corporate media misrepresentations
vaccine-associated adverse event data. These data—coming from a
source other than the government—raised profound questions
about the “safe and effective vaccines” narrative.
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Central Banks, Global Debt, and COVID
My journey into the world of fraud began long before COVID-19. I have

spent the majority of my career on Wall Street at firms like HSBC Inc.,
Donaldson Lufkin & Jenrette, and BlackRock, where I learned about fixed
income, currency, and equity markets. My knowledge of global capital
markets is very deep. I witnessed the DotCom fraud as well as the
Mortgage fraud that was detailed in the movie The Big Short from the
inside. The key takeaway from the DotCom disaster is that the easy money
from the Federal Reserve was responsible for driving the speculation, which
in turn led to a gigantic misappropriation of capital, which ended up driving
tremendous losses, fraudulent behavior, and theft. Without easy money
none of this would have happened. When it comes to the Mortgage fraud,
it’s important to remember that not one banker went to jail for these crimes;
the banks were bailed out, but the homeowners and others who were the
financial victims were not.

Thus began the rise of global central-bank dominance. This process was
facilitated by unprecedented cooperation between the US Federal Reserve,
the EU Central Bank, and the Bank of Japan in the form of money printing
and debt purchases. The global governments of the world went into deficit
spending to make up for the catastrophic wealth destruction, job losses, and



demand destruction, while the banks and investment funds that caused the
problem emerged as the dominant global power brokers.

The Most Recent Cycle: Central Bank and
Political Fraud with COVID As the Cover-Up

The free-market system (as we previously understood it) ended on March
5th, 2009, when the Fed began its historic bailout of the banking system.
The twelve years since then have seen an unprecedented growth in global
debt to keep the patient known as the global economy on life support.
Crony capitalists and those closest to the money-printing machines have
seen their wealth grow, while the rest of the citizenry have been lucky if
they were able to march in place and not give up ground economically.
Washington DC’s power and wealth have increased mightily since that
crisis unfolded. The percent of GDP that the government now commands
and controls is 40% thanks to the COVID crisis and is up from low double
digits forty years ago.

Knowing that all cycles end and that the growth in global debt was
unsustainable, many of us in the financial community wondered what the
end of this cycle would look like. How would it manifest, we pondered?
Political instability? Currency wars? Sovereign debt defaults? In 2019 we
saw signs of global growth slowing and a repossession crisis when
overnight lending rates spiked in the fall. Corporate credit spreads began to
wobble a bit. It looked like we were nearing the end of this cycle. Then the
COVID-19 crisis hit, and the central banks had an excuse to print the largest
amount of money in the history of the Federal Reserve, with a 65% increase
in the money supply from 2019 to 2020.

As a seasoned investment fund manager, my suspicions were triggered
by this surge in the money supply. My suspicions were confirmed when I
saw Saint Louis Federal Reserve President James Bullard being interviewed
about how to reopen the economy on the April 5, 2020, edition of Face the



Nation. I began suspecting that COVID-19 was being exploited as cover for
a new global financial collapse. Bullard indicated that we had new
technologies that could test people; those with a negative test could wear
immunity badges, and new surveillance technologies would be deployed
that could track them. I was blown away. Why was a Federal Reserve
president weighing in on public health? I speculated that once a vaccine
was introduced, governments would begin to implement vaccine passports.
For raising this concern during 2020, I was labeled a conspiracy theorist.

Fund managers such as myself typically operate based on various
models they develop to explain long- and short-term political and economic
trends. I developed a working thesis that COVID-19 would be used as an
excuse to control travel and clamp down on global riots once the debt
collapse began in earnest. The collapse of the world’s economies would be
blamed on COVID-19, and ensuing “safety” measures would be put in
place as a system of control and compliance—for our own good. Also,
continued virus evolution and outbreaks could be used as additional excuses
to print and inject more money into the collapsing economy by the central
banks. Under this theory, the vaccine passport would merely be a gateway
device for what would eventually become a central bank digital currency
system that would both monitor vaccine compliance and institute a social
credit score to make sure you behave as “a good citizen.” To memorialize
this thesis, I began a Twitter thread on May 3, 2020, which predicted what
might unfold over the next two years.

How I became Involved in the Fight for Freedom

and The Malone Doctrine

In September of 2021, I became very distraught while watching my
predictions unfold before my eyes. All over the world, societies were falling
into a dystopian nightmare that most of the people around seemed to be fine
with, as they gave their freedoms away without so much as a single thought



or suspicion. There were a number of residents on Maui (Hawaii) who did
consider the draconian mandatory vaccines and passports an assault on our
freedoms. I attended the multiple local rallies and protests that ensued. I
met many different kinds of people who all had one thing in common, a
belief in fundamental bodily sovereignty. There was no red team-blue team
dynamic, but rather a wide range of different races and creeds and belief
systems were represented. We began to call ourselves team humanity. After
I presented Dr. Malone and his wife, Jill, with the Malone Doctrine, they
asked me to be on the board of the Malone Institute (maloneinstitute.org).
Over the next few months, I informed Dr. Malone that I would be
monitoring the life insurance companies and funeral home results to
confirm what we had suspected, namely, that excess mortality and disability
were being caused by the vaccine.

Data Fraud, Life Insurance, CDC Excess
Mortality & US Disability

In the first week of January 2022, OneAmerica CEO Scott Davison made
comments at an Indiana Chamber of Commerce meeting that were picked
up by a reporter for The Center Square Margret Menge:

“We are seeing, right now, the highest death rates we have seen in
the history of this business — not just at OneAmerica,” the
company’s CEO Scott Davison said during an online news
conference this week. “The data is consistent across every player
in that business.”

Davison said the increase in deaths represents “huge, huge
numbers,” and that’s [sic] it’s not elderly people who are dying,
but “primarily working-age people 18 to 64” who are the
employees of companies that have group life insurance plans
through OneAmerica.


http://maloneinstitute.org/

“And what we saw just in third quarter, we’re seeing it
continue into fourth quarter, is that death rates are up 40% over
what they were pre-pandemic,” he said.

“Just to give you an idea of how bad that is, a three-sigma or a
one-in-200-year catastrophe would be 10% increase over pre-
pandemic,” he said. “So 40% is just unheard of.”

Most of the claims for deaths being filed are not classified as
COVID-19 deaths, Davison said.

He said at the same time, the company is seeing an “uptick” in
disability claims, saying at first it was short-term disability claims,
and now the increase is in long-term disability claims.

When I appeared on Bannon’s War Room to say that the vaccine program
was based on fraudulent data, I said I would be monitoring the results of
insurance companies and funeral homes for the fruits of their fraud. Unlike
financial frauds, the damage here was not monetary, but human lives and
long-term health. Two individuals came forward to assist my effort.

The first was Brook Jackson, the Ventavia Research Group
whistleblower who witnessed and reported data corruption in the Pfizer 28-
day clinical vaccine trial. She oversaw 1,000 of the 44,000 patients enrolled
in the clinical trial, and the most egregious thing she witnessed was the
unblinding of the patients. As a direct violation of Pfizer’s own protocols,
the data should have been thrown out. Instead, after reporting the
irregularities to the FDA, Brook was fired, and the data made their way into
the clinical trial. The number of COVID patients during the 28-day trial was
so small that results from Brook’s clinical research site alone could have
mathematically altered the results (95% effectiveness) such that the vaccine
appeared completely ineffective. Real-world experience has proven that at a
bare minimum the vaccine does not stop infection or transmission. This was
the original sin and genesis of the fraud.



Brook’s sites were awarded by Pfizer for doing a great job. It can be
easily inferred that other sites also engaged in unblinding of the patient
data. The impact of this unblinding is essential to understand. Unblinding
introduces bias, potentially leading a doctor to assume that an ill subject
doesn’t have COVID because the doctor sees that the patient had the
vaccine, which the doctor assumes is effective. In this way, unblinding the
study results in underreported disease and overreported efficacy. Brook is
currently engaged in a lawsuit with Pfizer; she recently learned that one of
Pfizer’s defenses is that the fraud was OK because the US government was
aware of it. The fact that this is not appearing as a mainstream media story
is a testament to the corruption of the press by government money.

The second person who came forward was Josh Stirling. Josh was a
former #1-ranked institutional investor Wall Street insurance analyst who
worked for Sanford C. Bernstein Research. He had us focus on the loss ratio
of the group life and disability divisions of the life-insurance companies.
We did that because that is a stable and very profitable sector for insurance
companies. These are the typical death benefit and disability policies
offered to midlevel employees when they join a corporation. The death
benefit is expected to be rarely collected, as (statistically speaking) healthy
working-age people with good jobs rarely die.

What we found was stunning and confirmed what the OneAmerica CEO
saw in January. Some of the major insurers saw increases in their fourth-
quarter loss ratios ranging from 25% to 45% over 2019 base line levels, and
there was a continued rise from the third quarter of 2021. Many CEOs
blamed this huge increase on COVID, developing a strange new concept
they termed “indirect COVID.” Disability also saw a marked increase and
continues to climb today. Josh and I suspected that the reason these
insurance companies didn’t observe these types of losses and excess
mortality in the early part of the year was that corporate vaccine mandates
instituted by the Biden administration began in the fall of 2021, and that



coincided with the huge uptick in the deaths and losses the insurance
companies experienced in the third and fourth quarters of 2021. Remember
these are working-age people who, as a group, were not affected by COVID
in 2020 before the vaccines were deployed. Suddenly at the end of 2021,
however, they experienced a huge uptick in excess all-cause mortality and
disability. The only thing that changed from 2020 to 2021 was the
vaccination program and the mandates.

Next Josh looked at the CDC excess mortality data. The data as
presented on the CDC website were not very helpful, as all ages were
lumped together. It was, in itself, damning, however, as it showed two
spikes of excess mortality. The first spike was during the fall-winter of
2020; then there was a subsequent spike in the fall of 2021, which was
almost but not quite as high. That alone would suggest gross incompetence
by our health officials, given the introduction of the supposedly miraculous
vaccines. However, Josh was able to grab the data from the website and
break it down by age. He developed baseline mortality analyses from 2015
to 2019 (before COVID) and then developed excess mortality charts over
time for each age group. What he found was stunning. His analysis
effectively confirmed the results we had seen from the life insurers in their
financial reports. Millennials saw an acceleration of excess mortality into
the second half of 2021 to new all-time highs, a stunning 84% above
baseline. The rate of change during the fall vaccine mandates was
particularly striking. We called this the smoking gun chart. The virus wasn’t
suddenly killing younger people in the fall of 2021. Suicides didn’t
magically increase in that three-month period, nor did overdoses or missed
cancer screenings. The only thing that changed was that genetic vaccine
products were pushed upon the millennial generation via government and
corporate mandates. We summarized this stunning finding in a series of
graphs (see following pages).



The second most important discovery that Josh found was the shift in
the proportion of excess mortality from old to young that occurred from
2020 to 2021. In 2020 there were 592,000 excess deaths with 126,000 under
the age of 65 (approximately 21%). In the second year of the outbreak,
there were 512,000 excess deaths with 181,000 under the age of 65
(approximately 35%). The millennials saw the greatest percent increase in
mortality of 45% from 42,000 to 61,000. This shift in mortality to younger
groups cannot be due to COVID, because the virus was already mutating
and becoming less virulent, and we had already determined that the virus
killed mostly older people with comorbidities. It’s important to note that
45,000 more people under the age of 65 died in year two than in year one.
Did the virus suddenly preferentially target younger folks? The only thing
that changed in year two was the introduction of the vaccine and the
subsequent mandates, making them the obvious culprit. The authorities and
the corporate media refuse to acknowledge, much less comment on, these
data. If the data were acknowledged, the obvious question would arise—are
the vaccines really safe and effective?



The Millennial generation suffered its worst-ever excess mortality last fall, and these deaths occurred
the same time as vaccine mandates were announced, and boosters approved. This young population is
not particularly at risk to COVID, and the size and timing of this spike in fall of 2021 raises clear
questions about potential contributions from the vaccines and boosters. As you know, mortality
reporting for younger-age people is also typically much slower (due to slower reporting on
nonhospital deaths), so the recently elevated levels for the age group persisting into early 2022 will
most likely develop further and may signal for continuing elevated mortality among working age in
2022.

In the first week of June 2022, Josh and I discovered another database
collected by the US Bureau of Labor Statistics, the department responsible
for the monthly household survey that delivers the employment report every
month. The survey routinely asks a number of questions related to



disability. The surveyed respondents indicate whether they are disabled or
someone else in their home identifies as disabled. This number is not
derived from claims or doctors’ notes, but rather is based on self-
identification. This is important to note because it gives a very good real-
time snapshot of disability trends in the US. Prior to the vaccines, the run
rate was about 29 million, give or take, for the last five years. As of June
2022, the number of Americans self-identifying as disabled has increased
by 13.7% over the prior run rate. This represents a numerical increase of
about 4 million Americans. The graph below shows the steep rate of change
that continues today.



Mix of excess deaths by age shift from year 1 to year 2 shows deaths among elderly declined, while
deaths among the young increased substantially. As younger ages are less exposed to COVID and
most other health issues, this suggests other health policies likely were substantial contributors. It is
also worth noting that the substantial declines in excess deaths among the elderly, is likely
substantially due to “pull forward” of deaths among elderly into 2020, rather than evidence of actual
underlying mortality improvement in 2021.

In my opinion, these data reflect an ongoing national disaster. I suspect
the labor shortages we are seeing are heavily influenced by this number and
can also explain much of the inflation in wages we are seeing. Again, the
simplest explanation for this increase is that the disability is caused by the
vaccines. When pressed, the establishment claims that this is due to long
COVID [50]. However, most officials and corporate press outlets are
ignoring and obfuscating this national tragedy [50].

I also took a look at funeral home results. Consistent with our findings
from the other databases, business has been quite good for publicly traded
funeral homes, with the number of funeral contracts in the second half 2021
accelerating into the end of the year and continuing into 2022. The
commentary from funeral home executives during the first quarter of 2022
was interesting. They were mostly surprised by their own results, and one
executive even said the deaths his company was seeing could not all be
explained by COVID. Service Corporation International hit all-time highs
and has been outperforming the S&P 500 return for well over a year and a
half. One would expect that with the introduction of “miracle” vaccines and
the pandemic itself being over, funeral homes would be seeing business
return to normal trends. Unfortunately, that assumption is wrong, and
funeral homes are currently growth stocks.



Central Bank Exploitation of the COVID crisis

In the late nineties, corporate fraud took over, and we had a 50% stock
market correction. The Federal Reserve responded by turning on the money
spigot: they lowered interest rates, and the money found its way into the
real estate market, which turned into an unsustainable bubble.



Real estate was being hypothecated through collateral debt obligations
and mortgage-backed security. Wall Street levered up 20-to-1, 30-to-1 on
their balance sheets to make money and thought the party would go on
forever. But inevitably, the Fed started to raise interest rates, and the whole
thing collapsed. The problem with this bank fraud was that it was systemic
in nature. The central banks had to step in and buy this fraudulent debt.

So, this fraud still remains today, on the Federal Reserve’s balance
sheet, and on the balance sheets of countless other banks. In other words,
the fraud didn’t go away. It was just baked in and hidden. As a
consequence, financial collapse is a mathematical certainty. Then, because
the economy collapsed globally, governments started spending like drunken
sailors. The last twelve years have been a ballooning of the central bank-
government bubble, the sovereign debt bond bubble. Who’s going to save
that bubble? Who’s going to be the buyer of all that debt when this bubble
finally blows up? Answer: No one. Many who are aware of the situation are
just surprised the system has lasted this long.

It looked like it was ready to burst in 2019, and then, conveniently,
COVID-19 showed up, which granted emergency powers to all central
banks. Governments went on another spending spree, printing money, and
this allowed them to kick the proverbial can down the road for another two
years. Here we are in 2022, and the financial system is unraveling again.
And the reason why COVID was important is that the Federal Reserve was
able to plug the hole in what was beginning to become a liquidity debt
crisis. The Fed printed 65% more money. The money stock went up 65%
year over year in 2020, and that was able to paper it over. Then, when the
economy was shut down, it was an external shock, not an internal shock, so
when they reopened with all the money in the system, we had a recovery for
a year and a half. Stock markets went crazy, credit markets went crazy, and
we went back up again.



But here we are two years later, with inflation caused by the bad
policies of the Biden administration, the EU, the money growth. COVID
also broke a lot of supply chains. Basically, we hadn’t had inflation in
goods and services for the last twelve years. We had inflation in assets,
stocks, and bonds. But what’s going on now is the real economy is feeling
the effects of the inflation, the bad policies. We’re starting to see the US
dollar go up, and the dollar is a reserve currency of the world. Over the last
twenty-two years, there’s been a tremendous growth in what’s called dollar-
denominated debt. We have about $15 trillion in dollar-denominated debt.
So, when you see the dollar going up, that’s indicative of a debt crisis
because money’s becoming tight. There are fewer dollars out there. People
are scrambling for dollars. And the reason why I think we’re imminently
going to collapse is we’ve never seen a commodity inflation cycle with the
dollar going up at the same time.

You can make the case that it’s intentional because the policies are so
bad that they’re shutting down energy production. Before the Ukraine War,
Biden’s first executive order on Day 1 of his administration was to shut
down the Keystone pipeline. So, here we are. I think we’re at the end.

COVID provided cover for the central banks and the governments, but
it also allowed for a control system. If everything’s going to collapse,
wouldn’t it be nice to have a control system where travel is restricted, you
can blame it on a virus, you create vaccine passports, which then get linked
to digital IDs, and then central bank digital currency. So, I think COVID
was a convenient excuse. As we roll through time, I’m starting to think this
was a plan. I don’t have evidence, but the fact that we’re not stopping
what’s going on suggests to me that it’s a conspiracy of interests, and they
don’t want to stop the rollout of these vaccines. And the longer this goes on,
the more convinced I become that COVID may have been a plan. I used to
say it was a convenient excuse, but the longer this goes on, the more
ridiculous this becomes. This has the appearance of ill intent.



If stock markets become seriously unhinged and we start getting
declines of more than 40% in the indices, the Federal Reserve may start
buying stocks outright, which will result in a neofeudalism system that will
only magnify already-existing discrepancies between the haves and the
have-nots. At this point, there is no market mechanism to punish anybody
for making bad decisions. Bad decisions by large investors and banks are
bailed out by the central banks. The moral hazard is so high that if you just
are a C-suite executive at a major Fortune 500 company, you’re going to
become phenomenally wealthy, and you do not have to really be
particularly skilled. You’re going to be one of the lords, and the workers
and everybody else are going to be struggling to make ends meet. That’s
what’s been going on for the last twelve years. The economy for the most
part has been an economy of the big and those close to the printing
machine. If you’re trying to actually create a small business, if you’re a
worker at one of these corporations and you don’t get a lot of stock options,
you’re not getting ahead.

Final Thoughts and Implications

My successful career in stock picking was predicated on pattern
recognition, developing a thesis with limited information, taking an early
initial position, and being proved right or wrong over time. Essentially, I
had learned to become a stock-picking “conspiracy theorist.” Those who
want to call me that now are welcome to do so, but I believe that my thesis
on the link between global debt, central banks, and COVID will be borne
out over time and has already gained more legitimacy since my initial
“crazy predictions” in May of 2020. With regard to vaccine data, every
week that rolls by produces more evidence of malfeasance by Pfizer and
Moderna, unearthed by Dr. Naomi Wolf’s dedicated volunteers who peruse
the clinical trial data that the FDA wanted to hide for seventy-five years.
The evidence of excess death and disability continues to pile up. I have



never been more convinced that the vaccines not only don’t work, but that
these are the deadliest vaccines ever introduced into the human population.
The US government is guilty of democide with their forced mandates, and
countless corporations and government agencies are also liable for forcing
employees to accept injections of experimental vaccines that employ novel
gene therapy-based technology.

The corporate media and large tech companies are also complicit due to
their censorship of critical vaccine information and, in my opinion, are
accessories to wrongful death. Once we open up the Overton window (the
range of allowable public, political, or scientific discourse) on this topic,
and the majority of the population learns what has happened, we will see a
tremendous loss of trust in our institutions. At a bare minimum the NIH,
CDC, FDA, and Health and Human Services structures need to be razed
and built up again anew. In addition, the politicians, doctors, university
administrators, and media-tech complex that pushed this vaccine program
will have much to answer for in the coming years. They, too, will have lost
the public’s trust and will need to rethink their institutions and governance.
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PART TWO
DIAGNOSIS - LIES AND THE
DAMAGE DONE

Ask yourself, has the US government and the WHO earned our trust? Do
they have any right to set and police global health policies? US President
Joe Biden and (now former) NIAID Director Anthony Fauci apparently
think so, based on the modifications to the international health regulations
that they submitted for consideration to the World Health Organization
during late January 2022.

On January 18th, 2022, the United States Department of Health and
Human Services proposed amendments to the International Health
Regulations (IHR). These IHR amendments also cede control to WHO
“regional directors,” who are given the authority to declare a Public Health
Emergency of Regional Concern (PHERC). These proposed IHR
amendments advocate for “an adaptable incentive regime, [including]
sanctions such as public reprimands, economic sanctions, or denial of
benefits.” Properly understood, the proposed IHR amendments are directed
toward establishing a globalist architecture of worldwide health
surveillance, reporting, and management. Consistent with a top-down view
of governance, the public will not have opportunities to provide input or
criticism concerning the amendments. The anticipated impacts include
increased global and national surveillance, a forty-eight-hour deadline for
national governments to respond to WHO determinations and mandates,
secret WHO Intelligence operations, weakened national sovereignty, and an
abbreviated six-month amendment review timeline. Voting on these



amendments was scheduled to occur during President Biden’s trip to the
UN’s 75th World Health Assembly in Geneva, Switzerland, but was
postponed until a following meeting currently scheduled for November
2022. The postponement was largely a consequence of objections from
African member states who were concerned with the implied loss of
national sovereignty.

The following is a brief summary of US government and WHO
COVIDcrisis lies we have heard over the last couple of years and builds
upon the list initially developed by Dr. Scott Atlas, who served as a COVID
advisor to the Trump administration:

Lies the US government has told all of us

SARS-CoV-2 coronavirus has a far higher fatality rate than
influenza virus by several orders of magnitude.

«  Everyone has a significant risk of death from COVID-19.

*  No one has immunity, because this virus is new (“novel”), and so
expedited vaccine development and deployment is essential.

«  Everyone is dangerous and spreads the infection.

» Asymptomatic people are major drivers of the spread of disease.

« Locking down—-closing schools and businesses, confining people
to their homes, stopping non-COVID medical care, and eliminating
travel—will stop/eliminate the virus.

«  Masks will protect everyone and stop the spread.

« Immune protection can only be obtained with a vaccine.

*  Natural immunity conferred by infection and recovery is short-
lived and inferior to vaccine-induced immunity.

Who was responsible for these lies?



*  Deborah Birx (who was trained by Anthony Fauci)

«  She wrote virtually all official White House guidance to state
Governors.

«  This usurped constitutional authority of states to set public health
policies

«  Anthony Fauci

Francis Collins

What were their policy decisions?

“Flatten the Curve”... Then “Stop all cases.”
*  No masks. Then all masked.

 Lockdowns: School closures, business shutdowns, limits on
medical care, a host of restrictions, mandates, and quarantines.

«  Perverse financial incentives for hospitals to overdiagnose
COVID-19, overuse Remdesivir and ventilation, and cause a
massive wave of iatrogenic (drug/doctor caused) excess death.

«  Stop early treatment and block repurposed drug use.

*  “Come back to the hospital when your lips are blue.”

What was the effect of their policy decisions?

e  Virus? >1,000,000 American deaths attributed to the virus. One of
the highest mortality rates per capita in the world.

*  Lockdowns? Caused massive deaths and severely harmed millions
of families and children, especially working class and poor.

A better alternative was known by March 2020, known as “targeted
protection,” and was described in the following media:



STAT: John P. Ionnidis, “A fiasco in the making? As the coronavirus
pandemic takes hold, we are making decisions without reliable data,”
March 17, 2020.

New York Times — David L. Katz, “Is Our Fight Against Coronavirus
Worse Than the Disease?” March 20, 2020.

Washington Times — Scott W. Atlas, “Widespread isolation and stopping
all human interaction will not contain the COVID-19 pandemic,” March 26,
2020.

CNN — Martin Kulldorff, (in Spanish—he could not get it published in
English), “Abrir o no abrir las escuelas: la experiencia sueca,” [“To open or
not to open schools: the Swedish experience”] August 20, 2020.

What were the alternative policies proposed?

» Increase the protection of the high-risk groups with an
unprecedented focus.

* Reopen society, including medical care, schools, businesses, and
hospitals.

«  Carefully monitor hospital capacity and supplement when needed.

This set of policy recommendations was codified on October 4, 2020, as the
Great Barrington Declaration.
According to Wikipedia:

The Great Barrington Declaration was an open letter published in
October 2020 in response to the COVID-19 pandemic and
lockdowns. It claimed harmful COVID-19 lockdowns could be
avoided via the fringe notion of “focused protection,” by which
those most at risk could purportedly be kept safe while society
otherwise continued functioning normally. The envisaged result



was herd immunity in three months as SARS-CoV-2 swept
through. Authored by Sunetra Gupta of the University of Oxford,
Jay Bhattacharya of Stanford University, and Martin Kulldorff of
Harvard University, it was drafted at the American Institute for
Economic Research in Great Barrington, Massachusetts, signed
there on 4 October 2020, and published on 5 October. The
document presumes without evidence that the disease burden of
mass infection can be tolerated, that any infection confers long
term sterilizing immunity, and makes no mention of physical
distancing, masks, contact tracing, or long COVID, which has left
patients suffering from debilitating symptoms months after the
initial infection.

Why did the public believe the lockdown
advocates?

«  Culture of trust (of the credentialed class)

*  Fear (actively weaponized against the public by the government,
WHO, and corporate media)

«  Demonization of opposing views (globally coordinated propaganda
and censorship campaign)

» Legacy media, social media, and political campaigns

Key messaging deployed to support the lies

« If you are against lockdowns, you are selfish and choosing the
economy over lives.

« If you are against lockdowns, you are for allowing the infection to
spread without mitigation and therefore in favor of unnecessary
and preventable deaths.



*  Active destruction and denial of fundamental public health ethics

«  “If a school is implementing a testing strategy, testing should be
offered on a voluntary basis. It is unethical and illegal to test
someone who does not want to be tested, including students whose
parents or guardians do not want them to be tested.” CDC, October
13, 2020.

Mandating vaccines for children

«  “But we’re never going to learn about how safe this vaccine is
unless we start giving it. That’s just the way it goes.” Eric Rubin,
MD, Editor in Chief, New England Journal of Medicine, October
26, 2021 (FDA Advisory meeting on vaccine approval in children)

How to restore trust in science?

*  Admit errors in public forums.
* Change Leadership.

«  Strengthen conflict of interest rules and add term limits on
government agency leadership positions.

»  Clarify definition of “public health emergency” with strict time
limits, adding legislative action requirement to extend.

»  Restore appropriate roles of health agencies to advise, rather than
set rules.

»  Fact-check the media.

«  Decentralize research funding.

* Introduce new transparency and accountability.

« De-anonymize reviews of papers and grants.

« Increase independent oversight to government agencies and
committees.



Evaluate universities regarding ethics, free debate.
New training programs, including logic and ethics for journalists,
doctors, and scientists.
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SECTION 1:
MEDICINE, SCIENCE,
PHILOSOPHY, AND PSYCHOLOGY

CHAPTER 9
Science versus Scientism

Eighteen months into the COVIDcrisis, many people suddenly realized that
Dr. Anthony Fauci, longstanding director of the National Institutes of
Allergy and Infectious Diseases (NIAID), was not the benign, selfless,
fatherly protector of public health that corporate media had made him out to
be. I had known for decades of his failure to follow the clinical research
standards that should apply to scientists. I had lived through the
consequences of his aggressive moves to gather power and money at the
expense of other scientists and federal agencies. My decades of professional
experience in dealing with the NIAID in the context of grant and contract
peer review, combined with Jill’s PhD research project concerning the NIH
peer review system, had left me with little respect for Dr. Fauci’s
professional integrity.

It was June 9, 2021; Robert Kennedy’s shocking book The Real
Anthony Fauci was yet to be printed. At that point in time, I thought that
Tony could do nothing that would shock me. And then he gave the
infamous Chuck Todd interview wherein he equated himself to science, and
it suddenly became clear that Dr. Fauci had lost all perspective and was



suffering from what can best be described as megalomania. He appeared to
be channeling the Sun King, Louis XIV, who made the infamous statement,
“The State is me.” The interview transcript speaks for itself, but to fully
appreciate the interpersonal interaction between interviewer and
interviewee, it is helpful to view the video recording.

It’s very dangerous, Chuck, because a lot of what you’re seeing as
attacks on me, quite frankly, are attacks on science . . . . So, if you
are trying to get at me as a public health official and scientist,
you’re really attacking not only Dr. Anthony Fauci, you are
attacking science [51].

The impetus for Dr. Fauci’s breathtakingly arrogant statement was a video
from Sen. Marsha Blackburn (R-TN), who floated a theory that the Director
of the NIAID was colluding with Facebook CEO Mark Zuckerberg to
develop an approved narrative about COVID-19, presumably in order to
cover up NIAID and Fauci complicity in coronavirus gain-of-function
research performed at the Wuhan Institute of Virology, which many were
coming to believe offered the best explanation of the origin of the SARS-
CoV-2 virus. Chuck Todd called the Senator’s accusation a “really wild,
fantastical conspiracy.”

According to Senator Blackburn, “Dr. Fauci was emailing with Mark

»

Zuckerberg from Facebook, trying to create that narrative.” He was
“cherrypicking information so that you would only know what they wanted
you to know, and there would be a narrative that would fit with this
cherrypicked information” [52].

Due to the filing of a couple of pending lawsuits [53] and Freedom of
Information Act requests that disclosed Fauci and Zuckerberg’s email
correspondence, we now know that Senator Blackburn’s accusations had

significant merit.



When Dr. Fauci’s arrogant elitism was revealed on camera to the world,
a turning point was reached in the coordinated efforts to deify the most
powerful scientific bureaucrat/politician in modern history. In a prescient
opinion piece published in the Washington Times in April of that year,
Everett Piper predicted Dr. Fauci’s fall from grace [54]:

More than a year ago, Americans welcomed Anthony Fauci into
their homes as a sober scientist who was helping them make sense
of a deadly new virus. But he has worn out that welcome.

William F. Buckley’s heirs are absolutely right, and here’s why.
Anthony Fauci is no longer viewed as our nation’s sober
“scientist” because he’s not one. Instead, he has shown himself to
be a political opportunist and our country’s new high priest of

“scientism.”

Piper quoted G.K. Chesterton, who said, “I never said a word against
eminent men of science. What I complain of is a vague, popular philosophy
which supposes itself to be scientific when it is really nothing but a sort of
new religion and an uncommonly nasty one.” “Predicting the rise of what
he and others labeled ‘scientism,’” said Piper, “Lewis warned of a dystopia
where public policy and even moral and religious beliefs would be dictated
by oligarchs only too eager to assume the role of our new cultural high
priests.” C.S. Lewis further said [55]:

[T]he new oligarchy must more and more base its claim to plan us
on its claim to knowledge. If we are to be mothered, mother must
know best. This means they must increasingly rely on the advice
of scientists, till in the end the politicians proper become merely
the scientists’ puppets.



So, what is scientism, and how is the concept important for understanding
the COVIDcrisis? Merriam-Webster defines it as “an exaggerated trust in
the efficacy of the methods of natural science applied to all areas of
investigation (as in philosophy, the social sciences, and the humanities).”
The term was popularized by F.A. Hayek, who defined it as the “slavish
imitation of the method and language of Science.” And Karl Popper defined
it as “the aping of what is widely mistaken for the method of science” [56].

In the Chuck Todd interview that (appropriately) prompted almost
universal derision around the world, Todd confronted Fauci with
Republican politicians’ accusations of collusion with Facebook leadership
to establish an approved narrative that would protect his status and support
his various unilateral authoritarian policies:

I don’t even know where to begin, but it’s a sitting United States
Senator. It’s the most, what I would call the most extreme version
of what I have heard. You’ve got Kevin McCarthy doing his own
version of this. Marco Rubio, you’re aware of the critiques.
You’ve been debunking this. How do you debunk that? She’s got it
in her own head. Again, a sitting US Senator that represents the
State of Tennessee? What do you say to that?

Note the gaslighting of a female US Senator from a rural state. Fauci
replied, “You know Chuck, I don’t have a clue what she just said, I don’t
have a clue what she is talking about,” and shrugged his shoulders.

“Neither do we,” Todd interjected, without defining who “we” is,
another classic propaganda strategy.

Fauci continued, “I mean so, welcome to the club. I have no idea what
she is talking about.”

“And I am sorry, I do not want to be pejorative about a United States
Senator, but I have no idea what she is talking about.



“And, and you know, Chuck, if you go through each and every one of
the points, which are so ridiculous, as, as, as, as, you know, just painfully
ridiculous, but nonetheless, if you go through each and every one of them,
you can explain and debunk it immediately.”

Notice how smoothly Fauci avoids answering Todd’s question. This all
may have been a classic distraction feint by a smooth and experienced DC
bureaucrat that got out of hand. There are, in fact, multiple lines of evidence
demonstrating collusion between Facebook and the US government as well
as the World Health Organization. For example, Facebook has publicly
stated it is assisting efforts of the White House, the CDC, and the WHO to
censor unwanted speech about vaccines. In fact, this government-Big Tech
collusion began before the COVIDcrisis, when Representative Adam Schiff
(D-CA) wrote to Facebook and Google leadership directly, to urge
censorship of vaccine “misinformation” [57].

Children’s Health Defense responded to the Schiff letter with a nine-
page March 4, 2019, open letter to Facebook CEO Mark Zuckerberg and
subsequently filed a lawsuit [58]. The statement detailed the government
request to suppress and purge Internet content critical of its vaccine
policies. This succinct summary of the dangers of the US government’s
scientism regarding vaccination policies highlights the “use of so-called
‘independent fact-checkers,” which, in truth, are neither independent nor
fact-based.” Consequent to a lawsuit brought by journalist John Stossel, we
learned from Facebook’s legal team that the supposed battle against
“misinformation” has been a farce. Facebook admitted that the “fact-
checks” social media use to police what Americans read and watch are just
“opinion” [39].

The CHD letter to Zuckerberg provides multiple clear and compelling
data—and/or logic-based examples of the consequences of US government-
promoted scientism in action [60]. For example:



For your company to take on the role suggested by Mr. Schiff, you
would essentially be engaging in the practice of censoring
information about vaccines on behalf of the government. There is
no other way to logically interpret his letter, in which he expresses
his expectation that your company will take measures to stop
Facebook wusers from seeing what he calls “antivaccine”
information, a term he treats synonymously with “medically
inaccurate information about vaccines.” Mr. Schiff expresses his
concern that certain information might discourage parents from
vaccinating their children, and he describes any such information
as “a direct threat to public health.”

Hence, Mr. Schiff’s true criterion for determining what
information constitutes a “threat” is not whether it is truthful and
accurate, but whether or not it accords with the goal of achieving
high vaccination rates. In a truly Orwellian fashion, he then
defines any information that could undermine that goal as
“medically inaccurate.” He is, in short, employing the logical
fallacy of begging the question. When he says that certain
information threatens public health, what he really means is that it
threatens current public health policy.

Mr. Schiff’s false statements are indicative of the problem of
how the government systematically misinforms the public about
vaccine safety and effectiveness. The CDC itself is a leading
purveyor of misinformation about vaccines. For example, a
literature review by the prestigious Cochrane Collaboration
[author’s note: 2009] on the safety and effectiveness of the
influenza vaccine concluded that the fundamental assumptions
underlying the CDC’s universal flu shot recommendation are
unsupported by the scientific evidence and, furthermore, that the



CDC has deliberately misrepresented the science in order to
support its policy.

In a foreshadowing of the censorship, propaganda, defamation, and
coordinated (old and new) media policies that have directly contributed to
the catastrophic global mismanagement of the COVIDcrisis, the WHO
(specifically, Director-General Dr. Tedros Adhanom Ghebreyesus, who is
an Ethiopian microbiologist, malaria researcher, and politician—with no
medical training) issued a September 4, 2019, press release stating [61],

The World Health Organization welcomes the commitment by
Facebook to ensure that users find facts about vaccines across
Instagram, Facebook Search, Groups, Pages, and forums where
people seek out information and advice.

Facebook will direct millions of its users to WHO’s accurate
and reliable vaccine information in several languages, to ensure
that vital health messages reach people who need them the most.

The World Health Organization and Facebook have been in
discussions for several months to ensure people can access
authoritative information on vaccines and reduce the spread of
inaccuracies.

Vaccine misinformation is a major threat to global health that
could reverse decades of progress made in tackling preventable
diseases. . . .

Major digital organizations have a responsibility to their users
—to ensure that they can access facts about vaccines and health. It
would be great to see social and search platforms come together to
leverage their combined reach.

We want digital actors doing more to make it known around the
world that #VaccinesWork. . . .



These online efforts must be matched by tangible steps by
governments and the health sector to promote trust in vaccination
and respond to the needs and concerns of parents.

The US government, Fauci, and specifically the CDC have illegally
conspired to restrict freedom of speech. In March 2020, Zuckerberg
communicated by email with White House Chief Medical Advisor Anthony
Fauci, proposing a collaboration between Facebook and the government on
COVID-related information; Fauci agreed to this collaboration, and
Zuckerberg made an offer of some kind (so far undisclosed) connected to
that collaboration. One month later, in April 2020, Facebook began
affirmatively directing users to the CDC’s information on COVID, and in
May the company announced a new, more stringent policy against COVID
“misinformation” [62].

In January 2021 the White House stated that its “direct engagement”
with Facebook would cause the organization to “clamp down” on so-called
vaccine misinformation.

In May 2021, Dr. Fauci reversed the government’s previous
denunciations of the lab-leak hypothesis of COVID’s origins. That was
followed almost immediately by Facebook’s removal of its ban on content
suggesting that COVID was “manmade or manufactured.” The close
proximity of these paired events supports an inference that Facebook works
jointly with—and willingly takes direction from—the federal government
about what COVID-related speech to censor and what not to censor [63,
64].

Furthermore, Zuckerberg has contributed $35 million to the CDC
(through the vehicle of the CDC Foundation), and Facebook has donated
millions of dollars in free advertising to the CDC [65]. In 2021, a Facebook
whistleblower revealed that Facebook censors vaccine-related content based
on a secret “vaccine hesitancy” algorithm, which determines whether and to



what extent the content (even if completely accurate) could induce vaccine
hesitancy in viewers. Facebook banned “vaccine misinformation” and
implemented the “vaccine hesitancy” algorithm pursuant to an
understanding, agreement, or “meeting of the minds” with its federal
“partner,” the CDC. Facebook says openly that it defers to the CDC and
WHO for “authoritative information” [66]. Moreover, Facebook openly
states that it blocks content “which public health experts have advised us
could lead to COVID-19 vaccine rejection” or “[other] negative outcomes.”

In light of all these facts, it is an eminently reasonable inference that the
“public health experts” who “advise” and give direction to Facebook on
which content to censor and suppress include federal health officials, and
that Facebook’s deference was reflective of and pursuant to an agreement or
understanding between Facebook and the CDC. The US government and
Facebook have sought to evade scrutiny by keeping the details of their
collaboration largely secret.

In February 2020, Facebook “opened its Menlo Park, Calif.,
headquarters to the WHO for a meeting with tech companies (including
Alphabet Inc.’s Google and Twitter Inc.), where a WHO official discussed
the companies’ role in spreading ‘lifesaving health information’” [67].
Moreover, in September 2019, the WHO publicly stated that it had
“discussions for several months” with Facebook about removing
“inaccuracies” from its pages [61]. While the WHO is ordinarily not a
federal actor, it appears that the WHO engaged in joint action with the CDC
and acted as CDC’s agent-in-fact in the effort to stamp out so-called
COVID “misinformation,” making the WHO a federal actor in this context.

In sum, Anthony Fauci—appropriately designated “America’s high
priest of scientism” by Everett Piper—has been dishonest with the
American people throughout the COVIDcrisis and has repeatedly
substituted opinion for science-based factual information, directly
contributing to one of the greatest losses of life, freedom, and livelihood in



the history of mankind. This is an embodiment of the true essence and
nature of scientism.

But Dr. Fauci is not the only one who has crossed the line between
science and scientism. The lockdowns, masking, and social distancing
policies were all based not on science, but on the opinions of the people at
the top of the administration—policies not to be questioned by scientists or
laypeople.

I have spent my whole professional life dealing with the new priesthood
of scientism, and it has always infuriated me. Scientism has nothing to do
with the scientific method that I was so rigorously trained in. In my
experience, those who ascribe to this substitute religion are typically
second- or third-rate intellects who exploit a broken system of public
funding of the “scientific” enterprise to build personal status and power,
typically coupled to a cult of personality.

So how does scientism differ from the “science,” which Dr. Fauci
claims to embody?

As before, let’s turn to examining both the meaning and practice of
what is science, at least that version of science that I have been taught and
practiced for over forty years. When defining science, I personally prefer
the point of view nicely summarized by Steve Savage [68]:

Science is a verb.

In an allusion to the John Mayer song “Love Is A Verb,” Dr.
Cami Ryan noted that as with the word “Love,” “Science” is a
legitimate noun. But in both cases, it is the action, the process, and
the effort—the verb—that really matters.

Science is a verb in the sense that it is a method (activity)
involving the making of hypotheses, the design of experiments,
and the analysis of data. But a critical part of the scientific process
is the conversation phase dfter the experimentation is done.



Scientists share their findings with the broader community through
publications or presentations at meetings. What happens next is a
back-and-forth discussion including a critique of methods or
interpretation, and a comparison with previous findings.

If there are flaws in the experimental design or interpretation,
other scientists will point that out. To participate in the
conversation, scientists need to be willing to hear and respond to
feedback. If there are conflicting results, it may require additional
hypothesis making and experimentation. Only when the
conversation runs its course do the conclusions become a part of
accepted scientific understanding.

A bit of personal background would probably be helpful here. The mentor
who really taught me the process of “doing science” (ergo, the verb) was
basically a scientific ascetic, in that he was quite austere in manner, habits,
and practice. Both an MD and a PhD, he was a practicing board-certified
pathologist focused on breast cancer research, with training at the Armed
Forces Institute of Pathology back when that really meant something. I was
just a college junior hoping to get into medical school. I thought if I didn’t
get in becoming a bench scientist in the areas of virology and molecular
biology might be a pretty good fallback plan. I do not know why he took
me in, but he did, and I worked at the bench in his laboratory every minute I
could spare for two solid years.

Talk about a harsh taskmaster. Every week, during the group lab
meeting, it was stand and deliver. What is the positive control? What is the
negative control? What is the hypothesis? What are the findings, alternative
findings, and the limitations? Week after week, surrounded by mature
scientists, physicians, graduate students, and lab technicians who were all
much more experienced than I was. He still lives in my brain, and when I
click into analytical scientist mode, I have to restrain my inner asshole. I



have to be particularly careful when reviewing manuscripts, grants, or
contracts, lest I end up a scientific nihilist—nothing is ever good enough.
But from him I learned how to do rigorous scientific investigations, how to
think about experimental design, how to interpret data, and how to find the
holes in almost any research paper. That is my origin story as a scientist.

My mentor was particularly attuned to the nuances of scientific bias and
how it can so easily compromise scientific research and interpretation. For
all my remaining years I will recall his admonition to avoid building
hypotheses on sand rather than firm rock, just as I will never forget his
looking me in the eye and telling me that he had no time for false modesty.

There were two key papers at the core of his teaching concerning the
scientific method. The first is titled “Strong Inference: Certain Systematic
Methods of Scientific Thinking May Produce Much More Rapid Progress
Than Others” [69]. Strong inference is possible when results from an
experimental paradigm are not merely consistent with a hypothesis, but they
provide decisive evidence for one particular hypothesis compared to
competing hypotheses.

The second is titled “The Method of Multiple Working Hypotheses” and
describes a method for avoiding bias associated with a single hypothesis to
which one may become overly attached. This method requires devising as
many competing alternative hypotheses as possible and then designing
experiments that differentiate between the alternatives. First published in
1890 in the journal Science [70], it was later republished in the same
magazine in 1965 with the subtitle “With This Method the Dangers of
Parental Affection for a Favorite Theory Can Be Circumvented” [71]. All of
the above is grounded in a profound respect for the inherent complexity of
biological systems. Humility in the face of our ignorance, not hubris
concerning all that scientists may know (or think they know). This leads to
a step-by-step process for “doing” robust science:



State the problem (or hypothesis) that you wish to clarify or resolve.
This can be the most difficult part—in my experience, once you can clearly
articulate the problem, it gets a lot easier to solve.

Come up with as many alternative hypotheses to explain the
phenomenon (or problem) as you can.

Discuss the alternative hypotheses with others (particularly those who
are not invested in the favored explanation) and try to get them to help you
to see additional alternative explanations. Getting input from “outsiders”
can be particularly useful at this point. More on that later.

Design experiments which can eliminate the various alternative
explanations. Sometimes this will require multiple experiments.

Perform the experiments and record the data. Always include rigorous
positive and negative control experiments performed at the same time.
Optimally, a “strong inference” study will provide a definitive result,
demonstrating that one of the hypotheses is clearly correct, and the others
can be rejected. However, a well-designed and interpreted experiment can
often raise more questions than it resolves.

Repeat step 5 to confirm and perhaps reconsider step 4 prior to repeating
step 5.

Continue until a definitive result concerning the original question is
obtained.

You can see, even without detailed knowledge of clinical trial design, good
clinical practices, or knowledge of regulatory affairs, that the process used
to determine COVID-19 vaccine policies was not scientifically sound



research. The determination of mask policy was even less so. These were
examples of scientism in practice—and applied to the global population.

I like to divide the world up into three domains: the known, the
knowable unknown, and the unknowable. I believe that there is an objective
approximation of “truth” within the realms of the known and the knowable
unknown. In my belief system, it is the job of the scientist to master
knowledge of as much of the known as possible, and then to venture into
the knowable unknown for the purpose of capturing and bringing fragments
of that world into the domain of the known. Good scientists are (by nature,
training, and practice) like pioneers or traders who move between the
realms of known and knowable unknown. Upon bringing back some
fragment of what they believe to be truth to the realm of the known, they
then subject one another to a form of “intellectual torture by criticism”
when seeking to correctly interpret that fragment.

In contrast to those who practice science, I believe it is the job of
philosophers and those who focus on the spiritual realm to provide some
structure to the unknowable, to help us grapple with the mysteries of what
happens after death or the existence of a higher power or purpose, which
resist measurement and quantitation. As far as I am concerned, the answers
to these eternal questions are matters of faith, not of science. Personally, I
am convinced that there is something deeply mysterious and wonderful
about sentient beings, including ourselves—an emergent property that
defies rational explanation and cannot be quantified on some utilitarian or
economists’ spreadsheet. As a scientist, my sense is that this is not
something that can be reduced to the domain of the known, as it defies
measurement—at least at this point in time. In my internal model of the
world, this emergent property of sentient beings, the basis for this luminous
transcendent wonder that we often call the soul, resides in the realm of the
unknowable unknown. It seems to live in the realm of the unconscious



rather than the analytical conscious mind. And since it cannot be measured
or quantitated, it defies utilitarian optimization.

To my mind, this is a key reason why the suggestion from the World
Economic Forum that by 2030 we will own nothing and be happy rings so
hollow. Such statements emerge from the profound hubris of those who
believe that they can engineer happiness on a global scale. Happiness is
something that emerges from the individual soul, and not something that
can be algorithmically optimized. Historically, every time it has been
attempted, the result has been destruction of mind, initiative, and soul on a
massive scale. In my opinion, the key human parameter that the
philosophical systems of Utilitarianism and Marxism miss is often referred
to as “agency,” whereby people act as individual members of the society.
Individualism represents a cultural opposite to collectivism.

The process of science—science as a verb—is intrinsically incremental
and fundamentally conservative (in the classic sense of the word, not the
modern political sense). Knowledge progresses in small steps, much like
biological evolution. A modification is made, a theory or hypothesis is
designed, and tests are developed, data are collected, and results are
interpreted, discussed, and challenged, and then the whole process begins
again. Often experiments raise new questions, resulting in a seemingly
endless loop of test, analyze, interpret, retest. Step by step, true knowledge
builds—on rock, not on sand. This is the opposite of the surety and hubris
of those who practice scientism.

Human beings perform this process of science, and they all share
inherent cognitive flaws that will introduce bias at all stages of the process.
The structural outline of these flaws is revealed by the study of human
thought, of the process of cognition. The core problem is that our conscious
mind does not perceive reality directly. We receive sensory input from the
world, but we filter that information based on very personal internal models
of reality, which we have built up since birth. These models are the products



of our personal experiences as well as the external models that we have
assimilated through interactions with others (parents, teachers, mentors,
etc.). Having built these internal models of reality through both personal
trial and error as well as external interactions, humans generally use a form
of abstract mental tokens that we call “words” and “language” to process
and integrate these models—a process that we call conscious thought (as
opposed to unconscious information processing).

In sum, this process of human conscious thought gives rise to three key
problems. The first problem is that words and language, as abstract
representational tokens, carry intrinsic bias. Words are an internal
approximation of some intrinsic meaning, and at a deep cognitive level they
have no objective meaning; they are representations that always require
reference to other (imperfect) words to yield some subjective sense of
“truth.” In other words, words and the internal meaning that we assign to
them bias our ability to think—to discern an accurate interpretation and
meaning of the raw data received from our senses. This is why the
manipulation of the meaning of words for propaganda purposes is so
insidious. This practice incrementally destroys our ability to accurately
comprehend, to think, to make meaning of external reality, resulting in what
Dr. Joost Meerloo refers to as menticide, the rape of the mind [72].

The second problem is even more profound. Cognitive psychology
studies, particularly involving the process of hypnotic suggestion (which
lies at the heart of the mass formation process), clearly demonstrate that the
human mind will reject sensory data that are inconsistent with its internal
model of reality. In other words, if our internal models (which can be
considered as “paradigms”) are inconsistent with some external sensory
reality, we will typically reject the true objective reality and force the
incoming sensory data to fit our internal cognitive models.

The third problem with the internal models of reality, which we all hold
and use to interpret the raw data we receive from our senses, is that



membership in communities and organizations often requires sharing
models (or paradigms) with others in the community, regardless of their
validity. Since the time of Aristotle, the field of science (both the noun and
the verb) has expanded to encompass such a vast scope of knowledge and
inquiry that it has become necessary to parse all of this into subsets of
increasingly finer divisions, which are often referred to as scientific
disciplines. This is also true for other fields of human thought, practice (for
example, the trades), and philosophy. Each of these have then developed
their own paradigms and models of reality, acceptance of which (or reaction
to which) basically defines the community of practitioners of that
discipline. Those who fail to meet a minimal level of acceptance of the
paradigms that define a scientific discipline are typically rejected by other
members; they are heretics.

Paradigms can be viewed as models that provide benefit or utility for
solving the problems that practitioners of a scientific discipline encounter.
But all paradigms are limited, because they do not represent reality itself,
but learned models used to help make sense of the perceived stream of
sensory data, which is the true reality. Because of the various forms of
cognitive bias discussed above, as a scientific discipline approaches the
edges of the accuracy or usefulness of a model to interpret reality,
practitioners face an increasingly difficult task when trying to solve
problems at those boundaries. As a consequence, these “mature” scientific
disciplines face two choices: They either must modify the model or jettison
it for a new model, or they must force the reality to conform to the model
and avoid those problems that do not fit within the model.

Practitioners who seek to modify or jettison a model that defines a
scientific discipline in favor of a new model that better fits the data are
typically labeled heretics and rejected by the “tribe” of “true” practitioners.
One common example of this type of reasoning is the logic error known as
“no true Scotsman,” which we have seen quite a lot of during the



COVIDcrisis. For example, the statement is made that “All vaccinologists
agree that the COVID genetic vaccines are safe and effective.” When
countered with the true statement “I am a vaccinologist and I do not think
that these genetic vaccines are safe and effective,” the response is,
“Therefore, you are not a true vaccinologist.” When scientific disciplines’
models are reaching their limits of usefulness for problem solving, a new
scientific priesthood typically arises. These high priests of scientism use
this same faulty logic to defend the models or paradigms that have come to
define the discipline’s “truth.”

Just like biological evolution, sometimes there are bursts of innovation,
insight, and eventually knowledge. Thomas Kuhn was one of the first to
look rigorously at science, discovery, innovation, and knowledge
development and detailed his findings in his classic work The Structure of
Scientific Revolutions [73]. He largely introduced the concepts and terms
paradigm and paradigm shift into the epistemology of science, and his
scholarship and teaching form the last main pole in the tent of my
understanding of the practice of science (as a verb).

Kuhn was perplexed by the abrupt shifts that often occur in scientific
knowledge. What were the conditions and causes for the changes in
scientific thought that triggered these bursts of innovation, insight, and
knowledge? Examples of such include the insight that the Earth is round
and revolves around the sun (which allowed much more effective problem
solving in the critical domain of navigation, among other things) and, of
course, the discovery of the double-helix structure of DNA (which allowed
rapid resolution of many problems in biology and genetics in particular).
These breakthroughs in thought, which then led to explosions of both
scientific insight as well as greatly enhanced problem-solving capabilities,
were each associated with heretical models inconsistent with the established
“truths” jealously held by scientists of the day. Interestingly, Kuhn realized
that these breakthroughs often come from outsiders or newcomers rather



than practitioners of a scientific discipline. In large part, this can be
explained by the need to learn and accept the dominant models that define a
scientific discipline in order to “join the guild.” The very act of assimilating
the model constrains the ability to see the limitations of the model and
increases the risk that practitioners will “force the data to fit the model.”

This is why (in my opinion), if we wish to better perceive “truth” and
reality, and to solve the difficult problems that lie outside the limits of our
current knowledge and belief systems, outsiders and heretics are essential.
Thus, in my own laboratory work, I always seek out and actively listen to
the newcomers. They may not know the language of insiders, but they are
often the only ones who can see scientific realities that insiders cannot
perceive. These rare insights are often not the product of “logical” thought,
but seem to arise from somewhere outside of the conscious mind and,
strangely, often arise independently in multiple places at about the same
time. As far as I am concerned, that is one of the great mysteries and
wonders of our shared humanity and a key argument in favor of personal
agency—of freedom.

In cultures dominated by the concepts of utilitarian collectivism and
Marxism, there seems to be little room for heresy, insight, innovation, and
the paradigm shifts that are the hallmark of true science—as opposed to
scientism.

OceanofPDF.com



https://oceanofpdf.com/

CHAPTER 10
Repurposed Drugs

There are many paradoxes in the COVID-19 data from the western nations
concerning disease and death attributed to SARS-CoV-2 infection. One of
the most problematic is the result of widespread systemic reporting bias, in
which disease and deaths WITH evidence of infection are grossly over-
reported as disease and deaths FROM infection by SARS-CoV-2. In the
case of the United States, the truth is that we may never be able to resolve
this, to get to the bottom of what really went on, due to perverse political
and financial incentives to overreport COVID-19 deaths (while also
minimizing toxicity of the vaccines). But there is no question that if you are
admitted to a Western hospital located in an economically developed
country with a COVID-19 diagnosis, your risk of death during that
hospitalization has been amazingly high. In contrast, countries with low
COVID-19 mortality are often economically underdeveloped, with Haiti
and many African nations providing notable examples.

In my opinion, many of those hospital deaths were avoidable—many
were iatrogenic (due to medical error). latrogenic disease is the result of
diagnostic and therapeutic procedures undertaken on a patient. Again and
again, I hear academics, physicians, hospitalists, and relatives of patients
speak of the horrors of hospital-based treatment of COVID-19, of the
unnecessary isolation of the patients, of the horrible and inhumane
treatment that patients are receiving, of the toxicity of the FDA-approved
and the Anthony Fauci-promoted drug Remdesivir (globally nicknamed by
nurses and orderlies “run, death is near”), and of the contribution of bad
intubation and ventilation practices to those outcomes.



But they never, ever acknowledge that their mismanagement of these
hospitalized patients has contributed to the death toll. The hospitalists have
often slavishly followed the limited inpatient guidance protocols of the NIH
(which has never before been in the business of setting national treatment
standards before COVID), while failing to even be willing to try the
alternative inpatient and outpatient treatments that many independent
physicians have developed and successfully implemented while saving
many thousands of patients’ lives. Clearly, what is needed is a way to keep
patients from ever getting to the hospital and receiving these dysfunctional
treatments associated with high levels of iatrogenic disease and death.

There is no question in my mind that early COVID-19 treatment saves
lives, and many different repurposed drug treatment protocols for treating
this disease have become popular despite withering criticism and
gaslighting from FDA, NIH, corporate media, and hospitalist physicians.
For examples of successful early treatment protocols, see those developed
by FLCCC, the late Dr. Vladimir Zelenko, Drs. George Fareed and Brian
Tyson, and the European doctors who practice under the banner of
Ippocrateorg.org. In just one example, while in the USA Ivermectin has
been vilified by both FDA and the press, worldwide adoption of Ivermectin
for treatment of COVID-19 disease is now at 45%, with many of these
nations that permit or encourage Ivermectin use having remarkably low
hospitalization and mortality rates!

Ivermectin is currently used for about 27% of the world’s
population. Countries where COVID-19 mortality is close to zero
may not have incentive to adopt treatments. When excluding these
countries, Ivermectin adoption is about 45%. We excluded
countries where the cumulative mortality over the preceding
month was less than 1 in 1 million, according to the data at
https://ourworldindata.org/. For the estimated population coverage,
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isolated use, some regions, mixed usage, and many regions use a
factor of 0.05, 0.25, 0.5, and 0.75, respectively. For the source
reference, please see [74].

While many of these alternative early treatment and hospital treatment
protocols rely on drug combinations that typically include
Hydroxychloroquine plus Azithromycin—the combination championed by
Dr. Didier Raoult [75]—or Ivermectin, there are many other drugs and
combinations that have shown substantial efficacy in both outpatient and
inpatient treatment environments.

For example, those who have followed my work over the last two years
may be familiar with the data supporting the use of Famotidine [76, 77]
with or without Celecoxib [76, 78-80]. Unfortunately, despite passing peer
review, publication of much of this work and associated findings was
actively blocked by various academic journals [81] and ridiculed by lay
press including the Washington Post [82, 83], despite having been
demonstrated to have benefits in clinical trials including a randomized
Phase 2 clinical trial [84-86]. How and why journalists with no medical
training working for the Washington Post became arbiters of medical truth
continues to elude me. Who knows how many lives could have been saved
if the corporate press had just focused on doing solid reporting rather than
trying to influence clinical treatment practices while attacking physicians
who were just trying to do their jobs.

Although it may seem like both the government and the corporate press
in the United States have been particularly hostile to early treatment
protocols employing cheap generic drugs for COVID-19, things have been
even more difficult for Italian physicians providing early treatment. This
makes the following studies even more remarkable!

An Italian team working in a traditional hospital setting has published
two peer reviewed studies, one in the Lancet-affiliated journal eClinical



Medicine [87] and the other in Frontiers in Medicine [87, 88]. The clinical
treatment protocol tested in the clinical trial associated with these
publications is built around COX-2 inhibitors, which are a type of
nonsteroidal anti-inflammatory drug (NSAID) that specifically blocks
COX-2 enzymes (Nimesulide, which is available in EU but not USA or
Celecoxib, which is available in both EU and USA). In the case of either of
these agents being contraindicated due to patient preexisting conditions, the
combined COX-1 and COX-2 inhibitor Aspirin (careful, this is also used to
treat horses...) was substituted. The corresponding clinical trial is called “A
Simple Approach to Prevent Hospitalization for COVID-19 Patients,” and
the title of this clinical trial pretty much sums up how to keep people out of
the hospital [89]:

“A Simple Approach to Prevent Hospitalization for COVID-19
Patients”

Here is the resulting recommended outpatient clinical treatment
protocol [89]:

I. Non-steroidal anti-inflammatory drugs (NSAIDs)

Relatively selective COX-2 inhibitors §# (for myalgias and/or
arthralgias or other painful symptoms)

§ based on the ratio of concentrations of the various NSAIDs
required to inhibit the activity of COX-1 and COX-2 by 50 percent
(IC50) in whole blood assays

#unless contraindicated

Nimesulide *

100 mg b.i.d p.o, after a meal, for a maximum of 12 days.

Or

Celecoxib *

Initial oral dose of 400 mg, followed by a second dose of 200
mg on the first day of therapy. In the following days, up to a



maximum of 400 mg (200 mg twice a day) should be given as
needed for a maximum of 12 days

* Should the patient have a fever (=37.3°C) or develop
laboratory signs of hepatotoxicity associated with nimesulide, or if
there are contraindications to celecoxib, these drugs should be
substituted with aspirin (a COX-1 and COX-2 inhibitor) (500 mg
twice a day p.o.— dfter a meal). Patients receiving these
treatments should also be given a proton pump inhibitor (e.g.,
lansoprazole-—30 mg/day; or omeprazole—20 mg/day; or
pantoprazole-—20 mg/day).

Approximately 3 days after the onset of symptoms (or longer if
the physician is seeing the patient for the first time), a series of
hematochemical tests should be performed (blood cell count, D-
dimer, CRP, creatinine, fasting blood glucose, ALT).
Nimesulide/celecoxib (or aspirin) treatment can continue if
inflammatory indexes (CRP, neutrophil count), ALT, and D-dimer
are in the normal range. 11. Corticosteroids*

Dexamethasone (for persistent fever or musculoskeletal pain or
if hematochemical tests are repeated a few days later and there is
even a mild increase in the inflammatory indexes—CRP,
neutrophil count —, or if the patient has a cough and oxygen
saturation (Sp02)<94-92% occur).

8 mg p.o. for 3 days, then tapered to 4 mg for a further 3 days,
and then to 2 mg for 3 days. This makes a total of 42 mg
dexamethasone over 9 days.

*The duration of corticosteroid treatment also depends on the
clinical evolution of the disease.

I11. Anticoagulants

Low—molecular ~ weight(LMW)  heparin*  (when  the

hematochemical tests show even a mild increase in D-dimer, or for



thromboembolism prophylaxis for bedridden patients)

Enoxaparin, at the prophylactic daily dose of 4,000 U.I
subcutaneously—i.e., 40 mg enoxaparin. Treatment recommended
for at least 7—14 days, independently of the patient recovering
mobility.

*unless contraindicated (e.g., ongoing bleeding or platelet
count<25 % 109/L)

I'V. Oxygen therapy

Gentle oxygen supply in the early phase of the disease,
possibly before pulmonary symptoms manifest, in the presence of
progressively decreasing oxygen saturation—as indicated by an
oximeter—or following a first episode of dyspnoea or wheezing.

Conventional oxygen therapy is suggested when the respiratory
rate is >14/min and oxygen saturation (SpO2) < 94-92%, but it is
required with SpO2 <90% at room air. With liquid oxygen, start
with 8-10 liter/min and monitor SpO2 every 3—4 h. Titrate oxygen
flow rate to reach target SpO2 >94%. Then the rate of oxygen
administration can be reduced to 4-5 liter/min (but continue SpO2
monitoring every 3—4 h). With gaseous 02, start with 2.5-3.0
liter/min, but monitor SpO2 more frequently than with liquid
oxygen, and titrate flow rates to reach target SpO2 >94%.
Hospitalization could be considered, if feasible, when oxygen
saturation (SpO2) < 90% at room air, despite conventional oxygen
therapy.

V. Antibiotics

Azithromycin* (with bacterial pneumonia or suspected
secondary bacterial upper respiratory tract infections, or when
hematochemical inflammatory indexes (CRP, neutrophil count) are
markedly altered)500 mg/day p.o. for 6-10 days depending on the
clinical judgement



* Should the patient be at risk of or have a history of cardiac
arrhythmia or present other contraindications, cefixime (400
mg/day p.o for 6-10 days) or amoxicillin/clavulanic acid (1 gr
three times a day for 6-10 days) can be considered as alternatives
to azithromycin.

In a separate study completed by the IppocrateOrg Association Working
Group for the Early Outpatient Treatment of COVID-19 (which is
predominantly an association of Italian physicians and scientists), an
alternative protocol also demonstrated effectiveness in outpatient treatment
of COVID-19. That protocol was published in a preprint server and is titled:
“Early Outpatient Treatment of COVID-9: A Retrospective Analysis of 392

Cases in Italy” [90].

These researchers conclude:

This is the first study describing attitudes and behaviors of
physicians caring for COVID-19 outpatients, and the effectiveness
and safety of COVID-19 early treatment in the real world.
COVID-19 lethality in our cohort was 0,2%, while the overall
COVID-19 lethality in Italy in the same period was between 3%
and 3,8%. The use of individual drugs and drug combinations
described in this study appears therefore effective and safe, as
indicated by the few and mild ADR reported. Present evidence
should be carefully considered by physicians caring for COVID-
19 patients as well as by political decision makers managing the
current global crisis. The protocol used for this study is more
typical of the protocols used in the United States. As is often the
case in the United States, the general treatment protocol developed
by the Ippocrateorg team is staged by disease severity and can be



found at this webpage:

A summary table of the treatment received for the 392 summarized Italian
cases can also be found on that website, and the treatments administered
include the use of aspirin (which is well known to have anticoagulant
properties due to its activity on platelets).

Irrespective of the excess death and disease associated with the
mandated genetic vaccines, there is no doubt in my mind that the concerted
and coordinated propaganda and information control efforts of the United
States Government Department of Health and Human Services, acting in
alignment and as sponsors of Big Tech and Corporate Media censorship,
have cost large amounts of unnecessary death and disease due to both
iatrogenic causes during hospitalization as well as by suppression of life
saving early treatment protocols. The data supporting this conclusion
increase almost daily. The unresolved issue remains: will anyone be held
accountable for this avoidable tragedy?
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CHAPTER 11
mRNA Vaccines. The Largest Human
Experiment Ever

More than 5.41 billion people worldwide have received a dose of some type
of COVID-19 vaccine, equal to about 70.5 percent of the world population
[91]. In the United States as of October 17, 2022, 265.59 million US
residents have received at least one dose, and 226.59 million have
completed the initial vaccination protocol [92], out of a total population of
335.49 million (67.5%). Of the 613.25 million mRNA vaccine doses
administered, 375.64 million of these doses were manufactured by
Pfizer/BioNTech, and 237.61 doses by Moderna. Between the US and the
EU, a total of nearly 1.5 billion doses have been administered. This
accomplishment involved a novel technology, a large-scale manufacturing
process, and a product that was created, passed nonclinical and clinical
development, manufactured, distributed, and globally deployed in less than
three years. In terms of logistics alone, this is undeniably a major
achievement.

At a meeting of the Special Committee of the European Union
Parliament held on 11 October 2022 to discuss the findings regarding the
COVID-19 pandemic and recommendations for the future, a Pfizer
executive confirmed that their vaccine had never been tested for its ability
to prevent the transmission of SARS-CoV-2 virus before being put on the
market. Data emerging since the introduction of the vaccine indicate that it
is in fact unable to do so, thereby negating the claim that COVID-19
passports are necessary to protect others [93]. In other words, governments



throughout the world employed a wide range of propaganda and censorship
methods to promote these products as both safe and effective at stopping the
spread of SARS-CoV-2 infection, despite the fact that there were no studies
that even tested how well they would prevent the spread of COVID-19. It is
not an exaggeration to state that this massive deployment has been the
largest clinical experiment performed on human beings in the history of the
world.

All of the mRNA vaccine doses administered in the United States (to
both citizens and military personnel) have been provided under “Emergency
Use Authorization” (EUA). Although the FDA has licensed the
Pfizer/BioNTech and Moderna vaccines for some age cohorts, the
manufacturers have elected not to distribute or market the licensed products
in the United States. The reasons for this are not clear but appear to include
liability issues as well as the fact that additional clinical studies, safety
monitoring (pharmacovigilance), and product disclosures are required by
the FDA once the licensed products are marketed. From the standpoint of
the vaccine manufacturers, EUA is the preferred pathway for marketing
their products. A single purchaser (the US government) provides complete
liability indemnification, a guaranteed market with very little oversight, and
manages both the distribution and marketing. Manufacturers are prohibited
from marketing unlicensed products, but the US government has been doing
it for them and has coordinated with corporate media, social media, and
large technology firms to suppress any discussion of the risks or limitations
of the products. From the standpoint of the manufacturers, this is all profit
and no risk—the perfect business model. In the United States, all of this
was paradoxically primarily overseen by the Department of Homeland
Security and National Security apparatus rather than the Department of
Health and Human Services [63]. Why would the vaccine manufacturers
ever consider taking up the burden of producing and marketing the licensed



version of these products when they had both DHS and HHS doing their
bidding for them?

Emergency Use Authorization is a process defined by US federal law
for the introduction of “a drug, device, or biological product intended for
use in an actual or potential emergency.” Continued use of these
unapproved vaccines requires a determination “that there is a domestic
emergency, or a significant potential for a domestic emergency.” Once the
government declares that the emergency has passed, “A declaration under
this subsection shall terminate.” In other words, when the emergency is
over, the EUA expires, and the vaccines (that are currently being
distributed) would revert to their status as not approved, licensed, or cleared
for commercial distribution. These products remain experimental and are
intended to be used for a limited time during an ongoing emergency.

What if the largest experiment on human beings

in history is a failure?
As Ed Dowd described in Chapter 8, life insurance companies have been
reporting alarming increases in all-cause mortality and disability in
working-age people. We may be experiencing both a huge human tragedy
as well as a profound failure of the US government to serve and protect its
citizens. We may be forced to conclude that the genetic vaccines that were
so aggressively promoted have failed and the federal campaign to prevent
early treatment with lifesaving drugs has contributed to a massive,
avoidable loss of life. In addition, the federal workplace vaccine mandates
may have caused a massive loss of life in workers who were forced to
accept a toxic vaccine at a higher frequency than the general population.
Furthermore, we have also been living through the most massive,
globally coordinated propaganda and censorship campaign in the history of
the human race. All major mass media and the social media technology
companies have coordinated with governments and the vaccine



manufacturers to stifle and suppress any discussion of the risks of the
genetic vaccines and/or alternative early treatments.

There must be accountability. We are not just talking about grinding the
First Amendment into the mud; we are talking about an avoidable mass
casualty event caused by a mandated experimental medical procedure— for
which all opportunities for the victims to inform themselves about the
potential risks have been methodically erased from both the Internet and
public awareness by an international corrupt cabal operating under the flag
of the “Trusted News Initiative” while systematically silencing Physicians
who raised concerns via a globally coordinated censorship and defamation
campaign [64]. George Orwell must be spinning in his grave.

I hope I am wrong. I fear I am right.

When is mRNA not really mRNA?

There are those who believe that I bear personal responsibility for the
morbidity and mortality associated with the COVID-19 mRNA vaccines
because of my pioneering work in the use of mRNA as a transient “gene
therapy” method, with the entry level application for vaccine purposes.
(These findings and insights were documented in the nine original patents
covering DNA and mRNA gene therapy and DNA and mRNA vaccination
and a tenth patent covering mucosal DNA and mRNA vaccination [1-8,
94].) This accusation has been echoed by many angry social media
detractors looking for someone to blame for the adverse events that have
been associated with these vaccines. Therefore, I thought it would be
worthwhile to examine some of the differences between what I originally
envisioned and the current molecules being injected into our bodies.

Gene therapy and the origins of mRNA as a drug
or vaccine



The idea of permanent “gene therapy” was originally envisioned by Richard
Roblin, PhD, and academic pediatrician Dr. Theodore Friedman in 1972
[95]. An article in the January 2015 UC San Diego News nicely
summarizes the underlying logic of “Gene Therapy” as envisioned by
Friedman and Roblin.

The idea of gene therapy, which quickly captured the public
imagination, was fueled by its appealingly straightforward
approach and what Friedmann has described as “obvious
correctness”: Disarm a potentially pathogenic virus to make it
benign. Stuff these viral particles with normal DNA. Then inject
them into patients carrying abnormal genes, where they will
deliver their therapeutic cargoes inside the defective target cells. In
theory, the good DNA replaces or corrects the abnormal function
of the defective genes, rendering previously impaired cells whole,
normal, and healthy. End of disease [96].

The core idea captured in the original nine patents that stem from my work
between 1987 and 1989 was that there are multiple key problems with this
concept. But the work continued to progress, until 1990, when the first
patient was treated by gene therapy, a four-year-old girl with a congenital
illness called adnoside deaminase deficiency. The experiment failed, and
the child was not cured.

Nonetheless, media attention and hype about gene therapy
continued to be rampant, fueled in part by overenthusiastic
opinions by some scientists. Things crashed in 1999, when an 18-
year-old patient named Jesse Gelsinger, who suffered from a
genetic disease of the liver, died during a clinical trial at the
University of Pennsylvania. Gelsinger’s death was the first directly



attributed to gene therapy. Subsequent investigations revealed
numerous problems in the experimental design.

What is wrong with the original “gene therapy” concept? There are multiple
issues, and here are just a few:

Can you efficiently get genetic material (“polynucleotides™) into the
nucleus of the majority of cells in the human body so that any genetic
defects can be fixed? In short, no. Human cells (and the immune
system) have evolved many, many different mechanisms to resist
modification by external polynucleotides. Otherwise, we would already
be overrun by various forms of parasitic DNA and RNA—viral and
otherwise. This remains a major technical barrier, one that

“transhumanists” overlook in their enthusiastic but naive rush to play

God with the human species. What are polynucleotides? Basically, the

long chain polymers composed of four nucleotide bases (adenine,

thymine, guanine, and cytosine in DNA, with the thymine replaced by
uracil in RNA) that carry all genetic information (that we know of)
across time.

2. What about the immune system? Well, this was one of my
breakthroughs way back in the late 1980s. What Ted Friedman
originally envisioned was the simple idea that if a child had a genetic
birth defect causing the body to produce a defective molecule or not
produce a critical protein (such as Lesch-Nyhan syndrome or adenosine
deaminase deficiency), this could be simply corrected by providing the
“good gene” to complement the defect. What was not appreciated was
that the immune systems of these children were educated during
development to either recognize the “bad protein” as normal/self, or to
not recognize the absent protein as normal/self. So, introduction of the
“good gene” into a person’s body would cause production of what was



essentially a foreign protein, resulting in immunologic attack and
killing of the cells that now have the “good gene.”

What happens when things go wrong and the “good gene” protein is
toxic? Unfortunately, that is the case with the spike protein that is
central to the COVID mRNA vaccines. I get asked all the time, “What
can I do to eliminate the RNA vaccines from my body?” To which I
have to answer: “Nothing.” There is no technology that I know of that
can eliminate these synthetic mRNA-like molecules from your body.
You just have to hope that your immune system (T cells) will attack and
“clear” the cells that have taken up the foreign genetic information and
break down the offending large molecule that causes them to
manufacture the toxic protein. Since virtually all current “gene therapy”
methods are inefficient and deliver the genetic material randomly to a
small subset of cells, there is no practical way to surgically remove the
scattered, relatively rare transgenic cells.

What happens if the “good gene” lands in a “bad place” in your
genome? It turns out that the structure of our genome is highly evolved;
despite having sequenced the human genome, we are still relative
neophytes in our current understanding of it. Sequencing the human
genome is akin to knowing all of the letters in a large book, which is a
long way from being able to read the book and understand what you
have read. Insertional mutagenesis—genetic alteration of chromosomes
by inserting DNA (possibly from viruses)—is used to generate new
insights into genetics, from fruit flies to frogs to fish to mice. But when
new DINA is inserted into chromosomes, it can cause many unexpected
things to happen—Iike development of cancers, for example. This is
why there is so much concern about the potential for the mRNA-like
particles used in the vaccines to travel into cells’ nuclei and insert or
recombine with the cells’ DNA after reverse transcription [97].
Normally, with DNA-based gene therapy technologies, the FDA



requires genotoxicity studies for this reason, but the FDA did not treat
the mRINA vaccine technology as a gene therapy product [98] and so
did not require that the vaccine developer/manufacturers do this
research.

The original idea behind using mRNA as a drug (for treatment or vaccine
purposes) was that mRINA is typically degraded quite rapidly once released
into a cell. The stability of an individual mRNA molecule is regulated by a
number of genetic elements but typically ranges from thirty minutes to a
couple of hours. Therefore, if natural (or synthetic that mimics natural)
mRNA is introduced into the body, it should last for a very short time. And
when asked, “How long does the injected mRNA last after injection?”
Pfizer, BioNTech, and Moderna have all replied that it lasts for only a few
hours.

But we now know the “mRNA” in the vaccines incorporates a synthetic
nucleotide called “pseudouridine” and can persist in lymph nodes for at
least sixty days after injection [9]. This is not natural, and this is not really
mRNA. These molecules have genetic elements similar to those of natural
mRNA, but they are far more resistant to the enzymes that normally
degrade mRNA. In addition, they seem capable of producing large amounts
of protein for extended periods and evading normal immunologic
mechanisms for eliminating cells that produce foreign proteins.

Regarding Pseudouridine and mRNA



What is pseudouridine? Natural mRNA is composed of the same bases as
RNA (adenine, guanine, and cytosine), with the exception of uracil, which
is replaced with uridine. Pseudouridine is a modification of uridine that
occurs in natural human mRNAs in a highly regulated manner. This is in
sharp contrast to the random incorporation of synthetic pseudouridine that
occurs in the manufacturing of the Moderna and Pfizer/BioNTech COVID-
19 vaccines.

A 2022 paper in the journal Molecular Cell has shed light on some of
the mechanisms of action associated with natural pseudouridine
modification [99]. It appears that various highly regulated cellular enzymes
modify the normal uridine nucleotide subunit to form pseudouridine in
specific mRNAs and specific locations within those mRNAs while they are
being made in the cell. “Pre”-mRNA is produced as a single long chain
polymer of A, U, G, and C, then “spliced” to remove some sections (which
are typically degraded) and leave others in the final “mature” mRNA
product, which is then used to guide protein production. Pseudouridine
modifications occur at locations associated with alternatively spliced RNA
regions, are enriched near splice sites, and overlap with hundreds of binding
sites for RNA-binding proteins [99].

Relevant to the mRNA vaccines, Erin Borchardt et al. suggested in
2020 that pseudouridine is one factor that controls how long an mRNA



stays around in your body. While the Borchadt review highlights just how
much “remains to be understood” with respect to the consequences of
“mRNA pseudouridylation in cells,” it explores several known effects it has
on the immune system, potentially explaining the immunosuppression
(increasingly being referred to as an acquired immunodeficiency syndrome,
i.e., AIDS) that is sometimes observed after multiple mRNA vaccine doses:

. . . incorporating RNA modifications, including pseudouridine, in
foreign RNA allows for escape from innate immune detection.
This makes RNA modification a powerful tool in the field of RNA
therapeutics where RNAs must make it into cells without
triggering an immune response and remain stable long enough to
achieve therapeutic goals. In addition, the presence of modified
nucleosides in viral genomic RNA could contribute to immune
evasion during infection.

The authors further describe several other ways such modified RNA can
suppress immune response, concluding that

“Pseudouridine likely affects multiple facets of mRNA function,
including reduced immune stimulation by several mechanisms, prolonged
half-life of pseudouridine-containing RNA, as well as potentially
deleterious effects of [pseudouridine] on translation fidelity and efficiency.”

Summary

Based on this information, it appears to me that the extensive random
incorporation of pseudouridine into the synthetic mRNA-like molecules
used for the Pfizer/BioNTech and Moderna vaccines may well account for
much or all of the observed immunosuppression, DNA virus reactivation,
and remarkable persistence of the synthetic “mRNA” molecules observed in
lymph node biopsy tissues [9]. Many of these adverse effects were reported



by Kariko (a vice president at BioNTech) et al. in a 2008 paper and could
have been anticipated by regulatory and toxicology professionals if they
had bothered to consider these findings prior to allowing emergency use
authorization and global deployment of an immature and previously
untested technology. Therefore, neither the agencies nor the manufacturers
can claim ignorance; rather, what we have seen is more appropriately
classified as “willful ignorance.”

Finally, based on a review of the scientific data, including the articles
cited above, it is my opinion that the random and uncontrolled insertion of
pseudouridine into the manufactured “mRNA”-like molecules creates a
population of polymers that may resemble natural mRNA, but that have a
variety of properties that are clinically relevant. These characteristics and
activities may account for many of the unusual effects, unusual stability,
and striking adverse events associated with this new class of vaccines.
These molecules are not natural mRNA and do not behave like natural
mRNA.

The question that most troubles and perplexes me at this point is why
the biological consequences of these modifications and associated clinical
adverse effects were not thoroughly investigated before widespread
administration of random pseudouridine-incorporating “mRNA”-like
molecules to a global population. Biology, and particularly molecular
biology, is highly complex and interrelated. Change one thing over here,
and it is really hard to predict what might happen over there. That is why
one must do rigorously controlled nonclinical and clinical research. Once
again, it appears to me that the hubris of “elite” high-status scientists,
physicians and governmental “public health” bureaucrats has overcome
common sense; well-established regulatory norms have been disregarded;
and patients have unnecessarily suffered as a consequence. These products
do not use natural mRNA, and referring to them as mRNA vaccines is
misleading. I recommend that these products, which employ a synthetic



unnatural polymer, should be designated using a different term, such as ¥
[for pseudouridine]-mRINA genetic medicines.

The Spike Protein and Cytotoxicity

The W-mRNA vaccines are associated with a wide range of adverse events.
We covered some associated with the random insertion of pseudouridine.
There are other types of adverse events that appear to be associated with the
chemicals (including polyethylene glycol) used to coat the Y-mRNA. But
the spike protein itself, which the W-mRNA causes your cells to
manufacture, can also be toxic. In fact, current data suggest that this may be
one of the most toxic biological molecules ever used for vaccination
purposes.

Let’s review the science on spike protein toxicity. First, we need to
understand a little bit about the SARS-CoV-2 spike protein.

The only differences in the actual protein sequence between the spike
protein of the original “Wuhan” strain of the virus and that coded for by the
vaccines are two amino acids in the S2 region of the protein. These were
not introduced to make the vaccine version less toxic (as some “fact-
checkers” have asserted), but rather to make it better able to stimulate an
antibody response. Whether in the vaccine or the virus, the S1 subunit
(which includes the receptor binding domain to which the majority of
“neutralizing” antibodies are directed) gets cut free to circulate in the blood,
bind ACE?2 receptors, interact with platelets and neurons, open up vascular
endothelial tight junctions, etc. There is no difference between the S1
subunit released from the vaccine spike protein and the S1 subunit released
from the virus spike protein. They are the same thing!

Now, how much protein does this free S1 subunit produce and for how
long compared to natural infection?

One might expect that the answers were well understood and
characterized by Pfizer before the vaccines were widely deployed. Surely



the FDA required that these studies be performed? Unfortunately, no such
studies were done until an academic group published a paper at the end of
January 2022 [9]. Without going into too much detail, we now know the
vaccine mRNA does not break down rapidly and can be found via fine
needle biopsy in human lymph nodes for sixty days (this was the end point
of the study, so the amount of time is actually unknown). The amount of
spike protein found in plasma was higher in the recently vaccinated than in
recovering COVID-19 patients. So, the vaccine produces far more spike S1
subunit for far longer than the natural infection does.

But is the S1 subunit actually a toxin?

First question, does the spike S1 subunit cross the blood—brain barrier
and get into the brain? Why yes, thank you for asking, it does! This was
verified in a 2021 paper published in Nature Neuroscience titled “The S1
Protein of SARS-CoV-2 Crosses the Blood—Brain Barrier in Mice.” [100].

Next question, does S1 damage the brain when it hits nerve cells
(neurons)? Yes, it looks like it does [101]! And, yes, there are neurological
consequences to these brain-related pathogenic mechanisms involving the
spike protein [102]07198, Palma, Spain.&#xD;University of the Balearic
Islands (UIB, including cerebrovascular, sensitive, motor, cognitive, and
diffuse brain disorders favoring blood-brain barrier disruption,
inflammation, hypoxia, and secondary infections. It is important to
recognize that there is no significant difference between the symptoms of
long COVID (PASC) and postvaccination syndrome [103]: Harvard
Medical School, Boston, MA, United States.</auth-address><titles>
<title>Long COVID or Post-acute Sequelae of COVID-19 (PASC).

There is also evidence of brain endothelial attack [104]. On the basis of
this alone, the spike protein can be fairly classified as a toxin, but there are
several other important papers on the various toxic effects of the spike
protein. These include that the SARS-CoV-2 spike protein directly damages



lungs, triggers both large and small persistent blood clots, and triggers
inflammation [105-107].

What did various “fact-checking” organizations have to say regarding
the SARS-CoV-2 spike protein (and the analogous vaccine-encoded
protein)?

Catalina Jaramillo, who was trained at the Columbia School of
Journalism, said in a post on July 1, 2021, at factcheck.org that “COVID-19
Vaccine-Generated Spike Protein is Safe, Contrary to Viral Claims.” Tom
Kertscher, a contributing writer for PolitiFact who has no training in
medicine or biology, wrote, “No sign that the COVID-19 vaccines’ spike
protein is toxic or cytotoxic.” Another doozy came from Beatrice Dupuy of
the Associated Press on June 9, 2021: “Spike Protein Produced by vaccine
not toxic.”

So, I ask you, who was correct? The actual scientists or the fact-
checkers? Is the spike S1 subunit a toxin? A toxin is a harmful substance
produced by living cells, so, yes indeed, the S1 subunit is a toxin. How
many people developed brain damage or lost their life or that of a loved one
because they accepted a vaccine based on the falsehoods propagated by
these grossly unqualified “fact-checkers”? Do they have criminal liability
for their falsehoods and propaganda?

The “New Updated Vaccine”

In September 2022 the United States government began rollout of a
modified “bivalent” mRNA vaccine for COVID-19. In this case, “bivalent”
refers to two different mRNAs encoding two different spike proteins. Per
Karine Jean-Pierre, who currently serves as the chief spokesperson for the
executive branch of the United States government, these products are “new
updated vaccines” and not boosters (September 8, 2022, press conference).
Inconveniently, the FDA defines these EUA products as “updated boosters”
[108]. According to the FDA, the products were only tested on mice prior to


http://factcheck.org/

authorization for human use, and the FDA and CDC hope that these
products will provide increased protection against the Omicron variant
BA.5 (which is currently being displaced by newer Omicron variants).
What “increased protection” means is not clear; it could be from any or all
of infection, replication, spread, disease, and death. While the anticipated
benefits are undefined and unknown, the FDA expects the risks and side
effects of the modified product to be similar to those of the current
monovalent products.

Emergency Use Authorization for these new products was granted as
amendments to the previous EUA for the monovalent products—without
any human clinical data or review and advice by the semiindependent
Vaccine Related Biologics Review Committee (VRBAC). Neither the FDA
nor the CDC considered or discussed the risk that these products could
further exacerbate the development of immune imprinting, also known as
“original antigenic sin,” in our highly inoculated population.

Immune Imprinting

From the standpoint of the approved narrative, one of the major unresolved
COVIDcrisis mysteries has been why so many who are “fully vaccinated”
(whatever that means) against SARS-CoV-2 still develop infection and
COVID disease. A big advocate of vaccine mandates, Canadian Prime
Minister Justin Trudeau was infected (despite apparently being fully
vaccinated) in January of 2022 and was reinfected (despite receiving three
doses of the mRNA inoculum) in June, just four and a half months later.
Despite having received four doses of the mRNA inoculum, Dr. Anthony
Fauci himself was infected and developed COVID disease in mid-June,
2022. Another advocate of vaccine mandates, California Governor Gavin
Newsom, was also infected and developed COVID [109] just ten days after
his fourth injection. And more recently, the fully inoculated Director of the
CDC, Dr. Rochelle Walensky, was also infected with SARS-CoV-2 and



developed COVID-19 disease (and her infection recurred despite a Paxlovid
treatment course). Notice a pattern?

In many countries, data during the first two quarters of 2022 indicate
that the majority of individuals who were hospitalized due to COVID were
“fully vaccinated.” Of course, in most Western countries, the majority of the
population is vaccinated, so this general finding requires some qualification
and correction for the resulting sampling bias. The Canadian COVID Care
Alliance distributed a video in February of 2022 that “busted” the myth that
COVID-19 is a pandemic of the unvaccinated by using public health data
from Ontario, Canada [110]. As discussed in the video, many of these data
point toward “negative effectiveness” of the vaccines—meaning that those
who are “fully vaccinated” are more likely to get COVID disease than those
who are “unvaccinated.” A word of caution about this conclusion: The term
“unvaccinated” is increasingly misleading, as, over time, a larger and larger
fraction of the total population has become infected and so has not only
been previously infected (and immunologically primed) by infection with
one or more of the seasonal “cold” betacorona-viruses (which share large
numbers of both B and T cell epitope antigens with SARS-CoV-2), but have
also been “boosted” by natural infection with one of the variants of SARS-
CoV-2. This problem (or artifact) has become increasingly true since the
onset of the Omicron variant. For example, a (non-peer-reviewed) summary
of Canadian COVID-19 cases, hospitalized cases, and deaths between May
1, 2022, and June 5, 2022 [111], found that fully vaccinated patients
accounted for nine in every ten COVID-19 deaths in Canada over the
month, four in every five of which had received three inoculations. Most
people know from their own personal experience that whether or not their
associates were previously infected or vaccinated (or both), they were
highly likely to also get infected by the Omicron variant of SARS-CoV-2.

Just to be crystal clear on this point, when I stood on the steps of the
Lincoln Memorial on January 23, in front of 40,000 people at the Defeat the



Mandates Rally, I said,

Regarding the genetic COVID vaccines, the science is settled.
They are not working, and they are not completely safe.

Now we have Omicron. These vaccines were designed for the
original Wuhan strain, a different virus. Whether they made sense
for protecting our elderly and frail from the original virus is
irrelevant. So let’s stop arguing about that. We must look forward.

These vaccines do not prevent Omicron infection, viral
replication, or spread to others. In our daily lives, with our friends,
with our families, we all know that this is true.

These genetic vaccines are leaky, have poor durability, and
even if every man, woman, and child in the United States were
vaccinated, these products cannot achieve herd immunity and stop
COVID. They are not completely safe, and the full nature of the
risks remain unknown.

The Washington Post called me a liar and spreader of discredited
misinformation at the time for making this statement, but since then it has
become a widely accepted scientific truth—one that is self-evident to
anyone who is not caught up in the mass formation psychosis. The sin that
triggered the defamation was apparently stating an inconvenient truth
before it became widely accepted. Now, there are many, many scientific
papers showing that my statement on the steps of the Lincoln Memorial that
cold winter day was completely accurate and if anything was too
conservative [112—-117].

I think we can now safely say that it was the Washington Post who was
peddling mis- or dis-information (or just plain old-fashioned propaganda) in
their defamatory article.



Previously, any potential for negative effectiveness of the vaccines was
actively denied by researchers involved in the design and creation of the
genetic vaccines. Unfortunately, however, data and the passage of time have
proven their assertions of safety to have been premature [118]; so much for
highly confident “experts,” their predictive powers of inference, and their
personal hubris.

There are multiple working hypotheses for why we sometimes see
negative effectiveness of these genetic inoculations for preventing COVID-
19 disease. Examples include:

1. Antigenic or immune imprinting, otherwise known as “original
antigenic sin” [119].
Antibody-dependent enhancement (ADE) [120].
Other forms of vaccine-enhanced disease (VAED) [121].
Vaccine-induced acquired immunodeficiency (VAIDS) of one type
or another [122].

5. In the context of widely deployed “leaky” vaccines, evolutionary
selection of SARS-CoV-2 variants that can escape the pressure of
vaccine-induced immune responses.

I am sure there are many more hypotheses, and it is always important to
recognize that more than one thing can be happening at the same time.
However, the preponderance of data increasingly points to immune
imprinting as the leading explanation for the observed public health data
suggesting negative effectiveness of the mRNA inoculations—which are
currently marketed as vaccines but are functionally being deployed more as
immuno-therapeutics.

(Of course, the corporate media—either completely unaware of or in
denial about their profound incompetence as objective mediators of
scientific discussions of complicated immunologic topics—have once again



interjected their aggressively provaccination, deny-any-problems agenda
into the discussion. And then, once again, the even more scientifically
unqualified “fact-checkers” have followed suit. But, by now, that is to be
expected.)

So, what is immune imprinting or “original antigenic sin”? A group of
influenza virus researchers describes it well:

We define immune imprinting as a lifelong bias in immune
memory of, and protection against, the strains encountered in
childhood. Such biases most likely become entrenched as
subsequent exposures back-boost existing memory responses,
rather than stimulating de novo responses. By providing
particularly robust protection against certain antigenic subtypes, or
clades, imprinting can provide immunological benefits, but
perhaps at the cost of equally strong protection against variants
encountered later in life [123].

The authors address the use and limitations of the two terms “immune
imprinting” and “original antigenic sin” and find the former term a
generally better fit to the actual data [123]. They also provide a nice
summary of the issues at hand, which are directly applicable to coronavirus
vaccines and evolved SARS-CoV-2 variants:

Antibody responses are essential for protection against influenza
virus infection. Humans are exposed to a multitude of influenza
viruses throughout their lifetime and it is clear that immune history
influences the magnitude and quality of the antibody response.
The ‘original antigenic sin’ concept refers to the impact of the first
influenza virus variant encounter on lifelong immunity. Although
this model has been challenged since its discovery, past exposure,



and likely one’s first exposure, clearly affects the epitopes targeted
in subsequent responses. Understanding how previous exposure to
influenza virus shapes antibody responses to vaccination and
infection is critical, especially with the prospect of future
pandemics and for the effective development of a universal
influenza vaccine.

Now that the data concerning the “how” and “why” of this odd and
unfortunate relationship between the SARS-CoV-2 genetic vaccines, viral
evolution of immune escape mutants, and negative effectiveness are really
starting to come into focus, it does appear that immune imprinting is
playing a big role. It also appears that it is not the general vaccinated
population, but rather the subset of people who develop chronic infections
that is driving development of the antibody escape mutant viruses. And it is
certainly not the general unvaccinated population, to the extent that there
even are any individuals (other than newborn infants) who are
immunologically naive to SARS-CoV-2. And speaking of newborns, the
data concerning immune imprinting demonstrate that vaccinating very
young children with a genetic vaccine that expresses a spike antigen from a
virus that has not been circulating for a very long time (with the consequent
immune imprinting) is either malevolence or madness—or both.

It can take a long time and often require interactions between many
different people, together with quite a bit of trial and error, to get to the
bottom of complicated problems. This is generally true in science as well as
in life, which makes the rapid progress toward understanding the
immunologic and virologic processes driving negative effectiveness of the
vaccines, as well as SARS-CoV-2’s immune escape from vaccine-induced
protection, all the more remarkable.

See these references for numerous examples of relevant scientific
literature [9, 124—129]. When you look them over, make sure you note the



progression from smaller, more fringe journals to mainstream medical
journals.

After that introduction to immune imprinting, you should be ready for
an extended discussion of an important peer-reviewed paper that was
published in Science in June of 2022. I particularly appreciate the authors’
(Catherine Reynolds et al.) recognition that protection against SARS-CoV-2
involves both an antibody/B cell as well as a T cell component and their
detailed discussion on the topic [130].

The paper’s abstract meets the criteria for “bombshell,” in my opinion:

We investigated T and B cell immunity against [Omicron] in triple
mRNA vaccinated healthcare workers (HCW) with different
SARS-CoV-2 infection histories. B and T cell immunity against
previous variants of concern was enhanced in triple vaccinated
individuals, but magnitude of T and B cell responses against
[Omicron] spike protein was reduced. Immune imprinting by
infection with the earlier [Alpha] variant resulted in less durable
binding antibody against [Omicron]. Previously infection-naive
HCW who became infected during the [Omicron] wave showed
enhanced immunity against earlier variants but reduced
[neutralizing antibody] potency and T cell responses against
[Omicron] itself. Previous Wuhan Hu-1 infection abrogated T cell
recognition and any enhanced cross-reactive neutralizing
immunity on infection with [Omicron].

In short, I think what the authors are saying is that Omicron is evolving to
not only escape prior neutralizing antibodies generated from either
vaccination (with spike protein derived from Wuhan Hu-1) or infection with
Wuhan Hu-1 OR Alpha, but also infection with Omicron is reducing both T
cell and B cell (antibody) responses to itself. This is not good news.



The authors state that “Across several studies, 2 or 3-dose vaccination is
protective against severe disease and hospitalization, albeit with poor
protection against transmission.” But the cited references demonstrate that
vaccine effectiveness against severe disease and hospitalization varies in a
time-dependent manner and is in the 40-70% range, which means that 30—
60% of fully vaccinated persons were not protected against hospitalization.
Based on this, my conclusion is that the genetic vaccines are not even
working well to prevent hospitalization—and Omicron causes mild COVID
disease. (“Working well” and “not working” are subjective judgments, so I
ask any “fact-checkers” reading this to please bugger off.)

The authors continue with a discussion of why the rate of breakthrough
infections is so high: “A rationale for this . .. comes from mapping of virus
neutralization . . . showing this to be the most antibody immune-evasive
[variant], with titers generally reduced by 20-40-fold.” The references cited
to support this statement use words like “considerable escape” and “striking
antibody evasion” to describe the reduced protection against Omicron,
which “extensively but incompletely escapes” neutralization with vaccine-
induced antibodies [131-134].

I think that you can see the pattern. And suffice to say, it does not
support the position taken by the Washington Post.

The authors attribute the apparent relative attenuation of severe
symptoms in the vaccinated “to the partial protection conferred by the
residual neutralizing [antibodies] and the activation of primed B cell and T
cell memory.” They have shifted the focus from B cells (antibody-based
immune responses) to T cells (cytotoxic or Kkiller cells). Note the cautious
wording? T cells would likely be activated in those were previously
infected, as well. Are the “unvaccinated” groups in question
immunologically naive? Is there a comparison to naturally infected
patients? Let’s look at some of the references cited. For example, the
manuscript titled SARS-CoV-2 vaccination induces immunological T cell



memory able to cross-recognize variants from Alpha to Omicron [135], in
which the experimental control group in this study was previously infected
individuals who had mild disease.

One paper, “Ancestral SARS-CoV-2-specific T cells cross-recognize the
Omicron variant” [136], does include the previously infected and shows a
relatively lower drop in preservation of T cell cross-recognition in
vaccinated than the previously infected but does not appear to compare
those numbers statistically. Another, “Vaccines elicit highly conserved
cellular immunity to SARS-CoV-2 Omicron,” by Liu et al., does not
compare the vaccinated to the naturally infected, and although it asserts that
the vaccines provide substantial protection from Omicron, it does not
demonstrate this in any way other than showing persistence of T cell
responses.

Interestingly, “T cell reactivity to the SARS-CoV-2 Omicron variant is
preserved in most but not all individuals” [137] examined both natural
infection and vaccinated individuals and demonstrated that, in most patients
from either category, T cell responses are relatively preserved against
Omicron. But there is a caveat—a subset of patients lose T-cell responses to
Omicron in addition to losing B-cell (antibody) responses. This may explain
why some patients report repeated or chronic Omicron infection, and these
patients may be driving further development of escape mutant viruses.

Another study [138] focused on memory B cells (which is not easy to
do) over time in vaccinated individuals with no assessment of naturally
infected patients. Their findings varied from some of the other studies, but
they had some interesting observations:

Omicron-binding memory B cells were efficiently reactivated by a
3rd dose of wild-type vaccine and correlated with the
corresponding increase in neutralizing antibody titers. In contrast,
pre-3rd dose antibody titers inversely correlated with the fold-



change of antibody boosting, suggesting that high levels of
circulating antibodies may limit the added protection afforded by
repeat short interval boosting.

We can conclude from this study that booster timing is important. Too late,
and you become as susceptible to infection and disease as—or even more
than—the naturally infected. Too early, and the antibodies still circulating
from the prior inoculation will interfere with the boost.

Reynolds et al. make several important conclusions. Regarding B cell
immunity after three vaccine doses, the researchers noted that:

Healthcare workers (HCW) were identified with mild and
asymptomatic SARS-CoV-2 infection by ancestral Wuhan Hu-1,
[Alpha], [Delta] and then [Omicron variants] during successive
waves of infection and after first, second and third mRNA
(BioNTech BNT162b2) vaccine doses. By three vaccine doses
antibody responses had plateaued, regardless of infection history.
We found differences in immune imprinting indicating that those
who were infected during the ancestral Wuhan Hu-1 wave showed
a significantly reduced anti-RBD (receptor binding domain) titer
against [Beta], [Gamma] and [Omicron] compared to infection-
naive HCW.

To simplify, if you were first infected with Wuhan Hu-1, then vaccinated,
then infected with Omicron, your antibody levels against the important part
of spike (the receptor binding domain) would be lower than those who have
never been infected.

The authors noted that memory B cell frequency against the S1 protein
of several variants (the part that binds to cells) “was boosted 2-3 weeks
after the third vaccine dose compared to 20-21 weeks after the second



vaccine dose.” But they also found that, regardless of whether the patient
was previously infected or not, memory B cell frequency was similar
against the original Wuhan variant and the Delta variant but was lowered
against Omicron 2-3 weeks after the third dose and 20-21 weeks after the
second dose. Memory B cell frequency is an indirect indicator of long-term
protection. This is more evidence of immunologic escape of Omicron from
B-cell mediated (antibody) control.

Next, they compared T cell responses after three vaccine doses. For
Omicron they found that more than half of the subjects (27 of 50; 54%) had
no T cell response at all, irrespective of infection history, while only 8%
had no T cell response against the ancestral strain. They got a similar result
when they compared “peptide pools” for the original Wuhan strain and for
the Omicron variants: “42% (21/50) of [healthcare workers] make no T cell
response at all against the [Omicron] mutant pool.” This is problematic.
Nearly half of these triple-vaccinated healthcare workers failed to generate
any T cells against Omicron. T cells are major contributors to immune
protection, and generating both B and T cell responses is the whole reason
to use an mRNA vaccine.

So now we have evidence suggesting both poor B and poor T responses
to Omicron, implying that Omicron has evolved to escape both B and T cell
adaptive immunity.

But why and how did this happen?

Essentially, Reynolds et al. “showed that priming with one pool resulted
in impaired responses to the other.” Omicron infection boosted immunity to
prior strains in triple-vaccinated healthcare workers, but not so much
against itself. For the triple-vaccinated healthcare workers who had not
been infected by prior viral strains, including Omicron, the neutralizing
antibodies against Omicron were rapidly lost after the third vaccination.

If the healthcare workers were first infected by the original Wuhan
strain (as I was), the researchers demonstrated that they do not make an



increased neutralizing antibody response after Omicron infection (compared
to those who are triple-vaccinated but not previously infected by the
original Wuhan strain):

[Omicron] infection can boost binding and [neutralizing antibody]
responses against itself and other [variants] in triple-vaccinated
previously uninfected infection naive [healthcare workers], but not
in the context of immune imprinting following prior Wuhan Hu-1
infection. Immune imprinting by prior Wuhan Hu-1 infection
completely abrogated any enhanced [neutralizing antibody]
responses against [Omicron] and other [variants].

So, prior infection by the Wuhan variant seems to block production of
neutralizing antibody responses during and after Omicron infection. In
summary, Omicron infection resulted in enhanced, cross-reactive antibody
responses against all variants tested in the three-dose vaccinated infection-
naive healthcare workers, but not those with previous Wuhan Hu-1
infection, and less so against Omicron itself. And that is pretty much proof
of the immune imprinting effect.

So, we have evidence of immune imprinting with B cell (antibody)
responses, but what about T cell responses?

The authors found a rapid loss of any detectable T cell immunity against
S1 (the main antigen in the vaccines) shortly after the third dose of vaccine:

Fourteen weeks after the third dose (9/10, 90%) of triple-vaccinated,
previously infection-naive [healthcare workers] showed no cross-reactive T
cell immunity against [Omicron] S1 protein.

This is not good. In addition, fully vaccinated healthcare workers who
were infected by Omicron had significantly reduced T cell responses to
Omicron itself, which the authors said was “basically a set up for either
chronic Omicron infection or rapid Omicron re-infection.”



Furthermore:

Importantly, none (0/6) of [the healthcare workers] with a previous
history of SARS-CoV-2 infection during the Wuhan Hu-1 wave
responded to [Omicron] S1 protein . . . . This suggests that, in this
context, [Omicron] infection was unable to boost T cell immunity
against [Omicron] itself; immune imprinting from prior Wuhan
Hu-1 infection resulted in absence of a T cell response against
[Omicron] S1 protein.

The findings consistently show that people initially infected by Wuhan Hu-
1 in the first wave and then reinfected during the Omicron wave do not
evidence either T cell or B cell immunity against Omicron. This is very bad
news and yet more evidence for initial immune imprinting, reinforced by
repeated vaccination with the original Wuhan virus-derived spike mRNA
vaccine, causing an inability to respond to Omicron. It really sounds like
these patients may become the breeding ground for the next wave of
Omicron variants.

The researchers investigated how prior infection differentially imprinted
Omicron T and B cell immunity:

To investigate in more detail the impact of prior SARS-CoV-2
infection on immune imprinting, we further explored responses in
our longitudinal [healthcare workers] cohort. We looked initially at
the S1 RBD (ancestral Wuhan Hu-1 and Omicron VOC) antibody
binding responses across the longitudinal cohort at key vaccination
and SARS-CoV-2 infection timepoints, exploring how different
exposure imprinted differential cross-reactive immunity and
durability. This revealed that at 16-18 weeks after Wuhan Hu-1
infection or [Alpha] infection, unvaccinated [healthcare workers]



showed no detectable cross-reactive S1 RBD binding antibodies
against [Omicron].

In other words, Omicron has evolved to completely evade any antibodies
generated from natural infection by either the original Wuhan or the Alpha
strain.

Hybrid immunity (the combination of prior infection and a single
vaccine dose) significantly increased the S1 RBD binding antibodies
against [Omicron] (p < 0.0001) compared to responses of infection-naive
[health-care workers], which were undetectable after a single vaccine dose.
This increase was significantly greater for prior Wuhan Hu-1 than [Alpha]
infected [healthcare workers].

Good news. Prior infection with either the original Wuhan or Alpha
strain, followed by a single mRINA dose, resulted in detectable antibodies to
Omicron, although this worked better if you were first infected with the
original Wuhan rather than the Alpha strain.

However, 20-21 weeks after the second vaccine dose, differential
[Omicron] RBD [antibody] waning was noted with almost all (19/21) of the
[healthcare workers] infected during the second [Alpha] wave no longer
showing detectable cross-reactive antibody against [Omicron] RBD.

So one dose of the mRINA vaccine after natural infection is good; two
doses is not. This indicates a profound differential impact of immune
imprinting on Omicron-specific immune antibody waning between
healthcare workers who were previously infected by Wuhan Hu-1 and those
who were infected by Alpha. Fourteen weeks after the third vaccine dose
previously infection-naive healthcare workers who were infected during the
Omicron wave showed increased Omicron binding responses, but those
with prior Wuhan Hu-1 infections did not, indicating that individuals
previously infected with Wuhan Hu-1 were immune imprinted to not boost



antibody binding responses against Omicron despite having been infected
by Omicron itself.

Three doses of mRNA vaccine in people who were never infected with
virus shows antibody production against Omicron spike protein, but not if
the healthcare workers were previously infected with the original Wuhan
strain first.

In fact, infection during the [Omicron] wave imprinted a consistent
relative hierarchy of cross-neutralization immunity against [variants of
concern] across different individuals with potent cross-reactive
[neutralizing antibody] responses against [Alpha]), [Beta], and [Delta] (Fig.
6, D and E). Comparative analysis of [neutralizing antibody] potency for
cross-neutralization of [variants of concern] emphasized the impact of
immune imprinting, which effectively abrogates the [neutralizing antibody]
responses in those vaccinated [healthcare workers] infected during the first
wave and then reinfected during the [Omicron] wave.

If the healthcare workers were first infected by the Wuhan strain, then
vaccinated, then reinfected with Omicron, the immune imprinting
associated with being first infected and then vaccinated pretty much
destroyed their ability to respond effectively to Omicron. In other words,
forcing healthcare workers who were previously infected with the Wuhan
strain to take three doses of the mRNA vaccine pretty much destroyed their
ability to mount an effective immune response against Omicron.

This may explain the recent observation of widespread COVID-19
illness in the (mandated) highly vaccinated healthcare worker population of
Houston Methodist and many other hospitals across the United States as
reported by Emily Miller in the Epoch Times, August 2022 [139].

The first U.S. hospital system to enforce a COVID-19 vaccine
mandate for all employees could now be facing a staffing shortage
because of a rise in infections.



Houston Methodist now has hundreds of employees out of
work because they tested positive for the virus that causes
COVID-19. At the same hospital system in 2021, 153 staff
members who refused to get vaccinated quit or were fired. Now,
Houston Methodist’s leadership is trying to avert a crisis.

“What is worrisome is the climbing number of our employees
who cannot work because they are home sick with COVID-19.
Almost 400 employees tested positive last week,” Dr. Robert
Phillips, Houston Methodist’s executive vice president and chief
physician executive, wrote in an internal email on July 12, 2022.

“While most of these employees are getting COVID-19 from
the community, it is vital that we don’t face a situation where too
many employees are out sick, and we find ourselves with a staffing
shortage.”

Houston Methodist, with a workforce of about 28,000, was the
first hospital system in the country to mandate the COVID-19
vaccine for all of its employees. It also was the first system in the
nation to mandate the vaccine for its private healthcare providers
who are credentialed members of its medical staff. The hospital
later required all its employees to get a vaccine booster by March
1.

While most employees got vaccinated and stayed, the system is
having trouble with staffing as the vaccines prove increasingly
worse at protecting against infection as new variants of SARS-
CoV-2, the virus that causes COVID-19, emerge.

“The spike in cases is happening all over the country and is
likely attributed to the highly contagious and more vaccine-
resistant Omicron subvariant,” Phillips wrote. “BA.5 is now the
most infectious variant so far and is thought to be four times more
vaccine evasive than the last dominant variant.”



I spoke directly to current and former Houston Methodist employees to
verify this account and was told that the hospital was under severe stress as
it sought to find staff, and that it had to reduce qualification requirements
for many positions in order to remain in operation. For example, one staff
member reported, “You should see the emergency room at Houston
Methodist, it is like a war zone, with patients in the ER lobby and ER
hallways” due to lack of staffing.” Another stated, “I know it’s a revolving
door and turnover is high.”

Unresolved is whether those fully vaccinated people who land in the
hospitals and/or die from Omicron were first infected with another strain
prior to becoming fully vaccinated. What do Reynolds et al. conclude about
all of this?

Molecular characterization of the precise mechanism underpinning
repertoire shaping from a combination of Wuhan Hu-1 or B.1.1.7
(Alpha) infection and triple-vaccination using ancestral Wuhan
Hu-1 sequence, impacting immune responses to subsequent VOCs,
will require detailed analysis of differential immune repertoires
and their structural consequences. The impact of differential
imprinting was seen just as profoundly in T cell recognition of
B.1.1.529 (Omicron) S1, which was not recognized by T cells
from any triple-vaccinated HCW who were initially infected
during the Wuhan Hu-1 wave and then re-infected during the
B.1.1.529 (Omicron) wave. Importantly, while B1.1.529
(Omicron) infection in triple-vaccinated previously uninfected
individuals could indeed boost antibody, T cell and MBC
responses against other VOC, responses to itself were reduced.
This relatively poor immunogenicity against itself may help to
explain why frequent B.1.1.529 (Omicron) reinfections with short
time intervals between infections are proving a novel feature in



this wave. It also concurs with observations that mRNA
vaccination carrying the B.1.1.529 (Omicron) spike sequence
(Omicron third-dose after ancestral sequence prime/boosting)
offers no protective advantage.

In summary, these studies have shown that the high global prevalence of
Omicron infections and reinfections likely reflects considerable subversion
of immune recognition at both the B, T cell, antibody binding, and
neutralizing antibody levels, although with considerable differential
modulation through immune imprinting. Some imprinted combinations,
such as infection during both the Wuhan Hu-1 and Omicron waves, confer
particularly impaired responses. Yet the government continues to advise
that all of our children, most of whom have already been infected and have
cleared the virus with very little problem, should get vaccinated.

These data may help explain the negative effectiveness being observed
with “full” mRNA vaccination in those who have been infected by
Omicron.

Safe, Effective, Ethical?

In August 2022, the first risk-benefit assessment of the safety, efficacy, and
ethics of SARS-CoV-2 boosters for young, previously uninfected adults
under forty years old was reported by a team of highly qualified public
health professionals from leading academic institutions. Titled “Covid-19
Vaccine Boosters for Young Adults: A Risk-Benefit Assessment and Five
Ethical Arguments against Mandates at Universities” [140], the analysis
relies on currently available data (prior to the bivalent boosters) and is
focused on assessing risks and benefits of mRNA booster vaccination for
students at North American universities who risk disenrollment due to
third-dose Covid-19 vaccine mandates.



In their analysis, the authors note that “Proportionality is a key principle
in public health ethics. To be proportionate, a policy must be expected to
produce public health benefits that outweigh relevant harms, including
harms related to coercion, undue pressure, and other forms of liberty
restriction.” Using CDC and sponsor-reported adverse event data, the study
demonstrates that booster mandates may cause a net expected harm: For
each COVID-19 hospitalization prevented in previously uninfected young
adults, the data indicate that 18 to 98 serious adverse events are likely to
occur, including 1.7 to 3.0 booster-associated myocarditis cases in males,
and 1,373 to 3,234 cases of grade >3 reactogenicity, which interferes with
daily activities. Based on this analysis, it is clear that the risks of these
mRNA booster inoculations greatly outweigh the benefits in this age group.
Furthermore, given the high prevalence of postinfection immunity, the
authors note that this risk-benefit profile is even less favorable in those who
have been previously infected.

Regarding the ethics of mandated mRNA booster vaccination in this
cohort, the authors conclude the following:

University booster mandates are unethical because: 1) no formal
risk-benefit assessment exists for this age group; 2) vaccine
mandates may result in a net expected harm to individual young
people; 3) mandates are not proportionate: expected harms are not
outweighed by public health benefits given the modest and
transient effectiveness of vaccines against transmission; 4) US
mandates violate the reciprocity principle because rare serious
vaccine-related harms will not be reliably compensated due to
gaps in current vaccine injury schemes; and 5) mandates create
wider social harms. We consider counter-arguments such as a
desire for socialization and safety and show that such arguments
lack scientific and/or ethical support.
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CHAPTER 12
Preventable Deaths and Vitamin D3

We had an inexpensive lifesaving solution both before and during the
pandemic . . .

The inconvenient truth is that even at the beginning of the COVID-19
crisis, a very simple, inexpensive, and effective treatment was available that
could have saved the majority of lives lost [141-143]. All that the WHO
and national public health bureaucracies (including the US HHS) had to do
was to recommend and support people taking sufficient Vitamin D3. This
failure to act traces back to the unscientific bias and provaccine obsession
of Dr. Anthony Fauci. And once again the legacy corporate media, while
being paid by the US government and the pharmaceutical industry to
promote vaccination, acted by censoring, defaming, and suppressing the
ability of physicians to inform people of scientific truth. The disease you
suffered, the loss of life among your family and friends, could have been
greatly reduced by simply getting enough Vitamin D3. This is another
example of what happens when unelected bureaucrats are allowed to
control free speech and the practice of medicine. Crimes against humanity.

The effectiveness of Vitamin D3 as an immune system-boosting
prophylactic treatment for influenza and other respiratory RNA viruses was
first discovered in 2006 [144, 145]. Despite that fact that this treatment is
amazingly effective for preventing death (by strengthening your immune
system), it has never been investigated by the NIH or promoted by the CDC
or by the US government for the prevention or treatment of influenza. One
major issue has been that of uncontrolled variables of dosing, timing of



dosing, and disease status have resulted in inconsistent clinical trial results
(much as we have seen with the Ivermectin and Hydroxychloroquine
COVID trials). However, when Vitamin D3 is given prophylactically at
sufficient doses, there is clear and compelling evidence that Vitamin D
blood levels of around 50 ng/ml or above will substantially reduce
symptomatic infection, severe disease, and mortality.

Long-standing worldwide public health policy is that Vitamin D should
be taken at sufficient levels (typically supplemented in milk products) to
prevent the bone disease called rickets. But this is just a minimal level to
prevent a very obvious debilitating disease. The recommended Vitamin D
levels in our milk are not sufficient for the subtler immune system-boosting
effects of this critical vitamin/hormone. Our bodies’ way of normally
producing Vitamin D requires a lot of sunlight, but life in the modern world
and northern latitudes make this difficult, particularly in winter months,
which is often when the respiratory viruses cause the most disease and
death. In a sense, disease and death from influenza and other respiratory
RNA viruses are a lifestyle disease. Just the way things are. Significantly
avoidable unnecessary death.

As 1 write the above, I am reminded that I recently spoke with a
scientist and physician who was on a team at the Department of Defense
(DoD) in 2006 that had discovered a surprising finding while analyzing data
from warfighters. He and his team had been looking for things that could
help explain why some soldiers got bad disease from circulating influenza
viruses, while others did not. I hear a lot of stories, but this one was a first
for me.

In any given year, soldiers pretty much all get exposed to the same
influenza virus variants, so why the differences in medical outcomes?
Important to keep in mind that lots of data suggest that the 1918 “Spanish
Flu” that swept the world at the close of WW I and caused so many deaths
in relatively young people may well have come from young US midwestern



recruits exposed to pig influenza viruses. This version of the 1918 influenza
origin story goes along the lines that these young farmer recruits brought a
human-adapted pig influenza virus from US to the European battle theater,
where it incubated in the infectious disease petri dish of the horrible
conditions of trench warfare and then was spread worldwide to civilians by
returning soldiers. The “Spanish Flu” label that the US mainstream media
of the time applied to the disease was yet another case of propaganda
designed to deflect responsibility for a lethal infectious disease outbreak
(from the US Government). In any case, you can understand why the DoD
and the Walter Reed Army Institute of Research in particular has a long
history of influenza virus research—starting long before the CDC, NIH, or
NIAID ever existed.

This DoD research scientist and his team had conducted a retrospective
study that tied higher baseline vitamin D levels to lowered respiratory virus
infection and disease (influenza), using a military database to correlate
vitamin D levels to flu levels and death. The DoD believed that if he
presented his research to Dr. Fauci, then Director of NIAID (National
Institutes of Allergy and Infectious Diseases), the US government might
change direction by investing in this line of research and developing
corresponding treatment guidelines. The DoD saw the potential of reducing
influenza disease and death with this safe prophylactic and directed him to
contact Dr. Fauci to discuss this finding.

This scientist told me that he scheduled the meeting as assigned and
presented his rock-solid data to Dr. Fauci. He was then informed by Dr.
Fauci that US policy is to control influenza in the USA with vaccines, not
therapeutics. End of story. No funding or support available for future work.
Therefore, NIAID had no interest in pursuing Vitamin D3 as a prophylactic
for respiratory diseases, such as influenza, and the DoD dropped the follow-
up. That means that over fifteen years ago, Dr. Fauci had already set the
policies that informed the US government’s present response to the



COVIDcrisis. Because that policy extends well beyond flu, it is the
response that the US Government falls back on for all infectious disease
outbreaks, including those that emerge due to a pandemic or viral biothreat.
The official policy, set by Dr. Fauci, is that the US government wants
vaccines for respiratory viruses above all else, and no other prophylactic
solutions are to be promoted. With that background in mind, why would
anyone expect anything else other than an exclusive USG obsession with a
vaccine solution for an infectious respiratory disease such as COVID-19,
even if there are excellent, cheap alternatives already available?

The data for the use of Vitamin D3 are extremely strong; there are now
even randomized clinical trials supporting its use for the treatment of
COVID [146], as well as many retrospective clinical trials showing its
efficacy. The title of a major meta-analysis study published in October 2021
is “COVID-19 Mortality Risk Correlates Inversely with Vitamin D3 Status,
and a Mortality Rate Close to Zero Could Theoretically Be Achieved at 50
ng/mL 25(OH)D3: Results of a Systematic Review and Meta-Analysis,”
and that title pretty much says it all [147]. Yet the NIH treatment guidelines
found on their website in May 2022, state that:

Recommendation: There is insufficient evidence to recommend
either for or against the use of Vitamin D for the prevention or
treatment of COVID-19.

The CDC'’s website says nothing about the link between Vitamin D3 levels
and decreased severe disease and death in respiratory virus diseases,
including COVID. The NIH guidelines cite a single study in which Vitamin
D was given to COVID patients in the intensive care unit (late-stage
COVID) in Brazil as the sole criterion for their evaluation of Vitamin D.
They even mention that this paper is flawed, writing that:



It should be noted that this study had a small sample size and
enrolled participants with a variety of comorbidities and
concomitant medications. The time between symptom onset and
randomization was relatively long.

Yet this admittedly flawed work is the cited study from which the NIH
determined that there is no link between Vitamin D levels and reduced
incidence and disease due to SARS-CoV-2, while ignoring all other data
including superior studies. Clear documentation of the scientific bias that
has resulted in so many poor public health management decisions
throughout the current outbreak.

There is nothing in the CDC guidelines about the meta-analysis studies,
retrospective studies, and even randomized clinical trials concerning
preventative use of Vitamin D3—just an oblique reference to clinicaltrials.
gov if one wanted more information. Can this be explained by anything
other than regulatory capture by the US government institutes within the
department of Health and Human Services, including CDC, NIH, and FDA?

With an emerging infectious disease, it is drugs and therapeutics that are
often the first line of defense. Physicians use deductive reasoning together
with the currently available pharmacopeia when confronted with a new
infectious disease or even any unknown disease. This is how they are taught
to respond to a newly identified disease of any kind, because it is a very
effective way to treat when faced with an unknown or even unclear
diagnosis when there is no proven treatment plan [148]. Begin by treating
the symptoms until you can figure out the underlying pathophysiology.

With COVID, it became clear early on that the front-line physicians
were able to develop effective therapies using this strategy. There were
many drugs, and many treatments (including prophylactic Vitamin D3) that
worked. These physicians made deductions and treated the symptoms. The
numbers of lives saved using this method are astounding, but the



government literally said that physicians should not use these treatments.
Instead, the government instructed patients to go home and wait until their
oxygen levels were so low that their lips were turning blue. That was
criminal on the part of the HHS and US government. Truly a crime against
humanity.

There are doctors who ignored these “official” guidelines and behaved
like doctors should act—when they are committed to the Hippocratic oath.
They saved lives. They formed quiet communities with other doctors to find
viable treatments. Dr. George Fareed and Dr. Brian Tyson are two such
doctors who have saved thousands and thousands of lives, as documented in
their book titled Overcoming the COVID-19 Darkness: How Two Doctors
Successfully Treated 7000 Patients [149]. Compare the case studies and
protocols in this book and the many complementary case histories of
physicians working on the front lines (in the USA Drs. Peter McCullough,
Pierre Kory, Paul Marik, Vladimir [Zev] Zelenko, and Richard Urso; and
Didier Raoult and his colleagues in France, to name just a few examples) to
what happened when the US government became involved in dictating
medical treatments for COVID.

Unfortunately, the US government did not support any of this frontline
physician work and in fact worked hard to undermine early multidrug
treatment using licensed drugs. Precisely as Dr. Fauci did fifteen years ago
when his learned of the role of vitamin D3 for the reduction of disease and
death in respiratory diseases.

To further illustrate the enormous tragedy of this historic bias, just think
of all the elderly who could have had a few more good years, whose
grandchildren could have benefited from their wisdom, but instead died of
the flu just because no one ever told them to keep their Vitamin D3 levels
up. Because Dr. Fauci believes that vaccines should always be the first line
of defense.



This also relates back to the faulty logic of vaccine-induced herd
immunity. A logical fallacy that through the use of vaccines we could
control influenza to a significant extent in the US population. This is flawed
because 1) influenza is constantly mutating to escape existing vaccines, 2)
there is a large seasonal unvaccinated world population, and travelers are
constantly bringing new strains to the USA, 3) the vaccines are at best 40%
(and often much less) effective at preventing influenza disease (sound
familiar?), and 4) there are enormous animal reservoirs that harbor and
constantly develop new influenza virus strains. But due to the world’s
success in eradicating smallpox, “official” public health (and Mr. Bill
Gates) cannot seem to understand that not all viruses are a DNA virus (like
smallpox) that mutates extremely slowly and is only found in humans.
Comparing smallpox to a rapidly mutating RNA respiratory virus with a
large animal reservoir is both illogical and naive.

But let’s take a step back in time, a decade back. Let’s imagine that Dr.
Fauci had authorized the DoD or some other research entity to do a well-
designed randomized clinical trial concerning the benefits of adequate D3
levels in preventing respiratory virus disease. If such a trial had been
funded, results would have shown that higher vitamin D3 supplementation
to achieve blood levels greater than 50 ng/ml helped prevent disease and
death caused by influenza virus. Let’s imagine that five years later (at the
latest), a CDC guideline for D3 levels was put in place (particularly for the
elderly). For sake of discussion, let’s even throw out a number. A
conservative number, based on what we know now. That 50% of the people
who have died from influenza could have been saved if they had
sufficiently high vitamin D3 blood levels. Per a CDC website, on average
35.7 thousand people die per year of influenza. In other words, about
357,000 people have died of influenza over the last decade. Which means if
50% were saved by providing Vitamin D3 supplements, then 178,500
people could have been saved over the last decade in the USA by simply



having the CDC advocate nationally for prophylactic administration of
Vitamin D3. Think about that. A simple, pennies-per-day treatment that
never happened. Why? Because Dr. Fauci believes that the USA uses
vaccines to treat flu, and that vaccine-induced herd immunity is key—a
fallacy that he has never revisited in his own mind.

Now let’s fast-forward to COVID-19. How many people could have
been saved from just having their levels of vitamin D3 brought up to 50
ng/ml (or higher!)? We knew about vitamin D3 and its benefits in helping
patients resist disease and death from influenza viruses. It really didn’t take
a randomized clinical trial to understand the link between D3 and RNA
respiratory virus morbidity and mortality. The USA alone could have saved
hundreds of thousands of lives. Let alone all of the possible lives that could
have been saved in the rest of the world. That these lives were
unnecessarily lost is not acceptable in any way, shape, or form.

Many people (and physicians) rely on the CDC and NIH to guide them
in healthcare and wellness decisions. It is way past time that these
organizations step up to the plate and do their job and stop relying on the
unscientific biases of highly influential bureaucrats. That job being to
protect the health of the public. Not advancing the interests of the
pharmaceutical industry and its shareholders.
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CHAPTER 13

Scientific Fraud at the Centers for Disease
Control and Prevention (CDC)

The CDC has withheld critical data on boosters, hospitalizations...

“The C.D.C. Isn’t Publishing Large Portions of the COVID Data It
Collects”
New York Times, February 21, 2022

Two full years into the pandemic, the agency leading the country’s
response to the public health emergency has published only a tiny
fraction of the data it has collected, several people familiar with
the data said. Much of the withheld information could help state
and local health officials better target their efforts to bring the
virus under control...

“The C.D.C. is a political organization as much as it is a
public health organization,” said Samuel Scarpino, managing
director of pathogen surveillance at the Rockefeller Foundation’s
Pandemic Prevention Institute. “The steps that it takes to get
something like this released are often well outside of the control of
many of the scientists that work at the CDC.”

Let me translate that quote for you. Basically, a nongovernmental
spokesperson for the “official” public health scientific community is
throwing Rochelle Walinsky, Director of the CDC, under the bus and saying



that the politicians forced us (the CDC) to commit scientific fraud by
withholding key data.

The medical practitioners who have stood up to the lies and tyranny—
who have been harassed, jobs lost, medical licenses lost, smeared and
libeled—are right. The data are being withheld. The mainstream media
owes a whole lot of professionals—scientist and physicians—a huge
apology. The corporate media has to stop being the mouthpiece for the
government. This is not communist China! Furthermore, the federal
government owes the American people a huge apology. People in the
government who have lied to the American people need to be charged and
must be held legally accountable. We the people must demand to see ALL of
the data from the CDC and the FDA.

Let’s talk about these data. The CDC is using cumulative data from the
beginning of the vaccine rollout in early 2021 to prop up the lie that these
vaccines are effective against Omicron. The CDC is clearly hiding the data
about safety. The (thoroughly biased) NYT piece above writes further on
this.

Pfizer’s data supported the safety of the vaccine, but researchers
said the effectiveness wasn’t there with two shots.

“It was effective in the younger kids so those six months to two
years but in the two to four-year-old age group it didn’t quite meet
the levels of antibody response they expected to see,” said Dr.
Christina Canody, BayCare Pediatric Service Line Medical
Director.

Now instead of just having an EUA meeting about two doses,
Pfizer is continuing their trial for three doses and will present that
data once they have it...

Concern about the misinterpretation of hospitalization data
broken down by vaccination status is not unique to the C.D.C. On



Thursday, public health officials in Scotland said they would stop
releasing data on Covid hospitalizations and deaths by vaccination
status because of similar fears that the figures would be
misrepresented by anti-vaccine groups [150]

Precisely what we have been saying.

Why is this important?

If the CDC released the age-stratified data for COVID, it would be clear
that a vaccine is not necessary for most if not all Americans. If the vaccine
risk ratio of those vaccinated and hospitalized were published for Omicron
—it would be clear that the vaccine benefit is not observed.

The FDA has not revealed what the efficacy of the boosters for children
is. They have not released the safety data. They have withheld the safety
data on the vaccines for children and adults. This must stop. We are deep
into outright scientific fraud territory.

Let’s remember where this started... We have been manipulated from
the VERY start of this pandemic. The government has been deciding what
has been written, removed, censored by media and the big tech giants. This
is propaganda.

I am citing these historic references from the beginning of 2020 to show
that our government has been involved in scientific fraud from the
beginning. Do not forget—this goes back to 2020:

1. “World Health Organization holds secretive talks with tech giants
Google, Facebook, and Amazon to tackle the spread of misinformation on
coronavirus.” Daily Mail. February 17, 2020:

“Google, Facebook, Amazon, and other tech giants spent a day in
secretive talks with the World Health Organization to tackle the
spread of coronavirus misinformation. Social media companies



including Twitter and YouTube have already been working to
remove posts about the virus that are proved to be fake.

The World Health Organization (WHO) has offered to work
directly with the companies on fact-checking in a bid to speed up
the process.

Posts on the virus that needed to be removed have ranged from
those calling it a fad disease or created by the government to
claims it can be treated with oregano oil.”

Companies at the meeting agreed to work with WHO on
collaborative tools, better content, and a call center for people to
call for advice, CNBC reported.

2. Bloomberg. “Amazon, Alphabet among tech firms meeting with
White House on coronavirus response.” LA Times. March 11, 2020:

White House officials discussed combating online misinformation
about the coronavirus and other measures during a teleconference
Wednesday with tech companies including Alphabet Inc.’s
Google, Facebook Inc., and Twitter Inc.

U.S. Chief Technology Officer Michael Kratsios led the call,
which also included representatives from Amazon.com Inc., Apple
Inc., Microsoft Corp., IBM Corp. and other companies and tech
trade groups.

The discussion focused on information-sharing with the federal
government, coordination regarding telehealth and online
education and the creation of new tools to help researchers review
scholarship, according to a statement from the White House’s
Office of Science and Technology Policy.

“Cutting edge technology companies and major online
platforms will play a critical role in this all-hands-on-deck effort,”
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Kratsios said in a statement. He said his office would unveil a
database of research on the virus in coming days.”

3. “White House asks Silicon Valley for help to combat coronavirus,
track its spread and stop misinformation.” Washington Post. March 11,
2020:

The White House on Wednesday sought help from Amazon,
Google, and other tech giants in the fight against the coronavirus,
hoping that Silicon Valley might augment the government’s efforts
to track the outbreak, disseminate accurate information...

The requests came during a roughly two-hour-long meeting
between top Trump administration aides, leading federal health
authorities and representatives from companies including Cisco,
Facebook, IBM, Microsoft, and Twitter, as Washington sought to
leverage the tech industry’s powerful tools to connect workers and
analyze data to combat an outbreak that has already infected more
than 1,000 in the United States.

Three participants described the phone-and-video conversation
on the condition of anonymity because the session was private.
Most tech companies in attendance either did not respond or
declined to comment.

The evidence above makes it crystal clear that the government has been
manipulating data from the start. Now that Omicron is here, the vaccines
are clearly not working. Now that we have data from other countries that
there are safety issues with these products, we must demand transparency
and a stop to the manipulation of the American people. Free speech is free
speech. Scientists and physicians must be allowed to discuss data on the



Internet. We ALL must be allowed to discuss data. It is time to stop the
madness.

How this all ties into the globalists is becoming more and more clear, as
summarized in an article titled “The Next Step for the World Economic
Forum,” by Roger Koops and published by the Brownstone Institute on
February 20, 2022:

It has been obvious since early 2020 that there has been an
organized cult outreach that has permeated the world as a whole.
It’s possible that this formed out of a gigantic error, rooted in a
sudden ignorance of cell biology and long experience of public
health. It is also possible that a seasonal respiratory virus was
deployed by some people as an opportunity to seize power for
some other purpose.

Follow the money and influence trails, and the latter conclusion
is hard to dismiss.

The clues were there early. Even before the WHO declared a
pandemic in March 2020 (at least several months behind the actual
fact of a pandemic) and before any lockdowns, there were media
blitzes talking about the “New Normal” and talk of the “Great
Reset” (which was rebranded as “Build Back Better”).

Pharmaceutical companies such as Pfizer, Johnson & Johnson,
Moderna, and Astra-Zeneca were actively lobbying governments
to buy their vaccines as early as February 2020, supposedly less
than a month after the genetic sequence (or partial sequence) was
made available by China.

As a person who spent his whole professional career in
pharmaceutical and vaccine development, I found the whole
concept of going from scratch to a ready-to-use vaccine in a few
months simply preposterous.



Something did not add up.

For more readings on this, I highly recommend the online journal
Brownstone Institute.

Natural Immunity

Just as with most other viral infections, it has been clear throughout the
COVIDcrisis that while protection from the disease caused by SARS-CoV-
2 is afforded by recovery from actual infection (“natural immunity”) and is
robust and long-lasting, the CDC and US HHS repeatedly denied that this
was the case until the “reorganization” of August 2022, in which CDC
policy positions were modified to reflect that “The risk for medically
significant illness increases with age, disability status, and underlying
medical conditions but is considerably reduced by immunity derived from
vaccination, previous infection, or both, as well as timely access to effective
biomedical prevention measures and treatments.” The CDC itself had
previously published a report titled “COVID-19 Cases and Hospitalizations
by COVID-19 Vaccination Status and Previous COVID-19 Diagnosis—
California and New York, May—November 2021” [151] that demonstrated
that this was the case during February 2022. The report analyzed COVID-
19 cases in California and New York in 2021 from May 30 to November 20
and compared the risk of new SARS-CoV-2 infection among four groups of
people: those who were unvaccinated without a prior case of COVID-19,
those vaccinated without prior COVID-19, those unvaccinated with prior
COVID-19, and those vaccinated with prior COVID-19. During the delta
wave of COVID-19, the incidence of SARS-CoV-2 infection among those
with “enhanced” immunity due to both vaccination and prior infection was
32.5-fold lower in California and 19.8-fold lower in New York, whereas
rates among those vaccinated alone (without prior COVID-19) were only
6.2-fold lower in California and 4.5-fold lower in New York. The rates



among those with natural immunity were 29.0-fold lower in California and
14.7-fold lower in New York. The authors note that hospitalization rates
followed a similar pattern. The report finally acknowledged what many
have known for a long time, that recovery from SARS-CoV-2 natural
infection provides excellent protection from repeat infection as well as from
hospitalization and death for the delta variant of COVID-19. Subsequent
data from around the world have since demonstrated that this is even more
true in the case of the Omicron variants.

The Vaccine Adverse Events Reporting System

(VAERS)

When Congress passed the National Childhood Vaccine Injury Act of 1986,
the law included the first national vaccine reporting system in the United
States. The Vaccine Adverse Events Reporting System (VAERS) began
operating in 1990 and is jointly operated by the FDA and CDC.

This law requires doctors and other vaccine providers to report serious
vaccine injuries, hospitalizations, deaths, and other serious health problems
following vaccination to VAERS. The VAERS system also has a voluntary
component through which people other than physicians and vaccine
providers can report cases. This is a “passive” reporting system, and no
mandatory reporting is required. Prior to Covid-19, there were over 500,000
reports of adverse events in the VAERS systems [152]. There are no
penalties to physicians or healthcare providers for not reporting adverse
events. It is estimated that between less than 1 to 10 percent of all vaccine-
related health problems are actually reported to VAERS. There is no
verification system within VAERS for follow-up, and the government does
not verify reports. Although VAERS is known to be inaccurate, the CDC
and FDA have not corrected these deficiencies. Even though these issues
have plagued the system since the inception of the program.



The paper “Safety of mRNA vaccines administered during the initial 6
months of the US COVID-19 vaccination program: an observational study
of reports to the Vaccine Adverse Event Reporting System and V-safe” was
published in the Lancet on March 7, 2022 [153]. The authors are CDC
employees, although no conflicts of interest as such were reported to the
Lancet. The legacy media immediately promoted the study as documenting
that the vaccines are safe and effective. With severe side effects being of
short duration and rare.

I began reading this paper with my usual wary eye, and what jumped
out at me was that the conclusions reached by the legacy media did not
match what I, as a trained physician and scientist, found important. This is
because they are journalists, not scientists, and do not have training in
scientific methodologies. Please remind me, why are we relying on
journalists and the media to interpret science when they are not trained for
this? In any case, here are some of the headlines from the mainstream
media:

« “THE LANCET INFECTIOUS DISEASES: Large U.S. study
confirms most mRNA COVID-19 vaccine side effects are mild and
temporary” (Medical Express and many others)

«  “Huge study finds most COVID-19 vaccine side effects were mild
for Pfizer-BioNTech and Moderna” (USA Today)

« “Side Effects of COVID mRNA Vaccines Are Mild and Short,
Large Study Confirms” (Medscape)

«  “No link between Covid vaccine and deaths, says major US study:
Just 4,500 people died out of the 298 million vaccines considered
in the study” (Evening Standard)

Wait, let’s back up a bit here and do our own due diligence and thinking!
The Lancet paper documents the percentage of severe adverse events



(6.6%), compared to nonsevere adverse events (92.1%). By the way, death
was a separate category determined to be around 1.3% of all adverse events.
So, what does this mean? A severe event ratio (including death) of 7.9% of
all reported adverse events is high—very high! That means that about 1 in
13 people has a severe adverse event out of all adverse events reported, as
defined by the VAERS system (quote from the Lancet paper below):

VAERS reports were classified as serious if any of the following
outcomes were documented: inpatient  hospitalization,
prolongation of hospitalization, permanent disability, life-
threatening illness, congenital anomaly or birth defect, or death.

One out of every eight reported adverse events were classified as serious!
But “somehow” what the Medscape Headline concludes is that the side
effects are “mild and short.” This is just not accurate.

But let’s dig deeper. One has to look at the actual numbers of people
affected by adverse events. Not just at the percentage points of the various
adverse events. So, let’s take a look under the hood and figure out what this
all means.

First, there are many caveats to this paper. This data are only for the
first six months after the vaccine rollout, so no children and almost no teens
were vaccinated during this period (the 15-18-year-old age range began to
get vaccinated around May 2021, but the data analysis started January and
ends June 2021). Why the cutoff at six months? There were data that extend
for fourteen months—which the paper could have easily included—and
those data included information involving children.

The paper relied on a literature search to make many of its claims.
However, there is a significant issue with the literature search as presented.
By using too many search words, highly technical and long phrases, the
search that the authors used did not yield many papers that discus the health



impact they were searching for (for example: “BNT162b2” OR “mRNA-
1273” OR “mRNA COVID-19 vaccine” AND “reactogenicity” OR “side-
effects” OR “adverse effects” OR “health impact”). A more simplified
search done in January 2022 by my team found many more peer reviewed
papers that discussed the health impacts of these vaccines that the authors
evidently did not discover, based on their following statement:

Among 429 results, few publications described health impacts
following vaccination by BNT162b2 (Pfizer-BioNTech) or
mRNA-1273 (Moderna). Available literature included reports of
manufacturer-sponsored phase 1-3 clinical trials, observational
and cross-sectional studies among specific groups (e.g., transplant
recipients or employees of a specific health-care system), and
reviews or society recommendations that discussed reactogenicity
and adverse events following mRINA vaccination.

Then, there are issues regarding conflict of interest of the authors. The
authors are CDC employees. As we have recently been warned from the
New York Times, the CDC is now a political organization that has been
hiding data from physicians, public health officers, and the public. They
have been supporting what the executive branch wants to hear, by
publishing that which they feel fits that narrative that vaccines are “safe and
effective.” You know, not publishing data—so as to avoid “vaccine
hesitancy.” As such, each and every author on the publication has a
significant conflict of interest. This is a big red flag.

Next, we have very good documentation that the VAERS system, which
is the vaccine injuries national system for tracking injuries, traditionally
undercounts the actual adverse events by a wide range, depending on
vaccine type and/or adverse event. This is because the VAERS system is not
a mandatory reporting system. I found one study of various vaccine adverse



events using the VAERS system that showed a rate of about 50% of
vaccines adverse events are underreported, with a large variability range.
Other studies report a much higher underreporting rate, but going with 50%
is probably a good, conservative number. This means that whatever data are
presented by the VAERS system most likely represents an undercount of at
least half of the cases.

Or... at least that is what would have been my estimate until the Cell
paper titled “Immune imprinting, breadth of variant recognition, and
germinal center response in human SARS-CoV-2 infection and vaccination”
came out showing that the synthetic mRNA hangs around in the lymph node
germinal centers for at least sixty days—and continues to produce spike
protein as well as spike protein antigen, for at least that duration of time.
Physicians and medical professionals have been informed by the CDC and
the FDA that the side effects of the vaccine occur within a short time frame
after vaccination. The FDA has stated that the mRINA degrades rapidly. So,
adverse events (such as myocarditis) outside of the time limits imposed by
the VAERS reporting system do not get recorded. There is a good
likelihood that the adverse events and deaths reported to the VAERS system
grossly underestimate these events, as event reporting is time-limited. More
studies will have to be conducted, but clearly the VAERS system only
works if adverse events are reported. If vaccine-related events are
happening two months out, as the data from the Cell paper suggest may
well be the case, we really don’t have any idea of what the adverse event
rate is.

So, here are some of the highlights from the Lancet paper, using the
VAERS data for the first six months of vaccine administration:

Frequency of reports of death are 1 in 66,666 for EACH dose
administered. That is, 15 deaths per one million doses administered. For
two doses, the risk is much higher—as risk actually increases with each



dose. The risk would be at least doubled, in my opinion. By three doses, the
risk would be much higher. At least tripled, in my opinion.

Frequency of adverse events: 1 in 953 for EACH dose administered. For
two doses, the risk is much higher—as risk actually increases with each
dose. The risk would be at least doubled, IMO. By three doses, the risk
would be much higher. At least tripled, in my opinion.

Frequency of severe adverse events (“inpatient hospitalization,
prolongation of hospitalization, permanent disability, life-threatening
illness, congenital anomaly or birth defect, or death”) is 1 in 11,056 for
EACH dose administered. For two doses, the risk is much higher—as risk
actually increases with each dose. The risk would be at least doubled, in my
opinion. By three doses, the risk would be much higher. At least tripled, in
my opinion.

Because this vaccine is being administered to hundreds of millions of
people, this is an unacceptable risk for the young and healthy, as this is a
disease of those with comorbidities and elderly. The USA is still discussing
mandating the vaccine to school-aged children; please stop and think about
these adverse event numbers.

By the way—for brevity, I am skipping data from many of the tables,
data that show percentage and types of adverse events. Please go to the
paper and read it. The adverse event list is quite varied.

These data for the first six months of the vaccine rollout are skewed, as
this manuscript doesn’t report all age cohorts, and the adverse events
reported in the VAERS are grossly underreported, as discussed above.

Next, the paper sought to use the V-safe survey system to determine
quality of life issues after vaccination. The V-safe survey system revealed
that 26% were unable to do normal activities and 16% were unable to work
after vaccination.

Then came the new variant called Omicron in early December 2021.
This variant, although more infectious, was also much less pathogenic. In



my opinion, vaccinating for a mild cold in the healthy, young person versus
loss of significant quality of life issues, even in the short term, is
unacceptable. By midspring, 2021, 99.5% of the cases in the USA were the
Omicron variant, per the CDC. We know that for most healthy people,
Omicron is nothing more than a cold and for the young is usually a very
mild cold and often asymptomatic. To use a gene-therapy-technology-based
vaccine with a high-risk profile and uncharacterized long-term effects
against a mild variant is the height of scientific ignorance and arrogance. It
is time to stop.

Finally, the discussion at the end of the paper is misleading at best. The
authors state that there is no pattern to heart-related deaths after analysis by
the authors. The methodology or data from that analysis, if there was
actually such an analysis, is not presented in the paper. There is no analysis
presented. This analysis does not include children or adolescents. The risk
of myocarditis to young men is much higher—we know this. The Hong
Kong data show 1 in 2,700 in boys.

Frankly, the CDC is again obfuscating the data to suit their own
political agenda. And the Lancet is letting the CDC get away with yet more
propaganda cloaked as semiscience. This is unacceptable.

An article titled “COVID-19: Is the US compensation scheme for
vaccine injuries fit for purpose?” in the British Medical Journal (BMJ)
documents that the national system for compensating the COVID-19
vaccine-injured has not paid out a single claim [154]. The Countermeasures
Injury Compensation Program (CICP) was set up to address vaccine
injuries associated with vaccines and other countermeasures during a
pandemic or biothreat event. Due to specific federal legislation, a person
cannot sue a manufacturer for an injury caused by a vaccine or other
product listed as a countermeasure; they can only seek compensation from
CICP by filing a claim. Shockingly, after 1.5 years after the rollout of gene
therapy vaccines, the US government through CICP has only approved one



claim and has yet to pay out a single dollar to anyone vaccine-injured or for
death benefits to those who have died.

The table below is from the VAERS Summary for COVID-19 Vaccines
through 4/8/2022 [155]. It shows the extensive vaccine injuries and deaths
reported. The government is quick to point out that these are reported
injuries and deaths to the US government, which will not be fully
investigated by the CDC and so therefore can’t be verified. If this isn’t a
Catch-22, I don’t know what it.

When a public health emergency was declared in 2020, the 2005 Public
Readiness and Emergency Preparedness Act went into effect. That meant
any injuries or deaths arising from the vaccines would have to be filed with
the Countermeasures Injury Compensation Program (CICP), as opposed to



the usual route with the US’s national Vaccine Injury Compensation
Program (VICP).

The BMJ article reports that since then, thousands of people have filed
claims of injuries and deaths from the vaccines, but not a single person has
collected any compensation. Whereas, under the national vaccine program
(VICP), compensation has been awarded in 36% of the 24,909 claims filed
with around $4.7bn paid out since 1988 [155].

The CICP payouts are limited to only the most serious injuries and
death. The claims have to be made within a year after vaccination, and the
program has a much higher burden of proof than the VICP. Loss of income
under the CICP is limited to $50,000 a year, and no compensation is
included for pain or emotional distress (or for attorney fees). Under the
traditional vaccine injury program, payouts for lost wages are not capped,
and compensation for pain and suffering is much higher.

Of concern is that the filing of a case must be completed within a year,
but there is at least one person who has documented the electronic filing of
her case, only to find on follow-up that the CICP had no record of her case.
Concerns arise that such dropped cases will then be unable to be refiled,
due to the time limits for filing. The backlog of cases now appears so large,
the processes so opaque, that the CICP system seems irrevocably broken.

The CICP is a “horrible program,” says Peter Meyers, emeritus
professor at George Washington University Law School in Washington,
DC. “You basically submit your application for compensation, it’s then
dealt with secretly, and you don’t have a right to have a lawyer paid for by
the program. You don’t have a right to a hearing. We have no idea how
these cases are being processed. . . . There is such a lack of transparency in
this program that it’s frightening” [150].

Furthermore, the CICP program resolves claims through an
administrative process, not a judicial one (unlike the VICP). In order for a
claim to be won through the CICP program, the legal burden of proof has to



be beyond a reasonable doubt. That is a virtually unattainable demand.
Particularly for an experimental vaccine for which the adverse events are
not completely known and for which the government has stymied research
efforts to determine just what those adverse events are. The CDC has also
hidden the large portions of the data it is collecting for these vaccines. This
means that the administrators adjudicating the injury claims would also not
have the information that the CDC knows on the adverse events from these
vaccines, making it virtually impossible to win many of the CICP vaccine
injury cases.

Currently, a small group of senators including Senators Ron Johnson,
Mike Lee, Mike Braun, and Cindy Hyde-Smith have introduced the
Countermeasure Injury Compensation Amendment Bill to reform the CICP
to make its processes and payouts comparable to the VICP program. The
bill also proposes the creation of a commission to identify injuries caused
by COVID vaccines, and it would also allow claims to be resubmitted.

This harks back to the issues of the mRINA, the lipid nanoparticles, as
well as the spike protein issues with these mRNA vaccines.

We now know that the “mRNA” from the Pfizer/BioNTech and
Moderna vaccines that incorporates the synthetic nucleotide pseudouridine
can persist in lymph nodes for at least sixty days after injection [9]. This is
not natural, and this is not really mRNA. These molecules have genetic
elements similar to those of natural mRNA, but they are clearly far more
resistant to the enzymes that normally degrade natural mRNA, seem to be
capable of producing high levels of protein for extended periods, and seem
to evade normal immunologic mechanisms for eliminating cells that
produce foreign proteins not normally observed in the body.

We also don’t know the full effects of the nanolipid particles used,
although we know that they aggregate in various organs, including ovaries
and brain. We also know that they are very inflammatory. We know that the



spike protein is cytotoxic. So, adverse events are going to persist for months
after vaccination. That includes myocarditis.

So these long-term and unusual adverse events, most of which haven’t
even been investigated to the full extent needed or even recognized, will not
be included in the Countermeasures Injury Compensation Program.

Then there is the government’s “Vaccine Adverse Event Reporting
System” (VAERS), which does consider vaccine injuries past a certain time.
These adverse events, which may not show up for weeks or even months
after vaccination, are not getting entered into the VAERS system. Further
distorting what is known and knowable about this global “mRINA vaccine”
experiment.

Isn’t it time to take a good, hard look at what is happening?

In order to fight corruption, we must first expose it. But when our
government is determined to hide embarrassing data, obfuscate facts, and
deny culpability, what chance do we have?

The government in the USA has agreed to provide liability for the
vaccine-injured in this country, relieving the pharmaceutical industry of this
burden. It is time they did their job and lived up to their obligations.
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CHAPTER 14
Bioweapons, the Future Is Here

Would the Russian invasion of Ukraine be

justified if it were for biodefense?

Even before I was deplatformed by Twitter (according to Twitter lawyers
for posting the famously accurate Canadian COVID Care Alliance video
concerning the many fraudulent aspects of the original Pfizer mRNA
vaccine clinical trials [156]), before I was deplatformed by LinkedIn with
no explanation at all immediately before the infamous Joe Rogan hit #1757
[157], where I said the three little words “mass formation psychosis” that
caused the Silicon Valley overlords to lose bladder control, many feared
that I was “controlled opposition.” Detractors still make that claim,
presumably because of my long-standing interactions with the “biodefense”
sector of the US military-pharmaceutical-industrial complex.

I have spent most of my career deeply involved in the US Biodefense
enterprise. I have worked closely with biodefense research teams at
USAMRIID, DTRA, and MIT Lincoln Lab. I was once a business partner
with a retired CIA officer who was deeply involved in the DoD biodefense
enterprise, and I have copublished with another. I once worked for the
Dynport Vaccine Company, which had the DoD contract for “advanced
development” (basically, clinical testing) of virtually all biodefense medical
countermeasures for the US Department of Defense. My father worked as a
federal defense contractor all his life, as did my father-in-law. In my
father’s case, it was mostly in high-energy systems, including developing
technologies for protection against the electromagnetic surge effects of “the



bomb” as well as exploding foil—the technology used to trigger “the
bomb.” My father-in-law ran the Raytheon special projects division—
basically a CIA gadget and technology shop. Think “Q” from the James
Bond series. This is a byzantine world that I have deep understanding of,
and direct experience with, for virtually my entire life. I lived by the mantra
that all DC bureaucrats know—=keep your head down, because if they
cannot see you, they cannot shoot you.

But I never really allowed myself to confront the possibility that we
might not be the good guys, the white hats. Until I experienced what we
have all been through over the last two years. A government (or really
multiple governments and transnational organizations) that clearly believes
that it is justified in disregarding fundamental principles of bioethics and
the common rule. And like many others, once I saw that, it was like having
backed into a light switch and suddenly the entire room was lit up, and I
could never unsee what was revealed. Are we always the good guys? Or is
this just more interchangeable Spy vs Spy gaming, where ethics and roles
are fungible and “situational.” A world in which there are no good guys, no
white hats. Just a matter of media spin, perspective, and realpolitik. The
world as envisioned by Henry Kissinger and Klaus Schwab.

And by the way, “biodefense” is big business. Yet more weapons of
war.

Most of us who are not deep into the mass formation process at this
point can see the coordinated pivot from legacy media pushing the COVID
fear-porn to the same outlets who have pushed the Ukraine/Russia Conflict
as “Putin crazy bad man—Zelenskyy good man” theme. But almost as soon
as the shooting war started, a more nuanced and complex counternarrative
cropped up.

That counternarrative involves the deep ties between children of key
Democratic party leaders and Ukrainian petroleum industry interests. Then
there are USA-sponsored bioweapon research facilities located throughout



Ukraine, including along the Russian border. Which, by the way, I have an
active-duty Lieutenant Colonel inform me on April 10, 2022, that “we”
blew up those same USA-sponsored bioweapon research facilities. That it
was not Russia who destroyed these facilities. Who to believe? An active-
duty officer or the mainstream corporate media? Then there are the
legitimate Russian concerns about NATO efforts to geopolitically encircle
Russia. Other issues include whether Zelenskyy is really just a western
puppet, rather than being the populist leader that has been pitched to us. Not
to mention the surreptitious hand of World Economic Forum meddling in
all of this. As all of this alternative information began to build, things
started looking a lot more complicated than just “Putin crazy bad man—
Zelensky good man.”

I love to illustrate key points with stories based on personal experience.
I have been told by people who would know (including Major General [ret.]
Philip K. Russell, MD) that over many decades, the total expenditures of
the US Government in developing biowarfare agents exceeded the money
spent on thermonuclear weapons. A case can be made that modern
understanding and technology relating molecular biology, microbiology,
and virology is fundamentally a “civilian” byproduct of a massive
investment in biowarfare tech by US, USSR, and other governments.

The latest evolution of these technologies is that we appear to have the
CCP of the People’s Republic of China, which seems to recognize no
ethical boundaries, pushing the limits of the brave new world of
“transhumanism.” Which in turn becomes a justification for Western
nations basically making the argument that “since they are doing it, we have
to do it.” An increasingly sophisticated next generation of biological
warfare. Where people become the weapons of choice for governments that
give us no choice.

Transhumanism can be thought of as a subset of human augmentation—
augmenting humans with genetic engineering, information technology,



cybernetics, bioengineering, artificial intelligence, and molecular
nanotechnology. This will result in an augmented version of mankind.
Human augmentation is considered one of the next “horizons” in modern
warfare. However, at the core, these new engineered beings will still be
fundamentally human. At the core of transhumanism is the belief advances
in genetic, wearable, and implantable technologies will overtake the rate of
biological evolution and it will be useful, appropriate, and ethical to
artificially expedite the natural evolutionary process. Akin to breeding
animals for different specialized purposes using advanced technologies.
That transhumanism will be used for good.

Back to my story illustrating just what we are up against here, as told by
those I used to hang with (who may be inflating their self-importance). The
history that was relayed to me is that the real event that catalyzed the fall of
the former Soviet Union was actually the development breakthrough of a
binary (two-part) bioweapon that could be delivered via an airborne route.
So lethal was this weapon that it could basically stop tank commanders and
their crews in their tracks. According to this version of reality, the major
military tension and strategic concern between the former USSR and
Western Europe involved Russian Tank battalions that were poised to be
able to blitzkrieg all the way to the English Channel. A threat that the
western European states were acutely aware of, consequent to Hitler having
successfully deployed the same strategy. The west basically had no way to
mitigate this threat, or so the story goes, so it was always hanging over any
geopolitical tensions that would arise from time to time between the
European NATO states and the USSR. Apparently, the potent binary
biologic would kill or incapacitate the tank crews so quickly that it negated
the risk of blitzkrieg. Of course, this is just one story told me by friends in
high places—so it remains unverified.

The point is that biological warfare agents are potent, cheap, easy to
manufacture (particularly compared to thermonuclear devices), readily



deployed, and have changed the tide of history on many occasions.
Including all the way back to the “Indian” wars of American history, where
smallpox was basically weaponized from time to time against indigenous
peoples in North America. And probably all the way back through recorded
history [158].

So now we have the emerging rich documentation of US-sponsored
biolabs scattered across what had increasingly become the US client state
called Ukraine. If you want further to dip your toe into that topic, dive
down that rabbit hole, please see the following:

« “EXCLUSIVE: Deleted Web Pages Show Obama Led an Effort To
Build a Ukraine-Based BiolLab Handling ‘Especially Dangerous
Pathogens.’”

» Recovered by the National Pulse, the article raises serious
questions about US government activity in Ukraine, stretching
back almost two decades [159].

«  “BREAKING: Biden official says US working with Ukraine to
prevent bio research facilities from falling into Russian hands.

«  “Ukraine has biological research facilities, which in fact we are
now quite concerned Russian troops, Russian forces may be
seeking to gain control of” [160].

«  “US Embassy Quietly Deletes All Ukraine Bioweapons Lab
Documents Online—Media Blackout” [161].

«  “China urges US to release details of bio-labs in Ukraine” [162].

»  “China urges US to reveal details of US-backed biological labs in
Ukraine—including types of viruses stored” [163].

*  “Russia Negotiator Charges It Now Has Evidence of ‘Biological
Weapons Components’ in Ukraine That Show ‘Good Reason’ for
Invasion” [164].

«  “What have Fauci’s friends been up to in Ukraine?” [165].



Here’s the point. Once upon a time, the US engaged in thermonuclear war
brinksmanship with the USSR because of Russian missiles being placed on
Cuban soil. The weapons of war have evolved. Bioweapons technologies
have matured. What would the USA do if Russia was transforming Mexico
into a client state and had placed biowarfare research laboratories along our
southern border? Would we invade? I strongly suspect so. So, let’s be
honest with ourselves... Are “we” the good guys or the bad guys here? At a
minimum, one has to conclude that this is a complicated question to answer.

The United Nations (UN) Bioweapons Convention
CONVENTION ON THE PROHIBITION OF THE
DEVELOPMENT, PRODUCTON AND STOCKPILING OF
BACTERIAL (BIOLOGICAL) AND TOXIN WEAPONS AND
ON THEIR DESTRUCTION
ARTICLE 1
Each State Party to this Convention undertakes never in any circumstances

to develop, produce, stockpile or otherwise acquire or retain:

1. microbial or other biological agents, or toxins whatever their origin
or method of production, of types and in quantities that have no
justification for prophylactic, protective, or other peaceful
purposes;

2. weapons, equipment or means of delivery designed to use such
agents as toxins for hostile purposes or in armed conflict.

Deborah G. Rosenbaum, the US Assistant Secretary of Defense for Nuclear,
Chemical, and Biological defense programs (ASD, NCB) [166], testified to
the House subcommittee on Intelligence and Special Operations on April 1,
2022:



I can say to you unequivocally there are no offensive biologic
weapons in the Ukraine laboratories that the United States has
been involved with [167, 168].

With this testimony, the US Department of Defense has made a clear
statement that there were no offensive biological weapons that the US was
involved with. Did you catch that sleight of hand? No offensive biological
weapons. Why would the US admit to such a thing? Wouldn’t that set off
alarm bells in the international community? The answer is that developing
and even stockpiling biological weapons is allowed under Article I of the
convention on the prohibition of the Development, Production and
Stockpiling of Bacteriological (Biological) and Toxin Weapons and on their
Destruction (BWC). This international convention (treaty) allows that the
development, production, and stockpiling of “defensive” biological
weapons are perfectly legal.

In order to understand this, we have to carefully parse what the treaty
actually says. To do that, one must remove the word salad from Article I
above and rewrite it to say what they are saying, without saying it. So, let’s
examine Article 1 by breaking it down into parts IA and IB.

ARTICLE 1A: Each State Party to this Convention undertakes never
in any circumstances to develop, produce, stockpile, or otherwise
acquire or retain:

1. Microbial or other biological agents, or toxins whatever their
origin or method of procurement.

2. Weapons, equipment or means of delivery designed to use such
agents or toxins for hostile purposes in armed conflict.

ARTICLE 1B: Each State Party to this Convention can develop,
produce, stockpile, or otherwise acquire or retain:



1. Microbial or other biological agents, or toxins whatever their
origin or method of procurement for the justification for
prophylactic, protective, or other peaceful purposes.

Any government could drive a train through this loophole. As long as a
signatory of this convention is developing, stockpiling, acquiring, or
retaining biological or toxin weapons for PROTECTION (undefined what
constitutes defensive versus offensive bioweapons), they are not breaking
the convention. And by the way, USA close ally Israel is not a signatory to
the convention. Wow. As someone who has spent much of my (post-9/11)
professional life in this sector of biodefense, I had never examined or really
thought about the actual wording of the treaty. And I have no clear idea of
what a “defensive” bioweapon would be. The term seems to be a non
sequitur. If a bioweapon exists, to my mind it is intrinsically capable for
offensive use. But apparently, if a bioweapon is for “prophylactic,
protective, or other peaceful purposes,” then it is defensive in nature. This
appears to be another case of Orwellian twisting of the meaning of words
by our government, but is entirely consistent with prior USG and “deep
state” communications about the Ukrainian biolabs that acknowledge the
existence of these laboratories, as well as the US DoD/DTRA role in
funding them [169]. Of course. the implication embedded in this careful
word parsing by ASD(NCB) Rosenbaum is that the United States
Department of Defense has been developing “defensive” bioweapons in the
Ukraine biolabs. And based on her résumé, it appears to me that she would
likely have firsthand knowledge, and appears to have had a hand in
supervising some aspect of this activity [166]. This is consistent with the
official statement by the US Ukrainian embassy that “The Biological Threat
Reduction Program’s priorities in Ukraine are to consolidate and secure
pathogens and toxins of security concern and to continue to ensure Ukraine



can detect and report outbreaks caused by dangerous pathogens before they
pose security or stability threats” [170].

As an aside, an unconfirmed confidential source (active Lt. Colonel, US
Army) has told me that the bombing of these sites, which apparently
occurred soon after the initial Russian invasion of Ukraine, was not
performed by Russia, but rather that the bombing was “by our side.” This is
consistent with the initially widely reported (but now largely Internet-
scrubbed) “Russian” attacks of these “biolabs” during the initial wave of
attack [171]. Giving the benefit of the doubt, such action would pretty much
be what one would expect, from a tactical and strategic standpoint, even if
all activities at those “biolabs” were only “to consolidate and secure
pathogens and toxins of security concern,” lest any materials, documents, or
computer files become at risk for falling into Russian hands, where they
might be weaponized for political advantage. At this point, this is
secondhand information and needs to be verified further.

Of additional relevance is that senior DoD/DTRA colleagues have
repeatedly told me that it is the position of that agency that “nonlethal” or
“incapacitating” biowarfare agent development and deployment is not
prohibited by the BWC. Good to know, but not consistent with how I read
the actual language of the treaty. Except for the justification for
prophylactic, protective, or other peaceful purposes, as discussed above.

The following provisions, as described by the United Nations, do not
include development of biological weapons or toxins that are for
prophylactic, protective, or other peaceful purposes [172]. Not including
such agents in the United Nations provisions of this treaty is a glaring
omission and can only have occurred by intent. So, as long as a country is
involved in the following activities for prophylactic, protective, or other
peaceful purposes, they are not violating the convention.



For the purposes of prophylactic, protective, or other peaceful purposes,
a country did not need to destroy their stockpiles after signing this
convention. They could transfer biological and toxin weapons to storage or
other research facilities, as long as they were for prophylactic, protective, or
other peaceful purposes. Another loophole to the convention or at the very
least a technical flaw.

So, here we are. Now the carefully parsed wording of ASD(NCB)
Rosenbaum makes a lot more sense. Decoded and paraphrased, what she is
saying is that, whatever they were doing, the US DoD together with the
government of Ukraine was most definitely not in violation of the
biowarfare convention.

One of the fascinating aspects about the Department of Defense
admitting that they were “assisting” Ukraine with their biological weapons
program using US taxpayer dollars is the reporting on the story itself. These
days, when censorship and propaganda by US and other Western allies is



rampant and actively defended as a necessity to “defend democracy” (the
same justification deployed to rationalize censorship), the tell can be in how
the propagandists at Wikipedia and the legacy media respond to a story. A
basic Internet search on April 23, 2022, using Google reveals that only the
Washington Examiner article mentioned above (Brest, 2022) comes up
regarding the US biolabs. Duck Go searching on the Brave browser also
brings up Epoch Times coverage [168]. Yet I have a clear recollection of
reading and hearing about this in multiple mainstream news sources that
day of the testimony. Those articles have apparently been “disappeared”
from the Internet of things. As if we needed yet another example to prove
the point that we need a new Internet based on decentralized blockchain
peer-to-peer technology [173].

Furthermore, the “factchecker” group Politifact was quick to run a
“fact-check” that refutes (without any actual evidence) that “The U.S. is not
developing biological weapons in coordination with Ukraine, as Russian
officials and far-right media outlets in the U.S. have claimed” (McCarthy,
2022). I do not believe it is a coincidence that this article was published on
the same exact day as the congressional testimony by ASD(NCB)
Rosenbaum, who said that there are no offensive biologic weapons in the
Ukraine laboratories that the United States has been involved with. Subtle
but key difference, as discussed above.

Also of note is the position of Wikipedia on this topic, which covers the
subject only as a “conspiracy theory” and completely neglects to mention
the actual documented fact that the US DoD/DTRA was funding a broad
network of “biolabs” in Ukraine prior to the recent Russian invasion [174].
Note that the Wikipedia page was last edited by Philip Cross [175]. Philip
Cross is most likely the pseudonym for a team of British civil servants (or
at least all evidence leads to this hypothesis) who have consistently
defamed me on the Wikipedia page for my CV, and for which there is
absolutely no recourse. “Philip Cross” has literally made thousands and



thousands of Wikipedia entries, all in favor of corporatism and
neoconservative objectives. More evidence that government(s) and
corporations are interfering with what is knowable on the web. Money and
power are more important than free speech and transparency.

It appears based on the primary information documented above that the
US Department of Defense, having admitted to their involvement in these
biolabs to Congress, is evidently either busy erasing that admission by
skewing Internet search results or is working with US intelligence
community-associated “fact-checkers” (like Politifact) to rewrite a public
record that is the opposite of what has already been admitted by US
Government employees in congressional testimony. For the sake of trying
to make sense out of this tangled web, it is useful for me to assume (or
“hypothesize”) that the long arm of the CIA or some other three-letter
organization is involved in the systemic removal of all evidence of US
involvement in bioweapons development. The competing theory is that big
tech is censoring themselves for reasons unknown; you decide for yourself
what you wish to believe.

The Biological Weapons convention (BWC) was written in 1972; that is
fifty years ago. Gain-of-function research, molecular biology techniques,
machine learning, and artificial intelligence are light-years more advanced
relative to when the treaty was written. The famous “Asilomar Conference”
that first defined ethical limits for recombinant DNA research occurred in
1975, three years later [176]. The ability to create truly horrific new viruses
is no longer “rocket science.” It is something scientists in most laboratories
(and even those living in the dark world of “garage biology”), using
reagents easily available worldwide, can readily achieve. The dystopian
cyberpunk movie made in 1995 called Twelve Monkeys, directed by Terry
Gilliam (whose vision was of a deadly virus that had been released upon the
world with catastrophic consequences), could easily be our future. If
anyone needs validation of the possibility of that vision coming to pass, the



events involving SARS-CoV-2 post-September 2019 has clearly provided
the necessary evidence.

Of note is that Israel has one of the most advanced biological warfare
capabilities in the world [177, 178]. It is assumed by many that the Israel
Institute for Biological Research in Ness Ziona is at the center of this
program and is also developing vaccines and antidotes for chemical and
biological warfare [179]. Israel is not a signatory to the Biological Weapons
Convention (BWCQC).

But the question remains, what can be done?

The first and foremost way forward is to strengthen the BWC. There
have been eight review conferences over the past fifty years to fix some of
the more obvious issues of the original BWC. These have been largely
unsuccessful. However, in the early review conferences a number of
changes were made that enhanced the convention, including:

« Exchange data on high-containment research centers and
laboratories or on centers and laboratories that specialize in
permitted biological activities related to the convention.

«  Exchange information on abnormal outbreaks of infectious
diseases.

»  Encourage the publication of biological research results related to
the BWC and promote the use of knowledge gained from this
research.

«  Promote scientific contact on biological research related to the
convention.

*  Declare legislation, regulations, and “other measures” pertaining to
the BWC.

»  Declare offensive or defensive biological research and
development programs in existence since January 1, 1946.

«  Declare vaccine production facilities [172].



Unfortunately, these changes to the BWC have been unsuccessful, as the
vast majority of states-parties have consistently failed to submit
declarations on their activities and facilities [180]. In fact, reports indicate
that virtually none of the signers of the convention have reported on their
protective or peaceful activities.

Dr. Fillippa Lentzos, senior lecturer at King’s College London, in
Science & International Security in the Department of War Studies and in
the Department of Global Health & Social Medicine, writes:

The treaty itself doesn’t have any real penalties and given the
difficulty of proving in an unclassified way that a country is in
violation—it’s challenging. That’s been a major weakness in the
whole bioweapons non-proliferation regime from the beginning
[181].

There are many ways the BWC could be strengthened. The BWC receives
minimal funding from member states and has a minimal staff. There are no
processes for inspection of facilities. There are no penalties or
consequences for not submitting declarations of offensive or defensive
biological research programs. There is evidently no method for making the
public aware of where these biological weapons research programs reside.

Furthermore, human augmentation, gain-of-function research, and cyber
warfare are new technologies that need to be considered as part of the BWC
or in a separate treaty. They have the potential to both revolutionize warfare
and destroy civilizations.

As the ninth review conference of the BWC approaches, attention to
these issues must be brought to the fore. First and foremost, the propaganda
regarding this treaty must be addressed. For instance, take the following
two passages from Wikipedia page on the Biological Weapons Convention
(accessed 24 April, 2022):



The Biological Weapons Convention (BWC), is a disarmament
treaty that effectively bans biological and toxin weapons by
prohibiting their development, production, acquisition, transfer,
stockpiling and use [182].

This is the opening statement on Wiki about the BWC. Note that there no
mention in Wiki that the treaty does allow biological weapons for
prophylactic, protective, or other peaceful purposes.

The BWC is considered to have established a strong global norm
against biological weapons. This norm is reflected in the treaty’s
preamble, which states that the use of biological weapons would
be “repugnant to the conscience of mankind.” It is also
demonstrated by the fact that not a single state today declares to
possess or seek biological weapons, or asserts that their use in war
is legitimate [182].

This last sentence is a mistruth or certainly a misrepresentation. As
discussed above, most countries are in noncompliance with the reporting
requirements added later to the BWC. They have not declared such use,
because they are in noncompliance. The Arms Control Association writes:
“These endeavors have been largely unsuccessful; the vast majority of
states-parties have consistently failed to submit declarations on their
activities and facilities”; see [172] for more details.

I believe that all of us have a role to ensure the safety of the world
regarding biological weapons research. Succinct and bulleted ideas for
creating a more durable and updated BWC are listed below:

»  The public must be made aware that the BWC has significant
loopholes regarding the development of biological weapons for



prophylactic, protective, or other peaceful purposes, which might
be used as a ruse to hide offensive weapon development.

Changes must be made to Wikipedia by editors to correct the
mistruths and misleading statements.

General public interest in this issue must be driven by writing
letters to the editors of major newspapers. People writing blogs,
website articles, memes, and posting on social media posts will
create pressure for the legacy media and the BWC review
committee to respond.

Israel is not a signatory to the BWC, and they have no plans to
sign. There must be consequences for this. The fact that Israel is
not a signatory and the significance of this must be a priority for
global information distribution. It is reasonable to infer that, due to
the close long-standing relationship between the US and Israel,
Israel may be acting as a surrogate for US biological weapons
research.

Gain-of-function, human augmentation (a subset of
transhumanism) and cyber warfare need to be addressed in either
this convention, another existing convention, or a new convention
or treaty.

The propaganda and censorship surrounding the BWC must be
stopped. Transparency is key to good governance at the national
and global level. The public has a right to know that the treaty does
not cover all biological weapons and that Israel has not signed the
treaty.

Pressure and legislation to stop Google and other search engines
from removing content that the “deep state” or three-letter agencies
don’t like must be applied. Public pressure on Congress to enact
legislation to keep the Internet search engines from being



manipulated by big tech, government national, or international
intelligence community actors is critical.

The UN is complicit in not being truthful about the BWC. The UN
page on this subject does not mention that the treaty does allow for
biological weapons for prophylactic, protective, or other peaceful
purposes [182].

The BWC has neither penalties for noncompliance nor
mechanisms for inspection and verification of compliance. This
should be immediately addressed at the next review committee.
That noncompliance includes signers to declare legislation,
regulations, and “other measures” pertaining to the BWC. These
signatories must declare offensive or defensive biological research
and development programs in existence since January 1, 1946, and
declare related “vaccine” production facilities.

The BWC does not have adequate reporting and investigative
processes for infringements of the convention or the budget to do
so. This should also be addressed at the next review committee.
There should be an adequately budgeted standing committee that
systematically inspects signers’ facilities for biological weapons
development and stockpiling.

The citizens of United States and the World Community deserve more

transparency about the Biological Warfare Convention, and we must insist

that it be revisited and updated to cover the current threat horizon and to

close the loopholes.
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CHAPTER 15
Most Journalists Are Scientifically
Unqualified

Why does anyone rely on reporters to interpret scientific articles? They lack
the necessary training, experience, and competence to interpret scientific
publications and data, a skill that typically requires decades to master.

With few exceptions, corporatized media are not able to comprehend
the complexities and ambiguities inherent in scientific discussions and so
repeatedly fall back on the interpretations provided by those who are
marketed as fair and accurate arbiters of truth—the US Government, the
World Health Organization, the World Economic Forum, and wvarious
nongovernmental organizations that have an interest in promoting vaccines
(Gates’ Foundation, GAVI, CEPI, etc.) or other scientific agendas. But
these organizations have political and financial objectives of their own and,
in the case of the CDC, have clearly become politicized as previously
discussed. When combined with the increasing prevalence of “advocacy
journalism” (which has been actively promoted and funded by the Bill and
Melinda Gates Foundation), the result has been that the corporate media
have become willing vehicles for distribution of biased interpretations
promoted by authority figures presented to the public as credible sources,
but who actually practice the pseudopriesthood of scientism masquerading
as science. As a consequence, corporate legacy media have largely become
distributors and enforcers of government-approved (and composed)
narratives and articles rather than objective and impartial investigators and
arbiters of truth. This is particularly true of the perverse branch of scientific



journalism that has ascended to prominence during the COVIDcrisis, the
fact-checker organizations (some of which are sponsored by Thompson-
Reuters, which has ties to Pfizer). But how does this propaganda ecosystem
work, and what can be done about it?

To a large extent science and scientists are granted an exalted position
in Western society due to an implied social contract. Western governments
provide them support, and society grants elevated social status in exchange
for valuable services. These services include performing their trade (doing
“science”) and teaching others both their craft and findings. Government-
subsidized (noncorporate) scientists and science are trained and funded by
citizens (through their taxes) to practice their craft objectively in a variety
of technical domains including medicine and public health on behalf of the
citizenry. This arrangement stands in contrast to corporate-funded scientists,
who work to advance the interests of their employers, but who have often
also been trained at taxpayers’ expense.

The social contract between scientists and general citizenry assumes
that those scientists employed via government funding act in a manner that
is free of both political partisanship and external influence from
corporations and nongovernmental advocacy organizations. This social
contract is woven throughout federal government hiring and employment
policies concerning the civilian science corps. These policies explicitly
forbid these employees from engaging in partisan political activities while
serving in an official capacity and forbid conflicts of interest stemming
from influence of nongovernmental entities, whether for- or not-for-profit.
When these terms and conditions are not upheld, the public justifiably
objects to the breach of contract. This is why employees of the civilian
scientific corps are protected from employment termination for political
purposes by the executive branch, even though the Office of the President is
tasked with managing the scientific enterprise. Failure of the civilian
scientific corps to maintain personal and scientific integrity and/or political



objectivity appears to have become a chronic condition, as evidenced by the
politicization of the CDC. When politicization of scientific data and
interpretation results in multiple policy decisions that fail to protect the
interests of the general public, the public loses faith in both the scientists
and the discipline that they purport to practice. This is particularly true
when the breach of social contract is seen as advancing corporate or
partisan interests.

There is an organizational paradox that enables immense power to be
amassed by those who have risen to the top of the civilian scientific corps.
These bureaucrats have almost unprecedented access to the public purse,
are technically employed by the executive, but are also almost completely
protected from accountability by the executive branch of government that is
tasked with managing them—and therefore these bureaucrats are
unaccountable to those who actually pay the bills for their activities
(taxpayers). To the extent these administrators are able to be held to task,
this accountability flows indirectly from congress. Their organizational
budgets can be either enhanced or cut during following fiscal years, but
otherwise they are largely protected from corrective action including
termination of employment absent some major moral transgression. In a
Machiavellian sense, these senior administrators function as The Prince,
each federal health institute functions as a semiautonomous city-state, and
the administrators and their respective courtiers act accordingly. To
complete this analogy, congress functions like the Vatican during the 16th
century, with each Prince vying for funding and power by currying favor
with influential archbishops. As validation for this analogy, we have the
theater observed on C-SPAN each time a minority congress-person or
senator queries an indignant scientific administrator, such as has been
repeatedly observed with Anthony Fauci’s haughty exchanges during
congressional testimony.



Into this dysfunctional and unaccountable organizational structure
comes the corporate media, which has become distorted and weaponized
into a propaganda machine under the influence of multiple factors. The
most overt driver of this co-optation has been that the Biden administration,
through the CDC, made direct payments to nearly all major corporate media
outlets while deploying a $1 billion taxpayer-funded outreach campaign
designed to push only positive coverage about COVID-19 vaccines and to
censor any negative coverage [183]. With this action, the corporate media
behemoth has functionally become a fusion of corporate and state-
sponsored media—a public-private partnership meeting the definition of
corporatist fascism. According to the Associated Press [184], despite the
2013 legislation that changed the US Information and Educational
Exchange Act of 1948 (also known as the Smith-Mundt Act) to allow some
materials created by the US Agency for Global Media to be disseminated in
the US, under the new law it is still unlawful for government-funded media
to create programming and market their content to US audiences.
Nevertheless, this is precisely what was done in the case of the COVID-19
vaccine campaign.

Second, there has long been involvement of the intelligence community
in domestic US media. Operation Mockingbird [185] is among the most
well known of the incursions of the CIA into US media, but the extensive
and long-standing influence of the spy agency in crafting domestic
propaganda has been well documented by journalist Carl Bernstein in his
article “The CIA and the Media” [186]. Among the corporate media outlets
identified by Bernstein as having fallen under CIA influence is the New
York Times, which is intriguing in light of the precise knowledge of
(former) CIA officer Michael Callahan’s CIA employment history
inadvertently revealed by NYT reporter Davey Alba while interviewing me
[187]. For further context, while speaking to me by cell phone early in
2020, Callahan specifically denied that there was any indication that the



original SARS-CoV-2 virus sequence showed any evidence of intentional
genetic modification, stating, “my guys have gone over that sequence in
detail and there is no indication that it was genetically modified.” In
retrospect, it is now clear that was propaganda—or, speaking more plainly,
an intentional lie. Disinformation. Many insiders now believe that the five-
eyes spy alliance has been exploited during the COVIDcrisis to enable
reciprocal domestic propaganda activities by participant states against the
citizens of other member states that otherwise forbid their own intelligence
agencies from domestic propaganda activities. Consistent with this is the
malicious and aggressive editing of my own Wikipedia page (discussed by
sardonic humorist “whatsherface” [188]) by an unusually prolific
editor/pseudonym named Philip Cross, who apparently works for British
intelligence services. Based on the totality of evidence, it is reasonable to
infer that the US intelligence community has remained actively engaged in
crafting and defending the COVIDcrisis narrative, either through direct
influence with corporate media and specific reporters and/or indirectly via
reciprocal “five-eyes” relationships.

In addition to the above, there are many specific examples of Dr.
Anthony Fauci and colleagues acting to exploit corporate media to advance
their bureaucratic and public policy agendas. Weaponization of his
relationship with the media by Dr. Fauci during the time when AIDS was a
major narrative is well documented in the book “The Real Anthony Fauci”
[189]. During the COVIDcrisis, email exchanges using government servers
and addresses (obtained by independent investigator Phillip Magness under
Freedom of Information Request) concerning the Great Barrington
Declaration demonstrate that Dr. Fauci continues to exert considerable
influence over both lay and scientific press [190].

How does this work? How is Dr. Fauci able to influence corporate
media and its reporters to compose and print articles about scientific and
political issues that comport with his interests and perspectives as well as



those of the Institute (NIAID) that he directs? The most straightforward of
the ways that he influences corporate media and its reporters is through his
proven ability to actually have reporters fired who write or broadcast stories
that he does not like. In “The Real Anthony Fauci,” Robert F. Kennedy Jr.
documents how Dr. Fauci had journalists that he disapproved of fired.

More recently, Forbes fired journalist Adam Andrzejewski for revealing
previously undisclosed details regarding Anthony Fauci’s personal finances
[191]. Fauci also repeatedly attacked Fox journalist Laura Logan for
likening him to Joseph Mengele, which she had correctly identified as a
characterization widely shared throughout the world [192]. Then there are
the subtler reciprocal relationships that Dr. Fauci and his NIAID Office of
Communications and Government Relations (OCGR) cultivate. The NIAID
OGCR is organized into five different offices: the Director’s Office, the
Legislative Affairs and Correspondence Management Branch, the New
Media and Web Policy Branch, the News and Science Writing Branch, and
the Communications Services Branch. A search of the online HHS
employee directory reveals that OGCR employs fifty-nine full-time
employees, eight of whom staff the News and Science Writing Branch, and
thirty-two of whom work for the New Media and Web Policy Branch. In
contrast, only eight employees staff the Legislative Affairs and
Correspondence Management Branch. It is important to recognize that
NIAID is only one branch of the NIH, and these employees are dedicated to
supporting the mission of that one single branch and its director, Dr. Fauci.

There is also a quid-pro-quo relationship between reporters and
influential organizations or individuals. This relationship was nicely
illustrated in the movie The Big Short, which documented the corruption
that led to the “Great Recession” of 2007—-2009 [193]. The movie included
scenes involving investors and hedge-fund managers confronting financial
industry journalists and bond ratings agency employees. In both cases,
individuals whose structural role is typically seen as serving as a barrier to



corruption and malfeasance were co-opted by the need to maintain good
relationships with the industry and players whom they were tasked with
overseeing. The same holds true in the case of the federal bureaucracy.
Basically, if a journalist wishes to be granted timely access to press
releases, OGCR-drafted content favorable to Dr. Fauci and the NIAID, or
other insider information, he or she must not write critical or unflattering
stories. The NIAID OGCR operation is much larger than most corporate
media newsrooms, who have struggled to maintain staffing in the face of
declining reader- and viewership, so maintaining good relations while
avoiding retaliation is critical for any reporter who works a health and
science beat.

A recent example involving the immunology, structural biology, and
virology associated with evolution of SARS-CoV-2 Omicron escape
mutants is useful for illustrating the problem of reporters interpreting
complex scientific information. A group of Chinese scientists have recently
had a tour-de-force study accepted for publication by the high-status
scientific journal Nature. On June 17, 2022, an unedited preprint of a peer-
reviewed article with the rather dry title “BA.2.12.1, BA.4 and BA.5 escape
antibodies elicited by Omicron infection” was posted by Nature [194]. As
an experienced reviewer with a reasonable level of understanding of the
subject matter, I found this article to be one of the more challenging papers
to read that I have encountered during the COVIDcrisis. Rich granular
detail concerning the recent evolution of Omicron spike protein sequence
and specifically the receptor binding domain (focused on BA.2.12.1 and
BA.4/BA.5) is provided, and the Chinese team uses an array of the latest
technologies to generate a mountain of data that are presented to the reader
as a stream of condensed information with minimal supporting text (in part
due to the word-length restrictions inherent in publication in Nature). This
is a tough read, even for me, but clearly represents an amazing advance in
understanding of the molecular evolution that is happening as Omicron



continues to circulate in human populations who have received vaccines
that fail to prevent infection, replication, and spread of the virus. There are
even data that may support some of the hypotheses of Dr. Geert Vanden
Bossche concerning the probability of shifts in glycosylation patterns as
part of the antibody evasion evolution of the virus continues, shifts that he
predicts may lead to markedly enhanced disease as well as immunological
evasion.

This highly technical article was reviewed and presented to the world
by Thomson-Reuters journalist Nancy Lapid, who writes a column titled
“Future of Health.” Her body of work, largely focused on the COVIDcrisis,
now includes 153 such articles. She is a journalist, not a scientist. By way
of full transparency, Thomson-Reuters has a variety of organizational
leadership ties with Pfizer, a fact never disclosed in any of these articles. In
Fact, Jim Smith—who is the president and CEO of Thompson-Reuters—is
also a director of Pfizer, Inc. He also serves on the board of the World
Economic Forum’s Partnering Against Corruption Initiative [195]. Just a
“small” conflict of interest!

Nancy Lapid’s article covering this technically challenging Nature
article is titled “Early Omicron infection unlikely to protect against current
variants,” which is a gross misrepresentation of the findings of the paper,
providing no analysis of either clinical protection or of clinical samples
obtained from a control set of patients who have been infected but not
vaccinated [196]. The Reuters coverage goes on to say:

People infected with the earliest version of the Omicron variant of
the coronavirus, first identified in South Africa in November, may
be vulnerable to reinfection with later versions of Omicron even if
they have been vaccinated and boosted, new findings suggest.



This is a misrepresentation of the actual findings of this team. To take a
page from the current vernacular, it is either “misinformation” (meaning an
unintentional false representation of scientific data and interpretation), or
“disinformation” (meaning an intentional false representation designed to
influence thought or policy in some way). To complete the triad,
“malinformation” is defined by the US Department of Homeland Security
(DHS) as information that may be either true or false, but that undermines
public faith in the US government. Propagation of any of these three types
of information has been deemed grounds for accusations of domestic
terrorism by DHS. As I try to avoid drawing conclusions about people’s
intentions (due to my inability to read their thoughts), I cannot distinguish
between these different labels in the case of the (clearly false) interpretation
that Thompson-Reuters has published with Nancy Lapid’s story.

What the actual manuscript describes is detailed characterization of the
evolution (including precise structural mapping of specific domain clusters
of antibody-Spike protein interactions) of the new Omicron variants in
relationship to both marketed and newly developed monoclonal antibodies
as well as “neutralizing” naturally occurring antibodies obtained from
patients who have either been vaccinated with the Chinese inactivated viral
vaccine called “Coronavac” or “ZF2001” (an adjuvanted protein subunit
vaccine), or were previously infected with an earlier variant of SARS-CoV-
2 (or the original SARS!) and then vaccinated with “Coronavac” or
“ZF2001” or both (Coronavac x2 first, then ZF2001 boost). The authors
describe this clearly and precisely. This research does not involve any of the
vaccines available in the United States, a key fact that Nancy Lapid fails to
disclose. Whole inactivated or adjuvanted subunit vaccines are very
different from mRINA or rAdV vectored genetic vaccines.

Important to understand in reading the paper is that the preponderance
of information demonstrates that optimal acquired protection from infection
by SARS-CoV-2 (via natural infection and/or vaccination) is not only



provided by antibodies, but also requires a cellular (T-cell) adaptive
immune response. This paper is only looking at one limited aspect of the
rich and complex interactions between the innate and adaptive immune
systems in human beings and infection by the virus SARS-CoV-2 (and also
addresses previously SARS-infected individuals who have been boosted
with “Coronavax”). Even in the abstract, the authors are quite precise in
their summary of this fact that they are not assessing “protection,” clearly
demonstrating the inherent bias of the Nancy Lapid/Thompson-Reuters
story. They are assessing and drawing conclusions regarding neutralization
evasion of the currently circulating escape mutants regarding antibodies
from patients as well as various monoclonal antibody preparations:

“Here, coupled with Spike structural comparisons, we show that
BA.2.12.1 and BA.4/BA.5 exhibit comparable ACE2-binding affinities to
BA.2. Importantlyy, BA.2.12.1 and BA.4/BA.5 display stronger
neutralization evasion than BA.2 against the plasma from 3-dose
vaccination and, most strikingly, from post-vaccination BA.1 infections.”

This brief example illustrates the problem of untutored and unqualified
reporters who reflect the biases of corporate media (and government) to
serve as interpreters and arbiters of scientific truth. With few exceptions,
they are just not qualified to perform the task of accurate reporting of
complicated scientific findings. But both the general reader as well as
government policy makers rely on corporate media to perform this task
accurately and fairly.

Accurate presentation of scientific findings is necessary if the public
and their elected representatives are to make both sound policy and
medically informed personal choice decisions that are grounded in accurate
and balanced quantifiable information obtained by best scientific practices.
This is what they are paying for, and they deserve to have it delivered to
them. If the public and policy makers wish to continue to rely on corporate
legacy press to help them to understand complicated scientific and technical



issues, “advocacy journalism” reporters need to get back in their lane and
leave scientific and medical interpretation to experienced professionals.
There are plenty of qualified scientists capable of reading and accurately
communicating key findings from even such highly technical manuscripts
as this recent Nature article [194]. The corporate press has the resources
necessary to engage such specialists, and to be able to integrate and present
multiple points of view that may include the perspective of the NIAID
OGCR. But as is required for all peer-reviewed academic manuscripts in the
modern era, the sources (and underlying data) should be disclosed in a
transparent way, and potential conflicts of interest of those sources should
also be disclosed.

In the interim, corporate media and their reporters should stop trying to
spin that which they do not even comprehend.
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CHAPTER 16
COVID-19 Vaccines and Informed
Consent

By John Allison, JD

The author of this chapter, John Allison, JD, is a retired lawyer,
licensed to practice in Washington State and the District of
Columbia, with extensive private law firm and in-house
experience. Most of John’s law practice was devoted to the
litigation of cases involving medical, toxicological, industrial
hygiene, and product safety issues. Before retirement, he served as
assistant general counsel in the legal department of a Fortune 100
company with overall responsibility for product liability and
environmental and commercial litigation. He was also the lawyer
for the company’s Medical Department, including Corporate
Toxicology, Epidemiology, and Product Responsibility. This
chapter summarizes the results of his analysis, as a volunteer, of
published information about the EUA-authorized genetic vaccines
as well as his opinions related to the question of informed consent.
The chapter is not intended to give legal advice. People who want
legal advice on the issues raised in this chapter should consult with
a lawyer licensed to practice in their jurisdiction.

COVID-19 Vaccines and Informed Consent: The
fundamental right to make decisions about bodily



health and medical treatments

Most Americans have long assumed that they have a fundamental right to
make decisions about their own bodily health and the medical treatments
they receive or decline. Informed consent is the ethical and legal principle
by which that fundamental right is enforceable. To be able to give informed
consent, a person needs to be informed about the risks and benefits of, and
alternatives to, the proposed treatment.

The fundamental right to informed consent is particularly important
with respect to the COVID-19 vaccines that are available in the United
States pursuant to Emergency Use Authorizations (EUAs). Under the
federal EUA statute, people are entitled to be informed about their right to
accept or refuse administration of these vaccines, the consequences (if any)
of refusing vaccination, and the benefits and risks of alternatives to the
vaccines [197]. A different federal statute gives the manufacturers of EUA
vaccines, and the people and organizations administering them, immunity
from liability suits for damages [198]. Unless courts decide that the liability
protection conferred to vaccine manufacturers cannot be enforced against
people who did not give their informed consent to vaccination, people who
suffer severe adverse effects after receiving a COVID-19 vaccine will not
be able to recover compensation for their monetary and emotional distress
damages, and the family members of people who die after receiving a