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1. INTRODUCTION

Science is about questioning everything that can be questioned, because that is the only way to uncover that which is beyond question.

Prof. Tadeusz Kotarbiński, philosopher, logician, ethicist.

It is simply no longer possible to believe much of the clinical research that is published, or to rely on the judgement of trusted physicians or authoritative medical guidelines.

Marcia Angell, former editor-in-chief of the prestigious medical journal, The New England Journal of Medicine.


The contrived swine flu and COVID-19 pandemics


We present here “The Dark Side of the False Coronavirus Pandemic: The Facts and the data hidden from the public”, which, based on hundreds of scientific articles (the vast majority published in peer-reviewed journals), discusses the most pertinent issues related to the great health/political/economic crisis underway since March 2020, whose dire consequences will be felt for decades. The issues we discuss include:



	
COVID-19 diagnostics, specifically polymerase chain reaction (PCR)-based molecular tests. 


	
Lockdown, the functioning of health care during the COVID-19 pandemic and the reliability of official statistics "with COVID" and "from COVID". 


	
School closures during the “COVID-19 pandemic” period. 


	
Surface disinfection, social distancing, screening, temperature measurement and travel restrictions during the “COVID-19 pandemic”. 


	
Masks. 


	
Vaccination against COVID-19. 






On 11 March 2020, the World Health Organisation (WHO), which is approximately 75% financed from private funds[1], declared, what is now beyond doubt from a scientific point of view, a false coronavirus pandemic. As it later turned out, this was not the first time it had done so, for as early as in May 2009, the WHO declared a swine flu pandemic that was also undeniably false based on scientific data. Both of these “pandemics” are characterised by a mortality rate (the so-called IFR)[2] comparable to that of seasonal influenza, and therefore they definitely do not meet the classical definition of a pandemic, i.e. an increased number of severe illnesses or deaths in comparison to previous years.



In an interview on 19 April 2020 (also included in Volume I of False Pandemic. Critiques by scientists and physicians, (orig. title: Fałszywa pandemia. Krytyka naukowców i lekarzy, tom 1.) and thus available to Polish readers without access to scientific literature in English from as early as mid-July 2020), Prof. John Ioannidis M.D., epidemiologist and biostatistician, one of the world's most cited scientists, stated:


Our data suggest that COVID-19 has an infection fatality rate [IFR – ed.] that it is in the same ballpark as seasonal influenza.


He reached this conclusion based on data from Santa Clara County, published as early as in 17 April 2020, which showed that the mortality rate due to COVID-19 was only 0.12-0.2%.[3] Tellingly, Ioannidis's article in the official WHO bulletin[4] from January 2021 analysed coronavirus-related deaths that occurred in various locations around the world. At the time, his findings showed that the globally averaged SARS-CoV-2 virus-related mortality rate was only 0.23%.



Despite such an optimistic research result, the pandemic declaration was not withdrawn. On 26 March 2021, Ioannidis published another article on the same issue, in which he indicated that the mortality rate was even lower, at just 0.15%.[5]


So, it was clear from the very beginning of the so-called pandemic that we were dealing with a colossal fraud on a global scale. If only there had been a willingness to be guided by sound research, the false alarm would have had to have been cancelled and populations around the world would have been reassured. However, for the next two years, nothing of the sort happened, despite the vast amount of incoming data which confirmed the original findings.


When analysing the mortality rate from coronavirus, it is worth realising that, since it is comparable to that of seasonal influenza, it could not have caused over 200,000 excess deaths in Poland during the approximately two years of the "pandemic", counting from March 2020. This was also confirmed by statistical analyses[6] conducted by Marek Sobolewski, PhD, who showed that excess deaths correlated strongly with a reduction in hospitalisation, while there was no such relationship between them and so-called Covid deaths. In addition, there were countries where there were no excess deaths at all or where excess deaths were even negative! However, one should exclude here the possibility that the societies of individual countries differ so much that in some (such as Poland) the coronavirus caused deaths on a massive scale, while in others it did not mark its presence in the statistics at all. As far as the number of excess deaths is concerned, Poland is among the world leaders, so it has chosen one of the worst strategies. The best strategy would have been the "doing nothing" strategy, i.e. doing nothing more than in previous years.


During the chaos and turmoil of a “pandemic”, the mortality rate from a given pathogen is overestimated. This is very well illustrated by the now historic example of the swine flu “pandemic”. Let us cite here the statistician Jason Oke and Prof. Carl Heneghan of the prestigious Centre for Evidence-Based Medicine at the University of Oxford:

In Swine flu, the IFR ended up as 0.02%, fivefold less than the lowest estimate during the outbreak (the lowest estimate was 0.1% in the first ten weeks of the outbreak).[7]


In doing so, they confirmed the aforementioned estimates of John Ioannidis:

Taking account of historical experience, trends in the data, increased number of infections in the population at largest, and potential impact of misclassification of deaths give a presumed estimate for the COVID-19 IFR somewhere between 0.1% and 0.35%.[8]


Swine flu was one of the mildest waves of flu in history, and yet it was declared a pandemic by the WHO. Is more proof needed that we cannot trust that organisation? If the WHO raised a false alarm in May 2009, could it not do so again in March 2020? Corruption at the WHO is a fact. In an article with the telling title Why the Corruption of the World Health Organization (WHO) is the Biggest Threat to the World’s Public Health of Our Time ", the authors point out that the WHO's recommendations are contrary to evidence-based medicine (EBM):

In the scientific community it is generally accepted that metaanalyses are more accurate than single studies and independent studies more trustworthy than industrial [pharmaceutical] studies. It is therefore understandable that Cochrane reviews, meta-analyses based on rigid protocol and independent origin, have the highest quality [credibility- ed.] in medical research. It is therefore unfortunate that Cochrane reviews seems systematically to conflict with the information and recommendations from the World Health Organization (WHO). A number of the drugs and vaccines recommended by WHO, especially the drugs used in psychiatry, are in Cochrane reviews found to be harmful and without significant clinical effect. Since whose recommendations are followed by many people in the member states, it could indeed lead to patients getting the wrong medication and many patients have severe adverse effects, because of these drugs. [...] We therefore believe that the WHO’s recommendations regarding medicine in its “list of essential medicines” and other drug directories are biased and not reliable as a source of information on medicine.[9]



The change in the definition of a pandemic

Due to a conflict of interest and with the cooperation of corrupt scientists, the WHO has revised the definition of a pandemic so that it can be easily declared and that the pharmaceutical and biotechnology industries can make money from unnecessary products such as genetic preparations that are not classic COVID-19 vaccines, or previously from swine flu vaccines and mass testing. This was explained very well in a TV interview by Dr. Tom Jefferson, a British epidemiologist associated with the Oxford Centre for Evidence-Based Medicine:


You gave one picture here of this flu not being so serious but the WHO gives another picture, and they call it a pandemic. What do you say about calling this flu a pandemic?


Well, it’s a good point. I don’t understand what a pandemic is anymore and the reason for that is as follows in 2003 the WHO described the influenza pandemic as follows: “An influenza pandemic occurs when a new influenza virus appears against which the human population has not immunity resulting in several simultaneous epidemics worldwide with enormous numbers of deaths and illness”. Sometime in May 2009, this definition changed as follows: “An influenza pandemic may occur when a new influenza virus appears against which the human population has no immunity”. In other words, what they’ve done is they’ve taken out the part that referred to simultaneous outbreaks, high morbidity that’s a very high number of severe cases and mortality, so now this 2009 definition could very well fit seasonal influenza, so I don’t understand what the difference is anymore.


Who is gaining from this altered definition of a pandemic?


The new definition lowers the threshold it makes a pandemic now and possibly a pandemic going on for some time and it obviously favours those who have to sell products including research of course. Let’s not forget and the media, as well as the pharmaceutical industry.[10]



It is also worth realising that the term “pandemic” is a matter of definition and not a law of nature that is inviolable and unmodifiable by humans, such as Newton's law of gravity or Einstein's theory of relativity. We discover laws and we create definitions, sometimes for interest groups, as in the definition’s case of a pandemic. Indeed, if we were to speak of a coronavirus pandemic, we should also consistently speak of an influenza pandemic in the past, for example.



PCR tests that do not detect infection

Until recently, the Ministry of Health and its servile media have been scaring Poles with the so-called SARS-CoV-2 infection rate on a daily basis, based on polymerase chain reaction (PCR) tests of nasopharyngeal swabs. The problem is that this technique, which is used on a mass scale in diagnostic laboratories in Poland and worldwide, cannot be used to confirm coronavirus infection! A doctor of internal medicine working at a local Medical Centre was struggling with a chronic cough that was troubling both her and her colleagues. In mid-April, similar symptoms, i.e. a cough, fever and difficulty breathing, were observed in other employees of the centre. Shortly thereafter, nearly 1,000 hospital employees were tested and removed from work until they got negative results. Of those tested, 142 people, including the aforementioned doctor of internal medicine, were found to have serious respiratory disease. The hospital was preventively closed, and an epidemic was declared. Safety measures were implemented. Those infected were removed from work for several months based on PCR test results indicating a dangerous pathogen. The start of this outbreak was similar in other cities.


However, this story is not about COVID-19 or coronavirus, or even about 2020 or beyond. The situation described above occurred in Dartmouth and Boston over 15 years ago (in 2007). Eight months after the PCR tests, the hospital admitted that it had been a false alarm. The employees had been suffering from the common cold, which, based on the PCR tests, had been misclassified as an illness caused by a dangerous pathogen – whooping cough. The incident was later described in The New York Times in an article tellingly titled: “Faith in quick test leads to epidemic that wasn’t”[11] as a warning against over-reliance on molecular tests. Unfortunately, in 2020, this warning was forgotten and, based on methodologically unreliable tests, the economies of most countries were shut down and people were turned into slaves, in violation of their fundamental rights.


Infection, or contamination, is the entry of a pathogen (germ), e.g., a coronavirus, into the body, or more precisely into the cells, and its multiplication. For an infection to occur, it is not sufficient for the virus to enter the organism (that would be termed colonisation or the presence of a virus). A prerequisite for infection is the process of multiplication. PCR tests can only detect the PRESENCE of genetic material in nasopharyngeal swabs (i.e. only on the surface of the mucous membranes), which may or may not belong to SARS-CoV-2. Moreover, these tests cannot even detect the presence of the entire virus, since only fragments of about 100-500 nucleotides in length are duplicated in the procedure used. The duplication involves getting a very large number of copies (as many as 1 million) of the same fragment of genetic material. A nucleotide is the basic small particle that both viruses and human genetic material (DNA) contain. A coronavirus has about 30,000 nucleotides, while a nasopharyngeal swab is a mixture of various genetic materials, including those from humans and various types of viruses and bacteria. We are therefore not dealing with pure coronavirus genetic material (where it is present), which we could duplicate for further analysis, but a “cluster” of an entire mass of different DNA and RNA strands (coronavirus consists of RNA). In order to duplicate the genetic material for further diagnosis, so-called primers are used, which are designed to detect a fragment (the aforementioned 100-500 nucleotides) of coronavirus and duplicate it.


However, because the swab taken from a human contains a whole mass of the aforementioned mixture of genetic materials that may be similar to coronavirus fragments, fragments that do not belong to SARS-CoV-2 (including fragments of phylogenetically related coronaviruses!)[12] can also be duplicated by the PCR method.


And this is exactly what is happening, as confirmed by the US Centers for Disease Control and Prevention (an agency of the US federal government within the Department of Health and Welfare), which, in checking the reliability of this method, determined that of the positive test results (based on which the Polish Ministry of Health declares a person to be infected), as many as 65% were false positives, i.e. these people did not actually have coronavirus! In order to determine whether the entire virus, and not just a fragment, was actually present, the CDC used the sequencing method, which is not routinely used in diagnostics. Therefore, PCR tests cannot confirm the presence of the entire virus, whereas the entire, active virus is required in order to cause a possible infection. Even if an infection were to occur, most of those people would have no symptoms or just mild ones. Infection should not be confused with disease, which is associated with symptoms. A positive test result obtained from the nasopharynx, even if confirmed by sequencing (which is not done during routine PCR testing), does not confirm infection in the body. Furthermore, differential diagnostics would still need to be performed to exclude other viruses and bacteria that cause the same symptoms as those attributed to COVID-19.

This is obviously not done in practice. Therefore, scaring people with "infections" and equating them with actual cases of the disease is a gross manipulation in this confusing narrative about the coronavirus "pandemic".


Using a test that not only fails to detect infection but also misreports the actual number of cases (and not even cases of infection, but only of the PRESENCE of coronavirus genetic material on mucous membranes, especially in the screening diagnosis of asymptomatic people)[13] is a scandal and the result of institutional corruption.


PCR tests detecting SARS-CoV-2 are nothing but am enormous waste of taxpayers' money and a tool for creating unjustified fear among the public. Not only do citizens pay for those tests (both through taxation and out of their own pockets), but they are also threatened and put in quarantine that amounts to house arrest. Of course, the companies producing the tests benefit, as do the manufacturers of the very expensive equipment and reagents for carrying them out.


Evidence-Based Medicine


Today there is a “deluge” of scientific publications about the current situation because the topic is “hot” and grants are being awarded for research related to the coronavirus “pandemic”. Not only are there lots of scientific articles, but they are of varying quality and the results are often contradictory, as with, for example, the effectiveness of masks. It is therefore very important to distinguish which articles are more reliable, which less so, and which should be ignored if they contradict studies that of higher quality. These issues are dealt with in what is known as evidence-based medicine,[14] in which a special type of study plays a leading role–the randomised controlled trial (RCT), which is the highest-quality, most objective and most reliable study known to science; it is also referred to as the gold standard in order to emphasise its status and credibility in assessing the effectiveness of a given medical intervention, such as a specific drug or vaccine, or the wearing of masks.[15]


If something is “the most reliable”, then it automatically follows that there must also be studies which are less trustworthy.

Contrary to appearances and popular belief, the least convincing in the hierarchy of credibility of scientific evidence are the opinions of experts (including government ones). The only opinions less trustworthy than these are the opinions of politicians and laypeople, which, in principle should not be considered at all.

More reliable than a randomised controlled clinical trial can only be more such studies (the more, the better) conducted by different teams of researchers spread around the world. We then get a bigger sample of people studied and greater statistical power, and thus the conclusions reached about a particular medical intervention are even more robust and closer to the truth.

Data analyses that take collections of studies into account are called systematic reviews and meta-analyses. Also, as regards the studies related to the current “pandemic”, it should be noted that there are also meta-analyses combining randomised and observational studies, which are less reliable than those only considering RCTs.


The illusion of Evidence-Based Medicine


There is also, unfortunately, a dark side to medicine, which particularly concerns scientific research and publications that are created and falsified by pharmaceutical corporations. Let us remember what is at stake: billions of dollars that Big Pharma earns from positively rated products in peer-reviewed scientific journals. Therefore, we cannot trust every scientific article, even if it is published in a reputable journal. This has been pointed out, for example, by Leemon McHenry, co-author of the book The Illusion of Evidence Based Medicine[16].



McHenry is Professor Emeritus of Philosophy and Bioethics at California State University and a legal consultant at the law firm Baum, Hedlund Aristei & Goldman[17] in Los Angeles, California. His conclusions are shocking:


[...] The pharmaceutical industry is manufacturing all of these medical journal articles behind the scenes for basically marketing purposes. And I was astounded you know because I had this enormous trust in medical journals. And I thought you know all of the kinds of literature that's published of scientific literature that's published surely in the medical journals must be the most rigorous and most reliable and it turns out the opposite is the case and now I'm firmly of the opinion that medical journals for the most part should not qualify as scientific journals because not only because of the problem of ghost-writing[18] but also because of the problem that the peer-review system is so weak that we really can't trust what's going on out there in the medical literature.[19]


A second problem McHenry highlights is the fabrication or “disease mongering” by the pharmaceutical industry for financial gain, as is currently the case with COVID-19 genetic preparations and previously with swine flu vaccines. These are, of course, only examples. McHenry explains the essence of the thinking and business model of Big Pharma executives:

There was a pharmaceutical executive, in fact a CEO. I think it was from Merck, he was reflecting on his career on what he could have done better. And he said, you know the main problem is that we were selling drugs to sick people. What we should have realized is that we should sell drugs to healthy people. That way we’ve enormously expanded our market and we could sell drugs just like bubble gum[20].

What can we do to change this disastrous and corrupt way of conducting trials on medicinal products? Surely we should be protesting and trying to prevent the pharmaceutical industry from participating in the testing of its products. It has been known since the dawn of time that no one should be a judge in their own case. It is also necessary to prevent pharmaceutical companies from funding studies of their medicinal products at universities and state medical institutions. This is because it leads to corruption – he who pays the piper calls the tune. So, it is patients who lose out, as this has a direct impact on their lives and on their health. It is these same patients who pay taxes so that state medical agencies and universities can reliably (independently) assess the risk-benefit ratio of a drug using their money. McHenry sums up the essence of the problem and offers a proposal for reforming this corrupt system:

[...] what we first of all need to do is to completely eliminate pharmaceutical companies testing their own drugs. I mean, how in the world we get into a situation where we actually trust the manufacturers to do their own testing? The oligarchy corporations here has (sic) basically usurped democracy. The sort of cherished institutions of democracy which involve checks and balances in the system but also scientific integrity. So who's looking out for scientific integrity ?[21]


Two Polish sociologists of medicine, Dr. Urszula Domańska and Dr. Andrzej Domański, have also written about the fabrication of diseases, a phenomenon which has already been extensively described in the scientific literature and therefore does not belong in the category of conspiracy theories:

A third way of explaining the moral panic is the interest group model. In this instance, it is pointed out that sometimes, even against the intentions of the elites, certain interest groups can create a specific social problem. [...] Adopting a sociological interpretation, in which health problems are also considered as constructs or as products of social interpretation, suggests that illness can be consciously created and brought to life in its social reception. Moreover, this does not follow the logic of a conspiracy theory. In fact, there is sociological research which shows that the conscious and deliberate creation of specific health beliefs is a real aspect of the activities of the “health industry”[22].


The Domańskis also point out that one of the first cases of the creation of a new disease took place in the 1920s in the United States, when “a disinfectant manufacturer promoted a new ailment, halitosis (bad breath), in order to make money from the sale of his product as an oral disinfectant”.[23]



Medicine as a tool of social control: biopolitics, biopower, medicalisation, pharmaceuticalisation and geneticisation

Apart from the strictly scientific/medical aspect of the so-called coronavirus pandemic, which is dealt with by scientists proficient in medicine or statistics, the Domańskis also describe the socio-cultural dimension of this phenomenon, which should be considered in the context of such processes as, for example, the secularisation of modern societies, in which science is of particular importance and medicine occupies the place formerly held by religious belief. Health is seen as a central value, which leads to the medicalisation of these societies:

The term is used to emphasise the expansion of the medical perspective into other areas of life previously seen as non-medical. Nowadays, conception, birth, education, work, leisure, eating, breathing, aging, dying and death are all considered to be medical problems. Medicalisation is also a way of thinking about, valuing and seeking solutions to the problems of everyday life on the basis of medicine. [...] Medicalisation should be considered as fertile ground for the social acceptance of the biomedical narrative that accompanies contemporary pandemics.[24]


Polish society has been under the powerful influence of pharmaceutical companies for a long time. Television commercials, which are largely devoted to medicines and health supplements evidence this. It is not surprising, therefore, that Poles are receptive to medicines and “vaccines” and that TV producers are not averse to the money flowing from Big Pharma, which goes hand in hand with an uncritical approach to COVID-19 genetic preparations in their TV programmes. As the saying goes, “don’t bite the hand that feeds you”, and certainly not regularly. Even on Polish Television, which is generously subsidised by the government with taxpayers' money, there is no room for independent programmes such as Jan Pospieszalski’s “Warto rozmawiać” (It's Worth Talking), which disappeared from the airwaves after giving a voice to people critical of the official narrative on the so-called pandemic. It’s certainly worth talking, but is it allowed?

This openness and receptiveness to the products of the pharmaceutical industry is referred to in the scientific literature as the pharmaceuticalisation of society. As the Domańskis note:

[...] nowadays pills are treated as a cure for all sorts of troubles and problems. They are not only used to treat illnesses, but also function as “stimulants” and remedies for problems such as sadness, fatigue, shyness or lack of concentration.[25]


However, pharmaceuticalisation is slowly becoming passé as far as the current “pandemic” is concerned. The time for geneticisation is nearly upon us:

Traditional methods of diagnosis and treatment (pills) are proving insufficient and not modern enough. The geneticisation of SARS-CoV-2 diagnosis (PCR tests) and therapeutic practice (mRNA vaccines) should not be linked only to medical progress, because, as Abby Lippman (founder of the concept of geneticisation) argues, interpreting the determinants of diseases and the necessary therapies must be considered in terms of political decisions, which have to do with current polices, private beliefs and the interests and ideologies (professional and economic) of individual groups, researchers, scientific institutions and politicians.[26]


Thus, as the authors of the above statement suggest, the so-called pandemic is not a purely medical issue. Indeed, it is quintessentially political and global since the aim of these actions is to vaccinate the entire global population. As it turns out, as early as in 1976, Michael Foucault noted that our civilisation is in an epoch of biopower and biopolitics, i.e. what we sense today intuitively was already described a long time ago:

[...] power in the past was associated with the use of direct coercion. In modern societies, one can observe the development of professional groups (e.g. psychiatrists, public health specialists, media workers) whose aim is to exercise control over society. Nowadays, authority resorts to more subtle and sophisticated methods of influencing human behaviour. This means that individuals internalise (begin to adopt and treat as their own) models of specific behaviours promoted by the media as scientific and accept, most often not fully consciously, norms that are imposed from the top down. Modern society is [today] administered by professionals who define certain standards.

Similarly, a judgment is made on the basis of an administrative decision: 'sane', 'sick', 'insane', 'criminal', 'deviant'. Knowledge (science), according to Foucault, is a tool for the exercise of power. Today, one of its fields, i.e. medicine, is used to regulate and control human behaviour[27].


The WHO’s International pandemic treaty


In this context, it is easy to understand the project put forward by the World Health Organisation (WHO) to manage future pandemics through an international agreement. As early as in March 2021, the leaders of several countries and WHO Director-General Tedros Adhanom Ghebreyesus[28] issued a joint appeal calling for the creation of an international pandemic treaty, which contained a telling message:


There will be other pandemics and other major health emergencies. […] The question is not if, but when. Together, we must be better prepared to predict, prevent, detect, assess and effectively respond to pandemics in a highly coordinated fashion. […] To that end, we believe that nations should work together towards a new international treaty for pandemic preparedness and response.[29]


It means that the WHO will probably declare another fabricated pandemic, as has already happened with swine flu and COVID-19. This time, however, the management of the crisis will not (if the draft is adopted) take place as before, i.e. within the more or less sovereign decision-making of individual countries, but globally. This may be fine for politicians, as they will then shift responsibility for their decisions to the WHO as an expert body, but the problem is whether we can trust an institution that has already compromised itself twice with so-called pandemics. Can we trust an organisation that receives about 75% of its funding from private entities, including the pharmaceutical industry? This question must be answered emphatically in the negative. We should sever ties with an entity that is institutionally corrupt, and that is an instrument for Big Pharma to make money.


“Stay at home”, or the thing about so-called lockdowns and closing the doors of hospitals to the sick

The mass confinement of people under house arrest without trial was not only unlawful and contrary to the basic human rights but also ineffective. As recently as 2019, the World Health Organisation did not recommend applying emergency measures to populations (quarantining contact persons, closing borders, screening to determine “infection” on entry/exit) in order to counter influenza transmission–mainly because of their low impact on the spread of the disease and their severe side effects such as broken supply chains and social unrest. Have we had a rash of scientific studies since 2020 proving that lockdowns are beneficial and effective? Not at all. Decisions to “freeze” lives were taken at a purely political level and were based, at least officially, on a vastly overestimated number of deaths from SARS-CoV-2 derived from computer simulations rather than from empirical epidemiological studies. Let us recall that the Imperial College report predicted 510,000 deaths if the lockdown was not implemented, a figure that was absurdly high and in complete contradiction with the empirical data on the mortality rate (IFR). Unfortunately, the Polish government also relied on computer models and simulations, and as pointed out by Prof. Johan Giesecke M.D., Sweden’s former state epidemiologist, who performed that role for 20 years:

[...] any models for infectious diseases spread are very popular, many people do them, they’re good for teaching, they seldom tell you the truth.[30]



Better-quality scientific data show that lockdowns have little or no effectiveness but a huge range of catastrophic side effects. As early as July 2020, in The Lancet, a prestigious journal, it showed no correlation between immediate, full lockdown and universal routine diagnosis and COVID-19-related mortality.


According to the conclusions of the most recent (May 2022) systematic review of studies evaluating the efficacy of lockdown (meta-analysis of 22 scientific reports), the use of socially isolating non-pharmaceutical interventions (comprising abandoning human contact, lockdowns, quarantine, testing, contact tracing, wearing masks and other restrictions–known as Community non-pharmaceutical interventions or cNPIs) should be rejected as a policy instrument to combat pandemics. Other data also suggest that the stringency of measures set up to combat pandemics, including lockdown, appears to be unrelated to mortality, and that the development of “epidemics” in countries with mild restrictions such as Sweden and South Korea was similar to countries where lockdown was implemented. In addition, the “stay-at-home” strategy leads to an increase in abnormal (non-pathogen-related) mortality immediately after implementing lockdown.

Among the side-effects of lockdowns, the most cited are an increase in unemployment and company bankruptcies, mental deterioration, a decline in living standards, over-consumption of drugs and stimulants, deterioration of medical care for “non-Covid” patients, and an increase in malnutrition and deaths caused by starvation in developing countries. An analysis of the impact of the economic downturn in 2020 on mortality in children under 5 years of age in 129 countries showed that the economic impact of Covid strategies could lead to a minimum of 280,000 additional deaths of children in that age group, mainly in Africa. In Poland, because of the lockdown of hospitals for non-Covid patients, i.e. a reduction in hospitalisations (by as many as 2.8 million in 2020 compared to 2019) during the “pandemic” period (the last two years), there have been over 200,000 excess deaths, which are not–as the government narrative maintains–Covid deaths.


In his article on the global short- and long-term effects associated with the coronavirus “pandemic”, Prof. John Ioannidis put forward the following conclusion: “Putting projections together, the excess deaths from the measures taken is likely to be much larger than the COVID-19 deaths”.[31] In contrast, the Food and Agriculture Organisation of the United Nations (FAO) sounded the alarm that “in 2020, because of the economic impact of COVID-19, there could be a dramatic (record) increase of [another] 130 million food shortage victims”.[32] This begs the questions: how many famine victims were there in 2021? and how many will there be in the coming years because of the artificially created pandemic?



Many people in Poland did not receive timely and appropriate early treatment, and patients were commonly advised to use standard over-the-counter anti-inflammatory drugs and wait rather than use the health service they had already paid for. Only if their condition worsened were they supposed to call the emergency services. Could it be that the principle of prevention and early intervention is no longer in line with current medical knowledge? Patients with upper respiratory tract infections arrived in the healthcare system too late and in a much worse condition than was the case before the pandemic, and let us recall that there was no shortage of beds back then. In addition, inexpensive drugs with therapeutic potential in the treatment of COVID-19, such as Ivermectin or Amantadine, which had been known for years, were ignored or even discredited, while the expensive Remdesivir, with controversial efficacy and safety, was promoted and used in the treatment of COVID-19 [33] [34].


The Polish Ministry of Health did not promote health-oriented attitudes and behaviour, and people were “locked indoors”, thus limiting their physical activity and exposure to sunlight. Meanwhile, vitamin D supplements, the redress of micronutrient deficiencies (e.g. zinc, selenium), proper diet and physical activity can reduce the risk of infection and serious illness because of COVID-19. Forests were closed, although during the same period in Germany, people were encouraged to use them. The only “salvation” was to sit at home waiting for the magic vaccine to appear. “It is possible that lockdown will go down as one of the greatest peacetime policy failures in modern history”. This was the conclusion of the authors of a study (conducted for Canada) on the cost-benefit ratio in terms of, among others, public health, the economy, and psycho-social aspects in the short, medium and long term. We must demand that our politicians and so-called government experts take this conclusion to heart, apologise to the public and take responsibility for scientifically unsound actions.


School closures

The banning of children and adolescents from attending school, like any government restriction, was completely unjustified, primarily because there was no emergency (the mortality rate of the virus for the general population was at seasonal flu levels). This should not be forgotten. The government closed schools without having a justification to do so based on scientific research, although the burden of proof that the benefits of an action outweigh the risks always falls on the person taking it. The decision was therefore political, not scientific. Meanwhile, although schools in Sweden were not closed and the wearing of ineffective masks was not been mandated either, the country boasted far fewer excess deaths than Poland!


Furthermore, in Sweden, the number of deaths of children under 16 was similar to the number of deaths in the 4-month period before and after the advent of COVID-19, and the admission rates of teachers to intensive care units were comparable to those for other professions.[35] Nothing unusual was happening. Also, in the age group comprising children and adolescents, the risks of death, hospitalization, severe illness and complications associated with COVID-19 were negligible, and thus children and adolescents did not require any special protection.



There is also no high-quality evidence on whether and to what extent the closure of schools contributed to lower transmission of the virus in the community, including among at-risk groups. What we know for sure, however, is that school closures had a catastrophic impact on children and adolescents (psychological, social, educational, health-related, causing them to lose years of their life)[36] and on parental absenteeism, which generated further negative consequences for all. The losses from school closures far outweighed the potential benefits, and it is an open secret that the quality of education in public schools already left much to be desired and was of inferior quality even before the pandemic.


If coronavirus, like the influenza virus, poses a threat to certain risk groups, it is above all the people in those groups who should protect themselves. What must be emphasised here that it should be up to the individual person in the risk group to decide whether they want to protect themselves in this way or whether they prefer to take the risk of infection and death by deciding, for example, to have contact with their grandchildren. The compulsion to protect everyone is ethically unacceptable and undermines the fundamental right to personal freedom and the freedom to decide about one’s health and life, as was the case with the ban on visiting the sick in hospitals or nursing homes. The compulsion to protect attests to the totalitarian inclinations of those in power.


Surface disinfection, social distancing, temperature screening, and travel restrictions

Coronaviruses are among the respiratory viruses that are spread by aerosol (airborne) transmission. This happens when small droplets comprising water and saliva are exhaled by an infected person. Some droplets are so small that, with sufficiently low humidity, they can float in the air for a long time, increasing the likelihood of infection.

Unsurprisingly, studies show (as was already known before the so-called pandemic) that the risk of contamination from surfaces is negligibly small and therefore their disinfection, as well as disinfection of the hands and the wearing of special suits by medical personnel, make no sense in this case. The use of such protective measures must be regarded as a deliberate procedure that only serves to make people fearful and submissive. From a financial point of view, it is a waste of public and private resources and a lucrative business opportunity for certain groups of people.


Maintaining physical distancing, which was part of basic medical knowledge before the “pandemic” period, reduces the risk of infection and should be used, as with influenza, by people in at-risk groups who, due to their poor health, may become seriously ill or even die. However, it should once again be stressed that, from an ethical point of view, whether to maintain physical distancing should be up to individual concerned, who is free to decide and may wish to take the risk due to his or her own particular priorities. Therefore, forcing an entire population to practise physical distancing due to a negligible risk of illness or death from SARS-CoV-2 for most people, and when people are not infectious for the vast majority of the time[37] (a healthy person does not spread infection, which was standard medical knowledge until the “pandemic”), is completely disproportionate and unacceptable when one considers the social nature of human beings, the negative psychological side effects of isolation, ethical concerns, personal freedom and fundamental human rights, which cannot be violated solely on account of a small risk to health.


With joyful creativity, politicians, and the government experts at their service, introduced temperature screening to detect people infected with SARS-CoV-2. This turned out to be yet another pseudo-scientific tool whose only purpose was fear-mongering. Fever is a poor differentiator for the presence or absence of SARS-CoV-2 infection, and the use of anti-HIV drugs may mask symptoms. A systematic review of studies on screening practices when entering and leaving different premises (e.g. symptom questionnaires, measurement of body temperature) during previous epidemics–influenza A(H1N1), Ebola virus, and acute respiratory syndrome (SARS)–revealed the unsuitability or extremely low utility of such practices in differentiating the infected from the uninfected. Unsurprisingly, this also proved to be the case during COVID-19 research.

It should be emphasised that closing international land borders or requiring a negative RT-PCR test for entry into countries where SARS-CoV-2 is already widespread (even under conditions of low prevalence, SARS-CoV-2 does not pose a significant threat for most of the population) and routine quarantine are not justifiable both from an epidemiological perspective (little or no effectiveness) and from a human rights perspective.


Masks


Until the World Health Organisation announced the coronavirus “pandemic” and politicians recognised it as a major threat, it was common knowledge among medical experts that masks do not protect against respiratory viruses. This was, for example, the opinion of the Minister of Health, Prof. Łukasz Szumowski. On 26 February 2020 (i.e. even before the “pandemic” was announced), he declared in an interview with RMF FM radio that: “They [masks–ed.] do not help, they do not protect against the virus, they do not prevent illness. They really don’t help." [38]


This statement by Szumowski is based on the most reliable research known to evidence-based medicine as described above, i.e. randomised controlled clinical trials, which conclude that masks are ineffective (or their effectiveness is so small that the science does not conclusively demonstrate that effect) as a protection against respiratory virus infections, including coronaviruses. It is also irrelevant whether we use homemade masks, i.e. so-called fabric (community) masks, surgical masks or type N95 masks (equivalent to FFP2). There is no difference between them in terms of protection or reducing the risk of contracting the aforementioned viruses.

Before the coronavirus “pandemic”, no health or infectious disease organisations, such as the WHO (World Health Organisation), ECDC (European Centre for Disease Prevention and Control), CDC (Centers for Disease Prevention and Control in the USA) or RKI (Robert Koch Institute), recommended that whole communities wear masks in public places. Only after the outbreak of the “pandemic” did the recommendations of those organisations turn 180 degrees, but these were purely political decisions, not scientific ones. This was shown in a scientific article by Prof. Ines Kappstein M.D., a specialist in microbiology, virology and the epidemiology of infections as well as hygiene and environmental medicine:

No one: not the RKI, the WHO, the ECDC or the CDC has presented scientific data on the positive effects of the efficacy of masks in public places (in the sense of a reduced “rate of spread of COVID-19 in the population”), because no such data exist. Similarly, the update of the Cochrane Review in no way supports the use of masks in public spaces. This is confirmed by two further reviews of the relevant literature in April 2020 and a study conducted in Hong Kong a few years ago.

[...] It should be noted that, contrary to the scientifically established standards of evidence-based medicine, all national and international public health organisations have issued an opinion – of great import – on the necessity of wearing masks in public places, based solely on so-called convincing considerations.[39]


Moreover, Prof. Ines concludes that wearing masks in public places “potentially has the opposite effect”, i.e. the number of infections may increase! It is important to reiterate here that the burden of proof rests with the party which asserts the affirmative, so experts and politicians prescribing the use of masks should justify such compulsion with high quality research (which they obviously have not done), especially as whole populations are affected, so the potential side effects could be on a large scale.

Furthermore, studies point to the clinically relevant adverse medical effects of wearing masks, such as Mask-Induced Exhaustion Syndrome (MIES), deviations from normal physiological parameters (e.g. increase in blood carbon dioxide concentration, increase in blood pressure) or inhalation of toxic compounds from the materials used in their manufacture. By contrast, studies conducted from a psychological angle in Germany have shown that:

[...] the overwhelming majority of respondents were clearly psychologically and psycho- vegetatively agitated and indicated that they were experiencing distress due to the loss of sense of a sense of agency, self-efficacy, and influence over their lives. They saw the mere obligation to cover their mouths and noses as something disproportionate, an expression of unlawful interference, with the consequence that many of them were on the brink of trauma.[40]


It does not follow from the fact that masks are not at all effective in terms of protecting against respiratory viruses that it is not sensible to wear them sometimes, for instance during surgery. As Dr. Jim Meehan states:

I am a surgeon who has performed more than 10,000 surgical procedures wearing a surgical mask. [...] The premise that surgeon’s wearing masks serve as evidence that “masks must work to prevent viral transmission” is a logical fallacy that I would classify as an argument of false equivalence or comparing “apples to oranges”.

[...] Although surgeons do wear masks to prevent their respiratory droplets from contaminating the surgical field and the exposed internal tissues of our surgical patients. [...] If a surgeon were sick, especially with a viral infection, they would not perform surgery as they know the virus would NOT be stopped by their surgical mask.[41]


While there are a number of non-randomised clinical trials that indicate the efficacy of masks, according to evidence-based medicine these should be dismissed as flawed if they contradict more reliable studies.

The obligation to wear masks is another means of creating fear among citizens. It is a visible sign that constantly reminds citizens about a “pandemic” that they would otherwise quickly forget about based on their own experiences and perception of reality.


Genetic preparations against COVID-19

It should be noted that discussion of vaccines, of any kind, and especially criticism of them, is unacceptable to the mainstream media and government medical experts. For some reason, vaccines are sacred cows about which one can only speak in superlatives. Such an approach is certainly anti-scientific, because "Science is about questioning everything that can be questioned, because that is the only way to uncover that which is beyond question” (Prof. Tadeusz Kotarbiński). This means that if there are grounds for criticism or for allowing claims about certain products or medicines to be questioned, it is the scientist's duty to do so. Acting to the contrary, i.e. not allowing opponents to speak, not allowing a generally accepted position to be questioned, or maintaining that criticism of vaccines is playing with human health and life because it discourages vaccination, is anti-scientific and thoughtless.


This is because those who do not accept that the efficacy of vaccines can be challenged assume, perhaps unwittingly, that the idea that the benefits of vaccination outweigh the risks does not require critical discussion but should be accepted a priori, which is both untrue and wrong. For there is no way in science to arrive at the truth other than through research, the interpretation of research, and critical analysis. Science is very much about criticism, questioning generally accepted claims and remaining sceptical, not about being dogmatic or creating sacred cows.


With regard to vaccines (of any kind), as with any other medical product, three basic questions can be asked: are they legitimate (needed), effective and safe? With the false swine flu pandemic, vaccines were produced despite a very low IFR mortality rate of 0.02% and administered to the populations of certain countries. With such a low death rate and negligible hospitalisation rate, and their relatively low and short-lived efficacy (as is also the case with vaccines for “ordinary” flu), it is almost certain that the risks and adverse reactions will outweigh the potential benefits. There is therefore no doubt that these vaccines have been sold to countries not because of their legitimacy (need), but solely for the sake of the profits of pharmaceutical companies. This was well explained by Prof. Sucharit Bhakdi M.D., a scientist and physician, an eminent specialist in microbiology and in the epidemiology of infectious diseases, who was director of the Institute of Medical Microbiology and Hygiene at the University of Mainz in Germany for 22 years. He is the author of several hundred scientific publications and one of the most cited scientists in the field of medicine in Germany. Prof. Bhakdi stated, among others, that:

Undesirable and severe complications [narcolepsy–trans.] from the swine flu vaccine occurred several months later, mainly in children and adolescents, and had major consequences. Their incidence was 1 in 10,000. Perhaps someone will say: “If we have saved 10,000 lives and sacrificed one person’s health, then so be it”. However, of those 10,000 children and adolescents, no one died of swine flu[42].


As many as 1,300 people in Europe have contracted narcolepsy (an incurable disease) because of the Pandemrix vaccine,[43] so the losses have hugely outweighed the potential benefits. Swine flu vaccines proved to be unsafe, ineffective and unnecessary. Poland did not purchase them, for which foreign experts later praised it.


“According to members of the Committee on Social, Health and Family Affairs of the Parliamentary Assembly of the Council of Europe (PACE), Poland was right not to purchase A/H1N1 flu vaccines and not to succumb to pressure from pharmaceutical companies on this issue.

Minister Kopacz was absolutely right to speak out against the conduct of the pharmaceutical companies, Flynn told the Polish Press Agency (PAP). In her view, other European governments had unnecessarily spent millions of euros on these vaccines, as the scale of the epidemic had been exaggerated.

Another medical expert present, Prof. Marc Gentilini, former president of the French Red Cross, told a press conference that in the fight against A/H1N1 flu, Poland could serve as the best example.

The Social, Health and Family Affairs Committee of the PACE is working on a final report to clarify the behaviour of the World Health Organisation and national governments towards A/H1N1 flu cases”.[44]


Foremost, the COVID-19 “vaccines” are not traditional vaccines, but operate according to completely different principle:

[...] a vaccine is not a substance that does not contain antigens capable of combining with antibodies. Most SARS-CoV-2 “vaccines” do not contain antigens, only the instructions to produce them, so they cannot be called vaccines. Both the mRNA and the constructs in the vector “vaccines” are not antigens. Instead of introducing the construct into a bioreactor, such as yeast, it is introduced into our cells. This time we are supposed to be the bioreactors[45] (Prof Kornelia Polok, geneticist).

Although the concept of mRNA vaccines emerged as early as 1990, this technology has never been used on a mass scale against respiratory viruses in humans. Prior to introducing mass vaccination programmes against COVID-19, scientists expressed their concerns about the efficacy and safety of these preparations based on previous experience with the pathophysiology of coronavirus infections and mRNA vaccine technology. There is, therefore, no doubt that, from a scientific point of view, we are dealing with a huge global medical experiment. This claim is controversial, but for a scientist it should be obvious: as long as we are collecting data for a particular study, as long as we are in the middle of it and (necessarily) do not know the medium- and long-term effects of the vaccine, and as long as the adverse reactions to it have not been clarified or ruled out, we are dealing with an experiment, regardless of any legal or statutory definitions to the contrary. It is estimated that the development of a new vaccine takes, on average, about 8 to 12 years.


The initial results of clinical trials were promising and indicated a high (67-95%) relative efficacy of COVID-19 vaccination in protecting against disease. However, the public was not informed about the relatively low absolute efficacy of 1-2% (which covers the entire vaccinated population). Unfortunately, the best currently available data (from randomised trials) are methodologically and qualitatively questionable and do not answer the most important questions regarding the efficacy of the preparations in question, while observational studies (which indicate the high efficacy of vaccination in protecting against severe Covid and death from it, but stand much lower in the hierarchy of scientific evidence and did not assess all-cause mortality, i.e. the total number of deaths) may overestimate their efficacy due to several confounding factors, e.g. the definition of a vaccinated person as someone who is at least 14 days after receiving their second dose. Meanwhile, most potential severe complications (deaths and hospitalisations) due to post-vaccination reactions occur precisely before 14 days,[46] which, according to the above definition, means that the complications are attributed in statistics and observational studies to unvaccinated persons, thereby overestimating the efficacy of these preparations.


Despite the drawbacks of randomised trials, none have shown that COVID-19 vaccines reduce the risk of death overall (i.e. considering the total number of deaths regardless of cause) or the risk of death associated with COVID-19, whereas, as noted earlier, the burden of proving efficacy rests with those who recommend or prescribe a given product. However, this principle does not hold true for the sale of products that generate billions of dollars in profits for pharmaceutical companies. Furthermore, studies show that COVID-19 vaccines do not inhibit the transmission of the virus, which was one of the (premature and unsupported by evidence) arguments in favour of their use.

With regard to the safety aspect, genetic preparations against COVID-19 cause an unprecedented number of adverse reactions, including deaths, which are then reported in the VAERS, WHO or VigiAccess systems, although it is estimated that only about 1% of adverse reactions are reported.

On the other hand, there is no confirmed causal relationship between a system-reported event and vaccination (independent analyses suggest, however, that in up to 80% of cases the COVID-19 vaccine may have been the factor leading to death).

The alarming scale of vaccine complications is also indicated by sources such as: Pfizer’s report to the FDA on pharmacovigilance, made public by court order; data from the Defence Medical Epidemiology Database; an open letter by Dr. Tessa Lawrie (director of The Evidence-Based Medicine Consultancy Ltd); an appeal by 84 scientists and physicians affiliated with the Health Advisory & Recovery Team; Arne Burkhardt's histopathology findings; and independent analyses reporting correlations between excess mortality and vaccination programmes. Many side effects of COVID-19 vaccines are documented in the scientific literature, such as neurological diseases, autoimmune diseases, cardiovascular events, antibody-dependent enhancement of infection, hemiplegia, anaphylactic reactions, skin lesions, cancer progression, stroke, menstrual disorders and, finally, deaths. Of particular concern are the high rates of post-vaccination myocarditis among male adolescents, a group at very low risk of severe SARS-CoV-2 infection. There is also a lack of convincing data on the safety of these preparations for pregnant and lactating women, yet national governments recommend them to those patient groups.

Taking all this into account, vaccination against COVID-19 should be stopped immediately. Even before the vaccines were marketed, Prof. Stefan Hockertz, a scientist, immunologist and toxicologist, former director and professor of the Institute for Experimental and Clinical Toxicology at the Medical University of Hamburg-Eppendorf, with 30 years of experience in the field of vaccines, was among those who strongly warned about their effects:


The place of this vaccine is exactly where the swine flu vaccine landed years ago: on the rubbish heap.[47]


These preparations, because of their experimental nature and their (known and unknown) side effects, should not be allowed to be marketed in Poland at all, especially on a mass scale. Nor should people be forced to use them. The state agencies set up to check medicinal products, and having the relevant competence to do so, do not allow certain medicines to be marketed and thus do not give patients the choice of whether or not to use them. Therefore, the view that everyone should have the right to choose untested and harmful products (in this case COVID-19 vaccines) is unjustified.

In any case, the government and the experts were not concerned with making (scientific) arguments to the public about the benefits of taking the preparations against COVID-19, as was clearly expressed by the Chief Sanitary Inspector, Jarosław Pinkas:

Perhaps we will also have a vaccine. [...]. Simply, we will generate a demand for it, an emotional demand, a state of mind which says: I want to have it because it is extremely important to me[48].


Legal perspective

A state of mind can also be created through the appropriate construction of law and its execution, as we have recently experienced first-hand. In Poland (but in principle this applies to the entire world), we are living in an age of legal positivism, the superiority of law made by humans (arbitrarily and by majority) over natural law, i.e. law that is inherent in human nature. For natural law is based on human nature, in other words, on the laws discovered within it. Likewise, when we study inanimate nature (which is the domain of the exact sciences), we merely discover the laws that govern it, but we do not invent or create them. Nor do we democratically vote them down by majority vote. That would be absurd.

Law made by humans has its rightful place, of course, but only as a refinement of natural law; it should never contradict it, because then we would deal with lawlessness or anti-law, and therefore with rape and violence against human nature.

One example of such lawlessness is the imposition of rules on whole societies which deprive those societies of the fundamental rights deriving from the inherent dignity of every human being and, furthermore, which oblige them to undertake actions that are incompatible with sound and reliable scientific research. It is that research that tells us, even if only approximately, what reality is and where the truth lies.

Therefore, creating laws that impose, contrary to available knowledge: diagnosis based on PCR tests; introducing lockdowns causing an increase in the number of excess deaths; vaccinations that violate the principle of self-determination; bans on visits to relatives (including one's own children!) and thus the sovereign decision-making and risk-taking of patients; the locking of hospital doors to patients with non-Covid ailments (and this despite beds being available); the wearing of ineffective masks that cause side-effects; house arrest without a court order and in the absence of any evidence as to its effectiveness; and the disregarding of scientific reports about [the level of infection] being low risk, i.e. at the level of seasonal influenza–all this is foremost unlawful under natural law and a violation of reason. Even if the threat were real, the measures taken must still be proportionate to the threat and not extreme.

Moreover, unlawful actions and regulations were implemented within the framework of the law in force in Poland. Unfounded and, in most cases, unlawful legal solutions were introduced in the name of a state of emergency, which was supposedly an “epidemic”, although, ironically, no state of emergency was declared.


For independent thinkers


​If the WHO declared a false swine flu pandemic, can we rule out that it did not do the same with SARS-CoV-2, and on what basis?


If the WHO recommended unnecessary, ineffective and dangerous swine flu vaccines, can we rule out that it has not done so again, and on what basis?


About the Ordo Medicus Foundation

The Ordo Medicus Foundation is an organisation of doctors and scientists working for health, freedom, truth, and independent science. It was established in opposition to the absurd and anti-scientific actions of those in power and so-called government experts in connection with the so-called COVID-19 pandemic.

The Ordo Medicus Commission of Inquiry into the Pandemic has been in operation since last year. Our aim is to explain the various aspects of the so-called pandemic in detail. The knowledge we have gained is used by lawyers to pursue cases in chambers of medicine and in the courts. This concerns, in particular, those doctors who dare to have their own opinion on the issue, but also ordinary citizens.


The second aim of the Commission is to educate the public and provide them with knowledge from independent experts. All the Commission’s meetings are transmitted live and links to them with descriptions are posted on our website: www.ordomedicus.org/category/posiedzenia. We have also organised conferences on the consequences of vaccinating children against COVID-19 and the impact of government restrictions on the operation of the health service in 2020-2021. We have issued statements (signed by many doctors and scientists) and provided medical and scientific justifications in regard to these issues. At our invitation, Dr. Wolfgang Wodarg M.D. came to Poland to take part in three meetings organised by us, as well as a meeting of the Commission of Inquiry. It is well worth familiarising yourself with his unique knowledge. All the materials are available on our website.



So far, we have published three books: Corona Unmasked. New Figures, Data and Background Information by Prof. Sucharit Bhakdi and Prof. Karina Reiss, Faked Pandemics. Arguments Against the Reign of Fear by Wolfgang Wodarg, and the five volumes of False Pandemic. Critiques by scientists and physicians, [orig. title: Fałszywa pandemia. Krytyka naukowców i lekarzy] which I have compiled, and which are accompanied by an excellent film entitled: "Trust WHO". We will soon publish another paper on, among other things, the relationship between autism and vaccination entitled “How to End the Autism Epidemic? The Link between Autism and Vaccines” (orig. title: Jak zakończyć epidemię autyzmu? Związek autyzmu ze szczepionkami). If funds permit, we would like to invite the author of this work to Poland to address this issue more extensively. All these books can be purchased in our bookshop (www.ordomedicus.org/sklep/). We are grateful for every purchase as it supports our activities.



In view of these costly activities, I encourage you to support our Foundation regularly: www.ordomedicus.org/wspieram/. It operates thanks to donations and the book sales. All donations are tax deductible. We want to remain fully independent and therefore do not rely on public funds or grants.


Our goal is to address publicly important issues connected with life and health which are perceived as difficult or controversial, invite prominent specialists, including from abroad, and carry out publishing activities. It is worth supporting our Foundation because, we hope, this will translate into an improvement in the quality of our own health and lives.

I wish you an informative read!

PhD Mariusz Błochowiak
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3. COVID-19 DIAGNOSTICS

Prepared by Piotr Witczak, PhD and Dorota Sienkiewicz M.D., PhD


Abstract

PCR, or polymerase chain reaction, is a DNA multiplication reaction used in diagnostic methods, scientific research, medicine and forensics. Kary Mullis developed the method in 1983. It involves the multiplication of a selected DNA fragment by cyclical heating and cooling of a suitably prepared solution of enzymes, nucleotides, primers and the DNA under investigation.

In the case of the PCR test used in laboratory diagnostics to detect a coronavirus, we are looking for the RNA of the virus. The reaction takes place in a slightly different way, but the principle remains the same–it is then called RT-qPCR (from reverse-transcription polymerase chain reaction or reverse-transcriptase polymerase chain reaction). The reaction that occurs with the RT-qPCR test fundamentally differs from the usual PCR test in that, from the outset, the RNA chain must be transcribed (“reverse transcribed”) into a complementary DNA strand (cDNA). The reaction then proceeds in the same way. In this paper, for the sake of simplicity, the term “PCR test” will mostly be used.

The official narrative is that the PCR method is the gold standard for detecting SARS-CoV-2, but cell culture is the preferred method for virus identification (and should be the gold standard). The detection of viral RNA via RT-PCR may not indicate the infectivity of the infected person or prove that the virus causes clinical symptoms. Furthermore, this test cannot exclude diseases caused by other bacillary or viral pathogens.

The typical severe course of COVID-19 leading to death is manifested by pneumonia and respiratory failure. In terms of clinical symptoms and laboratory findings (white blood cell count, lymphocytes, procalcitonin, C-reactive protein, creatinine, glomerular filtration rate, D-dimers and troponin), respiratory tract infection is indistinguishable between patients with a positive and negative PCR test based on a nasopharyngeal swab. Most cases of pneumonia have an unknown aetiology, while where the infectious agent is successfully identified, several bacteria and viruses are detected. Meanwhile, clinical practice has invariably been dominated by the principle: “If something looks like COVID-19, it probably is COVID-19, so treat it as COVID-19”.

The RT-qPCR assay commonly used for SARS-CoV-2 diagnosis was introduced based on a publication [Corman 2020] at the end of January 2020. An independent critical review [Borger 2020] of that publication by 22 researchers from the International Consortium of Scientists in Life Sciences (ICSLS) identified 10 major scientific flaws at the molecular and methodological level that render the PCR test for the detection of SARS-CoV-2 virus useless; the conclusions recommended that the article [Corman 2020] be retracted. There are no international standards for PCR assays and results may vary between laboratories. Before qPCR tests were introduced on a mass scale, results should have been confronted with the virus culture and correlated with symptoms, which was not done. Arbitrarily, the PCR method was hailed as the “gold standard” for coronavirus infections. Similarly, the antigen tests used for COVID-19 diagnosis were widely criticised, particularly when testing asymptomatic individuals.

In previous outbreaks (SARS-CoV-1, H1N1, MERS-CoV, Ebola, Zika), establishing a case of the disease required confirming the presence of symptoms. At the time, health authorities expressed concern that false-positive PCR-based tests could harm both the test subjects and the ability of agencies to monitor the outbreak. It was recommended that PCR-based tests be restricted to people with a high probability of infection (those with symptoms and/or significant exposure to the pathogen). In addition, confirmation of a positive result by a second, independent test was often required.


High multiplication of nucleic acids makes PCR-based tests very sensitive, and also very sensitive to small levels of contamination that can give false-positive results. Analyses showed that the cycle threshold (Ct)[49] values for a positive result in commonly used tests ranged from 30 to 45. When a threshold of 35 cycles or more is used (and was the case in most laboratories in Europe and the USA), the probability that a person is infected is less than 3%, and the probability that a result is a false positive is 97%. Traces of nucleic acids can come from a “live” infectious virus or from RNA fragments from a previous infection, which can remain in the body and give a positive test result for up to 90 days after infection.



False positives become a problem when individuals with a positive test result or those who have had contact with them have to isolate themselves unnecessarily. Even with a high 99% specificity[50] for the PCR test, many thousands of false positives will be generated for every 10 million tests carried out per day, causing unnecessary but legally enforced isolation of those individuals and their contacts, with potentially damaging consequences for the economy and public health. False-positive rates among asymptomatic patients are as high as 70% (for both RT-PCR and rapid antigen tests).



Many people who are not infectious (and unlikely to be) receive positive test results and, along with those with whom they have been in contact, are forced into unnecessary isolation. Using PCR tests for population screening [i.e. the testing of asymptomatic individuals – auth.] – even with a lower Ct value for a positive result–is not epidemiologically justified. The balance of costs and harms versus potential benefits has not been assessed. Diagnosis of patients should include an assessment of virus titer (quantity), antibodies and detailed clinical analysis (including differential testing for other pathogens), and observation. Infectivity should also be demonstrated by the inoculation[51] of cell lines. Electron microscopy, whole-genome sequencing and phylogenetic analysis can lead to conclusions about reinfection or a false-positive result (no reinfection).


Given (1) the molecular and methodological shortcomings of the ubiquitous diagnostic tests for COVID-19, (2) mass population screening, (3) the multiplicity of infectious agents leading to COVID-19-specific pneumonia and respiratory failure, (4) the indistinguishable symptoms and clinical findings (e.g. morphology, CRP, d-dimers) for COVID-19 and other influenza-like upper respiratory tract infections, (5) the lack of differential diagnostics, and (6) the largely unknown aetiology of pneumonia, the reported morbidity and mortality associated with COVID-19 in the statistics must be considered significantly overstated.

Official data from the Central Statistical Office (GUS) and the Ministry of Health (MZ) confirm that there was no epidemiological emergency in Poland during the “COVID-19 pandemic”. The total number of influenza cases in 2020 and SARS-CoV-2 infections was 4.43 million, almost identical to the multi-year average of influenza cases. The daily average of deaths “from” COVID-19 in Poland was 3.3 with a daily norm of 1,250 deaths, including about 200 from respiratory illnesses and colds. At the peak, i.e. around 22 April 2020, there were about 25 deaths per day “from” and “with” COVID-19. Post factum, the Ministry of Health reported that of these 25 deaths, about 18% of were “from” COVID-19, or only around 4-5 deaths. The record was only 40 deaths in one day.

In 2020, compared to 2019, there were approximately 14 million fewer hospitalisations, approximately 150,000 fewer diagnoses of pneumonia, approximately 0.5 million fewer X-ray patients, 10,000 fewer respiratory therapy/mechanical ventilation patients, 0.5 thousand fewer diagnoses of Acute Respiratory Distress Syndrome (ARDS), and the number of “respiratory failure” cases decreased by approximately 11,000. Probably the main reason for the excess mortality during the COVID-19 pandemic was the reorganisation of health care, disproportionate to the risk, which translated into delayed and limited access to medical care.


In addition, many patients broke down psychologically because of enforced isolation and aggressive, fear-mongering propaganda in the media. Negative information constantly repeated in the mass media had a destructive effect on their health, causing a nocebo effect[52] and mass hysteria. There have been outbreaks in the past that were officially declared false, such as the whooping cough epidemic at Dartmouth-Hitchcock Medical Center in New Hampshire or the “swine flu” pandemic of 2009.



In 2006, under the influence of the Portuguese series Strawberries with Sugar, psychogenic allergy-like symptoms emerged in young people in Portugal. In September 2018, in turn, some passengers on Emirates flight 203 experienced flu-like symptoms. Other passengers who noticed them also began to feel unwell, resulting in a panic that became so intense that they were all quarantined upon arrival in New York. An investigation carried out later on showed that only a few of the passengers had actually been suffering from seasonal flu or a cold.


In light of the above, when discussing any issues related to the “COVID-19 pandemic”, it is important to interpret a “COVID-19 case” as a positive test result, which in a wide range of real-world scenarios may not be related to SARS-CoV-2 or any other disease.

In conclusion, the policy of mass screening of the population for “COVID-19” was unwarranted and has resulted in negative health and economic consequences that outweigh any benefits. The high number of Covid cases and deaths during the “COVID-19 pandemic” in Poland was mainly the result of mass screening and faulty diagnostics, limited and delayed access to medical care, lack of promotion of health-promoting attitudes and proper treatment of the symptoms of “COVID-19”/co-morbidities, and mass hysteria.             


Characteristics and basic disadvantages of COVID-19 diagnostics


	
“The PCR reaction, known as the polymerase chain reaction, is a DNA multiplication reaction used in diagnostics, research, medicine and forensics. The method was developed in 1983 by Kare Mullis and is very ingenious in its simplicity – it involves the multiplication of a selected DNA fragment by cyclical heating and cooling of a suitably prepared solution of enzymes, nucleotides, primers and the test substance. The researcher who develops the test must know the nucleotide sequences in the segments surrounding the DNA fragment of interest, while the polymerase chain reaction occurs spontaneously and the nucleic acid fragment is rapidly duplicated, making it easily detectable. With this method, it is possible to detect a specific DNA gene sequence from, for example, a criminal or a microorganism – hence its widespread use in medicine and forensics. In the case of the PCR test used in laboratory diagnostics to detect a coronavirus, we look for the RNA of the virus. The reaction takes place slightly differently, but the principle remains the same – it is then called RT-qPCR (from reverse-transcription polymerase chain reaction or reverse-transcriptase polymerase chain reaction). The reaction that occurs with the RT-qPCR test fundamentally differs from the usual PCR test in that, from the outset, the RNA chain must be transcribed (“reverse transcribed”) into a complementary DNA strand (cDNA), and the reaction proceeds in the same way from there”. [WEI 2021]. In this paper, for the sake of simplicity, the term “PCR test” will mostly be used. 


	It is now recognised that the PCR method is the gold standard for detecting SARS-CoV-2 viruses, but cell culture is the preferred method for virus identification and should be the gold standard. [Hematian 2016]. 


	
“PCR Tests and the Rise of Disease Panic” [Brownstone Institute 2021]: 






	
“The disadvantage of cell cultures is they need highly skilled technicians and can take weeks to complete. The advantage is they only count living viruses that multiply and damage cells. Dead virus fragments that do neither are automatically discounted.” 


	
“The invention of PCR in 1983 was a game changer. Instead of waiting for viruses to grow naturally, PCR rapidly multiplies tiny amounts of viral DNA exponentially in a series of heating and cooling cycles that can be automated and completed in less than an hour. PCR revolutionised molecular biology but its most notable application was in genetic fingerprinting, where its ability to magnify even the smallest traces of DNA became a major weapon in the fight against crime. But, like a powerful magnifying glass or zoom lens, if it’s powerful enough to find a needle in a haystack it’s powerful enough to make mountains out of molehills. Even the inventor of PCR, Kary Mullis, who won the Nobel Prize in Chemistry in 1993, vehemently opposed using PCR to diagnose diseases: “PCR is a process that’s used to make a whole lot of something out of something. It allows you to take a very miniscule amount of anything and make it measurable and then talk about it like it’s important“. 


	
“As the philosopher of science, Karl Popper, observed: “non-reproducible single occurrences are of no significance to science”. To be reproducible, the results of one test should compare within a small margin of error with the results of other tests. To make this possible all measuring instruments are calibrated against international standards. If they aren’t, their measurements may appear to be significant, but they have no significance in science. PCR tests magnify the number of target DNA particles in a swab exponentially until they become visible. Like a powerful zoom lens, the greater the magnification needed to see something, the smaller it actually is. The magnification in PCR is measured by the number of cycles needed to make the DNA visible. Known as the Cycle Threshold (Ct) or Quantification Cycle (Cq) number, the higher the number of cycles the lower the amount of DNA in the sample. To convert Cq numbers into doses they have to be calibrated against the Cq numbers of standard doses. If they aren’t they can easily be blown out of proportion and appear more significant than they actually are. Take an advertisement for a car for example. With the right light, the right angle and the right magnification, a scale model can look like the real thing. We can only gauge the true size of things if we have something to measure them against. Just like a coin standing next to a toy car proves it’s not a real one, and a shoe next to a molehill shows it’s not a mountain, the Cq of a standard dose next to the Cq of a sample shows how big the dose really is.” 





	
There are no international standards for PCR testing and results can vary widely between laboratories: 





	
“The amount of material collected by nasopharyngeal swabs is imprecise"; “It should be noted that there is currently no standard measure of viral load [amount of virus – auth.] in clinical samples”; “Ct values from SARS-CoV-2 diagnostic PCR assays should not be used as direct estimates of viral load” [Dahdouh 2021]. 


	
Evaluation of eight control samples, each with a different virus, in 23 different laboratories yielded Cq ranges above 20, indicating an apparent difference in viral load of a million in the same sample [Fryer 2008]. 


	
“The evident lack of certified standards or even validated controls to allow for a correlation between RT-qPCR data and clinical meaning requires urgent attention from national standards and metrology organisations, preferably as a world-wide coordinated effort”; “Certainly the label “gold standard” is ill-advised, as not only are there are numerous different assays, protocols, reagents, instruments and result analysis methods in use, but there are currently no certified quantification standards, RNA extraction and inhibition controls, or standardised reporting procedures” [Bustin 2021]. 


	
“Because the nucleic acid target (the pathogen of interest), platform[53] and format[54] differ, Ct values from different RT-PCR tests cannot be compared” [CDC 2021]. 






	
The RT-qPCR assay commonly used for SARS-CoV-2 diagnosis was introduced based on a publication [Corman 2020] at the end of January 2020. 


	
On 26 November 2020, an independent critical review of the Corman 2020 publication appeared – [Borger 2020], which was sent to the Eurosurveillance journal [Corman-Drosten review 2022]. It stated: “In light of all the consequences resulting from this very publication for societies worldwide, a group of independent researchers performed a point-by-point review of the aforesaid publication in which 1) all components of the presented test design were cross checked[55], 2) the RT-qPCR protocol-recommendations were assessed w.r.t. (with regards to) good laboratory practice, and 3) parameters examined against relevant scientific literature covering the field. The published RT-qPCR protocol for detection and diagnostics of 2019-nCoV [a new 2019 coronavirus – auth.] and the manuscript suffer from numerous technical and scientific errors, including insufficient primer design[56], a problematic and insufficient RT-qPCR protocol, and the absence of an accurate test validation. Neither the presented test nor the manuscript itself fulfils the requirements for an acceptable scientific publication. Further, serious conflicts of interest of the authors are not mentioned. Finally, the very short timescale between submission and acceptance of the publication (24 hours) signifies that a systematic peer review process was either not performed here, or of problematic poor quality”. The authors of this critical review provided a list of specific flaws that make the diagnostic tool described in the Corman 2020 paper unsuitable for the identification of the SARS-CoV-2 virus: 






	
“There exists no specific reason to use these extremely high concentrations of primers[57]. Rather, these concentrations lead to increased unspecific binding and PCR amplification”. 


	
The six unspecified (“Wobbly”) nucleotides in the primers[58] will introduce tremendous variability in the conditions of the actual laboratory implementation of this assay; the misleading non-specific description in the Corman-Drosten article is not appropriate as a standard operating protocol. 


	
“The test cannot discriminate between the whole virus and viral fragments. The test cannot be used as a diagnostic for SARS-viruses”. 


	
“A difference of 10° C with respect to the annealing temperature (Tm)[59] for primer pair (RdRp_SARSr_F and RdRp_SARSr_R) also makes the test unsuitable [...] as a specific diagnostic tool to identify the SARS-CoV-2 virus”. 


	
“A severe error is the omission of a Ct value at which a sample is considered positive and negative. This Ct value is also not found in follow-up submissions making the test unsuitable as a specific diagnostic tool to identify the SARS-CoV-2 virus”. 


	
“PCR products have not been validated at the molecular level”. 


	
“The PCR test contains neither a unique positive control to evaluate its specificity for SARS-CoV-2 nor a negative control to exclude the presence of other coronaviruses”. 


	
“The test design in the Corman-Drosten paper is so vague and flawed [...]; nothing is standardized and there is no SOP. This highly questions the scientific validity of the test.” 


	
“Most likely, the Corman-Drosten paper was not peer-reviewed”. 


	
“We find severe conflicts of interest for at least four authors, in addition to the fact that two of the authors of the Corman-Drosten paper (Christian Drosten and Chantal Reusken) are members of the editorial board of Eurosurveillance”.  A conflict of interest was added on July 29 2020 (Olfert Landt is CEO of TIB-Molbiol; Marco Kaiser is senior researcher at GenExpress and serves as scientific advisor for TIB-Molbiol), that was not declared in the original version (and still is missing in the PubMed version); TIB-Molbiol is the company which was “the first” to produce PCR kits (Light Mix) based on the protocol published in the Corman-Drosten manuscript, and according to their own words, they distributed these PCR-test kits before the publication was even submitted; further, Victor Corman & Christian Drosten failed to mention their second affiliation: the commercial test laboratory “Labor Berlin”. Both are responsible for the virus diagnostics there and the company operates in the realm of real time PCR-testing”. 






In the conclusions of the review [Borger 2020] it was pointed out: “In light of our re-examination of the test protocol to identify SARS-CoV-2 described in the Corman-Drosten paper we have identified concerning errors and inherent fallacies which render the SARS-CoV-2 PCR test useless. The decision as to which test protocols are published and made widely available lies squarely in the hands of Eurosurveillance. A decision to recognise the errors apparent in the Corman-Drosten paper has the benefit to greatly minimise human cost and suffering going forward. Is it not in the best interest of Eurosurveillance to retract this paper? Our conclusion is clear. In the face of all the tremendous PCR-protocol design flaws and errors described here, we conclude: There is not much of a choice left in the framework of scientific integrity and responsibility.”



	
“Unlike replication-competent virus, SARS-CoV-2 RNA can still be detected by a PCR test in many patients several weeks after the onset of symptoms. Several analyses have shown that these positive PCR results in healthy patients cannot be equated with infectiousness” [RKI 2020]. 


	
The publication entitled “CDC 2019-Novel Coronavirus (2019-nCoV) Real-Time RT-PCR Diagnostic Panel” [FDA 2021] indicates the following: 
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