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Since the World Health Organization (WHO) declared the COVID-19 global
pandemic, many issues have arisen that run contrary to historical precedents and
known and practiced public health principles of the last century. This article
discusses some of these issues: assumptions made without evidence, the
incorrect case definition, PCR diagnostic test problems, the impact of these two
factors on morbidity and mortality estimates, school closures, facemasks,
lockdowns and their effects on children.
Assumptions about SARS-CoV-2 made without evidence – the creation of panic
Panic has been spread among the general population since the beginning of the pandemic,
based on the idea of “asymptomatic transmission”. This idea was strongly influenced by a case
report in Germany, in which an infection was attributed to contact with an asymptomatic
person (1). Further investigation revealed that this person had actually been sick and had been
suppressing her symptoms with medication (2). The original misleading paper was never
rectified. Based on this, and limited case reports from China, the “experts” began to promote
the idea that this virus behaves differently to other respiratory viruses. All prior knowledge
indicates that epidemics are not driven by asymptomatic individuals (3, 4). However, the
decision-makers in this epidemic determined that this does not apply to COVID-19 and every
single individual we encounter could be an infectious person capable of killing us. This is
contrary to conventional reasoning in medicine and public health. Decisions have always been
based on prior knowledge, until there is compelling evidence to disprove what we thought we
knew. Articles in the literature have found that secondary transmission by asymptomatic
individuals is very low (5, 6, 7). In a cohort study with a very large sample size, no one became
infected among 1,174 contacts of 300 asymptomatic subjects who had tested positive for
SARS-CoV-2 (8).
Another assumption promoted by the “experts” in this epidemic is the idea that the general
population would be immunologically “naive” to this virus and thus 100% susceptible to develop

the disease. This is again not consistent with previous knowledge about human immunity to
viral agents. Cross-immunity is a well-known fact. It is not reasonable to assume that the entire
population is immunologically susceptible to SARS-CoV-2, when in fact it is very likely that
many individuals have at least partial immunity to the virus due to prior infection with similar
viruses or agents with similar antigenic properties. There are several studies showing that
individuals have immunity to SARS-CoV-2 by T-Cell mediated mechanisms (9, 10, 11, 12, 13).
Problems with the “case” definition
Over centuries of epidemic management, a case always constituted a sick individual who
presented a series of established clinical criteria, confirmed – if deemed necessary – by a
laboratory test. In the COVID-19 pandemic, a “case” has been redefined as anyone with a
positive PCR test result, independent of clinical signs and symptoms. There is no historical
precedent for defining a symptomless infection with a respiratory virus as a medical case.
The practice has been to report “new cases” every day based on positive test results and
including asymptomatic individuals. Any person with even a rudimentary understanding of
epidemiology knows that this is not how the incidence (new cases) of an illness is
measured. Only the prevalence of positive test results is being measured every day. As we will
see below, these results do not necessarily relate to infectiousness. The number of reported
positive test results depends on the number of tests administered. When a high volume of tests
are being administered, there will be a high number of positives. These positive test results are
not “new medical cases” with the disease.
The correct way to estimate the disease incidence is to have doctors count and report subjects
who are ill with characteristic symptoms and are then confirmed as COVID-19 cases through a
positive test result. Incidence of hospitalizations should be reported in the same manner.
Problems with the PCR test
There are serious problems with the use of the PCR test on asymptomatic individuals (14).
There is extensive literature that shows that the PCR test is not a “gold standard” for defining a
case of disease and that it can have a high percentage of false positive results (15, 16, 17). It
remains a well-known epidemiological principle that even with a highly sensitive and specific
test, if the test is administered in a population with low disease or infection prevalence, there
will be a relatively high percentage of false positive results.
This becomes even more problematic in light of the studies showing that at a high number of
amplification cycles (as have been used during this pandemic) the PCR test detects RNA
fragments that do not represent a viable virus (18, 19, 20, 21, 22). Authorities managing this
epidemic have been identifying individuals who are healthy, and do not present a risk to the
community.
The research paper used by the World Health Organization (WHO) at the beginning of 2020 to
establish the PCR test as the primary criterion to diagnose COVID-19 was written by Corman,
Drosten and several others (23). An independent panel of scientists found this work to contain a
large number of flaws in its methodology and in the validity of the results. In addition, it was
accepted for publication in a most irregular manner without the standard peer-review (24).
In a notice written on January 13, 2021 and published on January 20, 2021, the WHO
confirmed that PCR tests should not be used as the sole method of diagnosing COVID-19; they
should only be used where clinical signs and symptoms are present, and they can yield false
positive results at high amplification cycles (25). The package inserts accompanying PCR test
kits, state that the test should be administered only to patients with signs and symptoms
suggestive of COVID-19 (26, 27).
Problems with estimates of morbidity and mortality indicators

It is evident that COVID-19 “cases” are being defined incorrectly. The logical conclusion is that
there may be major errors in all reports of incidence, deaths and hospitalizations attributed to
this disease. In the United States, anyone who dies with a recent positive PCR test for SARSCoV-2 (up to 30 days prior to death) is counted as a COVID-19 death. CDC guidelines
published in April 2020 encourage the reporting of COVID-19 as the underlying cause of death
in circumstances where it played a role in the death, even without laboratory confirmation
(28, 29). It is unclear to what extent this was done in other countries as well. It is very important
to investigate this matter, as the reported number of deaths attributed to COVID-19 is likely to
be inflated.
Mitigation measures
World leaders believe – without evidence – that the way to mitigate the effects of the epidemic
consists of imposing confinement measures, the generalized use of masks, restrictions on
social activities, restrictions on mobility, business closures, curfews, school closures and more,
including contact tracing and the quarantining of asymptomatic individuals. In the past the WHO
established that the latter two measures should not be used under any circumstances (30).
These measures were theorised to be effective without any evidence, and the potential harms
caused by these policies were not calculated or taken into account. This goes against the
fundamental principles of public health and medicine, which require the implementation of any
intervention to be supported by evidence of its effectiveness. Any intervention should attempt to
minimize the impact on the population’s daily life. The stated goal of all public health policy is to
reduce total harm to the population, while considering a wide range of health, economic and
social factors. The goal is not to reduce harm from a single disease only.
School closures – children are “granny killers”
The impact the epidemic response has had on children is one of the greatest disgraces in
history. At the beginning of the COVID-19 epidemic, it was established that children mostly
have a mild or asymptomatic presentation of the disease. However, decision-makers
relentlessly promoted the idea that children, although they rarely get sick, are capable of
infecting others. This unsupported idea was enough to order school closures and keep children
away from their grandparents, as if they were potential “granny killers”. Studies show that
children do not significantly transmit infection (31). Yet we already see the adverse effects that
confinement and school closures have had on the mental health of children and adolescents
(32). Sweden’s experience demonstrates that keeping schools open does not result in any
excess morbidity or mortality in children or teachers (33). A recent article found that adults living
in households with children actually have a lower risk of getting sick with COVID-19 than adults
who live in households without children (34).
Mask use
There are many studies that show that masking is not effective in preventing infection
transmission, except possibly in settings where there are sick individuals (35, 36, 37, 38, 39). A
recent document published by the WHO – in December 2020 – states that there is very
inconsistent evidence proving the effectiveness of mask-wearing in the community for the
prevention of respiratory virus infections, including COVID-19 (40). When we compare the
epidemic curves in places with and without mask mandates, the curves look similar. In fact, we
observe a higher number of infections per 100,000 of the population in places with mask
mandates (41).
The most important argument against the compulsory use of masks is simply the lack of
evidence that anyone without symptoms walking around the community will be a contagious
person. In public health management, sometimes it is appropriate to impose a certain measure
upon an individual, for the common good, when there is evidence that the individual represents
a major risk to the rest of the population. It is not acceptable, however, to restrict or impose a
behavior on individuals without evidence that the individual represents a significant risk to the

community, and that this measure will not harm the individual. It is very unlikely that an
asymptomatic person is infectious. Therefore, it is unjustified to require everyone to wear a
mask in the community, even if masks have shown some benefit when worn by individuals with
symptoms. This argument becomes even stronger when we take the potential adverse effects
of masks into consideration. These include symptoms such as headaches, dizziness, shortness
of breath and other problems including psychological impact, acne, respiratory infections and
dental problems (42, 43, 44, 45).

Lockdowns
“Without lockdowns, the situation would have been worse”. This is the claim of lockdown
advocates. However, this is the equivalent of administering treatment to a patient and claiming
that despite a negative outcome the treatment is effective, because without the treatment the
patient’s condition would have been even worse. Never in past epidemics or pandemics have
lockdowns been imposed as a mitigation strategy over a large area or for a long period of
time. Studies have shown that lockdowns cause unintended negative consequences to social
well-being, mental health, physical health, mobility, employment, education, and the economy
at large while undermining fundamental rights. Lockdown-induced deaths occur in younger
people, causing an increase in total years of life lost. The comparison of epidemic curves in
places with strict lockdowns and those with less stringent measures shows no significant
differences in COVID-19 indicators (46, 47, 48, 49, 50, 51, 52, 53, 54, 55, 56). A simple costbenefit analysis would clearly show that lockdown harms greatly outweigh any claimed benefits.
Summary
It is inexplicable that world governments and the “experts” advising them have chosen to
completely ignore this information as if it did not exist, and persist in doing the following:
1. Reporting “new cases” on a daily basis, using only PCR test results.
2. Doing mass PCR testing, including asymptomatic individuals.
3. Imposing quarantines on asymptomatic individuals based on a positive test result or
history of exposure.
4. Requiring the use of masks despite lack of evidence to support this mandate.
5. Insisting that lockdowns are the way to mitigate the pandemic.
A course-correction in the management of this epidemic is urgently needed. The response to
the COVID-19 epidemic should be based on reliable data and sound public health principles
that have been practiced successfully for over a century. The following measures should be
adopted immediately:
1. Provide the public with accurate information about COVID-19 risk in order to reduce the
fear.
2. Cease the mass administration of diagnostic tests on asymptomatic individuals.
3. Define cases according to clinical criteria – confirmed by laboratory tests. The
determination of a case should be the decision of a duly licensed medical doctor.
4. Use the case definition listed above to determine indicators such as new cases
(incidence), hospitalizations and mortality.
5. Establish measures to protect vulnerable individuals.

6. Encourage the population to take hygiene measures such as hand washing, covering
the mouth when coughing and staying at home when sick.
7. Open schools, businesses and travel.
These measures are described in a published document by Pandemics Data & Analytics titled:
“Protocol for Reopening Society” (57).
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