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Preface

The first months of the year 2020 were characterised worldwide by a single nightmare: Corona. Dreadful images took wing from China, then from Italy, followed by other countries. Projections on how many countless deaths would occur were coupled with pictures of panic buying and empty supermarket shelves. The media in everyday life was driven by Corona, morning, noon and night for weeks on end. Draconian quarantine measures were established all over the world. When you stepped outside, you found yourself in a surreal world – not a soul to be seen, but instead empty streets, empty cities, empty beaches. Civil rights were restricted as never before since the end of the Second World War. The collapse of social life and the economy were generally accepted as being inevitable. Was the country under threat of such a dreadful danger to justify these measures? Had the benefits that could possibly be gained by these measures been adequately weighed against the subsequent collateral damage that might also be expected? Is the current plan to develop a global vaccination programme realistic and scientifically sound?

Our original book was written for the public in our country and this translated version is tilted toward the German narrative. However, global developments have advanced along similar lines, so that the basic arguments hold. We have replaced a number of local events in favour of pressing new issues regarding the question of immunity and the postulated need for development of vaccines against the virus.

The intent of this book is to provide readers with facts and background information, so that they will be able to arrive at their own conclusions. Statements in the book should be regarded as the authors’ opinions that we submit for your scrutiny. Criticism and dissent are welcome. In scientific discussions, postulation of any thesis should also invite antitheses, so that finally the synthesis may resolve potential disagreement and enable us to advance in the interest of mankind. We do not expect all readers to share our points of view. But we do hope to ignite an open and much needed discussion, to the benefit of all citizens of this deeply troubled world.

How everything started

In December of 2019, a large number of respiratory illnesses were recorded in Wuhan, a city with about 10 million inhabitants. The patients were found to be infected with a novel coronavirus, which was later given the name SARS-CoV-2. The respiratory disease caused by SARS-CoV-2 was designated COVID-19. In China, the outbreak evolved into an epidemic in January 2020, rapidly spreading around the globe (1, 2, 3).

Coronaviruses: the basics

Coronaviruses co-exist with humans and animals worldwide, and continuously undergo genetic mutation so that countless variants are generated (4, 5). “Normal” coronaviruses are responsible for 10–20% of respiratory infections and generate symptoms of the common cold. Many infected individuals remain asymptomatic (6). Others experience mild symptoms such as unproductive cough, whilst some additionally develop fever and joint pains. Severe illness occurs mainly in the elderly and can take a fatal course, particularly in patients with pre-existing illnesses, especially of heart and lung. Thus, even “harmless” coronaviruses can be associated with case fatality rates of 8% when they gain entry to nursing homes (7). Still, due to their marginal clinical significance, costly measures for diagnosing coronavirus infections are seldom undertaken, searches for antiviral agents have not been prioritised, and vaccine development has not been subject to serious discussion.

Only two members of the coronavirus family reached world headlines in the past.

SARS virus (official name: SARS-CoV) entered the stage in 2003. This variant caused severe respiratory illness with a high fatality rate of approximately 10%. Fortunately, the virus turned out not to be highly contagious, and its spread could be contained by conventional isolation measures. Only 774 deaths were registered worldwide (8, 9). Despite this manageable danger, fear of SARS led to a worldwide economic loss of 40 billion US dollars (8). Coronaviruses subsequently faded into the background. A new variant, MERS-CoV, emerged in the Middle East in 2012 and caused life-threatening disease with an even higher fatality rate of more than 30%. But contagiousness of the virus was also low and the epidemic was rapidly brought under control (10).

China: the dread threat emerges

When the news came from China that a new coronavirus family member had appeared on stage, the most pressing question was: would it be harmless like its “normal” relatives or would it be SARS-like and highly dangerous? Or worse still: highly dangerous and highly contagious?

First reports and disturbing scenes from China caused the worst to be feared. The virus spread rapidly and with apparent deadly efficacy. China resorted to drastic measures. Wuhan and five other cities were encircled by the army and completely isolated from the outside world.

At the end of the epidemic, official statistics reported about 83,000 infected people and fewer than 5,000 fatalities (11), an infinitesimally small number in a country with 1.4 billion inhabitants. Either the lockdown worked or the new virus was not so dangerous after all. Whatever the case, China became the shining example on how we could overcome SARS-CoV-2.

More disturbing news then came from northern Italy. Striking swiftly, the virus left countless dead in its wake. Media coverage likened the situation to “war-like conditions” (12). What was not reported was that in other parts of Italy, and also in most other countries, the “fatality rate” of COVID-19 was considerably lower (13, 14).

Could it be that the intrinsic deadliness of one and the same virus varied, depending on the country and region it invaded? Not very likely, it seemed.





 

How dangerous is the new “killer” virus?

Compared to conventional coronaviruses

Gauging the true threat that the virus posed was initially impossible. Right from the beginning, the media and politicians spread a distorted and misleading picture based on fundamental flaws in data acquisition and especially on medically incorrect definitions laid down by the World Health Organization (WHO). Each positive laboratory test for the virus was to be reported as a COVID-19 case, irrespective of clinical presentation (15). This definition represented an unforgiveable breach of a first rule in infectiology: the necessity to differentiate between “infection” (invasion and multiplication of an agent in the host) and “infectious disease” (infection with ensuing illness). COVID-19 is the designation for severe illness that occurs only in about 10% of infected individuals (16), but because of incorrect designation, the number of “cases” surged and the virus vaulted to the top of the list of existential threats to the world.

Another serious mistake was that every deceased person who had tested positive for the virus entered the official records as a coronavirus victim. This method of reporting violated all international medical guidelines (17). The absurdity of giving COVID-19 as the cause of death in a patient who dies of cancer needs no comment. Correlation does not imply causation. This was causal fallacy that was destined to drive the world into a catastrophe. Truth surrounding the virus remained enshrouded in a tangle of rumours, myths and beliefs.

A French study, published on March 19, brought first light into the darkness (6). Two cohorts of approximately 8,000 patients with respiratory disease were grouped according to whether they were carrying everyday coronaviruses or SARS-CoV-2. Deaths in each group were registered over two months. However, the number of fatalities did not significantly differ in the two groups and the conclusion followed that the danger of “COVID-19” was probably overestimated. In a subsequent study, the same team compared the mortality associated with diagnosis of respiratory viruses during the colder months of 2018–2019 and 2019–2020 (week 47-week 14) in southeastern France. Overall, the proportion of respiratory virus-associated deaths among hospitalised patients was not significantly higher in 2019–2020 than the year before (18). Thus, addition of SARS-CoV-2 to the spectrum of viral pathogens did not affect overall mortality in patients with respiratory disease.


Regarding the number of deaths

How can the aforementioned be reconciled with the official reports of the horrifying number of COVID-19 deaths? Two numbers must be known if the danger of a virus is to be assessed:

the number of infections and the number of deaths.

How many were infected by the new virus?

Attempts to answer this question were beset by three problems:

1. How reliable was the test for virus detection?

The virus is present in the nasopharynx for approximately two weeks, during which time it can be detected. How is this done? Viral RNA is transcribed into DNA and quantified by the so-called polymerase chain reaction (PCR). The first assay for the new coronavirus was developed under guidance of Professor Christian Drosten, Head of the Institute for Virology at the Charité Berlin. This test was used worldwide in the initial months of the outbreak (19). Tests from other laboratories followed (20).

Diagnostic PCR tests must normally undergo stringent quality assessment and be approved by regulatory agencies before use. This is important because no laboratory test can ever give 100% correct results. The quality control requirements were essentially shelved in the case of SARS-CoV-2 because of declared international urgency. Consequently, nothing was really known regarding test reliability, specificity and sensitivity. In essence, these parameters give an indication of how many false-positive or false-negative results should be expected. The test protocol from the Drosten laboratory were used worldwide, and test results played a key role in political decision-making. Yet, data interpretation was often largely a matter of belief. What did Drosten himself say on Twitter (21)?


	[image: ]   Sure: Towards the end of the illness the PCR is sometimes positive and sometimes negative. Here, chance plays a role. When you test a patient twice as negative and discharge him as cured, it is indeed possible that you can have positive test results again at home. But this is still far from being a re-infection.



Several physician colleagues have informed us of similar haphazard results with patients who had been tested repeatedly during their hospitalisation. Is it particularly surprising that goats and papayas tested positive for the virus in Tanzania? The criticism by the President of Tanzania regarding the unreliability of the test kits was of course immediately dismissed by the WHO (22).

But today it is perfectly clear that the test result is error-prone, as is every PCR (23, 24). How much so, and whether there are significant differences among the presently available tests, cannot be determined because of lack of data.

So let us assume that the PCR test is incredibly good and produces 99.5% correct results. That sounds, and would indeed be, exceptional – it means that one can expect only 0.5% false-positives. Now take the cruise ship “Mein Schiff 3”. After a crew member had tested positive for the virus, almost 2,900 people from 73 countries were forced into “ship quarantine”. Many had been on board for nine months. Complaints reached the outside world about the “prison-like” conditions, psychological problems abounded and nerves were frayed (25).

Nine positive cases were reported after testing was completed. One person who tested positive had a cough, the other eight were without symptoms. Might they have belonged to the 0.5% false-positive cases, as perhaps the very first case had been? Where were the true-positives that must theoretically have been there? Were they possibly tested as false-negatives or were all positive tests false?

In the context of false results, we should consider the following: when the epidemic subsided (in Germany, in mid-April,) PCR testing became a dangerous source of misinformation because numbers of new cases were derived from the “background noise” of false-positive results. When all 7,500 employees of the Charité Berlin (one of Europe’s largest university hospitals) were tested from April 7 to April 21, 0.33% were positive (26). True or false?

When positive test rates drop below a certain limit, it is senseless to continue mass screening for the virus in non-symptomatic individuals. And use of numbers acquired under these circumstances as a reason for implementing any measures should not be tolerated.

2. Selective or representative? Who was tested?

There is only one way to approximate how many people are infected during an epidemic with an agent that causes high numbers of unnoticed infections: at sites of an outbreak, the population must be tested as extensively as possible. But scientists who called for this during the coronavirus epidemic (27, 28) were ignored.

Instead, the Robert Koch Institute (RKI), the German federal government agency and research institute for disease control, stipulated at the beginning that only selective testing should be carried out – exactly the opposite of what should have happened. And as the epidemic ran its course, the RKI stepwise altered the testing strategy – always in the diametrically wrong direction (29).

At first, only people who had been in a high-risk area and/or had been in contact with an infected person and also presented with flu-like symptoms were to be tested. At the end of March, the RKI then changed the recommended test criteria to: flu-like symptoms and, at the same time, contact with an infected person. At the beginning of May, the President of the RKI, Professor Lothar Wieler, announced people with even “the slightest symptoms” should be tested (29).

The responsibility for translating these dubious decisions into action lay entirely within the hands of the local health authorities. A co-worker at our lab was a typical example: the coach of her handball team was coronavirus positive. The players – all from different administrative districts – were sent home on 14-day quarantine. One player developed symptoms with coughing and hoarseness and wanted to get tested but was refused on the grounds that she had no fever. A player from a neighbouring district had no symptoms but the local health authority ordered a test despite this fact.

This resulted in chaos, caused by the appalling ineptitude of the authorities from top to bottom. What would have been urgently needed instead were scientifically sound studies to clarify basic issues of virus dissemination. As many as possible should have been tested in outbreak areas. Antibody responses in those that had tested positively could have subsequently been assessed.

Only a single such study addressing these questions was undertaken in Germany: the Heinsberg investigation conducted by Professor Hendrik Streeck, Director of the Institute for Virology at the University of Bonn. Aware of the importance of the preliminary data, these were presented at a press conference – where Streeck was torn apart by the disbelieving media (30, 31). The fatality rate was ridiculed as being impossible because it was ten times lower than what acknowledged experts and the WHO had been spreading as established facts. After completion of the study, final results essentially confirming the preliminary report were again presented, and again deemed by the media to be flawed and inconclusive. But the results of the study spoke for themselves (32) – and they contradicted the panic propaganda of the media.

3. The number of conducted tests directly influences infection statistics

A third factor added to the statistical mess. Imagine that you wanted to count the number of a migratory bird species in a large lake district. There are hundreds of thousands but your counting device can only count 5,000 per day. Next day, you ask a colleague to help, and together you arrive at 10,000 counts. The day after that, two more colleagues join in and 20,000 birds are counted. In short, the higher the testing capacity/number of tests, the higher the numbers – as long as innumerable unidentified cases abound, as with SARS-CoV-2 (16, 32–36). The more tests are performed, the more COVID-19 cases are found during the epidemic. This is the essence of a “laboratory-created pandemic”.

Now recall that the test has neither 100% specificity nor 100% sensitivity – meaning that occasionally you would mistake a log for a bird.
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