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C R I T I C A L FOCUS
Brian J. Ford

Stop Covid Beyond the Mask
Our inadequate response to the Covid-19 outbreak calls for stricter measures when the next
pandemic strikes: quarantines (not lockdowns), mass testing, and vaccination free of myths.
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The U.S. Department of Homeland Security posted these travel restrictions at points of entry into the U.S. in March 2020. Other countries, like
Australia, enforced quarantine in special centers. Britain, however, showed little interest in health screening as passengers used crowded public
transport without any concern, and by May, it had the highest coronavirus death rate in the world.

Lydia Bourouiba at the Massachusetts Institute of
Technology (MIT) showed that droplets could be
spread 26 feet from a single sneeze. Physical separation is never going to eliminate transmission. Much
depends on airflow. Indeed, I have long believed that
we should design wards for infectious patients with
negative internal air pressure. Medical staff — doctors
and nurses — have died and are dying, because of the
selfless way they care for patients with Covid-19. Their
sheer bravery is astonishing. A lightweight polymer
hood with internal positive air pressure would prevent pathogens from entering. Differential air pressure
would allow us to control where airborne pathogens
go in a hospital, and sterilizing the outflow (thermally
or with ultraviolet) would contain an outbreak.
Video: Scan this QR code with your smartphone camera
to learn how a lightweight bonnet could protect medical
staff from viruses. (YouTube)

There is no cure for Covid-19, though there are
drugs that can alleviate it. Hydroxychloroquine was
claimed early in the pandemic to reduce symptoms,
but it has since been disavowed by the medical media.
The steroid dexamethasone was shown to help reduce
the severity of symptoms in June, and by September,
hydrocortisone was added to the list. They were followed by two anti-inflammatory drugs used to treat
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rheumatism, tocilizumab and sarilumab. None of
these cures the illness, but they can reduce its impact
and save a significant percentage of lives. The search
for new therapies persists around the world, while
governments rely on changing our behavior as their
main means to fight back.
There is a belief that we should keep communities
shut in at home, and so the default setting for a response
has been lockdown (perhaps the most hated word in
the English language). It’s like keeping all the students
back after school because of a couple of miscreants in
the back row who won’t own up. It might work when
you don’t know who is carrying the infection and who
isn’t, but now we have a range of tests available, and it
makes no sense. The need is not to keep people apart:
it’s the virus we need to keep away from healthy people. Testing is the answer. Those who test positive need
to be isolated, perhaps through quarantine. That would
mean that everybody else gets on with life normally,
and that’s how communities can continue to thrive.
We should be testing people on a huge scale, so
we know who is carrying the virus. I’d like to see testing done for everybody every week at a place of work.
I know what you are thinking: testing 100 employees
would be horrendously expensive and would cost 100
test kits to identify just one person. That’s because we
do it wrongly. I could test 100 people and find the sinTHE MICROSCOPE 68 (2020)
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If hospital wards had negative-pressure airflow, airborne pathogens could
be eliminated. Lightweight bonnets or hoods made of polycarbonate film
could be hooked up to portable cylinders (or a wall supply) and allow
staff to treat patients without inhaling their viruses. View the 11-minute
video of this concept: https://www.youtube.com/watch?v=4IMKJYcuWoA.

gle carrier with just six tests. You would utilize pooled
samples. Combining 50 swab samples into one small
tube of buffer solution would allow you to divide the
workforce into two groups, one of which tested positive. The second test would identify which of 25 people
included the single individual with the virus. A third
test would narrow it down to 12 people, the fourth
to six, the fifth to three. So you could actually find a
single carrier out of 100 people with just six tests. In
the future, we need a point-of-entry, swab-testing machine that could rapidly flash up a result — this way
anyone with the virus could be isolated quickly, without disrupting the entire workforce. Monitoring for
a recrudescence of infection could best be done with
samples of sewage from the building, where we know
the virus persists in that habitat. You could prove an
entire building was clear with one single test.
TWO VIRUS TESTS
Currently, there are two ways to test for the SARSCoV-2 virus which causes Covid-19. Molecular testing
converts the viral RNA into DNA and then amplifies
that (via the reverse transcription polymerase chain reaction, RT-PCR — usually called PCR for convenience)
to provide samples for genetic analysis. The test is usually done at a central laboratory, where it takes a day or

two of processing at set temperatures to provide the results, which are highly specific and extremely sensitive.
In Japan, the Eiken Chemical Company have developed
loop-mediated isothermal amplification (the LAMP
test) which amplifies viral RNA at a constant temperature so it produces results faster — less than an hour.
Of course, the detection of RNA from the virus does
not mean you are necessarily still infectious; it could be
detecting fragments after a patient has recovered. The
alternative is antigen testing, which identifies specific
proteins from the virus, carried out with a lateral flow
device like a pregnancy test. The sample soaks into an
absorbent strip until it encounters labeled antibodies
that can create a color change. It is not as sensitive as
the PCR, and some studies have suggested that it can
give false results. Recently developed is the AbC-19TM
Rapid Test, which gives results in 20 minutes. It uses
a drop of blood from a finger prick to see if it’s likely
that someone has previously been infected with SARSCoV-2. Now there is the possibility of a still more
rapid procedure. Jake Carter, a brilliant postgraduate
student at the University of Birmingham, England, has
demonstrated a saliva test that gives a result in less than
5 minutes. A rapid test like this is what we will need
for the future.
There was a time when isolation hospitals were
available. The first were established in America in the
1700s to handle outbreaks of epidemics, and currently there are just 56 high-level isolation units (HLIUs)
scattered across the U.S. The regular tendency is to
bunch all the Covid-19 folk in with hospital patients
already suffering from other complaints, which does
neither of them any good. Hospitals now have segregated areas for the Covid-19 cases, but separation is
the key. In Britain, the government converted several
exhibition centers into emergency wards for Covid-19
patients. They called them “Nightingale hospitals”
after the celebrated nurse Florence Nightingale, who
pioneered epidemiology in the 19th century (I shall
discuss her work in my next column). But, bizarrely,
they didn’t use them as isolation hospitals, just as
overflow wards. Only when no additional hospital
beds were available did they transfer patients to the
Nightingale hospitals. They stood empty for weeks on
end, while patients with Covid-19 were sent to regular hospitals, where their virus could keep spreading.
Tens of thousands of patients needing elective surgery, cancer treatment, transplants, or a host of other
urgent procedures have missed out, because either
the wards were too crowded or they were scared to
go into a hospital where the virus was lurking. At least
a quarter of American cancer patients have had their
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The most efficient surgical mask is the N95, claiming to stop 95% of
particulates larger than ~300 nm. I have produced this composite
colored SEM micrograph of an N95 mask to show coronavirus particles
as minute yellow spheroids. At bottom left is an erythrocyte (red blood
cell) and a small lymphocyte above it. At bottom center are spherical
cocci bacteria, and at the top are rod-shaped bacilli. For the first time,
we can directly relate the size of the 100 nm viruses to the pores in the
mask, which we hope will hold them back.

treatment delayed, and transplant programs are being
curtailed. More than 40% of adult patients in the U.S.
have delayed their treatment or avoided it altogether
because of the risk of infection.
To overcome staff shortages, emergency pandemic training should become a major medical specialty
for nurses and doctors who ordinarily work in other
fields. There are certainly more, far worse, epidemics
on the way, a point I’ve made for years (“What Next
After SARS?” Britannica Book of the Year: 2004, Encyclopaedia Britannica: Chicago, pp 202–203, 2004).
THE CORONA FAMILY
The coronaviruses are RNA viruses of the order
Nidovirales, seven of which are known to infect humans. The first to be discovered was B814, isolated in
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1961 by my late colleague David Tyrell, and are distinguished by having a fringe of spikes similar to those of
the influenza virus but more pronounced. They were
named from the Latin word corona, meaning “halo.”
They mostly infect mammals (notably bats), and humans are a secondary host. Coronavirus diseases are
mostly mild. We’ve all had them. HCoV-OC43, HCoVHKU1, and HCoV-229E cause colds, which in vulnerable patients can result in chest infections, while
HCoV-NL63 is a cause of childhood bronchiolitis.
Three others, however, cause much more serious diseases. First to be identified was SARS-CoV, which
caused the outbreak of severe acute respiratory syndrome (SARS) in 2002, with a death rate of 10%. It was
followed by MERS-CoV, which caused Middle East
respiratory syndrome (MERS) in 2012 and had a death
rate of 30–40%. The current outbreak of Covid-19 is
caused by SARS-CoV-2, which emerged in Wuhan,
China, near the end of 2019, probably through a laboratory escape. This has an incubation period of about
six to 14 days after which a patient may experience no
symptoms at all. Otherwise, they would be ill for 5 to
14 days and then get better or have to go to hospital.
The disease kills some 2% of its victims. Although the
presenting symptoms are similar to those of influenza
(the flu), the SARS-CoV-2 virus kills 10 times as many
patients as the flu. Patients with the flu occasionally
develop myocardial infarction or atrial fibrillation,
though with Covid-19 the serious consequences include acute respiratory failure, septic shock, pulmonary embolism, and hemorrhagic stroke. The immune
system can go into overdrive and widespread blood
clotting can occur. The virus may even trigger Guillain-Barré Syndrome, an auto-immune condition that
begins with tingling in the extremities and muscle
weakness, and can progress to total paralysis. And
there is always the lingering threat of “long Covid,”
which can produce chronic symptoms of multiple organ damage. About one patient in 20 seems to develop
this distressing syndrome, and some 70% of them still
show serious side effects after four months. These will
persist, though we have only known of this virus for a
year, so longer durations are unknown. It’s very different from the flu, and far, far worse.
Video: Fabric masks are popular, but higher magnifications
allow us to relate the size of bacteria and coronaviruses to
the fine structure of the face mask. (YouTube)

Then there’s the question of infectivity. The initial
data on the SARS-CoV-2 virus in March 2020 suggested that a patient, on average, would infect about 0.7
healthy persons. This is the so-called reproduction
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number (strictly speaking it’s R0, “R-zero,” but the
media use R). Measles is the most infectious virus,
with an R0 value up to 18. Polio, which is almost extinct thanks to global vaccination, has an R0 of about 6,
and Ebola rates about 2. The R0 value for Covid-19 of
0.7 meant that, over three weeks, the number of patients would go down by one-third, whereas those
other diseases would increase. However, this is not
the case with the new strain of the virus that was first
reported in September 2020 in England and was originally designated VUI-202012/01, then B.1.1.7 (it’s high
time someone sorted out a sensible way to name new
viruses; it’s a mess at present). This new version of
SARS-CoV-2 has 23 mutations, which have caused an
increase in its infectivity. The number of people who
would contract Covid-19 from a single sick patient in
lockdown rose to 1.3, and statisticians at Imperial College, London, calculated that — instead of slowly decreasing by about 30% over a two-week period — it
would now increase by a factor of three. A disease that
could be controlled by limiting movement has changed
from being something we can accommodate to a rampant epidemic that could spread ever wider. There is
also the South African strain 501.V2, which carries
several other mutations, including one known as
E484K. It has been claimed to be even more infectious
(though South African authorities dispute that), and it
may be antigenically distinct from the virus causing
the original outbreak. That could make it less vulnerable to the current vaccines.
Video: This demonstration begins with a single coronavirus
particle and takes us, in successive stages of magnification,
towards the macroscopic world. (YouTube)

Everywhere you go you’ll encounter people wearing face masks. It is known that the more virus particles you acquire, the worse the disease, so anything
that restricts exposure is going to help. However,
masks don’t work as well as we think. The smallest
particles that the best fitted surgical N95 masks can
trap measure 300 nanometers (nm), and they stop only
95% of those at most, while some certified N95 masks
hold back far less than they claim. The coronaviruses
can be a quarter that size, the smallest being 50 nm.
This is too small to be intercepted reliably by a mask.
Masks do more than filter. Particles can settle through
gravity, can become intercepted by impaction, adsorb
onto fibers (perhaps through static electricity), or become trapped through diffusion. It is deceptively easy
to overstate these possibilities, because nobody (maybe even those offering advice) has any understanding
of how small a virus particle really is. I have created

Medical masks can block droplets several microns in size but do not
cover closely and can admit particles through large gaps around the
edges. Here the author receives the Pfizer-BioNTech Covid-19 vaccine,
and like everyone else, has donned a nurse-grade face mask. Wearing
cotton gloves would be the best way to minimize contact transmission.

a composite scanning electron micrograph image of
coronavirus particles and bacteria on the fibers of an
N95 face mask (see preceding page). However you interpret the mechanisms of masks, it is clear that they
cannot intercept all viruses. It would be like trying to
keep ants out of your yard with a wire fence.
The influenza viruses are of similar size. Some
studies have had volunteers wear face masks during
an influenza outbreak to check how many of those became infected, compared with people not wearing a
face mask. There was no difference. I don’t doubt that
N95 masks hold back larger droplets (5,000–10,000 nm
in diameter) so they could protect against infective
aerosols from someone sneezing, and this is also true
of the fabric face masks that the public can wear. But
the filtration is not enough to stop coronaviruses completely, and fabric face masks have gaps around the
face through which a beetle could stroll. Most of what
we exhale comes in great clouds from around the
mask. The Norwegian Institute of Public Health have
even concluded that 200,000 people would have to
wear masks for a week before one single case of infection was averted. Wearing face masks may help, but
the sense of confident reassurance they provide is an
illusion. People have so often said that they wore face
masks religiously yet still became seriously ill. Now
they know why.
Most of the droplets produced by people infected with coronaviruses eventually fall onto surfaces,
where the virus remains viable for weeks. In my view,
much of the transmission comes from surface contact. Never again should people use buffet tongs, and
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scope, 65:2, pp 85–94, 2017). I published this suggestion
as “Coronavirus contact transmission — answering a
neglected hazard,” in the British Medical Journal, November 2020 (https://www.bmj.com/content/371/bmj.
m4358/rr-2).
RANKING COVID-19

The same week that vaccines became available, fake documents such
as this one were appearing for sale online. Law enforcement agencies,
including the FBI, Interpol, and Europol began issuing warnings. Airlines
were left confused as thousands of travelers were already using them.
With new mutated coronaviruses regularly emerging, the danger to
an entire population remains. Digital cards linked to a secure online
database will be needed.

The first digital method used in airports to confirm vaccination status
is the CommonPass, developed by a coalition headed by the World
Economic Forum. It gives health declarations, drug sensitivity, and other
personal medical information linked to a secure online site, which they
claim cannot be counterfeited or copied.

handrails should always be regarded with suspicion.
Use a knuckle, never a finger, to operate pushbuttons.
Be wary of desk phones. Do not shake hands. My advice is to wear cotton gloves like those specialists wear
to handle old documents and priceless relics. They are
extremely cheap — though may become more expensive when the word gets out — and they insulate the
hand from contact with infected surfaces such as doorknobs, handrails, and tables (discussed in “Tomorrow’s Germs Threaten Today’s Lifestyles,” The Micro64

Serious as the complications may be, Covid-19 is
nothing compared to many other virus infections. It
is mild in comparison to the RNA viruses that cause
hemorrhagic fevers like Ebola, Marburg, and Lassa
fever, along with lesser-known virus diseases, including Congo-Crimean fever first identified in 1944 on
the Crimean Peninsula, Chapare mammarenavirus
from Bolivia, and Omsk hemorrhagic fever from Siberia. There are about a dozen others, mostly known
from small, well-controlled outbreaks. These viruses
are grouped as hemorrhagic diseases because they
infect the endothelial cells of the vascular system, so
that the cells no longer adhere to each other and spaces open up, allowing blood to escape throughout the
body. At the same time, the lymphocytes break down,
and coagulation becomes disrupted. The intercellular gaps allow blood to escape from the blood vessels
causing a systematic breakdown of the organs, with
the release of blood through orifices and the eyes.
It is a most unpleasant cohort of symptoms. These
outbreaks have one key distinction: unlike the coronaviruses, the hemorrhagic viruses do not become
infectious to other human contacts until symptoms
have developed. Coronaviruses can cause symptomless infections that can silently spread to other individuals. It is these asymptomatic superspreaders who
can cause most damage. With the SARS viruses, we
should count our blessings. Most people completely
recover, though some succumb to multiple organ
failure, which may be induced by a cytokine storm.
Were the virus to acquire an ability to cause multiple
organ failure in a high proportion of patients, then the
simple idea of lockdown would be fruitless. One day,
a pandemic caused by a new a hemorrhagic fever virus may well be in the cards. That is the outbreak for
which we should be preparing.
Meanwhile, there is a much more pervasive outbreak that is already affecting far more people. It is
the epidemic of false news and idiotic rumors that
beset us on all sides. Society has failed to understand
the pernicious hold that social media has on society,
notably the young. There are people who believe that
Covid-19 is a hoax (indeed, at least one surprisingly
influential politician proclaimed this as a fact), and
THE MICROSCOPE 68 (2020)
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there are others who insist it’s just the flu. My favorite
conspiracy theory is the notion that you’re being vaccinated only so that Bill Gates can inject a microchip into
your arm so he can control you. What Gates proposed
was a kind of invisible digital tattoo that could identify anyone as being vaccinated. His point was that people may need to prove they’ve been vaccinated, and
many other people have dipped into this minefield.
You can already buy forged certificates online, though
the World Health Organization (WHO) have decided
that there is not enough evidence to guarantee the accuracy of an “immunity passport” or “risk-free certificate.” WHO also suggest that immunity passports
could increase the risks of virus transmission, because
those carrying one might ignore public health advice
about maintaining physical separation. Digital certificates are now starting to appear.
Yellow Card Certificates would carry all your vaccination status information on your cellphone, and
the World Economic Forum has pioneered their CommonPass project. So there never was a microchip. And
anyway, Bill Gates already controls society: it’s his Microsoft that rules our lives and influences our behavior. He is devoting his billions to trying to improve the
lives of impoverished communities in countries yet to
experience our Western way of life, which is an altruistic thing to do, and the notion that he would want to
control an entire population with a chip in the arm is
like a dog chasing a bus. If he caught it, he wouldn’t
know what to do with it. Although that idea is laughable in any modern and educated society, it has gained
a lot of traction.
Ever since 1774, when the first person in history
was vaccinated by Benjamin Jesty (no, it wasn’t Edward
Jenner, as I explained in “Vaccines: Sickness or Salvation?” The Microscope, 67:3, pp 113–123, 2019), people
have been suspicious of vaccines. There are thousands
of sites claiming that someone has been harmed by
vaccination, so they warn everybody not to be vaccinated against Covid-19. Yet the authorities persist in
saying they’re entirely safe. In Atlanta, the Centers for
Disease Control and Prevention (CRC) says: “Clinical
trials of all vaccines must first show they are safe and
effective.” The FDA states: “Covid-19 vaccine is safe
and effective” which NPR reported as: “Analysis of
Moderna Covid-19 vaccine finds it effective and safe.”
This all smacks of overkill. Everyone knows that nothing in the world is completely safe, and few things are
100% effective. Official authorities are notoriously untruthful about hazards to public health. Aspirins can
kill. So can drinking too much water. And don’t even
think about crossing the street.

Authorities always play down risks to public health. When a British
nuclear reactor caught fire in 1950, the government’s response was to
cover it with a cloak of secrecy. The official report was kept secret from
the U.S. authorities, in fear that they would pull out of future cooperation.
The beaches at Sellafield remain contaminated 70 years later.

RISKS DOWNPLAYED
So why do the public accept these rumors? This is
supposed to be an era of scientific awareness, and you
would expect that the public would trust the authorities far more than the random and unsubstantiated utterances of people with an axe to grind. The roots of
the problem lie in the nature of authority. For decades,
whenever there has been a major threat to our health,
governments and official bodies have misrepresented
the facts. The authorities always hid the truth. The
greatest threat to public health in living memory was
from nuclear catastrophe. The first major nuclear disaster was in Britain in 1957, when the Windscale reactor caught fire. The plant had been built between 1947
and 1950 to make nuclear warheads for British missiles, and the disastrous reactor burn was worse than
Three Mile Island (though not as bad as Chernobyl).
Prime Minister Harold Macmillan quickly concluded that the truth should not be released. He ordered
the destruction of the official report, and the printers
were told to destroy the typeset pages immediately.
Nobody realized the extent of the danger, though you
can still find radioactive contamination of beaches
around the plant, now renamed Sellafield (though the
change of name fooled nobody).
In much the same way, the American authorities
for weeks tried to cover up the 1979 Three Mile Island
disaster in Pennsylvania, by assuring people there
was nothing to worry about. Lt. Gov. William Scranton emphasized: “Everything is under control. There
is and was no danger to public health and safety.” Yet,
as he was speaking, a helicopter flying overhead the
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plant measured 3,000 millirems of radiation per hour,
a shockingly high level. It took two years to get rid of
8,700 tons of tritium-contaminated water, and there’s
still radioactive material left today.
It happened again with the Chernobyl disaster.
On its opening in 1977, the Ukrainian power plant was
described in Soviet Life as being “totally safe.” When
the reactor melted down in 1986, Radio Moscow mentioned that there had been an incident at Chernobyl,
adding: “Measures are being taken to eliminate the
consequences of the accident.” In Britain, the National
Radiological Protection Board announced that there
was “nothing to fear” from Chernobyl’s radiation
cloud, though people in Wales 2,000 miles downwind
were unable to eat local lamb for decades and some
farms were essentially shut down for 26 years because
of the fallout.
The day after the massive explosion at the Fukushima Daiichi nuclear plant in 2011, the World Health
Organization (WHO) stated that the risk to the public
was “probably quite low.” People continue to understate the problem, even though contaminated water is
still being released into the sea, and you can detect radioactive cesium in migratory species of fish, including the bluefin tuna (Thunnus orientalis) and albacore
tuna (T. alalunga), though the levels are considered
within safety limits.
It was the same with pharmaceuticals. There is the
case of thalidomide, the sedative first manufactured in
1957. The safety tests it had passed were on rodents,
and nobody thought to check for pregnancy problems.
Thalidomide was widely prescribed to combat morning sickness in pregnant women, and by 1960, reports
began to circulate that birth defects were associated
with its use. Official reassurances continued to claim it
was safe, though 100,000 babies damaged by the drug
were eventually born.
One of the worst examples of untruthful assurance was the scandal of bovine spongiform encephalopathy (BSE), Mad Cow Disease (“Big Beef over Mad
Cow Disease,” The Microscope, 64:2, pp 69–78, 2016).
The condition in cattle first appeared in 1984, and
there were soon reports that it was causing a deadly
brain disease in human consumers. It has symptoms
similar to those of kuru, though was named variant
Creutzfeldt-Jakob disease (vCJD). The British government did not admit there was a problem for over a
decade. The chief medical officer in Scotland claimed
that “there is no evidence that eating beef or other
foods derived from beef is dangerous.” The Environment Secretary in London insisted: “We can say with
confidence that beef can be eaten safely by everyone,
66

both adults and children.” The good news is that only
those with a genetic susceptibility develop the disease. Only 178 people have died from vCJD in Britain,
and four more have died in the U.S. The last fatality
in Britain was in 2016, though it has been claimed by
the CJD Surveillance Unit in Edinburgh, Scotland, that
vCJD may have an incubation period up to 50 years. A
skeptic might conclude that they were repeating that
claim to ensure their grant funding continues for the
next half century, though I’m certain that none of my
readers would be so skeptical.
FATAL DECEIT
Whether it’s drugs, disease or disaster, official assurances of safety have proved to be a tissue of lies.
So, why should anyone believe official statements
about vaccines now? It’s not as though the story of
medicine is one of unalloyed honesty. In 1932, the
Public Health Service launched a study of syphilis
through the Tuskegee Institute (now Tuskegee University), traditionally a Black college in Alabama.
They recruited 600 impoverished Black sharecroppers, about half of whom had syphilis, and promised
them free medical care in return for participating in a
study. What they weren’t told was that the research
was to investigate the effects of untreated syphilis on
the body, and hundreds of men were deliberately infected. Originally planned for six months, the experiments went on for 40 years. Although penicillin had
become available for the treatment of syphilis in 1947,
not one of the participants ever received it, and 128
of them died from the consequences. Eventually there
were protests from the researchers who recognized
that the research program was a fake. In 1965, Irwin
Schatz, a young doctor from Chicago, wrote to the
researchers to protest about their “brazen, unethical”
conduct. His letter was read by the researchers, who
filed it away with the instruction that no reply should
be sent. Not until 1972 was the situation revealed,
when Jean Heller of the Associated Press published an
account in the Washington Star. Other newspapers followed it up, Sen. Edward Kennedy became involved,
and formal enquiries began. In 2009, the Department
of Health and Human Services issued their Code of
Federal Regulations, Title 45: Part 46, “Protections
of Human Subjects,” which assured everyone that
American researchers would never again conduct experiments without the consent of the participants.
That didn’t last long. When the U.S. Central Intelligence Agency (CIA) was homing in on Osama bin
Laden in 2011, American agents had narrowed down
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the likely site to a suburb of Abbottabad, a regional
capital city in Pakistan. Its curious name derives from
Sir James Abbott, a British army general, who founded the town in 1853 as an administrative center during the period of British rule. The agents were fairly
sure they knew where Osama was hiding out and decided to check for DNA markers that would confirm
their conclusions. Bin Laden’s sister had died in Boston in 2010, and the CIA had specimens of her DNA,
which gave them the reference samples they needed.
The only problem was how to obtain cell specimens.
They wanted DNA from any of his children living in
the compound and decided to set up a fake vaccination program. A senior Pakistani physician, Shakil
Afridi, agreed to cooperate. He set up a phony center
offering free injections, which raised local suspicions.
This was a relatively affluent quarter, and setting up
a clinic that offered free vaccinations was normally
done in impoverished communities. Even so, a nurse
named Mukhtar Bibi, known locally as Bakhto, was
paid to go into the compound and deliver the injections. In the event, as far as I can tell, nothing useful
was obtained.
But the consequences of the CIA’s fake vaccination program have been widespread. News of the
deception spread widely, and tribespeople living on
the border with Afghanistan drove medical teams off
their land, claiming they were American spies. Then
the Taliban, who ruled large areas of Pakistan, prohibited all vaccinations, and in 2012, nine vaccine nurses
with the United Nations were murdered in Pakistan.
As a result, the successful campaign against polio was
hampered, and the number of cases started to rise.
Numbers worldwide had fallen from 350,000 cases in
1988 to 22 in 2017. In 2020, Nigeria, which had seen
vigorous anti-vaccine campaigns in previous years,
was finally declared free of the wild polio virus. Meanwhile, the suspicions about vaccination campaigns
meant that there were 140 cases in Pakistan and neighboring Afghanistan. In addition, there were 873 cases
among malnourished individuals, arising from an escaped strain of the vaccine virus that had regained its
pathogenicity. A bivalent oral polio vaccine (bOPV) is
being used to control these outbreaks, and numbers of
patients are again beginning to fall. When Osama bin
Laden was finally killed, and the truth about the fake
vaccinations spread across Pakistan, Leslie Roberts
of the Mailman School of Public Health at Columbia
University said that vaccination in the country could
be set back by 20 years, leading to 100,000 new cases.
Fortunately, the situation has stabilized, and we may
once again be nearing the end of polio. If so, it will be

another triumph for vaccination. It would be the second disease to be eliminated through vaccination; the
first was smallpox.
The authorities say Covid-19 will never go away,
and we will have to co-exist with it. I think that may
be wrong, too. In time, pathogens often lose pathogenicity and, when properly managed, diseases can be
banished. We don’t fear SARS any longer, nor MERS,
and the Spanish flu of 1918–19 is no longer a threat.
Prognosticators of doom are not always reliable.
SHIFTY SOCIAL MEDIA
Even our own professionals cannot necessarily be
trusted. Steven Brandenburg, a recently fired pharmacist in Grafton, WI took 57 vials of Covid-19 vaccine
from a refrigerator and left them to warm in room
temperature, so more than 500 doses were rendered
ineffective. People could have received these injections and believed themselves vaccinated, when in
fact they had been left vulnerable. And other people
have taken unrelated facts and tried to build a case
that makes vaccines look dangerous when there is no
real evidence. There have been social media claims
that the vaccine causes infertility. There are proteins,
including syncitin-1, which are crucially important
for the attachment of the growing placenta to the uterine wall. Some of the amino acids in that protein are
the same as those of the SARS-CoV-2 spike proteins
but so are those in a host of other proteins. They’re
entirely unrelated. Antibodies are extremely specific,
and those produced against the coronavirus would
show no more interest in syncitin-1 than a dog might
want to pee on your family tree, or an airliner (because it has wings) would record an album with Paul
McCartney and Denny Laine.
This is a major problem with social media. It’s too
easy for people to publish nonsensical concoctions
of unrelated truths. These ideas were spelled out by
Zed Phoenix in an online video, stating that a whistleblower from the vaccine producer GlaxoSmithKline
had revealed that the vaccine was going to cause infertility in 97% of its recipients. The video continued,
claiming that vaccinated people were almost certain
to become sterile, and anyone with whom they had
sex would become infertile. Nothing was said of the
colossal damages that any company would have to
pay if something like that were to happen, and the
“informant” was not identified. Then an actual academic was quoted, Andrew Preston from the University of Bath, U.K. The video stated that “he spoke on
television the other night,” then added that Preston
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received a £28 million grant from the Bill and Melinda
Gates Foundation, which is “interfering and trying
to manipulate” human vaccine trials. I asked Preston
about it. He told me: “At NO POINT, have I ever suggested Covid vaccines cause infertility. I utterly reject this notion as baseless, without any evidence and
without any credibility. I strongly advise that Covid
vaccines are the only plausible exit from the current
pandemic that doesn’t involve massive loss of life due
to Covid-19.” So the Phoenix video was fake news.
Frankie Sparkes (@AlternateZone on Twitter) went
through the video line by line and showed how it was
a catalogue of nonsense from start to finish. Then Tim
Ireland on the Bloggerheads site posted that Phoenix
was actually Ben Fellows, a former child actor who
had once been prosecuted in court as “an inventive
and sometimes persuasive fantasist.” The video was
banned, though it was broadcast most recently on
the David Knight podcast (Knight was subsequently
fired), and you may find it if you search for “Heavily Censored Video — The Corona Vaccine is Planned
Population Reduction.” Even so, it has managed to deter many otherwise intelligent youngsters from being
given this life-saving immunity.
Some governments have made it a crime to report
the uncomfortable facts. China, controlled by the most
cruel and vindictive group of elderly men, sentenced
an investigator, Zhang Zhan, to four years in jail for
her broadcasts of conditions in Wuhan. She was found
guilty of “picking quarrels and stirring up trouble”
and immediately went on a hunger strike. Alexander
Mlazev in Bulgaria, creator of ViralGenes.com, points
out to me that Thailand limits the dissemination of
information by passing laws that make it a crime to
report anything about the pandemic without authority from central government. When there was a spike
in cases in the northern province of Chiang Rai it was
hushed up.
UNEASE OVER VACCINES
We are also told that important news is censored
by the authorities. One such claim concerns autism
developing after vaccinations. Can the MMR vaccine
cause autism? Andrew Wakefield claimed it could,
though without sound evidence, and he has been
roundly castigated for doing so. He was struck off
the physicians’ register — and immediately acquired
martyr status. There have been many examples of a
diagnosis of autism being diagnosed in infants after they received the MMR vaccine. Could one have
caused the other? There are two interesting facts that
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the anti-vaccination brigade never mention. One is
that the vaccine is given at around the age of 1, with
a second dose at age 3. This is the age bracket when
autism is customarily diagnosed. And the second fact
is that the MMR vaccine is not used in Japan, though
the increase in autism is the same there as it is in the
West. When it was introduced in Japan, it was compulsory, and parents were fined if they declined to
have their youngsters vaccinated. But the change from
MMR back to single-dose vaccinations had no effect
on the incidence of autism. Currently, there are 181
children per 10,000 in Japan on the autistic spectrum.
The figure is higher in the U.S., with 222 diagnoses
per 10,000, but it is lower in Ireland (153 per 10,000),
where MMR has been used for decades. There was
no conclusive evidence in the Wakefield papers, and
the figures confirm that there’s no relationship between MMR and autism. Yet the rumors persist. As
a result, thousands of people say they would prefer to have single doses of vaccines rather than the
triple antigen injection of MMR, though MMR is all
that’s available. I remember when it was introduced
in 1971. There was much fuss made of the fact that
the single-dose vaccines were banned in Britain. They
are no longer available in America either — and that’s
where the problems arose. If they were all running in
parallel, parents taking their children for inoculation
would almost certainly opt for MMR. The thought of
going back time after time, hanging about in a doctor’s waiting room and juggling children with work,
shopping, and a social program ... it’s enough to put
anybody off. With MMR, one shot and it’s done; nothing more to do for years. But the moment the single
dose vaccines were canceled they became desirable.
If governments ran them in parallel, the MMR would
have taken over and single vaccines would have naturally died out. As Wakefield knows, being banned is
the best way to acquire desirability. In my latest book
(Nonscience Returns, Curtis Press Ltd., 2020) I showed
how autism has increased at the same rate as satellite
dishes screwed to the outside of people’s houses. The
same empty-headed reasoning would immediately
conclude that satellite TV causes autism.
Anti-vaxxers claim that the thiomersal used as a
vaccine preservative can poison the public. Thiomersal, ethyl(2-mercaptobenzoato-(2-)-O,S) mercurate(1-)
sodium, was introduced in 1927 as an antimicrobial
and has been used to preserve vaccines (though there
is none in the present-day Covid-19 vaccines). It has
the advantage of preventing microbial contamination,
while not interfering with vaccine potency. Because it
contains mercury, the belief has been circulated that
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Attitudes to vaccines are changing around the world, often in different directions. On Sept. 10, 2020, the British journal The Lancet reported that levels
of confidence increased in the U.S. for several years, but in countries such as Pakistan and South Korea, confidence has been dropping.

it can cause harm to the patient. It is in the form of
ethylmercury and doesn’t cause problems. Methylmercury compounds, by contrast, have often caused
serious consequences. In 1956, there was a catastrophic incident of poisoning by methylmercury in the sea
at Minamata, Japan, and a similar tragedy nine years
later. It was 12 years before the government admitted
that the cause was pollution from the Chisso Corporation and the Showa Denko company, and not until
1977 did they start to clean up the bay. There were
other incidents of methylmercury poisoning in Iraq,
when seed grain imported from the U.S. (where the

grain had been treated with it as a fungicide) was mistakenly sold for consumption. Although there had
been previous incidents of methylmercury poisoning,
Iraq’s strongman Saddam Hussein decided to import
the treated seed in 1971, and many thousands of people were poisoned. When you relate these stories, it is
easy to convey unease to the public — but methylmercury was never meant to be consumed. Thiomersal is
made with ethylmercury — just one letter different
in the name, but an entirely separate compound with
very different properties. It’s like confusing methanol
(highly toxic, even in small doses) with ethanol (most
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enjoyable, when encountered in a fine wine or a shot
of whiskey). Thiomersal ensured that millions of doses
of vaccines were kept safe. Mind you, when someone
sprinkles salt on their food, would they feel the same
way if you explained that the sodium it contains is a
highly reactive metal that bursts into flame on contact
with water? Or, that the chlorine in the salt molecule
became notorious as a poison gas, which killed more
than 1,000 troops at Ypres in World War I? I’d bet they
would eat their food without salt after that.
Our long-term hope for the future is vaccination,
yet anti-vaxxer attitudes have led to one-fifth of the
global population saying they will shun the Covid-19
vaccine. In November 2020, 47% of Spain’s population
said they would refuse it, though a month later (when
vaccines were becoming available), the number refusing plunged to 28%. Spain is not making it compulsory, but they are keeping a record of those who decline vaccination. National variations are interesting.
The U.S. has become slightly more skeptical, just as
Australians have become increasingly positive. Even
though American Blacks and Hispanics are said to be
at greater risk from Covid-19, they are less likely to accept the vaccines. Only 37% of Hispanic respondents
said they would get vaccinated, and the number fell to
a quarter in Black communities.
So far, reports say that 22 people have suffered
anaphylactic reactions to the new Pfizer-BioNTech
Covid-19 vaccine. Four went to hospital and everyone
recovered. Since the vaccine was first used in America
on Dec. 11, 2020, 2,700 people died on our roads and
over 350 have choked to death. Another 224 have been
killed by guns. Everybody accepts those risks. Yet
in April 2020, when there had been 550,000 cases of
Covid-19 and 22,000 deaths, 74% of Americans said
they would likely get the vaccine when it became
available. By December, nearly 15 million had been
infected and 280,000 had tragically died, yet the number expressing guardedly positive opinions had fallen
to 56.2%. As I am writing, 4,000 Americans are dying
each day from Covid-19. It’s extraordinary how pervasive is the anti-vaccination propaganda — even nurses
are hesitant about being vaccinated. Just think of the
hazards we accept as part of everyday living. Every
year, 655,000 Americans die of heart disease (usually
exacerbated by diet and lack of exercise), 600,000 from
cancer (often associated with diet and smoking), and
160,000 from accidents (three-quarters in the home,
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from falling downstairs, etc.). Nobody has died from
the vaccine, and nor are they likely to.
Russia announced the world’s first vaccine for
Covid-19 in August 2020, and later developments in
China, Britain, and the U.S. suggested an efficacy of
around 80%, which everyone says is amazing. Not
true. Most vaccines rate at virtually 100%. Those for
measles, varicella (chickenpox), polio, smallpox, all
prevent at least 95% of cases. Flu vaccination reduces
cases by a mere 50%, while typhoid vaccination is only
about 75% effective. Human papilloma vaccination for
teenage girls rates about 85% effective, and this is the
figure at which the new vaccines are aiming.
When the next big pandemic erupts, forget the
lockdowns. We need strict quarantine. That alone can
curtail an outbreak. Centers that could quickly become isolation hospitals should be made ready, with
enough staff having additional training to run them.
Hospitals should design airflow with safety in mind,
and so should places like bus drivers’ cabs. With the
right air pressure differential, transmission can be
eliminated. We need internationally agreed ways to
name new viruses, and consistent protocols to test
new vaccines. At present, both are in a state of helpless
confusion, and nobody knows what’s what.
Video: The authorities once said that most coronavirus
transmissions were by surface contact, hence the advice to
“wash your hands.” The situation is not so simple. (YouTube)

We should certainly wear fine fabric gloves, rather than simply resorting to face masks, because that
could cut transmission in half. Testing must be available everywhere, and pooled testing should be widely
introduced. We need to identify who has the virus
and allow the rest to continue to run their lives. Currently, the sole aim is to try to carry on as normal. As
the data improve, controls are reduced — but that’s
the opposite of what we need. When the figures show
reducing levels of infection, we need maximum control. Our present-day policies simply dampen down
the pandemic, while my approach aims to end it. We
hear a lot about the number of Americans who have
contracted the disease (as I write it is 21 million) but
nobody emphasizes the number who haven’t. That is
a total of 310 million Americans who are still being
restricted. They are needed to run the country. In the
future, it’s the virus we must lock down, not the entire
community.
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