COVID AND THE CHURCHES
Facts about the current situation, thoughts about the future
A paper delivered by Kevin McGrane at the Protestant Truth Society conference Covid and the
Churches: a biblical response at St Mary’s, Reading, November 20, 2021.

If during the 2019 general election I had told you that the new government coming
into office on December 12 would by next spring criminalize you for gathering for
public worship. That every church in the land would be required by law to close.
That marriage and the sacraments would be outlawed. That GPs would be
instructed not to attend the sick and dying; relatives would be prevented from
seeing their loved ones, many of whom would die alone. That every household
would be isolated from every other by criminal sanctions. That self-administered
abortions would legally take place at home without medical supervision.
And if I told you that these measures would be implemented without prior
Parliamentary consent or any cost benefit, risk analysis or impact assessment carried
out. That protests would be banned, speakers arrested, and that the courts would
either decline to hear, or peremptorily dismiss any who sought to challenge this state
of affairs. And that the media would be instructed by its own regulator fully to
support government propaganda, failing which they would be shut down….you
would have said that this was a picture of a dystopia so extreme, so much in breach
of all the rights and liberties of the English people that it was an atrocious lie.
But it is no lie. The actions were totalitarian, insofar as there was no sphere that the
state felt it should not control; and it promulgated the degrading idea that there
were essential and non-essential callings. Ministers of religion were notionally
essential, though not to handle the word and sacraments. Places of worship could be
used for a creche, but not for prayer. One could gather without limit of number or
time in a shed to print lottery tickets, but not for a minute for worship. It became
increasingly clear that the decision to outlaw the activities of the church was not
made in the interests of public health, but a political decision based on what was
deemed essential, the worship of almighty God and the salvation and building up of
the saints being regarded as of less importance than nurseries, blood donation or
gatherings of homosexuals for mutual support, all of which were explicitly
permitted in places of worship under the under the law.
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Background to the 2011 Pandemic Plan
In 2009, the World Health Organization declared the Swine Flu contagion a
pandemic, having re-defined the term ‘pandemic’ to remove all references to serious
illness and death. This was exposed as a pseudopandemic by Dr Wolfgang Wodarg,
a member of the Bundestag and the Council of Europe, though not before billions
had been spent on anti-virals and vaccines. The BMJ revealed that the WHO had
been dancing to the tune piped by the pharmaceutical companies all along.
Following the Swine Flu debacle, in calmer times and with input from a wide range
of sources, many countries and the WHO itself developed their own plans for
dealing with the next pandemic. The UK’s pandemic plan in 2011 envisaged a highly
transmissible and deadly virus, such as a SARS coronavirus, in which ‘up to 2.5% of
those with symptoms would die’ … resulting in ‘210,000 – 315,000 additional deaths,
possibly over as little as a 15 week period and perhaps half of these over three weeks
at the height of the outbreak’.1 A pandemic an order of magnitude worse than SARSCoV-2.
The plan was underpinned by an ethical framework that must be followed during
any pandemic, which declared that ‘the harm that might be suffered by every
person matters, and so minimising the harm that a pandemic might cause is a
central concern.’2 This included minimizing ‘the disruption to society caused by a
pandemic’, and minimizing ‘the risk of complications if someone is ill’ by treating
them immediately with antivirals.

1https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/2

13717/dh_131040.pdf ‘A pandemic is most likely to be caused by a new subtype of the Influenza A
virus but the plans could be adapted and deployed for scenarios such as an outbreak of another
infectious disease, eg Severe Acute Respiratory Syndrome (SARS)’.
The plan eschewed lockdowns as too harmful and counterproductive. Society must continue as
normally as possible, and early treatment, especially anti-viral medication, was to be speedily given
to those who have contracted the disease to speed recovery and minimize hospitalizations and
deaths. Household quarantine and isolation of the infected were beneficial, but never of the otherwise
healthy or asymptomatic.
It also disfavoured facemasks: ‘Although there is a perception that the wearing of facemasks by the
public in the community and household setting may be beneficial, there is in fact very little evidence
of widespread benefit from their use in this setting’.
Deputy Chief Medical Officer Dr Jenny Harries on March 12, 2020 confirmed that wearing a covering
or mask was “not a good idea…You can actually trap the virus in the mask and start breathing it in.”
The other Deputy Chief Medical Officer Jonathan Van-Tam stated on April 4, 2020: There is “no
evidence that general wearing of face masks by the public who are well affects the spread of the
disease in our society”.
2https://webarchive.nationalarchives.gov.uk/ukgwa/20130104202555mp_/http://www.dh.gov.uk/prod
_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_080729.pdf
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It went on,
decisions on actions that may affect people’s daily lives, which are taken to protect
the public from harm, will be proportionate to the relevant risk and to the benefits that
can be gained from the proposed action.
those making decisions will…involve people to the greatest extent possible in aspects of
planning that affect them…[and] take into account any disproportionate impact of the
decision on particular groups of people.

[That means government would need to consult and do risk and impact
assessments]
The media and other people responsible for communications will have an important
role to play in ensuring that people know what the real situation is and what they
need to do, without exaggerating.

[That means government cannot whip up fear and terror].
The plan assured that pandemic preparedness and response would always be
• Evidence based.
• Based on best practice in the absence of evidence.
• Based on ethical principles.
• Based on established practice and systems, as far as is possible.

[That required that the government could not arbitrarily tear everything up and
launch into a completely untried approach]
There was an emphasis on early treatment, not leaving people in despair to decline
untreated in isolation until they could no longer cope:
This approach will protect the public by…minimising serious illness and deaths,
supported by rapid access to antiviral medicines, antibiotics and healthcare.

[We ended up with PCR testing and no access to medication]
[E]vidence suggests that a range of public health benefits may be achieved such as
a reduction in the number of complications, hospitalisations and deaths…clinical
trials’ data are very clear that the earlier that treatment can be started the greater the
likely degree of benefit…The UK will continue to maintain stockpiles and
distribution arrangements for antiviral medicines and antibiotics sufficient for a
widespread and severe pandemic.
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It was known to be very much to everyone’s advantage to reduce stress and anxiety,
avoid panic, promote a sense of normality: in short, to keep calm and carry on. The
pandemic plan states,
There is very limited evidence that restrictions on mass gatherings will have any
significant effect on… virus transmission. Large public gatherings or crowded events
where people may be in close proximity are an important indicator of ‘normality’
and may help maintain public morale during a pandemic…There is also a lack of
scientific evidence on the impact of internal travel restrictions on transmission and
attempts to impose such restrictions would have wide-reaching implications for
business and welfare. For these reasons, the working presumption will be that
Government will not impose any such restrictions. The emphasis will instead be on
encouraging all those who have symptoms to follow the advice to stay at home and
avoid spreading their illness.
During a pandemic, the Government will encourage those who are well to carry on
with their normal daily lives…The UK Government does not plan to close borders,
stop mass gatherings or impose controls on public transport during any pandemic.3

Emergence of SARS-CoV-2
A coronavirus, later named SARS-CoV-2, appeared in Wuhan, China at the end of
2019. Originally denying that it was capable of human-to-human transmission, the
Communists sealed off the city, and then began a massive propaganda campaign to
mislead the world into believing that the disease was far more dangerous than it
actually was, and that the only way to control it was to copy the totalitarian response
that they had employed in Wuhan.
On March 3, 2020 the UK government set out its Coronavirus (COVID-19) action
plan,4 which took cognizance of the Chinese experience but reaffirmed that they
would keep to their 2011 pandemic plan based on best practice and ethical
3

Other statements from the pandemic plan: ‘No additional restrictions, such as restrictions to public
events will be placed on the public unless it is absolutely necessary to protect the health of the public
and then only for so long as it is appropriate.’
‘The economic, political and social consequences of border closures would also be very substantial,
including risks to the secure supply of food, pharmaceuticals and other supplies.’
‘The impact of closure of schools and similar settings on all sectors would have
substantial economic and social consequences, and have a disproportionately large
effect on health and social care because of the demographic profile of those employed in these
sectors.’
https://www.gov.uk/government/publications/coronavirus-action-plan/coronavirus-action-plan-aguide-to-what-you-can-expect-across-the-uk ‘The UK is well prepared for disease outbreaks, having
responded to a wide range of infectious disease outbreaks in the recent past, and having undertaken
significant preparedness work for an influenza pandemic for well over one decade.’
4
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principles.5 Yet during the week from March 16 to 23 the government tore up its
pandemic plan entirely, including its ethical basis. It cast all best practice, science,
experience and ethics to the wind, and steered to country into the uncharted waters
of a national lockdown with no exit strategy, and without counting the cost of the
damage that would ensue. It was a blind leap into the unknown.6
The government relied heavily on modelling by Neil Ferguson at Imperial College to
conjure up scary scenarios, though none exceeded the mortality envisioned in the
2011 pandemic plan once ordinary mitigations were applied. Ferguson had form,
having for years been responsible for predicting unrealistic levels of mortality
through his fantastical modelling. Over 50,000 deaths from Mad Cow disease,
though fewer than 200 occurred. 200 million deaths worldwide due to bird flu, the
total being 455. 65,000 deaths in the UK due to Swine Flu, only resulting in 457. But
Ferguson was on the SAGE committee and he influenced the advice that they gave
to government. His influence, and that of fellow SAGE member and behavioural
psychologist Susan Mitchie, a member of the Communist Party who wanted
Chinese-style controls to be imposed permanently, is now legendary for pushing the
government into abandoning its social contract with the people.

5

To ‘provide the best care possible for people who become ill, support hospitals to maintain essential

services and ensure ongoing support for people ill in the community to minimise the overall impact
of the disease on society, public services and on the economy…there will be less emphasis on largescale preventative measures such as intensive contact tracing. As the disease becomes established,
these measures may lose their effectiveness and resources would be more effectively used elsewhere.’
Whatever happened to that? It did not support hospitals to maintain essential services, it did not
ensure ongoing support for people ill in the community to minimize the overall impact of the disease
on society, public services or the economy. And tens of billions were ploughed into an utterly
ineffective NHS Test and Trace, whereby ambulance crews were unavailable to run ambulances
because they were redeployed to testing centres to meet Matt Hancock’s targets.
6

The government kept up the narrative that peak infections would not occur until June as a result of

‘flattening the curve’, though it knew in March (and careful observers knew in April) that the peak
would occur before mid-April because of its action to put infected people into care homes and
effectively seal them off on March 19. Moreover, it knew that infections and the R (Reproduction
number) were in sharp decline when the Prime minister announced the lockdown with immediate
effect from March 24.
There have been many questions why, if there was to be a lockdown, it was not imposed a week or so
earlier. England has had three lockdowns, and in each case the timing has been entirely predictable:
the lockdowns have been applied just after infections have peaked but while deaths, which lag, are
still shooting up. By judging when the infection peak has been or will be reached and then applying
the lockdown it is always possible to claim, falsely, that lockdown caused the cases to drop
immediately after its imposition, whereas, of course, correlation is not causation, and infections were
already declining in a way that no interventions would stop.
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Ferguson reflected on how they managed to ‘get away’ with copying what the
totalitarian Communists did in Wuhan,
[P]eople’s sense of what is possible in terms of control changed quite dramatically…
It’s a communist one-party state, we said…We couldn’t get away with it in Europe
… And then Italy did it. And we realised we could … If China had not done it, the
year would have been very different.7

In any discipline, if one does the very opposite of what is known to be best practice
then one must expect the outcome to be injurious; and it is, to say the very least,
unconscionable and reckless where human life is at stake. Public documents, and
Ferguson’s modelling, reveal that the government was aware that ditching its
pandemic plan would prolong the pandemic, increase the number who would die of
the disease over the long term, create untold economic damage and social misery,
and cause an unlimited number of deaths for causes unrelated to the disease.
Contrary to the ethical plan, the UK Health Secretary, Matt Hancock, repeatedly
declared that had not the slightest intention of doing impact assessments on any of
his decisions.8 Implementing a policy recklessly was presumably judged to be less
damaging politically than imposing one known to be devastating. Although before
2020 health experts in every developed nation had ruled out lockdowns as a means
of mitigation because they were so ruinous, eventually in Europe only Sweden kept
the faith, and were vilified by other countries for upholding those very protocols
that they had all previously agreed were right and ethical: even the King of Sweden
denounced the government for sticking to its guns.
Such drastic measures in the UK were imposed not by invoking the Civil
Contingencies Act, as would have been expected, and which would have required
Parliamentary accountability every few weeks, but by ministerial fiat allegedly
deriving powers from the 1984 Public Health (Control of Disease) Act, supplemented
by a whole raft of quasi-legal guidance, and an enabling act known as the
Coronavirus Act, which was rushed through Parliament without scrutiny. In fact,
the 1984 Act envisaged the Secretary of State imposing controls only on the infected
and potentially infected, but by using media hype to invent the fiction of, and thus
fear of, the asymptomatic carrier, the government extended the meanings to include
the whole UK population without exception.

https://www.thetimes.co.uk/article/people-don-t-agree-with-lockdown-and-try-to-undermine-thescientists-gnms7mp98 Ferguson remains delusional in this article.
8 See, for example, the information memoranda issued with all the secondary legislation.
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Weaponizing behavioural psychology
This totalitarian approach could only be sustained in concert with a relentless
campaign of propaganda and fearmongering whereby the population itself would
be so terrorized that it would accept any loss of liberty.9 To pull it off the SAGE
advisors urged that ‘The perceived level of threat needs to be increased…using hard
hitting emotional messaging…use media to increase sense of personal threat.’10 The
regulator OFCOM was instructed to warn the media that it must give uncritical
support for whatever narrative the government might choose to adopt, and to censor
all counter arguments, failing which they would be shut down.11 The government
would reward the media’s compliance by becoming its biggest client, piling in vast
amounts to maintain its propaganda, dishing out fear and terror 24/7.
Behavioural psychologists determined that
[P]eople judged the threat of COVID-19 via the magnitude of the policy response,
and…they do not use their perception of the personal threat to themselves or close
others to guide their support for policy.12

In other words, the more draconian the policy adopted, the greater the public
support would follow, irrespective of what harms ensued. One could massively
increase the sense of personal threat without losing support for policy. Existential
threat was judged by policy, not policy judged in the light of the existential threat.
Accordingly, it became impossible for many to perceive the degree of statist
overreach and unethical nature of the policies applied, or to expose them by using
rational discourse and speaking truth about the threat itself. The country, nay the
world, was thus ushered into a cult-like state of mass delusion and control, from
which it has not since recovered.

The civil magistrate is supposed to be a terror to those who do evil, but in this case terror was
unleashed upon all indiscriminately.
10https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/
882722/25-options-for-increasing-adherence-to-social-distancing-measures-22032020.pdf
11https://web.archive.org/web/20201106134633/https://www.ofcom.org.uk/__data/assets/pdf_file/0017/
203318/covid-19-news-consumption-week-twenty-five-misinformation-deep-dive.pdf
Christian broadcaster ‘Loveworld’ was fined £25,000 by OFCOM for making the true statement that
hydroxychloroquine was effective against COVID-19, casting doubt on the need for the UK
lockdown, and advising that there have been serious side effects with the vaccines. This is a typical
example of where broadcasters are being sanctioned for departing from and not supporting the whole
government narrative, even where they have been telling the truth. OFCOM work on the basis that
there is an ‘official’ narrative, and any departure from that is dangerous misinformation. Accordingly,
OFCOM ensures that the media parrot government propaganda and suppress alternative views.
12 https://royalsocietypublishing.org/doi/pdf/10.1098/rsos.210678
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One would think that the country was on the verge of the Black Death, though the
government for sure knew we were not. On March 17, 2020 the WHO confirmed that
the virus was less transmissible than influenza, and on March 19 the government
quietly downgraded the disease COVID-19 arising from SARS-CoV-2 from being a
high consequence disease because of its ease of detection and low mortality. The
official government infection fatality rate was settled at a little under 0.1%,13
somewhat less than seasonal flu. One in a thousand who caught the disease could be
expected to die, 25 times less than the rate factored into the 2011 pandemic plan
which sought to minimize disruption.
Note that this one in a thousand is higher than the case fatality rate, a ‘case’ being
deemed a person who receives a positive test result, who may or may not be
infected. The RT-PCR test (or PCR for short) was never intended for mass testing,
but it has tremendous potential to initiate and sustain pseudopandemics. By varying
the cycle threshold, the number of positive results can be varied over three orders of
magnitude. One can also modulate the number of daily tests, and the areas of the
country in which the testing is performed, in order to produce any figures desired.14
Since the PCR test is not designed to detect an active infection it is not a valid
diagnosis for the disease COVID-19. In 2020 there were 439,418 positive tests and
70,853 ‘official’ deaths ‘with Covid’, though not ‘from Covid’. There were only
18,152 actual medical diagnoses of the disease, not all of whom died, of course.15 The
figure of around 140k deaths to date ‘with COVID’ is thoroughly misleading,16 and

0.096%, as given in a written statement to Parliament by Jo Churchill MP.
The most egregious use of this fraud is in the USA where they apply different cycle thresholds
depending on vaccination status in order to drastically reduce the number of so-called ‘breakthrough’
cases compared to the unvaccinated, and thus make the hospitalization and death figures look better
for the vaccinated, and turn the actual pandemic of the vaccinated into a pandemic of the
unvaccinated.
15 In a court case in Portugal it was ruled that PCR tests were unsuitable for diagnosis and that only a
few hundred persons had actually died of the disease itself. In Italy, it was shown that only around
12% of the deaths recorded as COVID deaths had any relationship to the virus. For other countries it
varies from 6% to 15%. At a 10% level this would translate in the UK to fewer than 7k persons last
year and 7k this year who have died of COVID-19 as the main cause of death. This compares with
20,000 deaths from seasonal flu in a normal year.
13
14

16

We can cross check this another way. To date, fewer than 10M persons have received a positive

COVID test result in the UK, and if we very generously assume that each case was a genuine infection
and applied the government’s own official Infection Fatality Rate of less than 0.1% one cannot wring
out more than 10k deaths from the disease itself over the last two years, i.e. 5K per year, a little under
1% of the 600,000 or so all-cause mortality each year. Excess deaths in respect of all cause mortality
were much higher, of course, due to the overall impact of the government’s measures.
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reflects registration practices imposed by the UK government and by the WHO,
which has massively inflated the figures.17
The vast majority of persons who died ‘with COVID-19’ have been the very elderly
and those with four or more co-morbidities: the average age at death ‘with COVID’
is higher than the average lifespan. Studies have shown that most who have died
‘with COVID’ could not have been expected to survive another year. Sadly a few
younger, healthy people have died, including six below age 18.

Refusal to treat
On March 19, 2020 the government instructed hospitals to discharge inpatients
without assessment of Continuing Healthcare.18 The patients were denied any choice
17

https://web.archive.org/web/20200512135005/https://improvement.nhs.uk/documents/6590/COVID19-act-excess-death-provisions-info-and-guidance-31-march.pdf
‘Without diagnostic proof, if appropriate and to avoid delay, medical practitioners can circle ‘2’ in the
MCCD…if before death the patient had symptoms typical of COVID-19 infection, but the test result
has not been received, it would be satisfactory to give ‘COVID-19’ as the cause of death.’
https://web.archive.org/web/20210118190218/https://www.who.int/classifications/icd/Guidelines_Cau
se_of_Death_COVID-19.pdf
‘New ICD-10 codes for COVID-19:
• U07.1 COVID-19, virus identified
• U07.2 COVID-19, virus not identified: Clinically-epidemiologically diagnosed COVID-19; Probable
COVID-19; Suspected COVID-19.’
The ONS then applied the following: ‘Deaths involving the coronavirus (COVID-19) include those
with an underlying cause, or any mention, of U07.1 (COVID-19, virus identified) or U07.2 (COVID-19,
virus not identified).’
The ONS noted that CQC compiled statistics of COVID deaths on the say-so of care homes, even
though NOT anywhere on the medical certificate:
https://web.archive.org/web/20200520052849/https://www.ons.gov.uk/news/statementsandletters/pub
licationofstatisticsondeathsinvolvingcovid19incarehomesinenglandtransparencystatement
‘The inclusion of a death in the published figures as being the result of COVID-19 is based on the
statement of the care home provider, which may or may not correspond to a medical diagnosis or test
result, or be reflected in the death certification.’
‘Community health providers must take immediate full responsibility for urgent discharge of all
eligible patients identified by acute providers on a discharge list. For those needing social care,
emergency legislation before Parliament this week will ensure that eligibility assessments do not
delay discharge.’
https://www.england.nhs.uk/coronavirus/wpcontent/uploads/sites/52/2020/03/20200317-NHSCOVID-letter-FINAL.pdf
Section 14 of the Coronavirus Act: NHS Continuing Healthcare assessments: England. ‘A relevant body
does not have to comply with the duty imposed by regulation 21(2)(a) of the 2012 Regulations
(assessment of eligibility for NHS Continuing Healthcare), or the duty imposed by regulation 21(12)
of those Regulations (duty to have regard to National Framework), so far as relating to the duty
referred to in paragraph (a). Accordingly, regulation 28 of the 2012 Regulations (assessment of need
for nursing care) applies only if a relevant body chooses to comply with the duty imposed by
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in the matter, and some of them carried infection to the places where they were sent.
GPs were requested not to visit care homes, and ambulances and hospitals were
instructed not to take any patients from care homes. Relatives were disbarred from
seeing their loved ones, and Do Not Resuscitate orders were issued without the
consent of patients or relatives. Denied appropriate healthcare, thousands declined
and passed away completely out of sight behind closed doors. The Health Secretary
reassured Parliament that he had provisioned ample stocks of Midazolam to ease the
passing of these poor unfortunates and give them a ‘good death’.19 Every
opportunity to investigate or question the cause of death was removed by the
Coronavirus Act.20 The police were relieved from having to attend deaths to rule out
foul play, and every medical practitioner was authorized to register their deaths as a
COVID death even though they had never seen or examined the patient or corpse.21
Every measure that the government introduced had the baleful outcome predicted
from prior studies. It knew, for example, that viral transmission would increase
because most transmission occurs in the home. It knew also that isolation and daily
fear propaganda would weaken immune systems and lead to worse outcomes, and
that restricting outdoor activities would push more people, especially black and
Asian, into vitamin D deficiency, which would dramatically increase the risk of
regulation 21(2)(a) of those Regulations…An NHS trust does not have to comply with the duty
imposed by direction 2(2) of the 2013 Directions (assessment of eligibility for NHS Continuing
Healthcare), or the duty imposed by direction 2(10) of those Directions (duty to have regard to
National Framework), so far as relating to the duty referred to in paragraph (a).’
https://committees.parliament.uk/oralevidence/288/default/
Matt Hancock permitted morphine and midazolam to be used in care homes on patients for whom it
had not been prescribed. This is exactly what Harold Shipman did – he used drugs prescribed for
certain patients, but not administered, to be used on other patients without detection, i.e. their lethal
injections did not appear on their medical records. The Royal College of GPs welcomed it, noting that
“This only applies to patients living in care home and hospice settings”, as though that made it
acceptable. Midazolam is used for lethal injection for execution in the USA.
20 Section 30 Suspension of requirement to hold inquest with jury: England and Wales. ‘For the purposes of
section 7(2)(c) of the Coroners and Justice Act 2009 (requirement for inquest to be held with jury if
senior coroner has reason to suspect death was caused by notifiable disease etc), COVID-19 is not a
notifiable disease.’
Section 19 Confirmatory medical certificate not required for cremations: England and Wales
21 Schedule 13 Medical certificates of cause of death ‘A registered medical practitioner (“X”) who is not
the practitioner who attended the deceased person (“D”) during D’s last illness may sign a certificate
under section 22(1) of the 1953 Act (certificates of cause of death) if the practitioner who attended D is
unable to sign the certificate or it is impractical for that practitioner to sign the certificate, and X is
able to state to the best of X’s knowledge and belief the cause of death.
A registered medical practitioner (“P”) may sign a certificate under section 22(1) of the 1953 Act, even
in the case of a person who has not been attended during that person’s last illness by a registered
medical practitioner, if P is able to state to the best of P’s knowledge and belief the cause of
death…Forms 14 and 15 in Schedule 2 to the principal 1987 Regulations have effect as if in each case
the line beginning with “Last seen” were omitted, and the words “I was in medical attendance during
the above named deceased’s last illness, and that” were omitted.’
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hospitalization and death. To say that it deliberately maximized sickness and death
is, at this stage, going beyond the evidence, but there can be no doubt that it adopted
a policy that it had every reason to believe would result in more deaths overall due
to COVID-19, and cause a huge number of additional deaths due to other causes.
This, after all, was evidenced in every country’s pandemic plan, the WHO plan, and
all learned journal articles on the same published in the preceding 10 years.
On the one hand the populace were being subjected to a psychological operation to
induce fear that this virus was extremely deadly, but on the other hand those who
received a positive test were offered no treatment at all. No doctor or heath visitor
contacted them, no medication was provided, and all the while they were being
bombarded with continuous propaganda that the sentence of death was upon them.
In such a situation of fear and anxiety, despair sets in, people’s immune systems
pack up and the outcome is considerably worsened. The first bad outcome is
hospitalization, because if the disease progresses to that stage then the chances of
survival are drastically reduced. So why was not basic medical treatment given to
save as many lives as possible, and to reduce the load on the NHS (the ostensible
justification for lockdown)? Early treatment is basic to prevent bad outcomes.
Although many infections clear up on their own, those particular ones that do not
resolve cannot be ascertained in advance. Therefore all serious infections must be
treated to prevent the bad outcome in the few.
All infections until COVID, that is. There has been a complete refusal by doctors and
health services to treat infections that if left untreated will inevitably result in an
inordinate load on hospitals and unnecessary deaths. To this day no medicines have
been given to patients isolating at home for what is one of the most treatable
respiratory infections known to man. In the vast majority of cases, infections that
would otherwise result in hospitalization can be successfully treated using
medicines on the WHO list of essential medicines.
Yet NHS doctors were instructed to have nothing to do with COVID patients, the
Coronavirus Act indemnifying them all against claims for malpractice or negligence
thereby.22 Doctors who found that position unethical and sought to treat their
patients were threatened with dismissal and in some countries imprisoned. When
patients yet managed to obtain prescriptions from caring doctors to treat their
infection, pharmacists refused to dispense the medication because they had been
threatened also. Completely fake papers appeared in the medical literature to
Section 11 Indemnity for health service activity: England and Wales. ‘The appropriate authority
may…indemnify a person in respect of…a liability in tort, in respect of or consequent on death,
personal injury or loss, arising out of or in connection with a breach of a duty of care owed in
connection with the provision, after the coming into force of this section, of…caring for or treating a
person who has, or is suspected of having, coronavirus disease.’
22
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discredit these treatments, the media piled in to denounce them, and Big Tech
censored those who would seek to draw attention to their efficacy.
The commercial reason for this is very simple. If there is an effective treatment for
COVID-19 then it would not be possible to bring out vaccines under emergency use
authorization. Where countries had already achieved great success using standard
drugs then vaccine manufacturers required that governments discontinue their use
as a condition of supplying them vaccines.

Early treatment
There are several stand-out treatments [Figure 11]. Firstly, vitamin-D and zinc,
which are essential for human life. Quite simply, vitamin-D deficiency leads to bad
outcomes with COVID-19. Zinc inhibits SARS-CoV-2 viral replication. 53 studies of
the effect of Vitamin D and 20 with zinc each show improvement in reducing
hospitalization and death from COVID by around 50%.
For hydroxychloroquine, given as early treatment as an antiviral, the reduction is
64%. But hydroxychloroquine with zinc is even better. Zinc blocks replication of
SARS-CoV-2 within the cell, but cannot easily gain entry. Hydroxychloroquine acts
as an ionophore to carry zinc ions across the cell membrane. Add azithromycin for
synergy and to prevent secondary infection and the improvement is over 90%.
Ivermectin is also very good, a drug which has been around for decades and whose
inventors won the Nobel prize.. Originally used as an antiparasitic, it also has
powerful broad spectrum anti-viral properties and is extremely safe. It especially
finds its way to the lungs, which few antivirals do, and it has at least three
mechanisms whereby it impairs SARS-CoV-2: it interposes itself to stop the virus
locking on to the human cell; it impairs the means by which the virus gains entry;
and it significantly block replication within the cell. In vitro Ivermectin blocks SARSCoV-2 replication by 99.98%. [Figure 10]. Ivermectin can be used once or twice a
week as a prophylactic with great effectiveness. Where treatment is given soon after
infection, the pooled results of 65 trials with Ivermectin show improvement around
67%. Combine that with doxycycline and zinc and the reduction also exceeds 90%.
It is thus very easy to slash hospitalizations and deaths from COVID by an order of
magnitude. Kits of ivermectin, doxycycline and zinc have practically eliminated
COVID in the Indian states that have used them. These ‘Ziverdo’ kits cost 150
Rupees, £1.50. It’s not much to save a life.
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Vaccines
Let me say a little about the so-called vaccine. ‘So-called’ because the definition had
to be re-worked to include them. They work in ways different from all other
vaccines; and do not prevent infection or transmission, and are thus useless to
suppress epidemics and pandemics.
There is first one ethical issue to mention: all the vaccines in use in this country,
AstraZeneca, Pfizer and Moderna, were developed and tested on human cells
derived from aborted fetuses; in the case of AstraZeneca, every drop of active
ingredient in its vaccines is being produced by cells derived from the organs of
aborted fetuses.
In early 2020 the German company BioNTech approached Pfizer with a view to
commercializing their re-purposed mRNA gene therapy against SARS-CoV-2, which
they claimed to have developed in under 24 hours. Pfizer rejected the offer on the
grounds that the drug would never work as a vaccine and that it anyway was far too
dangerous. However, when the US government assured Pfizer that they would take
anything that showed even small benefit and that they would indemnify Pfizer
against all claims for damages if the vaccine proved harmful, Pfizer could only see
enormous upside and reverted to BioNTech to snap up their product.
Traditional vaccines use either an attenuated live virus, or replication deficient virus
similar to the one to be protected against. Using the whole virion enables the body to
develop a broad immunity against the virus. Notwithstanding, no vaccine against
respiratory infections has ever been very successful because these viruses initially
colonize the surfaces of the nasopharynx and the lining of the lungs, where the
immune system has a hard time reaching.
These new vaccines utilize a gene therapy technology that has also been around for
many years, but never deployed successfully. Repurposed as vaccines they use
either a lipid nanoparticle or a genetically-modified virus as a transport mechanism
to gain entry to human cells and reprogramme them to churn out spike
glycoproteins, such as appear on the surface of the SARS-CoV-2 virion. The idea is
that when real SARS-CoV-2 virions enter the body, then these proteins will be
recognized, and the immune system will destroy them.
The problem is that to use the body’s healthy cells to produce pathogens, which can
be anywhere in the body, though especially in the ovaries and the inside of the blood
vessels, results in those cells being targeted for destruction leading to the generation
of blood clots. The tiny proteins being generated are themselves cytotoxic and will
travel around the body causing damage, and are small enough to cross the bloodbrain barrier, and the placenta, and be expressed in breast milk.
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The initial trials were never designed to determine whether the vaccine would
reduce hospitalizations or deaths, or reduce infections or transmission, or whether
any immunity would last, or whether there would be any serious harm in the
medium to long term, or to the unborn child [Figure 1]. A very low bar was set,
whether they would reduce mild symptoms in otherwise healthy persons, which
initially they did. However, after a few months this benefit waned significantly, and
after 20 weeks the person vaccinated became more likely to become infected and to
transmit than if they had never been vaccinated at all [Figure 3]. Accordingly, the
rates of infection and transmission are higher in most adult age groups among the
vaccinated than the unvaccinated [Figures 4 and 5], which makes a mockery of
vaccine mandates for workers, and vaccine passports for entry to venues. Far from
damping down infections, the vaccines appear to be increasing them. [Figure 2]23
These vaccines are potentially very dangerous. They are still in experimental phase
and none of them has any data at all on medium to long term side effects. Required
safety trials will not complete until May 31, 2027 at the earliest [Figure 7]. Short term
side effects have been catastrophic as vaccines go: vaccine deaths and serious harms
are already higher than all the deaths and harms of all the vaccines used in the last
30 years put together [Figure 6]. They are at least 100 times more dangerous in the
short term than any vaccine ever used on humankind, and it is anyone’s guess what
the harm might be in the future.
As far as potential medium to long term effects go, it is known that the spike protein
hijacks the body’s DNA damage repair machinery and potentially damages the
adaptive immune machinery, specifically production of B and T cells, which are
essential for our immune systems [Figure 8]. To put it simply, there is significant
danger that those who take these vaccines are doing serious harm to their immune
systems, making them unable to fight infections and cancer.
Because the vaccination programme has been going for nearly a year, with around
110 million doses given in the UK, there is now a vast amount of real-world data.
Analysis of this data shows that there is no statistical significance to any claims for
vaccine effectiveness, whether for infection or transmission, hospital admission,
intensive care or death. On September 17, in a written document to the US FDA,
Pfizer admitted that after a few months the effectiveness of their vaccine against
infection was “not statistically significantly different from zero”. Given that we have
abundant real-world data, it seems disingenuous that the government would try to
Currently, the most dangerous group for anyone to be among is exclusively vaccinated adults. This
is becoming painfully obvious in Europe where they have segregated the vaccinated from the
unvaccinated, and made venues exclusively for the vaccinated, maximizing spread. Needless to say, a
wholly vaccinated care team, or wholly vaccinated NHS will maximize the danger to residents and
patients, which is the polar opposite of the case with traditional vaccines, which are of the sterilizing
type.
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model a counterfactual: how many persons would have become infected and died if
the vaccines had not been given. The enormous numbers produced by these
counterfactual models (whose code, data, and assumptions have never been
available to scrutiny) showing vast benefits to vaccination are sheer fantasy since
they do not accord in any way with what is very clear from analysis of the realworld data.
The painful truth is that there is no way out of this situation by using these repurposed gene therapies as non-sterilizing vaccines; they are likely increasing the
transmission and damaging immune systems; they are certainly causing
unprecedented harms in the short term, and their potential for medium to long term
harms is looking very serious indeed.
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Figure 1
BMJ article showing vaccine trials were not designed to show reduction in hospital
admission, ICU or death, or transmission.

Figure 2

Figure 3
Note: the authors reported all negative effectiveness as zero. Calculated median
values from their data are shown in red above. A negative effectiveness means that the vaccine
renders the person more likely to contract the disease than unvaccinated. This is evident in the case
rates by age for the adult population in England, Figure 4 below.

Figure 4

Figure 5
Public Health Scotland data showing increasingly negative vaccine effectiveness
against infection (‘Fig. 20’) and hospitalization (‘Fig. 23’) (i.e. worse than unvaccinated) in all adult age
groups.

Figure 6: reported vaccine-induced deaths in USA since 1990 (all vaccines), and time of death after
COVID-19 vaccination.

Figure 7: some of the trials (to 2027) required to be done to determine whether the vaccines are safe.

Figure 8 above: paper showing that spike protein production caused by COVID vaccines impairs
DNA damage repair, and damages the host immune system.
Figure 9 below: extracts from paper showing that Molnapirivir (‘Lagevrio’) causes replication errors in
DNA, and so is mutagenic to humans. An anti-viral to avoid!

Figure 10 above: early paper (first quarter 2020) on Ivermectin as an antiviral against SARS-CoV-2 .
Figure 11 below: Anti-viral candidates for early treatment. Ivermectin and hydroxychloroquine have
been used for decades and are very cheap, safe and effective. Avoid Molnupiravir (mutagenic).

