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SUMMARY OF SARS-COV-2/COVID-19 POLICY ISSUES V12.3 – 06 SEP 21 

Bottom Line Up Front.   

On 06 August 2021, Public Health England published their Technical Briefing 20 “SARS-CoV-2 variants of concern 
and variants under investigation in England”1.  The data contained in this technical briefing is a damning 
indictment of SARS-CoV-2 vaccine efficacy and safety and accompanying mass vaccination policy. 

In summary, two thirds of UK reported deaths due to the Delta (Indian) variant had been vaccinated.  On its 
own, that statistic wouldn’t be conclusive, but the raw data tells a more concerning story.  402 deaths out of 
47,008 vaccinated cases set against 253 deaths from 151,054 cases.  This makes an individual much more likely 
to die from Delta if vaccinated.  This is an IFR of 0.0086% for vaccinated, vs 0.0017% for unvaccinated, a 5x 
increase in death rate.  While this IFR is significantly lower than the overall IFR of 0.15% for the original wild-type 
virus, but this includes a significant period of summer in which population natural immunity is at its peak.  The 
IFR for both groups will inevitably climb as the winter season, and baseline immune function reduces. 

Additionally, the report also confirms “PCR cycle threshold (Ct) values from routinely undertaken tests in 
England show that Ct values (and by inference viral load) are similar between individuals who are vaccinated and 
unvaccinated.”  Simply put, vaccinated individuals are as likely as unvaccinated to transmit disease to others.   

The conclusions drawn from this data are supported by an Israeli research study published on 25 August, 
entitled ‘Comparing SARS-CoV-2 natural immunity to vaccine-induced immunity: reinfections versus 
breakthrough infections’2.  While still subject to peer review, this study’s findings were consistent with the UK 
NHS data, with SARS-CoV-2 naïve vaccinees being 13.06x more likely to experience Delta variant breakthrough 
than naturally immune individuals whose vaccination or natural exposure occurred at the same time (Jan/Feb 
2021).  In addition, those who had been exposed in the previous year experienced waning natural immunity as 
short-term antibodies decayed, the SARS-CoV-2 naïve vaccinees still experienced a 5.96x increased risk of 
breakthrough infection and a 7.13x increased risk of symptomatic disease and an increased risk of 
hospitalisation. 

Neither of these studies, however, give a true insight into the root cause of the phenomenon they highlight.  To 
do that, one must look at the relative risk of mortality, compared against a baseline risk of SARS-CoV-2 mortality 
in an unvaccinated population, and do so on a time-sensitive daily basis from the point of first vaccination until 
any signal of risk drops back to, or below, the baseline. 

Dr Herve Seligmann PhD, who works at the Emerging Infectious and Tropical Diseases Research Unit in the 
Faculty of Medicine, Aix-Marseille University, France, has done just that with his statistical research partner, 
engineer Haim Yativ.  They have created an English translation website where updates on their ongoing research 
may be viewed.3  Their analysis was broken into two age groups, and specifically applied to the Pfizer/BioNTech 
research vaccine variant BNT162n2, which was used widely in Israel during their mass vaccination campaign. 

 
1 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1009243/Technical_B
riefing_20.pdf 
2 https://www.medrxiv.org/content/10.1101/2021.08.24.21262415v1.full.pdf 
3 http://www.nakim.org/israel-forums/viewtopic.php?t=270812 
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Seligmann and Yativ established a COVID-19 mortality baseline using Israel’s public health data from 01 March 
2020 to 20 December 2020, when the Israeli BNT162b2 vaccine rollout began.  The average daily mortality risk 
from COVID-19 during that period for the under 60 age group was 0.00000257% and for over 60s 0.00022631%.  
This is the daily population risk of mortality from COVID-19. 

They then analysed daily mortality risk during the vaccination campaign. 

Over 60s.  Between 0 and 13 days after the first dose of the Pfizer vaccine, the average COVID-19 daily mortality 
risk for the over 60's was 0.003303%. This was more than 14.5 times higher than for the unvaccinated. More 
than thirteen days following the first dose of vaccination, this risk increased to 0.005484% per day; a risk more 
than 24.2 times greater than among the unvaccinated. This increased further, for the first six days after the 
second dose, to 0.006076% — representing a 26.85-fold increased risk of Covid-19 mortality for the vaccinated. 

In the second week following the second dose, the average risk for the over-60s remained at 18.4 times higher 
for the vaccinated. This gradually reduced to 6.7 times worse than the unvaccinated at fourteen days following 
the second dose, and the excess risk continued to decrease over the next few weeks. The data showed that 
there is a Period of Vaccination (PoV) of approximately five weeks during which there is a significantly increased 
risk of dying from COVID-19 for the vaccinated over-60s. 

Under 60s.  An increased risk of COVID-19 mortality was also seen in the data for the under-60s. In the first two 
weeks following the first dose, the average risk was increased 23.86 times. This increased further to a 42.4-times 
elevated risk in the second week after the first dose. In the first week following the second dose, the data 
indicated a 94-fold increase in the daily COVID mortality risk for the vaccinated. For the period studied, there 
was no noted increased risk to the under-60s beyond the first week following the second dose and the excess 
risk decayed toward the unvaccinated baseline over the next few weeks. 

Seligmann and Yativ then calculated the average daily risk reduction over time required to gain a net-benefit 
from the BNT162b2 vaccine.  In the over 60 age group, the vaccine would have to deliver 690.62 days (nearly 2 
years) of full protection to achieve net benefit.  As has been widely demonstrated, the efficacy of this vaccine is 
limited and wanes rapidly, with the CEO of Pfizer having stated a requirement for a 6-monthly booster, and 
other industry representatives talking about a 4-monthly booster. 

Bear in mind that each booster will also result in a PoV of increased risk for about 5 weeks, resulting in a further 
period of full protection to reach a point of net benefit.  As can be clearly seen, there is no possible net benefit 
to the BNT162b2 vaccine and further ‘booster’ shots would be irrational and contravene any reasonable 
standard of medical ethics. 

Mechanism.  Seligmann and Yativ have not postulated a mechanism to explain this phenomenon, they have 
simply analysed the data and proven the effect.  There are multiple competing theories on the issue, but the one 
with the most evidentiary support comes from analyses completed by several biochemists and molecular 
biologists in Europe.  One of the lead scientists in this area is Gabor Erdosi.  Gabor has a MSc in Molecular 
Biology and is a food scientist based in Hungary.  

Erdosi noticed in 2020 that the spike protein featured on the SARS-CoV-2 virus, and reproduced by mRNA 
vaccine technology, contains an amino acid sequence and structural component highly similar to those of 
bacterial superantigen staphylococcal enterotoxin B, which binds directly to T-cell receptors. 
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Staphylococcal enterotoxin B is a toxin produced by Staphylococcus Aureaus, a common cause of food poisoning, 
an area in which Erdosi is a specialist.  Further analysis revealed that this sequence has never been seen in a 
SARS related coronavirus before. 

They symptoms of this endotoxin are dry cough, shortness of breath, chest pain, build-up of fluid in the lungs, 
fever, chills, headache, sore throat, muscle pain, nausea, vomiting and diarrhoea.  The background pathology of 
Staphylococcal enterotoxin B poisoning includes widespread dysregulation of innate immunity and blood cells 
(disappearing platelets).  It also exacerbates inflammatory signalling mimicking bacterial sepsis.  In summary, it 
simultaneously gives the patient hyperinflammatory syndrome, multi-system inflammatory syndrome and 
metabolic syndrome. 

Additionally, this toxic protein chain triggers autoimmunity in a large minority of those exposed to it, 
contributing to a multi-tissue autoimmune attack.  In common with Antibody-dependant Enhancement (ADE) or 
‘pathogenic priming’ evident in Phase 2 mRNA trials45, this autoimmunity remains after the initial period of 
endotoxin poisoning, continuing to contribute to serious illness and mortality over the long term.  Re-exposure 
to a virus with the original spike protein structure can trigger the whole disease pathology again, with similar risk 
of hospitalisation and death. 

Imagine ‘COVID-19 on steroids’ and you’ll be pretty close to understanding the medical and public health 
challenge.  

Alberta.  In Alberta, a significant spike in mortality occurred in the last week of December 2020 and the first 
three weeks of January 2021.  With public health mandates slowing the build of natural immunity among the 
least vulnerable, while rapidly vaccinating the most vulnerable, a combination of issues conspired to take the 
lives of many vulnerable Albertans. 

As the year has progressed, and the vaccination of Albertans has reached large sectors of the population, the 
hospitalisation of younger Albertans within the PoV discovered by Seligmann/Yativ has increased significantly.  
The majority of COVID related ICU admittances involve people within the PoV, with at least one ICU in Alberta 
having over 80% of patients in this category at the beginning of September 2021.  As already mentioned, the 
figures in the UK sit at around 2/3 of hospitalisations involving the recently vaccinated according to Public Health 
England’s Technical Briefing 20. 

Fortunately, mortality has remained low, but this cannot be guaranteed to continue and as natural immunity 
wanes in the autumn and winter of 2021/2022, it is likely that Alberta experiences a major vaccine driven public 
health emergency that dwarfs the effects of SARS-CoV-2 pre-vaccines. 

As this serious illness and mortality is being driven by the body’s reaction to the toxicity inherent in the spike 
protein, it is highly unlikely that any non-pharmaceutical interventions will have an impact on reducing the 
severity of the problem.  Rapidly increasing hospital ICU capacity, perhaps with the aid of the Canadian Forces, 
may be the only viable public health action to minimise mortality. 

As long as Alberta continues to use the current vaccines, this problem will remain, and our health system 
stretched by the consequences.  Vaccine induced ‘Spike Protein Disease’, rather than COVID-19, is most likely to 

 
4 https://investors.modernatx.com/news-releases/news-release-details/moderna-announces-positive-interim-phase-1-
data-its-mrna-vaccine 
5  https://www.fda.gov/media/144245/download 
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be our biggest public health challenge and will remain so for the foreseeable future.  Even if all vaccination 
programs were halted, a significant ‘echo’ of severe disease pathology will challenge our medical authorities for 
the foreseeable future. 

 

Executive Summary.   

The following is a summary of the scientific and legal problems associated with recent and current SARS-CoV-2 / 
COVID-19 policy.  I have been petitioning government through my local MLA on this subject since March 2020 
and have seen little positive response. 

Stanford Medical School Professor Dr John Ioannidis, the world’s most highly ranked epidemiologist, presented 
at a recent conference of European virologists and epidemiologists at the University of Salzburg in Austria in 
June 2021.  His European colleagues asked him why public health authorities and politicians across the west had 
ignored the science on SARS-CoV-2.  He was forced to admit that while he could speculate about the possible 
political reasons for this happening, he couldn’t honestly give a definitive reason.  This has been the consistent 
experience of pure and applied scientists across the world since early 2020, and my experience has been no 
different. 

He also confirmed that although he thought the use of masks should have some benefit in reducing the 
transmission of SARS-CoV-2, no scientific studies had yet produced a signal of benefit justifying their use.  This is 
the sign of a truly scientific mind, willing to openly present scientific evidence that contradicts their own 
presuppositions.  This level of scientific maturity and intellectual honesty has yet to manifest in Canada’s public 
health authorities. 

On 24 March 2020, I wrote to my MP and MLA outlining how public policy had gone badly wrong and the 
government(s) of Canada were now in violation of Canadian and International Law regarding Human Rights and 
Crimes Against Humanity. 

In October 2020, I forwarded a summary paper on the science behind SARS-CoV-2 transmission, mortality and 
the cost/benefit analysis of non-pharmaceutical ‘lockdown’ measures to the Premier, Health Minister, Justice 
Minister, Chief Medical Officer of Health and several others.  I have yet to get a response or reply from any of 
them. 

I created this science and policy update in November 2020, to continue to campaign for a return to scientifically 
rational policy regarding the transmission of the SARS-CoV-2 virus, and the effects of the COVID-19 disease that 
it causes.  In summary, the COVID-19 ‘crisis’ is not a major public health crisis.  As this paper shows, viral 
outbreaks as deadly as the one caused by the SARS-CoV-2 virus are common and occur every 3-4 years and have 
done since 1950.  Prior to 1950 and the culmination of major advances in treatment of viral infections during the 
first half of the 20th century, viral disease outbreaks were just as frequent and had much greater death tolls. 

The following is a list of policy recommendations that match the science on SARS-CoV-2 / COVID-19 as it stands 
in August 2021: 

1. Increase ICU capacity and staffing immediately to prepare for the likely rise in severe disease triggered 
by ADE and related effects in the vaccinated population. 

2. Revise Public Health Priorities regarding infectious disease. 
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a. Emphasis on baseline metabolic health resulting from diet and lifestyle.  Despite widespread 
infection, Japan had an order of magnitude lower mortality rate than North America, a function 
of their society’s low carb and very low polyunsaturated fat diet, combined with a very good 
blood serum Vitamin D level across the population (>30 ng/ml even in the elderly, with most >40 
ng/ml).  

i. Adopt a campaign encouraging species appropriate diet and healthy lifestyle changes to 
reduce the prevalence of autoimmunity and metabolic disease in Alberta. 

b. Emphasis on nutraceuticals used prophylactically.  The primary trigger of winter illness and 
death from Influenza Like Illnesses (ILI) is the reduction in Vitamin D due to low sunlight 
exposure.  Vitamin D3 and Zinc supplementation, combined with improved metabolic health, 
would reduce the mortality impact of ILI like SARS-CoV-2 to statistically insignificant levels. 

c. Therapeutic outpatient treatment.  Results6 from the use of early ambulatory multi-drug 
therapy in use in the US since mid-2020, involving 869 high-risk patients (age >50 with at least 
one co-morbidity) has demonstrated an 87.6% reduction in hospitalisation and 74.9% reduction 
in deaths.  This is a significantly higher efficacy than any vaccine manufacturer has claimed and 
using readily available drugs with a previously demonstrated safety profile. 

3. Vaccinations. 
a. Stop all vaccinations for those under age 30. 
b. Stop all vaccinations of those under age 65 with no co-morbidities. 
c. Immediately fund additional reserve ICU capacity to handle the, now inevitable, winter season 

surge in severe disease resulting from Antibody-dependent Enhancement (ADE) and Vaccine 
Triggered Autoimmunity. 

4. PCR Testing. 
a. Mandate the publishing of Cycle Thresholds (Ct) with PCR tests in Alberta. 
b. Adopt public education program to ensure members of the public understand that a PCR cycle 

threshold over 25 in an asymptomatic individual is effectively non-infectious and over 35 is 
represents no live virus. 

c. Prohibit the reporting of ‘cases’ from positive PCR tests unless confirmed by clinical diagnosis of 
symptoms.  The excess death peak DPM/day from influenza in 2017/2018 was 32% higher than 
the peak excess death rate of the 2019/2020 viral season but we did not have a public panic 
from reporting ‘Flu cases’ every day on CBC and CTV.  Additionally, the peak mortality in the 
2019/2020 season occurred in January, long before any COVID testing or public health measures 
were adopted. 

d. Replace PCR testing with double-hit Rapid Antigen Testing as soon as possible. 
5. Mandate the adoption of proven therapeutic multi-drug-based outpatient treatment protocols for 

confirmed COVID-19 cases7. 
6. Explore the prophylactic use of Nutraceutical and HDQ or Ivermectin based protocols for vulnerable 

demographics, under careful medical supervision. 

 
6 
https://www.doctorsandscience.com/uploads/1/3/5/8/135856265/procter_b_et_al_early_ambulatory_multidrug_therapy
_reduces_hospitalization_and_death_in_high-risk_patients_with_sars-cov-2__covid-19__ijirms_2021.pdf 
7 
https://www.doctorsandscience.com/uploads/1/3/5/8/135856265/procter_b_et_al_early_ambulatory_multidrug_therapy
_reduces_hospitalization_and_death_in_high-risk_patients_with_sars-cov-2__covid-19__ijirms_2021.pdf 
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7. Discourage the public use of masks, particularly cloth masks. 
8. Remove all work, social and travel restrictions for citizens under the age of 70 and with no known co-

morbidities. 
9. Reform AHS epidemic/pandemic planning to reflect the 3-to-4-year cycle of viral outbreaks like SARS-

CoV-2 / COVID-19.  Rapid ICU capacity expansion should be pre-planned and pre-funded, so the province 
is not ‘caught out’ by an event that has happened 6 times since 2001. 

The scientific analysis to support these recommendations can be found in the paper that follows.  Scientific 
references are provided throughout. 

Science.  To accurately assess the public health and policy issues associated with the SARS-CoV-2 virus and the 
resulting COVID-19 disease pathology, we must clarify what is science and what is not.  Therefore, we must first 
separate ‘modern science’ from other methodologies that often have the label ‘science / scientific’ attached, but 
which do not meet the strict definition of ‘science’. 

I’ll start with a few statements by Nobel Laureate Physicist, Dr Richard Feynman PhD on the subject: 

'Science is the belief in the ignorance of experts.' 

'It doesn't matter how beautiful your theory is, it doesn't matter how smart you are.  If it doesn't agree with 
experiment, it's wrong.' 

'Don't pay attention to "authorities", think for yourself.' 

'Have no respect whatsoever for authority; forget who said it and instead look what he starts with, where he 
ends up, and ask yourself, "Is it reasonable?"' 

'If you thought that science was certain - well, that is just an error on your part.' 

'Religion is a culture of faith; science is a culture of doubt.' 

Modern science is not a ‘thing’ but an empirical method of inquiry.  This means it is a process designed to 
separate the misjudgements inherent in subjective observation from accurate objective reality using measurable 
data.  The process is this: 

1. Hypothesis development – come up with an idea that explains an observation in nature.  Most people 
call this a ‘theory’, although this is not strictly accurate from a technical perspective.  The point being 
that it’s only an idea, not proven to be true. 

a. Example – Shark attacks in Florida rise when ice cream consumption rises.  One ‘theory’ could 
be that eating ice cream causes shark attacks.  It’s an idea that matches an observation but isn’t 
proven to be true. 

2. Test design – designing an experiment to determine if the hypothesis is correct. 
3. Experimentation – running the experiment. 
4. Analysis of data – looking at the results of the experiment and determining if the results prove or 

disprove the hypothesis or, perhaps, that the experiment failed to do either and must be re-designed. 
5. Improve experiment – if needed. 
6. Repeat as required. 
7. Conclusion – draw conclusions from analysis of the data. 
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a. Example – If you banned the sale of ice cream in Florida, shark attacks would continue.  Shark 
attacks occur when people go swimming in the ocean, which tends to be in warm weather.  
People also consume more ice cream in warm weather but banning ice cream won’t stop people 
from swimming in the ocean, so shark attacks would not be reduced. 

Other components: 

1. Replication – if an experiment cannot be replicated and produce the same results, then the original 
results are probably wrong.  Either the hypothesis, or the experiment design, or both, are wrong. 

2. External review – this is called ‘peer review’.  Other scientists/experts in the field study the experiment 
and the results and offer critical review.  This does not certify the results, simply confirm, in the opinion 
of the reviewer, that the experiment was designed and conducted in a scientifically sound manner. 

Any ‘science’ that does not involve experimentation and analysis of the results, is not science.  Aristotelian 
science, which was replaced by ‘modern science’ starting in the 15th century, stopped at step 1.  It was just 
‘observational’ and limited by the subjective bias of the observer.  Computer projections are not science, they 
are simply hypothesis development.  Expert opinion is not science, it’s just ‘opinion’.  Both are limited, as are all 
Aristotelian models, by the subjective biases of the experts behind them.  There is no methodology by which 
these biases are tested and corrected. 

Dr John Ioannidis MD, Professor of Medicine (Stanford Prevention Research), of Epidemiology and Population 
Health at Stanford University has also touched on this issue.  His paper Why Most Published Research Findings 
are False8 has been the most accessed article in the history of the Public Library of Science and, in 2015, 
Ioannidis was profiled in the British Medical Journal and described as ‘the scourge of sloppy science’.  In 2021, 
Ioannidis reached an ‘h-index’ score of 217, making him the most highly ranked scientist in the life sciences, on 
earth, ever.  For perspective, a score of 18 will earn a scientist a full professorship in a decent American 
University and a score of 45 would mean membership in the United States National Academy of Sciences. 

Despite being the world’s leading epidemiologist by the metrics of the scientific community, Professor Ioannidis 
has been labelled by the media as ‘fringe’ for his work on SARS-CoV-2 / COVID-19.  He was widely and loudly 
condemned by public health officials and media when he published a paper in April 2020 proving SARS-CoV-2 
infection fatality rates were comparable to seasonal influenzas.  Being unable to disprove his scientific method 
or evidence, in part because it came from their own data, the World Health Organization (WHO) quietly 
published this paper on their own website in September 20209.  In March 2021, he followed up with a new 
analysis10 confirming the IFR of SARS-CoV-2 at 0.15%, within the normal range for seasonal influenza and well 
below epidemic or pandemic influenzas like H2N2 or H3N2.  This is reflected in the excess mortality figures 
across Canada, which remain within statistical norms over the last 10 years.  

This study involved six systematic evaluations, with each combining data from 10 to 338 studies (9-50 countries) 
running to February 2021.   

In December 2020, Professor Ioannidis co-authored another paper, the 26th published since March, proving that 
non-pharmaceutical ‘lockdown’ measures have been ineffective against the transmission of SARS-CoV-2.   

 
8 https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.0020124 
9 https://www.who.int/bulletin/online_first/BLT.20.265892.pdf 
10 https://onlinelibrary.wiley.com/doi/epdf/10.1111/eci.13554 
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That is part of a repository of 28 scientific papers, written by the world’s leading scientists and data analysts, 
telling the world that the public health ‘experts’ are wrong, and have been wrong in dozens of countries.  Even 
the WHO, who until early 2020 also considered lockdowns to be a horrifically counter-productive strategy, is 
slowly being forced to admit11 their pre-2020 policy advice (Global Influenza Program: Non-pharmaceutical 
public health measures for mitigating the risk and impact of epidemic and pandemic influenza12) was correct and 
that the lockdowns employed around the world have been extremely damaging, particularly to the world’s 
poorest people. 

If the real measured empirical data does not support the computer projection or expert opinion, then the 
computer model or expert opinion is wrong.  That is science, with no room for subjective opinion or feelings.  
Yet in Alberta, and around the world, policy is still being driven by the anti-scientific pontifications of ‘experts’ 
who refuse to accept the real data.  Once the Aristotelian mainstream locked up Galileo Galilei for exposing their 
ignorance and now public health ‘experts’, politicians and media are locking up the public while ‘cancelling’ the 
world’s top scientists, again for exposing their ignorance. 

Policy.  The problem with public policy formulation is that it is rarely scientific.  The original policies are rarely 
tested scientifically before they are made into law/regulation and there is no department of government 
dedicated to carefully analysing the results to see if the policy achieved its stated purpose or, did not produce 
more serious negative side effects.  There is no formal revision process under which laws and regulations are 
modified or discarded based on their effectiveness or cost/benefit analysis. 

The consequence is that most public policy is inefficient at delivering the desired results and often fails 
completely.  In Canada, for example, all the efforts to improve sexual equality in society have resulted in an 
increase in the number of women living in poverty by about 40% since 1970.  Good intentions but bad results, 
because the policies have been based on emotion and/or ideologically biased opinion and never revised based 
on empirical analysis of their effects. 

 

SARS-CoV-2 / COVID-19 policy.   

This paper presents the problems with government and public health policy enacted to deal with the SARS-CoV-
2 virus and resulting COVID-19 disease. 

To put it bluntly, virtually none of the policy enacted in Alberta, or Canada, is scientific in its formulation.  Nearly 
none of it works and all of it has disastrous side effects.  All the modelling used to drive government policy has 
been completely debunked by scientific analysis of the empirical data.  

The world’s leading scientists, who have produced dozens scientific research papers and articles, most of which 
are peer-reviewed, about lockdowns and their effects, have all been side-lined by governments, ignored by the 
media and publicly ridiculed for questioning public policy.  All this has been done despite science being, 
fundamentally, about questioning assumptions and proving or disproving ideas using empirical data. 

In March 2020, these policies were based on ignorance and the rejection of established guidelines based on 
established scientific knowledge.  Panic caused by poor modelling and poor leadership led to this 
understandable but destructive situation.  By the end of April 2020 however, the scientific analysis of the real-

 
11 https://nypost.com/2020/10/11/who-warns-against-covid-19-lockdowns-due-to-economic-damage/ 
12 https://thefatemperor.com/wp-content/uploads/2020/11/WHO-Pandemic-Guidelines-2019.pdf 
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world data was clear, and the models and accompanying government policies had been conclusively debunked.  
It was now beyond poor leadership and squarely in the realms of corporate negligence. 

By mid-summer, even the WHO’s own figures indicated that the worldwide Infection Fatality Ratio (IFR) was 
0.14%, within the range of seasonal influenza (0.05% to 0.15%).  Considering this was post-epidemic phase in the 
northern hemisphere, mid-epidemic phase for the southern hemisphere and prior to the stabilisation of the first 
winter endemic cycle, this was a damning indictment of public policy, and panic, about this virus and its effects. 

Those who wish to understand the pattern of pandemic/epidemic outbreak, transmission and subsequent 
endemic cycle of seasonal infectious diseases should read Dr Hope-Simpson’s book ‘The Transmission of 
Epidemic Influenza’, the result of 50 years of research he began after the 1932-1933 Influenza epidemic.  The 
Virology Journal has published a very good scientific summary article on Hope-Simpson’s research, entitled ‘On 
the epidemiology of influenza’, published in 200813.  This is useful reference for those without the time to read 
his book.  Not only was Dr Hope-Simpson the father of modern influenza epidemiology, but he was also the first 
researcher to definitively link shingles to the chicken pox virus and could be considered the Max Planck or Albert 
Einstein of modern viral epidemiology. 

Months on, it is crystal clear that our society is now being subjected to public policies that are criminal in nature 
and in direct violation of Section 4 of the Crimes Against Humanity and War Crimes Act (1999) and the 
International Conventions that Act refers to.  They completely ignore the science in favour of the opinion of 
public health and industry ‘experts’ whose conflicts of interest are well established.  Public interest and the rule 
of law appears to have been subverted by corporate corruption and greed.  Political leaders seem to lack the 
wisdom, technical competence, or courage to fix the problem. 

Political violence is now inevitable.  The only questions left to be answered are in what form will it manifest, 
how destructive it will become, will political leaders reverse course in the face of it, or will justice only be 
obtained through the bayonet, bullet or bomb. 

Having served in Northern Ireland, Bosnia, Iraq and Africa, and now having a family with three small children, 
this knowledge keeps me awake at night and fills me with dread.  However, despite my deepest wish to avoid 
such an eventuality, justice must be done and seen to be done, or our society will be left with no more moral 
standing than Fascist Italy, Nazi Germany or the PRC. 

Conspiracy Theories.  Unfortunately, a number of conspiracy theories have become widely spread in the public 
discourse on COVID-19.  These must be addressed as a matter of urgency.  Some of the more common ones are: 

1. 80% of vaccinated people will die.  The data from Phase 2 trials of mRNA vaccines shows an ADE and 
Vaccine triggered autoimmunity rate no higher than 21%.  Other severe and life-threatening events are 
recorded, but at much lower rates than conspiracy theorists claim.  At worst the adverse event death or 
life-threatening/serious event rate seems to be around 1 in 3000 (0.0003%).  ADE only results in about a 
10x increase in negative outcomes, meaning a disease IFR of 0.15% would increase to 1.5% in the 21% of 
vaccinated people suffering from ADE, approximately the IFR of Spanish Influenza and only in 1/5 of the 
vaccinated population.  This is enough to strain ICU capacity in Alberta, but nowhere near a mass 
casualty event. 

2. COVID-19 is an ‘untreatable’ disease.  The US Journal of Cardiology published an established 
therapeutic protocol for the outpatient treatment of COVID-19 in August 2020 and an effective one was 

 
13 https://virologyj.biomedcentral.com/articles/10.1186/1743-422X-5-29 
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in use in France as early as April 2020.  The American protocol was updated in December 2020 and 
efficacy results were published in April 2021.  This protocol reduces hospitalisations by 85% and deaths 
by 50% in a disease that already has a mortality rate lower than a severe seasonal influenza, such as that 
experienced in Alberta during the 2017/2018 season.  The scientific data is now clear that COVID-19 is a 
treatable respiratory virus and, with treatment, has significantly lower mortality rates than seasonal 
influenza. 

3. Reverse Transcription of vaccine mRNA altering genome.  Reverse transcription is one of the ways in 
which genetic mutations and abnormalities enter the genome, but mRNA re-entering the cell nucleus 
normally needs a ‘tag’ that allows it in.  If damaged mRNA with the tag re-enters the nucleus, the 
corrupted mRNA can result in ‘reverse transcription’ in which the corrupted genetic code is added to the 
DNA strand.  The vaccine mRNA should not have this tag and, therefore, reverse transcription, while 
possible, is highly unlikely.  The scientific data does not support the claim that reverse transcription is 
currently a significant public health danger. 

4. ‘Safe’ and ‘Effective’ mRNA vaccines.  This claim is unproven and Phase 3 trials for all vaccines will not 
be completed until late 2022 at the earliest.  The recorded efficacy rate of 19% is also below normal 
regulatory approval rate of 50%+.  Either claim is fraudulent.  Adverse event rate statistics from the CDC, 
UK NHS and Danish Health Authorities all show much higher adverse event rates than the normal 
regulatory approval thresholds. 

5. HCQ use is dangerous.  The claim that hydroxychloroquine is dangerous is misleading and comes out of 
trials in which normal approved dosage rates were greatly exceeded.  HDQ has a toxic dosing level that 
should not be exceeded, and this becomes more important with increasing age, and experiments with 
higher dosages resulted in higher negative outcomes.  However, HDQ has a good safety record and 
there is no scientific evidence that it is unsafe at standard dosages. 

6.  Masks.  It has long been known that disposable and reusable medical and hygienic masks were 
ineffective against aerosol transmission and regions with mask mandates show a slight increase in 
infection rates, although further study is needed to determine root cause.  There have been 15 RCT and 
C-RCT trials on the subject and there is no scientific evidence to justify their use in a public setting.  
Claims otherwise is nothing more than pseudoscientific nonsense. 

Case Study – Sweden.  To adequately explain where Alberta is going wrong with SARS-CoV-2/COVID-19 policy, it 
is important to look at the example of Sweden, before looking at Alberta’s statistics.  This analysis is current to 
14 Jan 21. 

First, let’s start with a quote from Dr Johan Geisecke, former state epidemiologist and current policy advisor to 
the Swedish government, ‘Lockdowns only delay the spread, they don’t prevent it.  You should compare Sweden 
with other countries in a year from now.’  The following graph, in percentage excess death over baseline, 
illustrates Dr Geisecke’s point very well.  It is worth noting that the excess mortality in Alberta peaked at 30% in 
January 2018 for the 2017/2018 winter season, so an excess of 8% in a single year is well within normal year-on-
year variability prior to the SARS-CoV-2 outbreak.  
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Only a few short months ago, many news reports, and statements from government and health officials, opined 
that Sweden was experiencing a ‘serious problem’ with COVID-19, indicating that their following the WHO 
Pandemic Guidelines14 may have been a mistake.  This assessment is based on mortality ‘badged as COVID-19’ 
by RT-PCR testing. 

However, in mid-summer 2021, Sweden now sits in the bottom third of European countries for death rate from 
COVID-19 and has never instituted significant lockdowns beyond hand/face hygiene recommendations, 
voluntary isolation of symptomatic individuals, enhanced protection of known vulnerable demographics and 
other normal ‘flu season’ precautions. 

In summary, Sweden followed the 2019 WHO Pandemic Guidelines, never adopted lockdowns, business closures 
or other invasive non-pharmaceutical interventions and has proven those measures to have been scientifically 
and morally unjustified considering the enormous collateral damage caused. 

To put it bluntly, nothing unusual happened in Sweden as a result of the SARS-CoV-2 outbreak.  Nothing! 

Case Study – Alberta.  Now the case of Sweden is covered, we must look at Alberta.  Statistics Canada data was 
not updated for nearly 3 months in early 2021 before data began to be released again.  Despite resuming 
reporting, the ‘lag’ in data release has increased from 6 weeks to about 12, with no rational explanation. 

NOTE:  In order to understand Alberta’s experience with COVID-19, one must understand a basic principle of 
viral transmission.  Transmission rates are directly correlated to population mobility.  Minimising overall 
deaths requires policy that maximises the relative mobility difference between the least and most vulnerable 

 
14 https://thefatemperor.com/wp-content/uploads/2020/11/WHO-Pandemic-Guidelines-2019.pdf 
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demographics in society.  This means the transmission rate is highest among the least vulnerable and lowest 
among the most vulnerable and herd immunity among the least vulnerable is reached while the minimum of 
high-risk individuals are exposed. 

If a public policy reduces the relative mobility of the least vulnerable demographics, herd immunity effects are 
delayed, increasing the exposure window for the more vulnerable demographics.  The more that mobility is 
restricted among the least vulnerable, the higher the overall population mortality rate will be. 

With that scientific principle established, let us look how it played out in Alberta. 

The following is an all-cause mortality plot for Alberta for the last 20 years, corrected to ‘deaths per million, per 
day’ to account for population changes over time.  You’ll note from this graph that peak all-cause mortality rates 
have equalled or exceeded the 2019/2020 season on 6 occasions, meaning Alberta experiences a mortality spike 
similar to early 2020 every 3-4 years.  This is consistent with the long-term Swedish data shown already. 

It is important to note, that if I deliberately scrambled the winter seasons from 2014/2015 to 2019/2020, 
nobody could tell which year was which.  Alberta did not experience an unusual mortality crisis in 2019/2020, 
merely a self-generated crisis resulting from mixing science, politics and superstition.  Also note that the peak 
mortality in 2019/2020 occurred in January (18.4 DPM/day) with a second and lower spike in March (18.1 
DPM/day).  By the time Alberta Government COVID measures were ‘employed’, this had fallen again to 17.7 
DPM/day.  Alberta public health measures taken to combat SARS-CoV-2 transmission had no statistical effect on 
mortality in Alberta as they came in too late (SARS-CoV-2 arrived in Alberta in December 2019 and no NPIs were 
initiated until March 2020) to delay the build of herd immunity among the younger and healthier (more mobile) 
demographics. 

At the end of 2020, mortality in Alberta, according to Stats Canada data, took an unusual direction.  After NPIs 
already proven to be destructive were re-instated across the province, starting in Calgary and Edmonton in early 
November 2021, and vaccines began to be administered to the most vulnerable demographics, mortality spiked.  
This was a short and rather extreme spike in December and early January 2021, in the normal influenza season, 
not the coronavirus season (February – March in the northern temperate climatic zone).  This spike was an 
approximate 4-7 deaths per million per day phenomenon from the last week in December to the third week of 
January (two weeks after complete provincial adoption of NPIs and many weeks after Calgary and Edmonton 
initiated NPIs).  This means, in a population of about 4.4 million, an additional 700-1000 Albertans died from 
COVID-19 or related ILI exactly as the relative mobility effects on transmission predicted and in concert with the 
PoV mortality spike in the immediate post-vaccination period as demonstrated by the Seligmann/Yativ analysis 
of the Israeli data.  This increased mortality occurred as a direct consequence of AHS, local government and 
Alberta government actions.  By the last week in January, excess mortality had returned to seasonal norms and 
has continued to fall since.   
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Note in the graph below that the average DPM/day mortality has risen slightly over the last 8 years.  As can be 
seen in the previous graph, it has changed little since 2018.  Alberta’s data on population morality from 1971 to 
2020 shows that the 2020 average DPM/day is slightly lower than the early 1970s, roughly similar to the mid-
1970s and somewhat higher than the early-1980s when it bottomed out.  This coincides with the rise in 
autoimmune disease, metabolic syndrome and related metabolic disease across the western world since 1980 
and has little to do with communicable diseases.  The dietary changes that have precipitated this drop in 
population health began in the US and spread quickly to Canada and the UK. 

It is worth noting that these dietary driven diseases are also the ones with the greatest contribution to negative 
COVID-19 outcomes.  This, and the dietary recommendations that have driven it, represents the greatest 
government driven public health disaster in modern history. 

NOTE:  On 04 Feb 2021, the Red Deer Advocate published an article stating that the Alberta CMO, Dr Deena 
Hinshaw, was applauding Albertans for ‘bending the curve’.  The curve has been bending over in January since 
Homo Erectus arrived in the northern temperate climatic zone 1.6 million years ago.  Claiming that public policy 
has caused this phenomenon is tantamount to Elon Musk taking credit for making the earth orbit the sun every 
365.25 days because his Space-X team launched some rockets. 

Are we going to congratulate the Blackfoot Nation for ‘bending the curve’ of respiratory illness in January 1804, 
or the Vikings for ‘bending the curve in January 998, or the Picts for ‘bending the curve’ in January 212BC? 

These questions may seem overly cynical/sarcastic to some, but they accurately summarise the state of scientific 
reasoning and rationality emanating from Canadian public institutions in early 2021.  Plato and Aristotle had a 
more advanced concept of objective reality than the Alberta Government, or something much more sinister is 
driving the public discourse. 
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PCR ‘Cases’.  PCR tests are not ‘fit for purpose’ and are not diagnostic. 

1. In January 2020, the World Health Organization published a warning notification15 that 
inappropriate use of the RT-qPCR test, with too high a Cycle Threshold (Ct), resulted in false 
positives and advised labs to refer to the protocol guidance notes and report Ct to the health care 
provider requesting the test. 
 

2. A Portuguese Appeals Court ruled that PCR tests are ‘not fit for purpose’ for diagnosis of COVID-19.  
As a result, quarantine of individuals based on PCR positive test results has been declared illegal in 
Portugal.  Other nations will inevitably follow suit, as the science behind this decision is getting 
more, not less, robust over time. 
 

3. Review report of Corman-Drosten, et al. Eurosurveillance 2020 has revealed 10 serious scientific 
flaws for the current RT-PCR test, not least of which is that the assay for the test is not based on the 
SARS-CoV-2 viral genome, but ‘theoretical’ sequences supplied by China, because at the time it was 
developed, no scientific body had sequenced the SARS-CoV-2 genome. 

 
a. The external peer review report demanding the retraction of the original report can be 

found at this link: https://cormandrostenreview.com/report/ 
 

b. It is worth noting that one of the co-authors of this retraction request is none other than the 
former Vice President and Chief Scientist of Pfizer Pharmaceuticals, Dr Michael Yeadon PhD. 

 

 
15 https://www.who.int/news/item/20-01-2021-who-information-notice-for-ivd-users-2020-05 
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4. The false positive rate of PCR tests is 97% at a cycle threshold (Ct) of 35.  This is the highest false 
positive rate possible as the scientific community always allows a margin of error on such 
statements.  The reality is even worse as even Dr Fauci has explained it is ‘almost impossible’ to 
culture live virus at a Ct over 35 and ‘very rare’ above a Ct of 30.  Thus far, no scientists have 
successfully cultured live virus from a sample testing at a Ct over 35. 
 

a. “PCR data evaluated as positive after a Ct value of 35 cycles are completely unreliable. 
 
Citing Jaafar et al. 2020 [3]: “At Ct = 35, the value we used to report a positive result for PCR, 
<3% of cultures are positive.” In other words, there was no successful virus isolation of SARS-
CoV-2 at those high Ct values. 
 
Further, scientific studies show that only non-infectious (dead) viruses are detected with Ct 
values of 35 [22].” 
 

b. In December, Premier Kenney told Danielle Smith on 770 that he believed the average Ct 
used in Alberta was 37, other more recent data on AHS’s website indicates that Ct as high as 
41 are used by Alberta labs. 

 
5. It is exceedingly rare to find symptomatic cases of COVID-19 above a cycle threshold of 24. 

 
a. Even at a Ct of 24, the PCR will produce a large false positive rate because it detects at least 

4 other known Beta Coronaviruses, which are endemic in the human population and the test 
itself uses a theoretical assay developed from the SARS-CoV-1 and MERS genome.  
Therefore, diagnosis if a COVID-19 ‘case’ at a Ct of 24 must also include clinical diagnosis of 
symptoms unique to SARS-CoV-2 pathophysiology. 
 

b. The retraction report submitted on the 27th of November recommended the use of a Ct of 
no higher than 30. ‘Between 30 and 35 there is a grey area, where a positive test result 
cannot be established with certainty.’ 

 
c. A study by the Infections Diseases Society of America16 found that at a Ct of 25, 30% of 

positive results did not result in live virus in culture (the test was detecting only dead viral 
fragments).  At a Ct of 30, this rose to 80% dead virus and at a Ct of 35, <3% of cultures were 
positive.  <3%, as previously pointed out, is the scientific description for ‘no viable virus’. 
 

6. With these facts in mind, the reporting of ‘cases’ without a Ct cap of 30 and confirmed disease 
specific pathophysiology is ignorant at best, malevolent at worst.  A Ct cap of 25, and accompanying 
clinical pathology, would be more scientifically defensible. 
 

7. In January 2020 World Health Organization published a guidance notification warning about the use 
of RT-qPCR tests to detect SARS-CoV-2.  This report confirms what the scientific community has 

 
16 https://academic.oup.com/cid/advance-article/doi/10.1093/cid/ciaa1491/5912603 
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been saying since the spring of 2020, that the use of Cycle Thresholds (CT) that are too high results 
in extremely high numbers of false positives, contributing to public worry and destructive public 
policy. 
 

8. In summary, as the inventor of the RT-qPCR test stated on many occasions, this test is not a 
diagnostic tool and is being used incorrectly when employed as one. 

 

RT-qPCR vs Rapid Antigen Test.  As has been proven, the RT-qPCR test for SARS-CoV-2 is not only inaccurate but 
overly sensitive.  The most readily available alternative is the Rapid Antigen Test. 

The PCR test is very sensitive but inaccurate, meaning that it will detect a very small sample of RNA, but is not 
SARS-CoV-2 specific and produces very large false positive rates.  By contrast, the Rapid Antigen Test produces 
very few false positives but, as it lacks the PCR’s sensitivity, has a higher rate of false negatives. 

This, however, is not a serious argument for not replacing the PCR with the Rapid Antigen Test because a second 
test 18-24 hours reduces the false negative rate to <5%.  As this test is about 10x cheaper than the PCR, running 
two tests would still realise a significant cost saving over thousands of tests. 

Finally, and most importantly, the rapid antigen test only detects those people most likely to be infectious.  
Those with innate immunity to the virus will develop no symptoms and no antibodies to the virus.  Their innate 
immune system destroys the virus before antibody production becomes necessary.  Only those people whose 
immune systems are not able to immediately destroy the virus, and therefore become sick, would test positive 
with a rapid antigen test. 

Asymptomatic transmission.  Asymptomatic transmission does not happen or is extraordinarily rare. 

1. A research survey of nearly 10 million (n-9,899,828) residents of Wuhan, China published on the 20th 
of November 2020 in the scientific journal Nature.  (https://www.nature.com/articles/s41467-020-
19802-w)  Key points to note: 
 

a. The conclusion is not that asymptomatic spread is rare or that the science is uncertain. The 
study revealed something that rarely happens in these kinds of studies. There was not one 
documented case. It was not even ‘rare’ and undermines Dr Fauci’s previous suggestion that 
asymptomatic transmission exists but is not a significant driver of spread. Replace all that 
with never, at least not in this study for 10 million people. 
 

b. This conclusion should not be confused with ‘pre-symptomatic’ transmission.  Another study 
that included both asymptomatic and pre-symptomatic cases, in a household setting, that 
recorded an asymptomatic/pre-symptomatic transmission rate of 0.7%.   

i. This means that it would take 143 households with a pre-symptomatic case present 
to result in one transmission of SARS-CoV-2.   

ii. 143 cases resulting in one transmission is an R=0.001, given a 7-day period of 
symptomatic/infectious exposure, well below R=1.  This represents an extremely 
rapid decay in transmission rate so clearly not a driver of SARS-CoV-2 transmission.   
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iii. An R=0.001 is statistically negligible and not a serious contribution toward an 
epidemic or even endemic viral health challenge. 
 

2. This article on the subject is worth a read: 
a. https://www.aier.org/article/asymptomatic-spread-revisited/ 

Reporting of ‘cases’.  As the PCR test cannot reliably indicate a ‘case’ of SARS-CoV-2 infection, or be diagnostic 
of the COVID-19 disease, the reporting of ‘cases’ based on PCR positives is deliberate misinformation. 

1. This misinformation has caused huge public concern/fear. 
 

2. This misinformation is based on faulty data from a test known to be ‘not fit for purpose’ by the 
scientific community for years, including the scientist who invented it. 

 
3. Government/AHS reporting of ‘cases’ based on PCR positives is State Sponsored Terrorism.  It is no 

different than setting off car bombs in Costco parking lots to get people to stay home. 

The use of medical, N95 equivalent or cloth masks against respiratory viruses. 

Much misinformation on the efficacy of masks against SARS-CoV-2 has been spread by media, government, and 
the public.  Most is not based on interventional science. 

The following summarizes the published scientific literature on the efficacy of masks.  40 years of scientific 
research is represented in the references on this page. 

Prior to the COVID-19 outbreak caused by the SARS-CoV-2 virus, in the scientific literature, there were 14 
randomised controlled trials (RCT) and cluster randomised controlled trials (C-RCT) published on the efficacy of 
hygienic surgical masks and N95 respirators against respiratory viruses.  The following scientific article covers 
the results of all 14 studies: 

https://www.medrxiv.org/content/10.1101/2020.03.30.20047217v2 

The conclusion from these trials was “Compared to no masks there was no reduction of influenza-like illness (ILI) 
cases (Risk Ratio 0.93, 95%CI 0.83 to 1.05) or influenza (Risk Ratio 0.84, 95%CI 0.61-1.17) for masks in the 
general population, nor in healthcare workers (Risk Ratio 0.37, 95%CI 0.05 to 2.50). There was no difference 
between surgical masks and N95 respirators: for ILI (Risk Ratio 0.83, 95%CI 0.63 to 1.08), for influenza (Risk Ratio 
1.02, 95%CI 0.73 to 1.43).” 

Only one trial on the use of cloth masks has ever been conducted.  This trial found that infection rates 
INCREASED by 300% compared to no masks.  That trial can be found here: 

https://bmjopen.bmj.com/content/5/4/e006577 

Germany, Austria and several other European nations have now banned or are discouraging the use of cloth 
masks as a protection against SARS-CoV-2.  The scientific study informing this move published in 2015 and the 
medical schools at Stanford, Harvard, Oxford, Cambridge, et all have been clear in highlighting it since March 
2020.   
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They have not yet applied it to the public use of surgical or KN95/N95 equivalent masks.  Disposable masks carry 
little political risk, having virtually no positive or negative effect on viral transmission, making them an easy 
placebo measure despite their mandatory use being a Section 7 Charter violation. 

Since the beginning of the SARS-CoV-2/COVID-19 pandemic, one further interventional trial study has been 
published.  Published on the 18th of November 2020, with an n=>6000, it concludes that the use of hygienic 
surgical masks in a public setting produces no statistically significant reduction in transmission of respiratory 
viruses. 

https://www.acpjournals.org/doi/10.7326/M20-6817 

A further trial in Guinea-Bissau is ongoing and is expected to publish in mid-summer 2021.  Another trial in India 
has recorded a reduction in viral presence in aerosols while testing masks in laboratory conditions, but real-
world interventional studies are not yet finalised. 

One smaller trial in India (n=<100), published on August 17th, 2020, showed positive reductions in infection 
among public health care professionals using face shields.  These workers were conducting home visits for 
counselling.  In line with several of the previous studies, in a controlled interaction with trained health care 
professionals, the use of masks can be effective in reducing ILI infections.  As with previous trials, however, there 
is no evidence that this result can be translated to the public use of masks.  Health care professionals are trained 
in the use of PPE, use careful donning/doffing protocols, and dispose of used masks frequently.  The same 
protocols are impossible to maintain in a public setting.  

In summary, there are 15 published scientific research studies on the efficacy of hygienic masks on respiratory 
viruses.  They do not suggest statistically significant benefit to wearing masks as a protection from respiratory 
viruses and suggesting that they do may result in the users gaining a false sense of protection.  Viral spread only 
occurs from symptomatic carriers and the false confidence of mask use may encourage symptomatic people, or 
those dealing with them, to take other risks that result in increased transmission. 

All other studies on masks are purely correlation studies.  These look for associations between phenomenon but 
do not follow the scientific method of hypothesis, test design, testing and falsification to ensure these 
correlations represent causal links.  These are the scientific equivalent of ‘rumour’.  They give scientists 
interesting avenues of research, but they do not produce evidence worth acting on. 

The following chart illustrates the issue visually.  This is CDC data for the US (all states) from 30 Oct to 6 
December 2020.  Masks, used in a public setting, increase infection rates.  It is not a major contributor to 
infection rates, but certainly a statistically significant one.  To paraphrase Dr Feynman, ‘if you believe the public 
use of masks reduce infection rates, you’re making a religious statement, not a scientific one’.  
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Non-pharmaceutical intervention measures (lockdowns, quarantines, contact tracing, mask mandates, etc).  

In April 2021, a study17 of over 80 analyses of the effects of non-pharmaceutical interventions (NPIs) or 
‘lockdown’ measures, was published by Dr Douglas W. Allen PhD, professor of economics at Simon Frazer 
University.   

This study concluded that the life year cost of NPIs in Canada would reach about 6.3 million.  This contrasts with 
the approximately 23,000 COVID-19 deaths that represent between 10,000 and 230,000 life years lost 
depending on life expectancy estimations.  As 96% of COVID-19 deaths involved co-morbid individuals, the true 
cost of COVID-19 in Canada can be reasonably estimated at around 23,000 life years. 

This gives an NPI life-year loss that is 274 times worse than the cost of COVID-19, a cost that could easily have 
been reduced further had governments and public health authorities in Canada followed the 2019 WHO 
Pandemic guidelines instead of adopting a strategy pushed by the National Socialists of the CCP. 

It is a reasonable assumption that following the strategy advice of a totalitarian ethno-nationalist corporatist 
regime (China), which is presently involved in the genocide of several minority populations within its own 
borders, is a very bad idea.  The preservation of innocent life, the protection of human rights and the 
advancement of civilisation have never featured on the ‘to do’ list of National Socialists. 

1. From April to December 2020, 26 scientific papers and articles were published, based on retro-
active analysis of the empirical data (not modelling), proving that non-pharmaceutical measures to 
combat SARS-CoV-2/COVID-19 are ineffective.  The last of the year, published on 10 Dec 20, co-
authored by Professor John Ioannidis from Stanford Medical School, concludes ‘Claimed benefits of 
lockdown appear grossly exaggerated’.  This is from the world’s leading epidemiologist and his 

 
17 http://www.sfu.ca/~allen/LockdownReport.pdf 
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colleagues. 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43  Two more published in January 
202144 45 , including one written by four of Stanford’s top professors, all drawing similar conclusions 
and by April 2021, a professor at Simon Frazer University in BC had catalogued over 80 such papers 
and articles46 as part of his meta-analysis of NPI (lockdown) effects. 
 

2. Asymptomatic quarantine constitutes unlawful confinement, a Charter violation as well as an 
indictable offense in Canada (‘Forcible Confinement’ S.279(2) of the Criminal Code).  Enforced by 
armed police it becomes ‘forcible confinement with a firearm’ (attracting additional charges under 
‘Use of a Firearm in Commission of an Indictable Offense’ S.85(1)). 

 
3. Reporting RT-PCR ‘positive’ test results as ‘COVID-19 cases’ is scientifically incorrect47.  This is 

fundamentally dishonest and the deliberate spreading of misinformation that results in public fear 
that is completely disproportionate set against the actual health impact of SARS-CoV-2.  Deliberately 
causing inappropriate public fear to change their behaviour is a form of coercion that falls under the 
definition of terrorism (S83.01). 
 

 
18 https://www.thelancet.com/journals/eclinm/article/PIIS2589-5370(20)30208-X/fulltext 
19 https://www.medrxiv.org/content/10.1101/2020.04.02.20050922v3 
20 https://www.rki.de/DE/Content/Infekt/EpidBull/Archiv/2020/17/Art_02.html 
21 https://arxiv.org/abs/2005.02090 
22 https://advance.sagepub.com/articles/Comment_on_Flaxman_et_al_2020_The_illusory_effects_of_non-
pharmaceutical_interventions_on_COVID-19_in_Europe/12479987/1 
23 https://www.timesofisrael.com/top-israeli-prof-claims-simple-stats-show-virus-plays-itself-out-after-70-days/ 
24 https://www.medrxiv.org/content/10.1101/2020.05.01.20088260v2 
25 https://www.medrxiv.org/content/10.1101/2020.04.24.20078717v1 
26 https://www.medrxiv.org/content/10.1101/2020.09.26.20202267v1 
27 https://www.bmj.com/content/371/bmj.m3588 
28 https://www.medrxiv.org/content/10.1101/2020.03.30.20047860v3 
29https://www.researchgate.net/publication/5303510_Too_Little_of_a_Good_Thing_A_Paradox_of_Moderate_Infection_C
ontrol 
30 https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30785-4/fulltext 
31 https://www.medrxiv.org/content/10.1101/2020.10.09.20210146v2 
32 https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3665588 
33 https://www.nber.org/papers/w27719 
34 https://www.bmj.com/content/370/bmj.m3543 
35 https://www.frontiersin.org/articles/10.3389/fpubh.2020.604339/full 
36 https://pandata.org/wp-content/uploads/2020/07/Exploring-inter-country-variation.pdf 
37https://pandata.org/wp-content/uploads/2020/06/covid-19paper.pdf 
38 https://www.spectator.co.uk/article/norway-health-chief-lockdown-was-not-needed-to-tame-covid 
39 https://www.frontiersin.org/articles/10.3389/fpubh.2020.604339/full 
40 https://www.researchgate.net/publication/346251595_COVID-19_Rethinking_the_Lockdown_Groupthink 
41 https://www.tandfonline.com/doi/abs/10.1080/00779954.2020.1844786?journalCode=rnzp20 
42 http://ssbhalla.org/wp-content/uploads/2020/10/Lockdowns-Closures-vs.-COVID19-Covid-Wins-Nov-4.pdf 
43 https://www.medrxiv.org/content/10.1101/2020.07.22.20160341v3 
44 https://www.medrxiv.org/content/10.1101/2020.12.28.20248936v1 
45 https://onlinelibrary.wiley.com/doi/10.1111/eci.13484 
46 http://www.sfu.ca/~allen/LockdownReport.pdf 
47 https://cormandrostenreview.com/report/ 
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4. When conducted by government agencies, unlawful confinement and terrorism automatically fall 
under International Laws governing armed conflict and ‘crimes against humanity’ (Nuremberg 
Charter, et al).  This is not just a Canadian Criminal Code issue; it has become an illegal state of 
armed conflict (war) on Canadian civilians by their own governments. 

 
5. The calculated death rate due to COVID non-pharmaceutical measures in Canada and the US are 

calculated to be between 8 to 1 and 12 to 1.  Best case scenario, Canadian governments are killing 8 
people through their policy for every COVID death, for no statistically significant benefit.  That ‘cost 
vs benefit analysis’ has been public since April 2020 and is part of the basis of a lawsuit against 
several politicians and public officials in Ontario.  In Africa, the cost vs benefit is even worse, initially 
calculated at 29:1 in April, now revised to 30+:1 (the South African data analysts48 doing the work 
admit the policy driven death toll is going to be so high they’ll have problems even quantifying it 
mathematically). 

 
6. The UN World Food Programme recently forecast that the worldwide starvation death toll resulting 

from the downstream effects of COVID-19 lockdown measures may top 36 million.  Between March 
and September 2020, 135 million people were pushed into food insecurity by the same measures 
and in the same month the UNHCR forecast that the daily lockdown triggered starvation death toll 
among children would reach 12,000 by the end of 2020. 
 

7. Deliberately taking policy actions that result in a clear increase in public mortality is mass murder.  
This is clearly a Canadian Charter violation and, being conducted by state authorities, falls squarely 
under International Laws of Armed Conflict (Geneva Conventions) and the Nuremberg Charter49. 

Finally, here is a chart of excess deaths in the United States illustrating how little effect lockdowns have had.  
There is no scientifically discernible pattern, just as all the research papers on the subject have concluded.  Non-
pharmaceutical interventions simply do not have any evidence to support them. 

 

 
48 https://www.pandata.org/ 
49 https://ghum.kuleuven.be/ggs/events/2013/springlectures2013/documents-1/lecture-5-nuremberg-charter.pdf 
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Vaccine safety.  All SARS-CoV-2 vaccines are experimental with none having completed the normal adverse 
event Phase 3 trial period and should, therefore, attract significant and appropriate ‘warning’ to patients of the 
potential risks attached.  On 23 August 2021, much media coverage was given to the ‘full approval’ of the Pfizer 
vaccine by the FDA.  The reality was that, on 23 August 2021, the FDA issued a revision and an extension of the 
existing EUA (Emergency Use Authorisation) for the BNT162b2 vaccine currently on the market.  This approval 
requires Pfizer to submit long term study results for myocarditis and pericarditis by 31 October 2025 and risk to 
long-term infant development in pregnant women by 31 May 2027.   

It is worth noting that the BNT162b2 vaccine is still in the ‘recruitment’ phase50 for the Phase 3 trials meaning it 
is behind the AstraZeneca, Moderna and J & J trials, which are due to be completed in Feb 2023, Oct 2022 and 
May 2023 respectively. 

The FDA did approve the similar BioNTech ‘Comirnaty’ product developed by Pfizer/BioNTech, but the key 
ingredient of BioNTech’s ‘Comirnaty’, the research vaccine BNT162b2, remains experimental and the only 
product currently available.  Being approved, the BioNTech ‘Comirnaty’ version carries corporate liability, 
whereas the research variant BNT162b2 does not.  Unfortunately, this approval seems to be political theatre 
where a commercial vaccine variant is pre-approved while the key active ingredient has yet to complete 
experimental trials.  Presumably BioNTech’s ‘Comirnaty’ will be immediately released on the market in the US by 
Pfizer/BioNTech when the appropriate BNT162b2 trial reports are approved by the FDA. 

To add to the confusion, Pfizer’s version of BNT162b2 is also referred to as ‘Comirnaty’ but, despite being 
industry partners, BioNTech’s version of ‘Comirnaty’ is, legally, a different product even if it is substantially the 
same scientifically.  This whole issue is a perfect example of corporate, bureaucratic and legal ‘smoke and 
mirrors’ which, intentionally or not, creates mass confusion in the public, press and governments. 

The Alberta Government, Alberta Health Services and most media have referred to the Pfizer/BioNTech and 
Moderna mRNA therapies as vaccines.  A review of the technology makes this description scientifically and 
legally tenuous, even if the intent is to produce a similar effect to vaccines. 

This technology does not, as traditional vaccines do, introduce immunogenic epitopes (protein structures that 
trigger antibody response) into the body to stimulate antibody production and promote memory T-cell 
immunity.  This technology introduces small fragments of ‘Memory Ribonucleic Acid’ (mRNA) into the body.  
mRNA is normally produced in the cell nucleus through transcription from sections of ‘unzipped’ DNA.  This 
mRNA then travels into the outer cell structure where it provides coding for the ribosome to assemble amino 
acids into a functional protein chain.  mRNA ‘vaccines’ introduce synthetic mRNA into the cell to trigger the 
ribosome to assemble protein structures that mimic the immunogenic epitopes of the virus being targeted. 

During natural protein production, the creation, activation, regulation, and neutralisation of mRNA is finely 
controlled to regulate cellular protein production.  No scientific research has conclusively demonstrated that the 
body can reliably regulate the production of proteins created through the introduction of synthetic mRNA.  
Proponents of mRNA therapies state that ‘shedding’ of viruses is impossible and therefore there is no risk of 
contracting disease from those inoculated with them.  This claim ignores the fact that viral diseases are not 
generally the result of the body’s reaction to the whole virus, but one or more of the protein structures found in 
the virus.  Therefore, shedding of unnatural proteins may be sufficient to trigger an immune response in another 
individual. 

 
50 https://clinicaltrials.gov/ct2/show/results/NCT04368728?term=NCT04368728&rank=1&view=results 
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The data does not yet indicate this is a serious issue in a public setting, but there is increasing data to suggest 
that chronic exposure to recently vaccinated individuals may introduce high enough foreign protein loads to 
have negative side effects.  If true, this would mean that health care workers are most at risk from the negative 
effects of protein shedding and this should be subject to close scientific scrutiny considering the toxicity of the 
protein structure mentioned in the ‘Bottom Line Up Front’ introduction to this paper. 

Uncontrolled production of immunogenic epitopes within the body could well represent a far greater 
immunological reaction and health risk than the virus it was intended to combat.  Failing to inform every 
recipient of these therapies of the experimental nature of the technology and the risks to themselves and others 
could mean the legal requirement for ‘informed consent’ has not been met under Canadian or International 
Law.  Informed consent is specifically covered by the Nuremberg Code because of the coerced medical 
experimentation carried out by Nazi doctors during WWII. 

As of 31 Jul 2021, the CDC’s VAERS had recorded over 12,000 vaccine related deaths, compared to an annual 
average before 2021 of only 155 from all vaccines.  While this seems terrible, this is a mass vaccination event, so 
even by random chance at low rates of death, a lot of deaths would occur in a short time.  So, it is worth looking 
at the rate compared to the FDA’s regulatory approval threshold of 1 in 1,000,000. 

As of 04 Feb 21, in the US, 35.2 million doses of Pfizer BioNTech and Moderna vaccines had been administered 
and 653 deaths from adverse reactions had been recorded51.  This is a death rate 48 times higher than the rate 
from influenza vaccines administered over the same period (193.6 million doses for 75 deaths).  This means that 
the SARS-CoV-2 has produced a death rate 20 times higher than the normal threshold for full FDA regulatory 
approval. 

As of 23 Jul 21, this situation had worsened, according to the UK’s National Health Service (see table below).  The 
Pfizer/BioNTech vaccine had produced a fatal reaction rate of 1 in 27,682.  This is 36x the normal ‘safe’ approval 
threshold.  It also makes the vaccine as deadly or more deadly than a COVID-19 infection for everyone under the 
age of 30 and, if corrected for pre-existing co-morbidities, as deadly or more deadly than COVID-19 for healthy 
people under the age of 49. 

 
51 https://www.bmj.com/content/372/bmj.n393/rapid-responses 
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Strangely, the media has focussed on the ‘blood clot’ issue with the Astra-Zeneca vaccine, which the data 
suggests occurs at a rate of about 1 in 100,000 (10 times the normal FDA safe approval rate).  When the adverse 
reaction mortality rate from the mRNA (Pfizer/Moderna) vaccines is well established at 1 in 27,682 and from the 
AstraZeneca at 1 in 22,790, it seems like journalistic incompetence to focus on a phenomenon that is only 1/4 as 
dangerous. 

It’s worth repeating, the normal ‘safe’ threshold for FDA vaccine approval is 1 death per million doses.  Not all 
vaccines achieve this threshold, with Yellow Fever being a notable example, but the CFR (Case Fatality Rate) of 
Yellow Fever varies between 6.0% and 7.4%, compared to around 0.3% for COVID-19 (roughly double the IFR).  
In any case, informed consent requires patients to be fully informed of the relative risks of medical treatments.   

As an example, the IFR for COVID-19 in the 20-29 age group in Canada is 0.0017.  The adverse reaction fatality 
rate for the Pfizer/Moderna mRNA therapies is 0.0036%.  Therefore, for those under age 30 in Canada, the 
mortality risk of the vaccines exceeds the mortality risk of the disease. 

It is important to note that both Moderna52 and Pfizer/BioNTech53 previously released some details of their 
human trial results and both have indications of a serious problem with ‘Antibody-dependant Enhancement’ 
(ADE) ‘immune enhancement’ or ‘pathogenic priming’ (21% for Moderna’s trial).  This is the phenomenon that 

 
52 https://investors.modernatx.com/news-releases/news-release-details/moderna-announces-positive-interim-phase-1-
data-its-mrna-vaccine 
53 https://www.fda.gov/media/144245/download 
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has caused the two previous attempts at developing a coronavirus vaccine to fail (and an attempt with a related 
virus, RSV, in the 1950s.54). 

Indications of pathogenic priming can be seen in the delta of adverse reaction rates between first and second 
doses of a vaccine (for vaccines requiring multiple initial inoculations), or between the vaccination and any 
boosters/exposure to wild virus.  If reactions to the latter are significantly increased, it is an indication of 
pathogenic priming.  Antibody response from the first dose is causing increased disease pathophysiology when 
exposed to the second dose. 

Pathogenic priming results from two mechanisms.  First is a scenario where the antibody, instead of inhibiting a 
virus’s ability to invade a healthy cell actually ‘enhances’ it’s ability to invade a cell.  Second is a virus containing 
protein structures that are similar in structure to proteins in the human body.  These structures are referred to 
as immunogenic epitopes.  Antibodies produced to destroy those epitopes also destroy the human tissues 
containing those protein structures matching those epitopes, resulting in auto-immune disease when the 
vaccinated person is exposed to the wild virus.   

The infected individual suffers a much higher replication rate (in the first mechanism) or suffers a simultaneous 
COVID-19 infection and auto-immune response that compromises their body immune system at the critical time 
of infection (in the second situation).  The result of both occurrences is severe disease pathology with much 
higher mortality.  

For those who don’t understand this concept, it is similar in effect to someone having a mild allergy to a bee 
sting the first time they are stung but having a severe reaction to subsequent stings.  As with allergies to bee 
stings, pathogenic priming carries serious or even fatal health consequences to those who experience it. 

In natural immunity development to a mild virus like coronavirus or influenza, the innate immune system 
(mucosal, t-cell, etc) accounts for around 80% of immunity in an ‘immuno-naïve’ population.  The 80% of the 
population that defeat the virus with the innate immune system do not produce antibodies to fight it (not 
needed) and therefore, cannot develop a ‘pathogenic priming’ problem.  The other 8-15% of a population that 
do develop new antibodies, before community immunity (herd immunity) halts significant transmission, risk a 
‘pathogenic priming’ problem. 

The difference between a population that reaches community immunity through natural transmission, and one 
using these vaccines, is that the former has a potential ‘pathogenic priming’ problem at 2.4%, that would only 
manifest itself during a second infection.  The latter is ‘primed’ with the auto-immune reaction at a rate of 21%. 

That is an increase in the risk of a negative SARS-CoV-2/COVID-19 outcome of 10x.  An order of magnitude. 

This may represent yet another man-made public health crisis, the effects of which could last for half a century. 

Vaccines vs Therapeutics.  It must be noted that the threshold of effectiveness for SARS-CoV-2 vaccines is 
measured against ‘symptom reduction’ metrics and not serious illness or mortality outcomes.  As the true cost 
of COVID-19 is found in the death of the patient, or the long-term effects of serious illness, the lack of evidence 
for vaccine efficacy against these two outcomes is troubling.  In a recent analysis55 published in the British 

 
54 https://pubmed.ncbi.nlm.nih.gov/16020689/ 
55 https://blogs.bmj.com/bmj/2021/01/04/peter-doshi-pfizer-and-modernas-95-effective-vaccines-we-need-more-details-
and-the-raw-data/ 
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Medical Journal, the true efficacy against developing COVID-19 symptoms seems to be a relative risk reduction 
of only 19%, well below the FDA threshold of 50% for regulatory approval. 

In addition, the very poor use of vaccines has resulted in a major reduction in variant diversity.  Vaccines 
produce antigen specific antibodies that are incapable of stopping variants in which the target antigen have 
mutated.  This has meant that the original 2019 variant has been replaced by variants that vaccine induced 
immunity are less effective at handling.  Essentially, variant mutation is inevitable, but the immunity gained from 
natural infection is non-antigen specific, meaning it is effective against a broad spectrum of variants. 

In an effective vaccination campaign, the most vulnerable would be vaccinated against the wild virus and the 
rest of the population would gain natural immunity due to infection.  This large pool of people with natural 
immunity would slow the spread of variants resistant to vaccination and, because natural immunity is not 
antigen specific, would not produce the selective pressure required to force evolution of the virus to variants 
resistant to vaccine immunity. 

Unfortunately, because of the mass employment of vaccinations against SARS-CoV-2, the vaccines are rapidly 
being rendered ineffective by resistant variants and many vulnerable people will die as a result.  This has 
rendered therapeutics the only viable method to combat SARS-CoV-2 in the coming months and years. 

A number of therapeutic protocols have been tried.  The following is a summary of the results of two of those 
therapeutic interventions. 

1. Hydroxychloroquine (HCQ).  The use of HCQ, usually with zinc and a supporting antibiotic, has become 
the most controversial of the therapeutic interventions against COVID-19.  This controversy has come as 
a consequence of American political theatrics and several trials in which HDQ was deliberately given at 
doses well above the normal safe dosing levels, which unsurprisingly, had negative health consequences 
for the patients. 
 

2. The following conclusions can be drawn from a metadata analysis of 230 studiesi on the efficacy of HCQ 
in treating COVID-19, of which 164 have been peer-reviewed. 

a. Early (outpatient) intervention – 100% of outpatient interventions record positive results with a 
66% improvement in negative outcome rates (recovery times, hospitalisations, ICU admittances 
or death). 

b. Late (hospitalised) intervention – 75% of interventions, post hospitalisation, record positive 
results, but these represent only a 25% improvement in negative outcomes, with most positive 
results not being statistically significant. 

c. Early use of the anti-malarial drug HCQ, combined with zinc supplement and antibiotics, shows a 
statistically significant improvement in COVID-19 outcomes. 

d. RCT trial data produces a much higher quality of data than observational clinical trials.  91% of 
HCQ RCT showed improved outcomes using HCQ, with early outpatient treatment producing the 
best results. 
 

3. Ivermectin.  The use of Ivermectin, an anti-parasitic agent, as a therapeutic treatment for COVID-19 has 
been subject to multiple trials worldwide.  The following conclusions can be drawn from a metadata 
analysis last updated 30 Apr 2156, 52 studies total, 27 of which were RCT. 

 
56 https://ivmmeta.com/ 
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a. Prophylactic treatment.  85% reduction in negative outcomes. 
b. Early outpatient treatment.  81% reduction in negative outcomes. 
c. Late (Hospitalised) treatment.  42% reduction in negative outcomes. 
d. Overall mortality reduction 76%. 
e. RCT.  96% of RCT showed reduction in negative outcomes, with the average reduction in 

negative outcomes being 64%.  RCTs were biased toward late intervention, so the results are 
consistent with observational studies. 

f. Data confidence.  The odds against an ineffective treatment achieving the results shown by 
these 52 studies is 1 in 85 trillion. 

g. NOTE:  Type I/III interferon suppression may make Ivermectin a poor prophylactic.  Careful 
medical supervision should be applied if Ivermectin is used prophylactically, with short-term 
therapeutic treatment starting at the onset of symptoms possibly being a safer use of 
Ivermectin. 
 

4. Early Ambulatory Multi-Drug Therapy.  In the US a large association of doctors has developed and 
trialled, in cooperation with doctors in Italy, France, Spain and other nations, a multi-drug approach to 
treating COVID-19 in an early outpatient setting.  The protocol was developed using a 3-stage logic: 

a. Use drugs with a proven safety record. 
b. Use drugs with a signal of benefit against one of the three stages of a COVID-19 infection. 
c. Use these drugs in combination at the onset of symptoms in an outpatient setting, under the 

supervision of a general practitioner MD or equivalent. 
d. The real-world effects of the ‘improvements’ from early intervention with the multi-drug 

protocol, can be summarized as an 87.6% reduction in hospitalisations and a 74.9% reduction 
in mortality.57 

While the use of HCQ shows a statistically significant effect on COVID-19 if used early, particularly if used within 
4 days of the onset of symptoms, the use of an Ivermectin based protocol shows significantly higher efficacy in 
treating COVID-19 at all stages of infection.  Efficacy reduces with delayed implementation, but a statistically 
significant signal of benefit remains even post-hospitalisation. 

Compared to the minor ‘reduction in symptoms’ (19% symptom reduction) from COVID-19 that vaccines have 
demonstrated, a treatment strategy focussed on multi-drug therapeutic intervention, combined with public 
strategy of ‘Focussed Intervention’, would allow Alberta to return to ‘normal’ immediately and never return to 
the human rights violations that accompanied recent public health efforts. 

New SARS-CoV-2 variants.  Many governments and the world’s media have and are making a big issue of the 
discovery of new SARS-CoV-2 mutations/variants.  This process of mutation was widely discussed in the scientific 
community in early 2020, with the general theme being that the last 70 years of coronavirus research reveals 
mutations to be a positive thing as coronaviruses, unlike influenzas, consistently evolve into less virulent forms. 

Again, Dr Levitt PhD (Stanford) and Dr Kulldorff PhD (Harvard) have expressed dismay at the anti-scientific 
statements by public health officials on the appearance of SARS-CoV-2 variants.  As we saw with both SARS-CoV-
1 and MERS, beta coronaviruses like SARS-CoV-2 appear in the human population because of ‘Cross-species 

 
57 
https://www.doctorsandscience.com/uploads/1/3/5/8/135856265/procter_b_et_al_early_ambulatory_multidrug_therapy
_reduces_hospitalization_and_death_in_high-risk_patients_with_sars-cov-2__covid-19__ijirms_2021.pdf 
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transmission’ (CST) and then mutate into less dangerous forms over time.  Patients infected with SARS-CoV-1 
still show effective antibody response to variants of these coronaviruses 17 years later. 

The appearance of SARS-CoV-2 mutations is consistent with the scientific research and a positive development 
from a public health perspective.  One observational study in the UK has already demonstrated that natural and 
vaccine antibodies also neutralise the UK variant B.1.1.7.58  Unfortunately, the overuse of vaccines has resulted 
in selective pressure on variants, forcing evolution toward vaccine resistant variants.  This does not, however 
nullify natural immunity and this is reflected by the evidence that over half of hospitalisations in Canada in early 
August, and nearly all the ICU admittances, were of vaccinated people.  In Ontario, 57% of hospitalised patients 
and 100% of ICU patients had at least one shot.  Natural immunity among the unvaccinated is proving robust, 
effective and lasting. 

Government or public concern about SARS-CoV-2 variants is unjustified by the established scientific literature on 
coronavirus mutations.  As with all related coronaviruses, improving population metabolic health, vitamin D 
levels and protecting the most vulnerable from symptomatic (infectious) carries are the most effective defences 
and these measures should be emphasised by public health officials. 

CMO’s comments on Great Barrington Declaration.  AHS’s website contains a series of comments authored by 
the CMO, or her supporting staff, on the Great Barrington Declaration and a ‘Focussed Protection’ strategy for 
managing SARS-CoV-2.  A couple of important points must be raised from this statement: 

1. ‘Long-term immunity is not confirmed to be true.’  Some people infected by SARS-CoV-1 show antibody 
response to exposure 17 years later.  SARS-CoV-2 is so closely related to SARS-CoV-1 that the current RT-
qPCR test is based on the earlier virus and tests positive for both.  

a. Prior research on coronaviruses show immunity lasting greater than 4 years.  Science is not 
about proving a hypothesis to be true but proving that it is not false.  Policy cannot be based on 
assuming all previous research is invalid unless a significant body of evidence, from repeatable 
trials, proves that it is. 

b. If the CMO’s fear is proven correct, then vaccines are a massive waste of resources.  Vaccine 
derived immunity requires the same ‘Memory T-cell’ function as natural immunity.  The 
immunogenic epitopes used to create a vaccine must be based on the natural immunogenic 
epitopes of the live virus, or the vaccine won’t work.  If the T-cell memory does not function, 
then the vaccine is ineffective. 

c. Simply put, herd immunity is not a strategy, it is an outcome.  Natural immunity vs vaccine 
immunity are the strategies that get to the same outcome. 
 

2. Antibody levels.  The CMO opines that antibody levels are an indication of immunity.  This is scientifically 
false.  Many will not produce SARS-CoV-2 specific antibodies, some may not produce antibodies at all as 
their innate immune system will defeat the virus prior to antibody production. 

a. The loss of antibodies post infection is not a sign that immunity is lost.  Production of antibodies 
is metabolically expensive, part of the reason those with metabolic syndrome and other 
metabolic disease have 10x higher mortality from COVID-19 than metabolically healthy people.   

 
58 https://www.medrxiv.org/content/10.1101/2021.02.02.21250799v1 
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b. When the body produces antibodies to fight an infection, it does so ‘on demand’.  These 
antibodies, after they’ve defeated the virus, decay and are not replaced unless an immunogenic 
epitope triggering their replacement is still detected by the immune system. 

c. If these are not detected, the body stores the antibody production data in ‘memory T-cells’.  
When the body is re-exposed to the virus, or a closely enough related virus, the immune system 
triggers the production of these antibodies again.  This can happen years or decades after the 
initial infection. 
 

3. Increased deaths.  Here the CMO claims that using natural spread will cause increased death from 
COVID-19.  This is scientifically false, natural spread has occurred anyway and can only be reduced by 
herd immunity, achieved by natural or synthetic (vaccines) means.  Lockdowns do not reduce overall 
death, they simply spread it out over a longer period if, and it’s a big if, they have any effect on 
transmission rates at all.  As previously shown, this is a scientifically tenuous assumption as all the 
research shows this to be false. 

a. Lockdowns increase COVID-19 deaths.  An increasing body of evidence shows that other non-
pharmaceutical intervention strategies increase COVID deaths over ‘focussed protection’.  By 
reducing the relative mobility of the virus among younger and healthier demographics, the 
chance of exposure for vulnerable demographics is increased.  This means that more vulnerable 
people will be exposed, and die, before herd immunity, natural or synthetic is achieved. 
 

4. ‘Long COVID’.  The long-term health consequences of COVID-19 are important to consider but compared 
to the potential for pathogenic priming from vaccines, a small risk.  Influenza causes a similar rate of 
long-term effects to beta-coronaviruses, and these can be more effectively reduced by improving 
population health than they can by reducing infection rates, which, as I’ve mentioned many times in this 
paper, haven’t been reduced by our current public health strategies. 

I find it rather troubling that the CMO of Alberta, known to be an intelligent and diligent individual to those who 
know her personally, would allow such anti-scientific nonsense to be published in her name.  This is a significant 
indication that the negative influences of syndicalism in the public sector are now sufficiently powerful to 
subvert science and reason in favour of the selfish interests of special interest groups.  Such blatant conflicts of 
interest can only be addressed by radical reform of the structure of health care in Alberta. 

ICU capacity.  By the end of April 2020, the scientific evidence was clear, non-pharmaceutical lockdown 
measures had failed to achieve any statistically measurable benefit.  In addition, it was clear by the end of May 
2020, that SARS-CoV-2 was strongly seasonal, similar to other beta-coronaviruses and influenza viruses. 

As we have many decades of research on the transmission and impacts of seasonal respiratory viruses, we knew 
that having passed the epidemic phase of the COVID-19 outbreak, we would experience a first season endemic 
‘bump’ in the winter of 2020/2021, the same thing we’ve seen with other coronaviruses and influenza on a 
regular cycle for many decades. 

Therefore, the government of Alberta, and AHS, should have put ICU capacity for the fall of 2020 at the top of 
the priority list.  Increasing ward capacity, training of additional backup medical staff and increasing stocks of 
medical stores would have allowed AHS to respond to the challenge of this season 1 ‘bump’ with little effect on 
the rest of the healthcare system or society in general. 
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Instead, AHS put all their eggs in a basket that had already been scrambled and bet the lives and livelihoods of 
millions of Albertans on non-pharmaceutical interventions that had already proven ineffective.  This failure to 
act on the scientific data that was widely available, and adapt policy to match that science, is a case of gross 
negligence.   

Not only has it cost additional lives to COVID-19 (700-1000 deaths), but it has cost many more lives through 
downstream effects.  COVID-19 has almost no ‘quality adjusted life-year’ cost to society as the average age of a 
COVID death exceeds the current life expectancy of our society.  However, the lives lost to suicide, overdoses 
and the reduction in average life expectancy that comes from increased poverty and the long-term effects of 
reduced GDP all add up to a much higher cost in lives. 

Albertans will see a reduction in life expectancy as a result of these policies, unless they are reversed very soon 
and never employed again.  To save the lives of a few who have already lived longer than average, we are killing 
everyone else earlier.  We are telling 20-year-olds that, in order to give an 84-year-old an extra 3 months of life, 
that 20-year-old must accept dying at 79, or 78 years of age.  A few hundred gain 3 months of life while 4.5 
million lose a year or two. 

That’s just the cost in Alberta, where we are cushioned by a buffer of wealth and prosperity.  Those downstream 
in the developing world are dying now and in huge numbers, not just facing an increase in suicides, ODs and 
reduced life expectancy over the longer term. 

Those who support our current public health orders either do not understand the true cost, or they’re 
sociopaths who don’t care.  Neither is a good foundation for public policy, and both have echoes of Germany or 
the Soviet Union in the 1930s. 

Conclusion.  The current SARS-CoV-2 policy measures taken by the Alberta Government are profoundly anti-
scientific in nature.  Their efficacy has been disproven in multiple studies covering over 140 nations.  They will 
fail, rendering their associated harms unnecessary.  Their continued use constitutes the deliberate causation or 
extension of unnecessary suffering, and this suffering is endured disproportionately, with the poorest and most 
vulnerable in society bearing the greatest burden. 

The only adequate legal description for these actions of government is found in the term ‘other inhumane acts’, 
a concept coined in Article 6 of the Nuremberg Charter59 in describing ‘Crime against Humanity’, now covered in 
International Law by the Rome Statute, and whose enforcement is covered in ‘Nuremberg Principle IV’, a 
principle still recognised by the International Criminal Court.  As Canada is a signatory of the Rome Statute, 
Canadian government officials and public health officials have been bound by its limits since 2002. 

For the last 10 months I have been advising frustrated and angry people to remain calm.  I have advised them to 
write to their MLAs, MPs and public health representatives in the hope that science and a sense of common 
humanity would eventually prevail over the destructive self-interest of corporate lobbies and the selfish self-
interest of public bureaucracies.  Thus far those efforts have failed. 

I still hope they will succeed, but as an experienced military officer I must accept that this is increasingly unlikely.  
When, in the autumn of 2020, governments re-employed strategies that failed worldwide in the spring, it 
became obvious that reason, science and the public interest were not driving policy.  Instead, we see power and 

 
59 https://ghum.kuleuven.be/ggs/events/2013/springlectures2013/documents-1/lecture-5-nuremberg-charter.pdf 
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wealth being concentrated in the hands of small ruling elite at a rate not seen in modern history, and it is 
increasingly difficult to logically dismiss that this may be the ultimate intent of those pushing these policies. 

I can no longer advise my fellow citizens to remain calm and expect the peaceful processes of a functioning 
democracy to resolve this crisis.  The principles of peaceful negotiation and open debate that should allow a 
democratic society to respond effectively to a crisis have clearly been subverted by special interest groups and it 
would be morally irresponsible for me to advise anyone differently. 

How my fellow citizens choose to respond to this situation remains uncertain but as the due process of law has 
been continuously subverted by the Alberta Government and the tools of peaceful resolution look increasingly 
ineffective, political violence is, historically, the next likely step.  It is difficult to imagine any response they may 
choose that could cause more damage to society than current government policy.  Northern Ireland in the mid-
1990s was a much less stressful place to live than Alberta during the last 6 months. 

I can only hope and pray that those responsible for misleading, coercing or otherwise corrupting our leadership 
into creating this situation will eventually be brought to justice. 

In the interim, I implore all elected representatives to attempt to: 

1. Increase ICU capacity and staffing immediately to prepare for the likely rise in severe disease triggered 
by ADE and related effects in the vaccinated population. 

2. Revise Public Health Priorities regarding infectious disease. 
a. Emphasis on baseline metabolic health resulting from diet and lifestyle.  Despite widespread 

infection, Japan had a mortality rate an order of magnitude lower than North America, a 
function of their society’s low carb and very low polyunsaturated fat diet, combined with a very 
good blood serum Vitamin D level across the population (>30 ng/ml even in the elderly, with 
most >40 ng/ml).  

i. Adopt a campaign encouraging species appropriate diet and healthy lifestyle changes to 
reduce the prevalence of autoimmunity and metabolic disease in Alberta. 

b. Emphasis on nutraceuticals used prophylactically.  The primary trigger of winter illness and 
death from ILI is the reduction in Vitamin D due to low sunlight exposure.  Vitamin D3 and Zinc 
supplementation, combined with improved metabolic health, would reduce the mortality 
impact of ILI like SARS-CoV-2 to statistically insignificant levels. 

c. Therapeutic outpatient treatment.  Results60 from the use of early ambulatory multi-drug 
therapy in use in the US since mid-2020, involving 869 high-risk patients (age >50 with at least 
one co-morbidity) has demonstrated an 87.6% reduction in hospitalisation and 74.9% reduction 
in deaths.  This is a significantly higher efficacy than any vaccine manufacturer has claimed and 
using readily available drugs with a previously demonstrated safety profile. 

3. Vaccinations. 
a. Stop all vaccinations for those under age 30. 
b. Stop all vaccinations of those under age 65 with no co-morbidities. 

 
60 
https://www.doctorsandscience.com/uploads/1/3/5/8/135856265/procter_b_et_al_early_ambulatory_multidrug_therapy
_reduces_hospitalization_and_death_in_high-risk_patients_with_sars-cov-2__covid-19__ijirms_2021.pdf 
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c. Immediately fund additional reserve ICU capacity to handle the, now inevitable, winter season 
surge in severe disease resulting from Antibody-dependent Enhancement (ADE) and Vaccine 
Triggered Autoimmunity. 

4. PCR Testing. 
a. Mandate the publishing of Cycle Thresholds (Ct) with PCR tests in Alberta. 
b. Adopt public education program to ensure members of the public understand that a PCR cycle 

threshold over 25 in an asymptomatic individual is effectively non-infectious and over 35 is 
represents no live virus. 

c. Prohibit the reporting of ‘cases’ from positive PCR tests unless confirmed by clinical diagnosis of 
symptoms.  The excess death peak DPM/day from influenza in 2017/2018 was 32% higher than 
the peak excess death rate of the 2019/2020 viral season but we did not have a public panic 
from reporting ‘Flu cases’ every day on CBC and CTV.  Additionally, the peak mortality in the 
2019/2020 season occurred in January, long before any COVID testing or public health measures 
were adopted. 

d. Replace PCR testing with double-hit Rapid Antigen Testing as soon as possible. 
5. Mandate the adoption of proven therapeutic multi-drug-based outpatient treatment protocols for 

confirmed COVID-19 cases61. 
6. Explore the prophylactic use of Nutraceutical and HDQ or Ivermectin based protocols for vulnerable 

demographics, under careful medical supervision. 
7. Discourage the public use of masks, particularly cloth masks. 
8. Remove all work, social and travel restrictions for citizens under the age of 70 and with no known co-

morbidities. 
9. Reform AHS epidemic/pandemic planning to reflect the 3-to-4-year cycle of viral outbreaks like SARS-

CoV-2 / COVID-19.  Rapid ICU capacity expansion should be pre-planned and pre-funded, so the province 
is not ‘caught out’ by an event that has happened 6 times since 2001. 

Adequately addressing these 9 points would allow Albertans to rapidly rebuild their lives, communities and the 
economy, joining other jurisdictions like South Dakota, Florida, Texas and Sweden in leading the recovery from 
the COVID-19 pandemic and its effects. 

Alberta has an opportunity during this disaster.  It is the opportunity to lead the societal recovery of Canada and 
the developed world, to become a beacon of science, reason, hope and freedom against a backdrop of 
pseudoscientific medical tyranny seen in other provinces and many other nations. 

If anything can stave off societal breakdown and an outbreak of political violence, this is the course our province 
must take. 

Sincerely, 

{transmitted electronically} 

S J Staudinger BEng ATP RAF RCAF 
Squadron Leader (Ret’d) 

 
61 
https://www.doctorsandscience.com/uploads/1/3/5/8/135856265/procter_b_et_al_early_ambulatory_multidrug_therapy
_reduces_hospitalization_and_death_in_high-risk_patients_with_sars-cov-2__covid-19__ijirms_2021.pdf 
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