31 Whatinformation must appear in advertisements directed to healthcare professionals?

N

The FDAS approach 1o regai&timbf advertising is based on s view that 2 manufacturer must present truthful, non-
- misteading information that adequately balances a prescription drug product’s benefits and | to the itended

audience. LS. law also requires that a manufacturer provide its consumers with adequate directions for the intended
use of its prescription drug products. Therefore, w@siie the requirements for both consumer-directed an&i healthcare
pmféesiona?ﬁima&eé advertising are generslly the same under 1.8, lav, the FDA will closely scrutinise whether the
content is pzese&ieif In terms that the intended audience can understand, and thé FOA has developed special guidance
: addres&igg the application of regulatory requirements to consumer-directed broadcast advertising, communications in
" social media, and other fora. ' » ' . ‘
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The Inherent Decelt of Modern Medlcme

PAUL FRIJTERS GIGI FOSTER, MICHAEL BAKER MARCH 29, 2023

In an earlier piece, we explamed why academia is drawn to fascism, and how this allure led so many “experts”
within the academic sector to go along with the covid control narrative. We now turn our gaze to the medical
industry and the mindsets of the people to whom it caters. '

Suppose an established doctor sits down to reflect hdnestly on her long career. In this career she will have provided

advice and prescriptions to thousands of patients, and mev1tably she will have made some mistakes that carried
s1gn1ﬁcant consequences. :

. Perhaps one patient went mad due to overmedication by thyroid pills that the doctor neglected to dial back before it
‘was too late. Another died because she mistook a developing cancer for a benign lipoma (a subcutaneous fat
nodule). Another died after suffering comphca’uons from unnecessary tests she prescribed just to keep the pushy
pat1ent happy

Two were permanently disabled from having been prescribed pills they did not really need and that had serious side
effects. Four became addicted to the opioid pills she prescribed for their mild depression, eventually losing their jobs
and their mamages Ten more became hyper-anxious after being “fully informed” of all the exot1c diseases they
m1ght have.

The reasons for her mlstakes over the years, this honest doctor would muse, varied. Sometimes she was too tired to
pay attention. Somenmes she was too empathic with a neurotic patient, caving in to prescribe the unnecessary
medicine they asked for. Sometimes she took her “informed consent” oath too seriously. Sometimes she did not
know what to do because she had not really kept up with the latest scientific insights in a particular area, and so took
a guess that turned out to be wrong. Sometimes she disliked a patient too much to put in effort. In short she'was a
normal, fallible human being. :

What would the families of the patients 1mpacted by her m1stakes and the legal professmn, do to such an honest
doctor; were she to share her musmgs‘7 .

They would throw her to the wolves.

Medical negligence suits would bankrupt her. She would lose her medical l1cense her social position, and probably
her liberty. Her life would be over even if her rate of mistakes per patient was no higher than the average doctor’s.
No mercy would result from pointing to the many lives saved by her many good judgment calls. Admitting to deadly
mistakes would doom her regardless. :

Hence, she must lie. She must pretend she has never made any mistakes in her professional life, was always on top
of all the new science-on every point, and gave her very best in each and every lO minute consultation she ever
held.

The pumshment for owning up to human mistakes prohlblts her from being honest. We asa soc1ety, force this
dishonesty upon her. Our medical negligence and accountability laws presume a degree of perfection in her and in
her healing atts that is unreahs’uc and thus those laws are themselves mendac10us

What goes for the doctor goes for the hospital, the nursing home, the specialist, the nurse, and the pharmaceutical '
industry representative: admitting to their own humanity and thus the many deadly mistakes they make on a regular
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» basis is out of the question. They must lie contmuously about their mistakes in order to retain what is seen as a
normal llfe Th1s was true long before covid came along

Collective lyin‘g.Stiﬂes science

This problem has been well-recognised for decades in the literature. A 2001 review article estimated that 6% of
“active-care patient deaths were ... probably or definitely preventable.” A report published the previous year,
appropriately entitled “To Err is Human,” estimated that medical error was the 5% leading cause of death. Yet, to our’
knowledge, in no country are medical errors reported as responsible for the deaths of people in the mortality
statistics released by natlonal statistical agencies (e.g., by Australia’s ABS). This mearis bluntly that the entire
system by which we measure cause of death in the modern age is comprom1sed

As aresult of this big fat lie embedded W1thm our systems of medical measurement itis basmally 1mposs1ble to
adjust the medical system to avoid m1stakes in a cost-effective manner. If no one can own up to mistakes, then it
becomes impossible to evaluate how some particular change (e.g., to procedures or protocols followed by doctors)
has 1mproved’ matters. After all, no mlstakes were being made in the first place 50 no improvement is possible!

One is thereby forced to grope around in the dark for possible improvements rather than being able to do scientific
studies. In this way, ironically, the No-Medical-Mistakes pretence makes the study of medical practice an innately
unscientific one. Data on deaths produced by the system must be forged on pain of financial and social death.

Barriers to the sole solution cohcept

The many dehberatwns about this problem in med1cal circles have produced several makeshlft processes to weed
out the worst excesses, like having honesty sessions inside hospitals where medics involved in a case can discuss
what happened leading up to a death and what could be improved movmg forward. In spite of these good works at a

. local level, there is no obvious general solutlon, because no one can personally or professionally afford to have
medical errors officially recorded.

i

~ The only genuine system-wide solution is for society to become openly comfortable with the idea that people get -
killed because of mistakes, a bit of laziness, misguided empathy, a normal rather than superhuman level of
intelligence, and other facets of the human condition. To avoid deceit at a grand scale, society would have to learn to
accept occasional ‘gross medical negligence’ for which no one person pays the price.

Why is that solution so 1mposs1ble‘7 Why does 1o society that we are aware of openly allow “average intelligence”
as a valid excuse for killing someone via bad medical judgment calls? Why do societies not recogmse that “lack of

-~ focus” and “irritation with others” are entirely normal reasons to make the occasional mistake that, in the case of
medical professionals, can lead to fatalities? Why is honesty so heavily punished?

. The standard excuse for maintaining the No-Medical-Mistakes lie is that punishing open mistakes is a means of
forcing medics to pay attention and not be lazy or unfocused. There is a productlve pomt to that incentive effect, but
the hard limit of human fall1b1l1ty cannot be wished away.

A less palatable reason for the persistence of the lie is that the pretence of perfect medicine forms the basis of a good
business model for both the medical profession, which then gets to play the “we are Ubermensch” card, and the legal
profess1on wh1ch then makes a buck out of the mlsmatch between nnperfect reality and the No-Medical-Mistakes
image. - :



Another reason, also unrelated to anything productive, is that the general population is vulnerable to the myth that
they will live in good health forever if only they cough up enough dollars. We all like to believe we will live forever
and that any health problem can be fixed. We also like to believe that if we suffer due to the mistakes of others, it
cannot be due to bad luck but must be due instead to evil that needs to be punished. The seductive simplicity of the
‘good versus evil’ paradigm crowds out any role for human foibles.

_We don’t want to hear that the laziness of others can get us killed and that our families should accept that, because a
bit of laziness is inevitable. We don’t want to hear that our nagging might cause doctors to give us pills that are bad
for us. So, we never hear these things, because doctors never tell us. ’

In short, we want to be lied to, and on average we are not mature enough to hear about the limitations of ourselves or
those we rely on. Politicians, lawyers, and health services have worked this out over time, and today simply cater for
our desire to be lied to. ' : o '

In light of this widespread mendacity, it should be no surprise that hordes of doctors and health managers lied
“through their teeth in the covid era. Why act.aghast that they hide the negative effécts of vaccines and overplay the

usefulness of lockdowns and masks? How are these lies in any way different from the lies ‘we’ have forced out of
- them in previous decades? Indeed, we have gotten what we demanded from them, in spades. -

* Can life be too good?

Is the same true for other sectors now, and are the lies more prevalent now than, say, 100 years. a}go?

- On the recency of institutionalised lying, an online article discussing medical negligence legislation notes that
““claims for compensation for medical negligence against medical practitioners and professionals was very rare prior
to the 20th century. Due to several advancements and significant cases in the law, medical negligence claims and
personal injury law surrounding medical negligence evolved into the laws that exist today.” In other words, pressure
to lie resulting from our laws, and particularly our negligence laws, has risen over the past 100 yeats.

What about other sectors? Could a modern car manufacturer be honest about its role in imperfections leading to fatal
accidents? Could a professional accountant today own up to having made a mistake in a company’s yearly accounts
‘that then led to bankruptcy? Could a modern farmer own up to having accidentally used too much insecticide that

then caused a deadly allergic reaction in consumers? Could a fisherman own up to having caught a protected
species? '

The answers range from ‘hell no’ to ‘very inadvisable.” As with medicine, the reason for the instinctual truth-
suppression in each case comes down to the threat of litigation and the general collection of myths propagated by
society: myths of perfect professional advice, perfect machines, and perfect food. Admitting to mistakes is just too
costly. ‘Caveat emptor’ (buyer beware!) has gone out of the culture.

Why the change?

"In the US one is tempted to blame the legal profession, but really that would be like blaming the cat for eating the
bacon left outside the fridge. Countries without significant numbers of litigation lawyers, like Japan and South
‘Korea, do not have a ‘medical error’ category in their reported causes.of deaths either, as far as we know. The
reason then must be more general, related to the shared human condition in the modern era.

We venture that the change is ultimately the result of polﬁulations getting used to so much working so well. Faulty
cars are now very rare. Most food is extremely reliable. Professional advice is so often right. If we experience



excellence 99 percent of the time, it is only human to close our eyes to the impossibility of getting things 100

percent right and indulge in the soothing fantasy of perfection. Don’t we “deserve perfectron‘?” Why “tolerate
: anythmg less?” The marketing copy writes itself. :

'The perfection myth is so appealing that in the long run groups will inevitably evolve that push that myth in order to
make a buck or gain our sympathles Lawyers and politicians have obliged.

Seen in this light, part of the runway to the great‘ covid panic and its sequelae has been that owning up to
imperfection has diséppeared from our culture. Life is too good. Owning up to mistakes, or even to exaggerated
claims of effectiveness, is just not'a done thing. It’s seen at the minimum as a weakness and at the worst a legal
'habrhty :

Who is to blame for that culture? Individual pushers of the myth, or the public, or even human nature? Should we
blame Obama for making the impossible promise that “Yes, we can” get rid of poverty and hunger in the world, or
should we blame the millions of enthusiastic voters who turned up in record numbers at the ballot box to reward
such a ridiculous promise? Should we blame Trump for not making ‘America great again’ or ‘draining the swamp,’
‘or should we blame the mrlhons who thought he was going to do these things and rewarded him for-his marketing
slogans?

Where to Iook’for truth

, The answer is obv1ous and staring most of us in the mirror. It is a depressing answer, but not as depressmg as the
“answer to whether we are likely to see significant change i in our lifetimes. For in what circumstances are we really
-going to become more mature in the future, raising our kids with a deep awareness of human 1mperfect10ns and the
need to tolerate deadly mistakes as just ‘one of those things?” Only the experience of pain on a massive scale would

- seem able to reset our culture to-one featuring a healthy tolerance of mrstakes that kill a good number of us each
year.-

Looking across hlstory and cultures, examples of healthler attitudes towards human error correlate with recent
experiences of misery, enslavement, violence, or some other source of high risk to life. The “Don’t worry, be happy
attitude of the Caribbean emerged from a history of pain and loss associated with Colonial-era slavery.

' The unconditional acceptance of human weakness featured in Chrlstlamty emerged at a time of high violence
against Christians in the Roman Empire. Several Hispanic cultures in the US today teach a relaxed, “Que sera, sera”
attitude towards life and all its ups and downs and are downstream of intergenerational stories of unmrgratlon risk,
and loss.

The dommant Western cultire of the modem era will not relinquish its ingrained deceitfulness without ﬁrst gomg
through a nasty and lengthy transformation in which we are acutely reminded that life is risky and humans are

- imperfect. It is conceivable that long-run side effects of the covid vaccines will help to remind us of this. The best
we can hope for in the longer run is to design our institutions to lead the population gradually into a mindset of
comfort with human limitations. :

Escape from the sea of lies in which we now find ourselves requires, as a first step, islands of truth discovery and
truth-telling. Univetsities used to be such islands of devotion to truth, but today’s universities have been thoroughly

captured by the deceit industry. We need new ones in whlch students are unable to hide from the reality of fallibility
“and the immense cost of pretense to the contrary v
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- Elon Musk On When People Wlll Admlt COVID Response Was A
- “Scam” — “It’s Commg”

: February23 2023 -

Isa COVID bombshell on the way from the ”Twrtter files?”

Rapper and populdr mfluencer Zuby dsked on Twitter, ”When will
everybody qdmrt the whole Covrd 19 pdndemlc response was a
scam?”

Elon Musk responded by saying, “It's coming.”

' Read: Demand For thsrcal Precious Metals Skvrockets As Central Banks
Buy Evervthlng In Srg_

Back i in January, Elon Musk said a ”key researcher” on Fauci was
traveling to Twitter.

* Trending Politics reported:

- On Wednesday, Twitter CEO Elon Musk dppedred to suggest that he had

~ information that would prove the entire COVID pandemic response was
ascam.. ' ‘

| Over the pdst_ several months, Musk has reledsed_the-‘Twitter Files,
shOwing'Widespredd governmeht collusion with the tech giant. He has

, also teased upcoming FdUCl Files which hdve been delayed due to a

- ‘key researcher.’ \ ‘

- Elon Musk has already exposed Twrtter had a “Fauci Fan Club” before he
took over. o

https:// twitter.o‘orh / eIonersk/ status/ 1607993481300951040?s=20

' No wonder the establishment is so scared of Elon Musk.
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Indoor Vaccme Mandates in US Cltles Vaccmatlon Behawor
and COVID-19 Outcomes

Vitor Melo, Elijah Neilson, Dorothy Chebet Kemboi

. Download the Working Paper PDF
~» Download the Research Summary PDF

Durmg the pandemlc many of the largest cities in the Umted States introduced vadcine mandates. Their
goal? To increase the number of people bemg Vacomated thereby limiting the spread of COVID-19.

In “Indoor Vaccine Mandates in US Cities, Vaccination Behav1or and COVID-19 Outcomes,” Vitor
Melo, Elijah Neilson, and Dorothy Kemboi question the efficacy of these efforts in nine cities that
implemented the mandates: Boston, Chxcago Los Angeles New Orleans, New York, Phlladelphla San
Fran01sco, Seattle, and Washington DC. v

' Intended and.Unintended Effects of lndoor Vaccine Mandates'

: Clty vaccine mandates were arguably among the most restrictive and polarlzmg regulations ever enacted
in the United States. Millions of people were prevented from entering restaurants, bars, gyms, theaters,
sports arenas, and other public indoor areas without proof of COVID-19 vaccination. The mandates
negatively affected unvaccmated individuals and businesses that were not allowed to serve unvaccinated
customers EEEEERT 7

In New York City, for example:

e More than 90 percent of restaurants feported having customer-related challenges, such as
losing customers who objected to the mandate.
. e Three-quarters of restaurants reported staff-related challenges because of the city’s vaccine
' mandate
e 1,430 city workers were fired for failing to comply with the mandate.

Previous research has shown that similar country-level mandates increased vaccine uptake substantlally
However, city- _level mandates are easier to evade than country-level mandates because it is generally
easier to travel to a neighboring city that does not have a mandate than to cross nat10na1 borders.

Cost-Benefit Analysis

. Most supporters of the regulatlons claim that the benefits associated with the increase in vaccination rates
as a result of the mandate—and its implied reduction in the spread of COVID-19—outweigh the costs of
its disruptions. However, the authors find that indoor vaccine mandates had no significant impact on
COVID- 19 vaccine uptake, cases, or deaths across all nine cities that 1mplemented the pollcy

Key Takeaway

\Pubhc health restrlctlons and regu]atlons were w1despread during the COVID-19 pandemic, and-so
understandmg their consequences is essential. The authors find that city-level mandates had smaller effect
on vaccine uptake (and consequently on COVID 19 ‘cases and deaths) than nationwide mandates— and
thqufalled to-achieve their mtended objectlves =
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In most instances, -the estlmated effect is quite small; even in instances where the estimated
effect appears large (e.g., San Franc1sco in figure 3), our placebo variance analysis suggests.that
these estimates are not large when connpared to the distribution of placebo estimates. “This can

‘ ‘b’e moet easfly eeen in ﬁgures Al, A2, and A3 ri'n the append_ix, which show the distribution of
all placebo estimates for each outcorne and treated MSA, and where the corresponding actual
estimated effects for each treated MSA'(deltoted by the vertical lines) fall within each distribution.
Regardless of the outcome and MSA in consideration, these placebo estimates appear normally
distributed around zero, and in most cases the actual estfmated effects do not ‘approach the tatls of

- these distn'hutions. Even for cases like San Francisco in ﬁgure A3, where the magnitude of the

- estimated effect is 'relati\tely large, the corresponding distribution of placebo estinlates suggest that

a nontrivial amount of oontrol"MSAs———which did not actually have an indoor vaccine mandate in
: place%saw a relatively l’arger change in the outcome when compared to their SDID counterfactual.

The plots in ﬁgures .1 2, and 3 also allow fora Visual assessment of pre-trends. In each instance,

the chosen SDID weights perform well at finding a weighted average outcome of control MSAS
~ that is approx1mate1y parallel to that of the treated MSA in the pre-treatment penod This 1nstﬂls B

conﬁdence that the SDID synthetic controls provide Vahd counterfactual trajectorles of the treated .
"'MSAs throughout each treatment penod |

While we cannot claim, based on our results, that the 1ndoor vaccine mandates in these US
cities were not effective at all, our results do suggest that if they were effectlve the effect was
likely smaller or at least less statlstlca‘lly noticeable than the effects of country-level and province-

level mandates studied previously.

6 Conclusion

Many of the Jargest cities in the United States introduced COVID-19 indoor vaccine mandates with
the goal of increasing vaccine uptake -'and-.therehy reducing COVID-19 cases and deaths. These
mandates were among the most s'trin'gent_j)o'l'iciesu ever irnplemented.in US cities, and they neg-

s
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atively affected thousands of citizens and businesses. This paper explores the efficacy of these
mandates. Using the -synthetlc d1fference~1n-d1fferences method; we find that indoor vaccine man—b
*dates had no s1gn1ﬁcant impact on COVID 19 vaccine uptake, cases, or deaths across all nine cities -
that 1mp1emented the pohcy We also ﬁnd that . our results are robust to the syntheuo control and
~ the dlfference -in-differences methods
Our findings are 1mportant for at least two reasons. Flrst they hlghhght that policies 1mp1e—
mented at different Jurlsd1ct10na1 levels have dlfferent outcomes Kara1vanov et al. (2022) and
Mills and Riittenauer (2022) show that 1ndoor vaccine mandates in European countries and Cana—
dian prov1nces s1-gn1ﬁcant1y 1ncreased vaccine uptake However, we find that in all US c1t1es that
‘implemented the mandate, the effects are not statistically noticeable. If they had any effect on vac-
cine uptake, it was hkely smaller than the mandates prev1ously studied. Second our ﬁndmgs bring
" to question the efﬁoacy of city-level indoor vaccine mandates. These rnandates nnposed‘seyer‘e o
3 r_e’strictions ‘on the lives bof many citizens and business owners. Yet, we ﬁnd no evid'enoe‘that t.h'.e‘

- mandates were effective in their intended goals of reducing COVID-19 cases and deaths:
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John Tierney - February 17,.2023

Masks make no difference in reducing the spread of Covid, according to an extensrve new review by
_ Cochrane - the gold standard for- evaluatrng health mterventrons

We now have the most authoritativeeestimate of the value provided by wearing masks during the pandemic:
approximately zero. The most rigorous and extensive review of the scientific literature concludes that neither
.‘surgical masks nor N95 masks have been shown to make a difference inreducing the spread of Covid-19 and other
respiratory illnesses. | _ v

This verdict ought to be the death knell for mask mandates, but that would require the Centers for Dlsease Control
‘ (CDC) and the rest of the pubhc-health estabhshment to forsake “the science”—and unfortunately, these leaders and
their acolytes in the media seem as determined as ever to ignore aotual science. Before the pandemic, clinical '

trials repeatedlv showed little or no benefit from wearing masks in preventmg the spread of respiratory 111nesses like:

flu and colds. That was why, in their pre-2020 plans for dealing with a viral pandem1c, the World Health
Organization, the CDC, and other national public-health agencies did not recommend masking the public. But once
Covid-19 arrived, magical thinking prevailed. Officials lgnored the previous ﬂndings and plans, instead touting . “
crude and easily debunked studies purporting to show that masks worked. ' ‘

 The gold standard for medical evidence is the randomized clinical trial, and the gold standard for analyzing this .
ev1dence is Cochrane (formerly the Cochrane Collaboration), the world’s largest and most respected orgamzatlon for
evaluating health interventions. Funded by the National Institutes of Health and other nations’ health agencies,; it’s

" an international network of reviewers, based in London, that has partnerships with the WHO and Wlklpedla -

- Medical journals have hailed it for being “the best single resource for methodologic research” and

for being “recogmzed worldwide as the highest standard in evrdence-based healthcare.”

"It has pubhshed anew Cochirane review of the literature on masks, including trials durmg the Covid-19 pandemlc in
' hospitals and in community settings. The 15 trials compared outcomes of wearing of surgical masks versus wearing
no masks, and also versus N95 masks. The review, conducted by a dozen researchers from six countrles concludes
that wearing any kind of face covermg “probably makes little or no difference” in reducmg the spread of respiratory
1llness _ '

It may seem intuitive that masks must do something. But even if they do trap droplets from coughs or sneezes (the -
reason that surgeons wear masks) they still allow tiny. viruses to spread by aerosol even when worn correctly—and
it’s unrealistic to expect most people to do so. While a mask may keep out some pathogens, its inner surface can' also
trap concentratlons of pathogens that are then breathed back into the lungs. Whatever-theoretical benefits there
might be, in clinical trials the beneﬁts have turned out to be either illusory or offset by negative factors. Oxford’s

Tom Jefferson, the lead author of the Cochrane rev1ew, summed up the real science on masks: “There is just no

-evidence that they make any dlfference Full stop.”

This lack of evidence would be enough to keep any new drug or medical treatment from being. approved—much less
* one whose purported beneﬁts had not even been werghed agamst the harmful side effects. As the Cochrane
reviewers dlsapprovmgly note, few of the clinical trials of: masks eeven bothered to collect data on the harmful effects

on subjects. Most pubhc-health officials and Journahsts have 1gnored the downsides, too, and s001al—med1a platforms
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Yet public-health ofﬁcmls in violation of the ﬁrst-do—no—harm principle, continue recommending or mandating
masks without good evidence of their effectiveness or any pretense of cost-benefit analysis. Masks are still required l
in many hospitals and other institutions. Despite all the data showidg thatCovid-19 poses virtually no risk to healthy
children, the CDC continues to recommend maskmg all students in communities where infection rates are rising.
While the WHO advises against masks for children under six, and the European Union advises agamst them for
students under 12, the CDC cruelly recommends maskmg everyone from age two.on up
The CDC’s director, Rochelle Walensky, remains determined to 1gnore the best research on masks, as she made |
said when asked how the new review from Cochrane would affect the agency’s policies. “This is an important
study,” she conceded, ‘k‘but the Cochrane. review only includes randomized clinical trials, and,v as you can imagine,
. many of the randomized clinical trlals were for other respiratory viruses.” ' | '

It was a statement remarkable for its chutzpah as well as its smentrﬁc incoherence. One of the worst mistakes of the
CDC and other. lavishly funded federal agencies was the fallure to conduct randomized clinical trials to determine
whether their policies were effective. The Cochrane review had to rely on pandemic mask trials conducted in other
‘countries—and now Walensky has the gall to complain that other countries didn’t do enough of the research that

- U.S: agencies shirked. She’s right that some of the trials involved other viruses, but why dismiss them as irrelevant

to-the coronavirus? And while one can alWays wish for more studies to include in a meta-analysis, that’s no excuse

Early in the pandemlc the CDC justified its newfound enthusiasm for masks in a py: 86 hallmg “the latest
science” from a case study of a hair salon in Missouri. “Wearing a mask prevented the spread of infection from two

_hair stylists.to therr customers,” the CDC proclaimed, a preposterously sweepmg conclusion to draw from a small
‘observational study that lacked a control group and had other obvious limitations (most of the salon’s customers
were never even tested for Cov1d) On national television, Walensky touted another study, of schools in Arizona, as

proof that masks dramatlcally reduced the spread of Covid, but the study 'S methodology was so clearly flawed—and.

unreliable that it probably should not have been entered into the public dlscourse.

- Instead of sponsoring—dr at least heeding——clinical trials, the CDC kept searching for confirmation from less
reliable research It repeatedly cherry—plcked observatlonal data, credltmg masks for a short-term reduction in Covid
rates in some localities while ignoring contrary data from more systematrc analyses, such as a study that tracked
rates nationwide over the entire first year of the pandemic—and found that neither mask mandates nor mask usage '
correlated with infection rates. - '

Can anything persuade the maskaholics in the pubhc-health estabhshment and the public to give up their obsession?
Some researchers, echomg Walensky, concede that the Cochrane review is the gold standard but argue that the

clmlcal trials so far haven’t been extenswe enough to rule out the p0531b111ty that masks mrght do some good But



that vague poss1b111ty is no reason to force masks on people a public-health mterventlon is supposed to be based on

solid ev1dence not wishful thinking.

In his‘book Unmasked: The Global Failure of COViD Mask Mandates, data analyst Tan Miller devotes an entire

chapter to graphs exposing the CDC’s statistical malfeasance. He also prepared a graph fora previous City
Journal article that is worth showing again, because it’sa vi_sual confirmation—from nationwide data, not clinical
trials—of the conclusions in the Cochrane review. The graph tracks the Vrvesults of the natural experiment that

occurred across the United States in the first two years of the pandemic, when mask mandates were imposed and

lifted at various times in 39 states

The black line on the graph shows the weekly rate of Cov1d cases in states with mask
‘mandates that week, while the orange line shows the rate in states without mandates.
As you can see, the trajectories are Vlrtually 1dent1cal and if you add up all those
‘numbers, the cumulative rates of Covid cases are virtually identical, too. So are the
cumulative rates of Covid mortality (the mortality rate is actually a little lower in the
states without mask ‘mandates): Hundreds of millions of Americans dutifully covered
their faces in the states with mandates, and the result was the same as in the clinical
trials analyzed by Cochrane: the masks made no difference.
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- Abstract

Background

" Viral epidemics or pandemics of acute respiratory infections (ARIs) pose a global threat.
Examples are influenza (HIN1) caused by the HIN1pdmO09 virus in 2009, severe acute -
respiratory syndrome (SARS) in 2003, and coronavirus disease 2019 (COVID-19) caused by
SARS-CoV-2in 2019. Antiviral drugs and vaccines may be insufficient to prevent their spread.

* This is an update of a Cochrane Review last pubhshed in 2020. We mclude results from studies
~ from the current COVID 19 pandemic. '

Ob]ec‘clves

To assess the effectlveness of physical interventions to interrupt or reduce the spread of acute
'resp1rato_ry viruses.

Search methods

- We searched CENTRAL, PubMed, Embase, CINAHL, and two trlals registers in October 2022,
vwrth backwards and forwards citation analysis on the new studies.

- Selection cr1ter1a
We 1nc1uded randomised controlled trials (RCTs) and cluster-RCTs investigating physical
interventions (screening at entry ports, isolation, quarantine, physical d1stancmg, personal

protection, hand hyglene face masks, glasses and garghng) to prevent respiratory virus
transmission. ' :

Data collection and analysis
We used standard Cochrane methodological procedures.
Main results _ ) o
" We included 11 new RCTs and cluster-RCTs (610,872 participants) in this update, bringing the
~total number of RCTs to 78. Six of the new trials were conducted during the COVID-19
pandemic; two from Mexico, and one each from Denmark, Bangladesh, England, and Norway. -

We identified four ongoing studies, of which one is completed but unreported, evaluating masks
concurrent with the COVID-19 pandemic.’ RIS

Many studies were conducted during non-epidemic influenza periods. Several were conducted
during the 2009 HIN1 influenza pandemic, and others in epidemic influenza seasons up to 2016.
Therefore, many studies were conducted in the context of lower respiratory viral circulation and
transmission compared to COVID-19. The included studies were conducted in heterogeneous



settings, ranging from suburban schools to hospital wards in high-income countries; crowded -
inner city settings in low-income countries; and an immigrant neighbourhood in a high-income
country. Adherence with interventions was low in many studies.

- The risk of bias for the RCTs and cluster- RCTs was mostly hlgh or unclear
| Medlcal/surglcal masks compared to no masks

- We 1ncluded 12 trials ( 10 cluster-RCTs) comparing medical/surgical masks versus no masks to
prevent the spread of viral respiratory illness (two trials with healthcare workers and 10 in the
community). Wearing masks in the.community probably makes little or no difference to the
outcome of influenza-like illness (ILI)/COVID-19 like illness compared to not wearing masks
(risk ratio (RR) 0.95, 95% confidence interval (CI) 0.84 to 1.09; 9 trials, 276,917 participants;
moderate-certainty evidence. Wearing masks in the community: probably makes little or no
difference to the outcome of laboratory-confirmed influenza/SARS-CoV-2 compared to not

- wearing masks (RR 1.01, 95% CI 0.72 to 1.42; 6 trials, 13,919 participants; moderate- -certainty

.eV1dence) Harms were rarely measured and poorly reported (Very low-certainty. ev1dence)

N95/P2 resplrators compared to medical/surgical masks

We pooled trials comparing N95/P2 respirators with medical/surgical masks (four in healthcare
settings and one in a household setting). We are very uncertain on the effects of N95/P2
respirators compared with medical/surgical masks on the outcome of clinical respiratory illness
(RR 0.70,95% CL 0.45 to 1.10; 3 trials, 7779 participants; very low-certainty evidence). N95/P2

~ respirators compared with medical/surgical masks may be effective for ILI (RR 0.82, 95% CI-

- 0.66 to 1.03; 5 trials, 8407 participants; low-certainty evidence). Evidence is limited by

' ~1mprec'1510n and heterogeneity for these subjective outcomes. The use of a N95/P2 respirators
compared to medical/surgical masks probably makes little or no difference for the objective and
more precise outcome of laboratory-confirmed influenza infection (RR 1.10, 95% C10.90 to

- 1.34; 5 trials, 8407 participants; moderate-certainty evidence). Restricting pooling to healthcare
workers made no difference to the overall findings. Harms were poorly measured and reported,

- but discomfort wearing med1cal/surglca1 masks or N95/P2 respirators was mentioned in several

. studies (very low-certainty ev1dence)

One previously reported ongoing RCT has now been published and observed that
medical/surgical masks were non-inferior to N95 respirators in a large study of 1009 healthcare
'workers in four countries providing direct care to COVID-19 patients.

Hand hygiene compared to control

Nineteen trials- compared hand hygiene 1nterventlons Wlth controls with sufﬁ01ent data to include
in meta-analyses. Settings included schools, childcare centres and homes. Comparing hand
hygiene interventions with controls (i.e. no 1ntervent10n) there was a 14% relative reduction in
the number of people with ARISs in the hand hygiene group (RR 0.86, 95% CI 0.81 to 0.90; 9
trials, 52,105 participants; moderate-certainty evidence), suggesting a probable benefit. In
. absolute terms this benefit would result in a reduction from 380 events per 1000 people to 327 .
* per 1000 people (95% CI 308 to 342). When considering the more strictly defined outcomes of
ILI and laboratory-confirmed influenza, the estimates of effect for ILI (RR 0.94, 95% CI 0.81 to
' 1.09; 11 trials, 34,503 participants; low-certamty eVIdence) and laboratory-confirmed influenza
(RR 0.91, 95% CI 0.63 to 1. 30 8 trlals 8332 part101pants low-certainty ev1dence) suggest the



73
intervention made little or no difference. We pooled 19 trials (71, 210 part1c1pants) for the -
~ composite outcome of ARI or ILI or influenza, with each study only contributing once and the

~ most comprehensive outcome reported. Pooled data showed that hand hygiene may be beneficial
‘with an 11% relative reduction of respiratory illness (RR 0.89, 95% CI 0.83 to 0.94; low-
certainty evidence), but with- high heterogeneity. In absolute terms this benefit would result in a

reduction from 200 events per 1000 people to 178 per 1000 people (95% CI 166 to 188). Few -
trials measured and reported harms (very low-certainty evidence).

We found no RCTs on gowns and gloves, face shields, or screening at entry porté.

Authors' conclusions

The high risk of bias in the trials, variation in outcome measurement, and relatively low

adherence with the interventions during the studies hampers drawing firm conclusions. There

were additional RCTs during the pandemic related to physical interventions but a relative paucity
+ given the importance of the question of masking and its relative effectiveness and the .

concomitant measures-of mask adherence which would be highly relevant to the measurement of
. effectiveness, especially in the elderly and in young children.

There is uncertainty about the effects of face masks. The low to moderate certainty of evidence

means our confidence in the effect estimate is limited, and that the true effect may be different

from the observed estimate of the effect. The pooled results of RCTs did not show a clear

reduction in respiratory viral infection with the use of medical/surgical masks. There were no

clear differences between the use of medical/surgical masks compared with N95/P2 respirators in

- healthcare workers when used in routine care to reduce respiratory viral infection, Hand hygiene ..

~ is likely to modestly reduce the burden of respiratory illness, and although this effect was also
present when ILI and laboratory-confirmed influenza were analysed separately, it was not found

- to be a significant difference for the latter two outcomes. Harms associated with physical
interventions were under-investigated.

There is a need for large, well-designed RCTs addressing the effectiveness of many of these
interventions in multiple settings and populations, as well as the 1mpact of adherence on
effectiveness, especmlly in those most at nsk of ARIs. ’
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The True Lesson of Mask Mandates Goes Far Beyond the Fact That
They Didn’t Work

March 4, 2023 - Jon Miltimore

Writing in the New York Times on Tuesday, columnist.BretStephens highlighted new research from an
- Oxford University epidemiologist who found that masks—and mask mandates—did nothing to slow the
spread of Covid-19 or protect people.from the virus..

The most rigorous and comprehensive analysis of scientific studies conducted on the efficacy of
masks for reducing the spread of respiratory illnesses — including Covid-19 — was published late last

month. Its conclu5|ons said Tom Jefferson the Oxford epidemiologist who is its lead author, were
~ unamb|guous

“There is jUSt no evidence that they — masks — “make any d|fference he told the journalist
; Marvanne Demasi. “Full stop.”

But, wait, hold on. What about N-95 masks, as opposed to lower-quality surgical or cloth masks?
“Makes no differevnbce — none of it,” said Jefferson.

'What:about fhe studies that initially pbeirsuaded policymakers to impose mask mandates?‘

: ”Th’ey were cpnvinced by nonravndomized studies, flawed observational studies.”

The op-éd'has gathered a great deal of attention, especially from opponents of mask mandates who for
~ years have argued masking did not offer the protection against the virus that mask proponents claimed.
| must point out, however, this isn’t the first time the Grey Lady has taken aim at masking or mask
mandates. In June 2022 | highlighted an article written by Pulitzer Prize-winning writer David Leonhardt
~ that explored the ineffectiveness of mask mandates. - ‘

In U.S. cities where mask use has been more common, Covid has spread at a similar rate as in mask-
resistant cities..Mask mandates in schools also seem {0 have done little to reduce the spread. Hong
Kong, despite almos’c universal mask-wearlng, recently endured one of the world’s worst Covid
outbreaks »

Advocates of mandates sometimes argue that they do have a big effect even if it is not evident in
population wide data, because of how many other factors are at play. But thls argument seems
unpersuaswe

Not to toot my own horn, but | was writi‘ng against mask mandates when it was still considered
verboten to do so. | was called anti-science for pointing,out uncomfortable truths. Some readers even
- said they hoped my children would die of Covid for writing such a thing.

In reality, it was the mask mandate proponents who were anti-science.

"How did théy make such a mistake? Somé‘ might argde-they’simply relied on bad studies, and that is of
- course part of the problem. But the truth is they made two mistakes that were even bigger.
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© The first was ignoring that masking came with serious tradeoffs, something some scientists learned v
the hard way. The second mistake was to focus on ends instead of means.

As | pointed out last summer, libertarians are fond of a popular adage: good ideas don’t require force.
Libertarians don’t use this line just because we have an aversion to coercion. We use it because we are
aware that force also produces dismal results. '

We often forget this, and | don’t just mean -humans.

Alot of /ibértaria_ns forgot this lesson during the pandemic.vMany notable libertarian leaders and
_institutions (I'll refrain from naming them) were notably silent about lockdowns and other NPI
(Nonpharmaceutical Interventions) in 2020. (Some of them found their voices in 2021 and 2022.)

Whethef this was out of cdwardice or the belief that these mitigations would actually work we’ll never
know. Either way, they would do well to read FEE founder Leonard Read, who in his 1969 essay “The

BIoom»yPre’:-Exists in the Seed,” argued that one could reasonably predict the ends of an action by the
means employed. ‘ ’ R ‘

Examine the actions—means—that are implicit in achieving the goals.
Implibcit in the collectivistic approa'ch...is»the'masterminding.of the people...The control of the
individual’s life is from without. [But for] an individualist...what is valued above all else [is] each-

‘ _distinctive’individu\al human being.

Any consuentlous collectivist, if he could...properly evaluate the authoritarian means his system of
thought demands, would Ilkely defect.

| HoWever lofty the goals, if the means be depraved, the result must reflect that depravity.
-~ In his'Times,article, Stephens asks: “Will any:lessons be learned?”

" It’s an important question, but the real lesson from the pandem|c isn’t that masklng doesn’t work It's
that we need to focus on the means we use, not the ends we seek
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Pfizer Knowmgly AIIowed Dangerous Components In |ts Vaccines
'FEB 21,2023
Yuhong Dong M.D., Ph. D and Qinvanq Jranq vra The Epoch T/mes

Pfizer's COVID-18 vaccine contains mRNA fragments called ‘_‘truncated mRNA.” This is a serious issue-on top of the
- vaccine’s life-threatening safety events. Stunningly, Pfizer submitted falsified mMRNA analytical reports to multiple
health authorities. ' '

The issue-of truncated mRNA led the European Medicines Agency (EMA) to raise a “major objection” before its
December 2020 conditional @pproval of the vaccine. What has happened? How have these issues been conS|dered
resolved? This two-part series article will address the.matter in depth and examine its potential consequences for
human heaith e ' _ . . ) o

SIIIIIIIIaW of Key Facts

e . Pfizer's COVID-19 vaccine contams truncated mRNA, which the EMA ﬂagged as a reason for its “major
-objection,” indicating a preclusion of their approval.

e Pfizer has not investigated the detrimental outcomes of truncated mRNA in its vaccines.

e Pfi izer submitted Western blot f igures to the Food and Drug Administration (FDA) and the EMA that were
digitaily generated—not from actual expenments

e There has been an alarming lack of action taken by health authorities on this issue.

. Truncated mRNA potentially contributes to muitiple vaccine-related injuries; mciudlng misfolded spike
protein- mduced fibrous blood clots, autoimmune disorders, and cancer.

o  These problemswith the Pfizer vaccine could have resulted in drastic product quality variations from batch
* to batch. This could explain the difference in adverse events experienced by vaccine recipients.

e The root cause of such irresponsible conduct by pnarma and health authorities is a lack of ethics.

When you go to a supermarket and want to buy 10 bottles of whole milk for your children, you usually assume the
chemicals and concentrations in these 10 bottles are the same or similar. No one would expect five of the bottles to
be filled with Watered—down milk while thie other five were filled with yogurt.

Most store -bought foods meet our expectations because of regulations and quality controi The same criteria also
© existin the pharma industry, mcludlng vaccine products

We expect consistent physical and chemical parameters of key ingredients across different batches of drug or
vaccine products. Consistency is the foundation that allows patlents and consumers to have confidence in the safety
and effectiveness of medications. ‘

The CMC process—short for chemistry, manufacturmg, and controls—mvolves defining manufacturing practlces and
product spe0|f|cat|ons that must be followed to ensure product safety and consistency between batches Thisis a
mandatory criterion for global heaith authorltles to approve a drug or vaccine.

1
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Cdntrolling the quality of a traditional chemical product is relatively straightforward, but for a biological product, like an
mRNA, things become more complicated:

What Is Truncated mRNA? Why Does it Matter?

Our DNA contains gene codes composed of nucleotides. DNA makes proteins consisting of amino acids. Between
_the gene code and protein, there is a b’ridge molecule, a “translator’—cailed messenger RNA (MRNA).

The full-length- mRNA sequence of the, Pfizer vaccine _Codihg for the spike protein is 4,284 nucleotides in length.

It consists of a 5" CAP structure to prime its translétion into a sbike protein. It works like an ignition box of a car. At the

end of the translatable region, the open reading frame, there is a stop codon, which is like a car's brakes. If
a truncated mRNA does not contain a stop codon, it fails to give a "brake” signal. The protein translation process will

continue endlessly.

v v .. ‘ : AN mRNA
- translation into a protein and the role of the stop codon. (Courtesy: National Human
‘Genome Research Institute) ’ ’ ‘

Truncated mRNA’s missing stop codon is highly detrimental to humans. 1t can lead to the prodﬁction of toxic protein
products. -’ B

Plizer's COVID-19 Vaccine Contains Truncated mRNA

The EMA is responsible for approving all medicinal produ__bts for human use in Europe, including drugs and vaccines.
The Committee for Medicinal Products for Human Use (CHMP) is the EMA’s committee responsible for int_erbreting
the agency’s opinions. ‘ ' )

in an_EMA assessment report coded EMA/CHMP/{48917120‘21, the EMA requested that Pfizer address the impurities
of its vaccine product, which the EMA report described as “truncated and modified mMRNA.”

Pfizer's report to the EMA clearly showed that Pfizer's véccine c{)nfained impurities, as indicated by “Peak 1" in the

graph below, based on a’screenshot from page 14 of the EMA’s August 2021 report.
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‘Recent Evidence from Three Major Healthcare Systems Suggests Lack )

‘of COVID-19 Boosters Does Not Increase Hospitalization (VIDEO)
' Jim Hoft Feb. 21, 2023

Contrary to claims made by the Biden regime'ondthe media, the decline in the
~ number of young people receiving a COVID-19 booster compared to those of older
ages-has not been linked toa surge in hospitalizations.

Recently released information from three major healthcare systems, two in New York
and one in Israel, indicated that a lack of COVID-19 booster doses for younger people
are not becoming severely ill and did not increase hospitalizations.

“Data from the three large health care systems in New York and Israel since
September 1 indicate that the low booster uptake for people under 65 has not led to
high Covid hospitalization rates for this group,” CNN reported.

“Even if they’re not getting boosted, young, heqlthy people are not getting super sick
from this,” said Dr. Mangala:Narasimhan, a senior vice president at Northwell Health,
the largest health care provnder in New York state. “We're not seelng it. s not
happenmg " |

The outlet added, “The US Food and Drug Administration has proposed a framework
for annual Covid vaccinations for all Americans over the age of 6 months, butata
meeting with its vaccine advisers last month, it did not come up with a concrete
plan. Voccme cldV|sers to the US Centers for Disease Control and Prevention are
scheduled to meet February 24 to discuss the future of the US Covid- 19 vaccination
progrdm ! ‘ '

The bivalent booster was released in September, but it has seen little uptake.
According to the CDC, just around 16% of the US population has received it and the
‘rate is even lower for those under the age of 65.

“| don't think that’s the case anymore,” said Dr. Ran Balicer, Director of the Clalit
~ Research Institute and chairman of Israel’s Covid-~19 Nationall Expert Advisory Panel.

“l think when you're under 65 and healthy, it's a much more complex question, and |
think that's where individual risk assessment and personal preferences come into
_ play,” he continued.



Dr. Daniel R. Kuritzkes, Chief of Infectious Diseoees at Brigham and Women's Hospital,
said that the data from these three major heolthcore systems was consistent Wlth
whot was happening in Mossochusetts

“We know that hospitolizotions dre muoh higher for people age 80 and above,
somewhat higher for people in their 70s, and very, very low for people who are |
younger than 60s. So, that’s very much like the data that you've seen,” Kuritzkes told
WVBC-TV, an ABC dffiliate in Boston. '

“We 'know health officials would want to improve those rates, but if younger people
- don't redlly get-that sick from COVID do we need to worry so much orbout whether
they are in fact boosted or not?” Ahchor Erlko Tarantal asked.

- “lthink that's an importont question, to be honest We reolly just don’t know. That was
a big pornt of controversy at the recent FDA advisory panel heorrngs on exactly what
to odvrse younger people. To paraphrase the old World War Il song, someday we'll
boost again, don’t know how, don’t know when, but people will be boosting at some -
point, but we honestly don’t know how soon they’ll need it.” Dr. Kuritzkes said.

“| think we'll have to see is there a time at which younger people begin to start
getting more seriously ill. And | think it's important to point out these have to be
healthy young people. | wouldn't defer a vaccmcrtlon if you had a preeX|st|ng

‘condltlon that ploces you at greoter risk for severe COVID regordless of oge," he
' contrnued '

In the UK, the Brltlsh government officially declored that it would no longer requrre
heaithy people under the oge of 50 to receive COVID booster doses.

As the UK begins to recover from the pandemic, the unlversol Covrd vaccine
progrom will be phased out this year. |

- “As the transition contmues away from a pandemic emergency response towards
pandemic recovery, the [Joint Committee on Vaccination and Immunisotion] JCVI -
has advised that the 2021 booster offer (third dose) for persons aged 16 to 49 years

who are not in a clinical risk group should close in alignment with the close of the

autumn 2022 booster voccrnotron comporgn o the government said in a news
release. '

In Denmark, it was no Iong possnbl e for. chlldren ond adolescents oged under- 18 to get the
first COVID vaccine injection and the. second mjectlon

Only those who are over 50 and those who are at -hlgher, risk are eligible for COVID shots.
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Deep sequencing of the Moderna and Pfizer bivalent vaccines

identifies contamination of expresswn vectors desngned for plasmld

amplification in bacteria
February 16, 2023 -

introduction

As universities in the United States continue to mandate Iiability-frée injections (COVID vaccines) for
students at limited risk of contracting COVID, it becomes imperative that more public information be
made available for the ingredients of these experimental vaccines. Both the EMA and the TGA have made
note of fragmented RNA and smeary western blots suggesting jche vaccine manufacturing_process lacks fidelity and
transparency. Shortly after the TGA data was released, patel et af. (Pfizer) published a paper attempting to
defuse these concerns. Jessica Rose has covered this topic here. '

Informed consent cannot be obtained with poorly characterized therapeutics.

We are now entering the third year of COVID and it has become mcreasmgly clear which demographics
are at risk. The student age group (under 25) has repeatedly been shown to have very low risk of COVID
yet the vaccine induced adverse events for students in this age bracket is higher than any vaccine ever
administered. Krug et al. observed a risk of 1:6250 risk for myo/pericarditis in 16-17 year olds (Krug et al).

This research document is 49 pages long. Go to. \
https://anandamide.substack.com/p/curious-kittens for full document.
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Dr. Naomi Wolf on the War Room Based on a Recent Sample of
Deceased COVlD Vaccme Is leely Causmg Catastrophuc Damage to

Recipients
‘ Joe Hoft February 17,2023

Video Interview at httos / /rumble com/vzgsoem ~naomi-wolf- outoos;es revedled-
catastrophic-lesions-on- many-organs- hkeiv~co himil

_ Dr._Nuomi Wolf discussed the resuits of d recent study that she and a team of doctors put together
regarding health issues after taking COVID-19 vaccines. The results were shocking.

Dr. Naomi Wolf joined Steve Bannon on the War Room on Thursday and discussed the result of her
team’s Report 6. The results were frightening.

- Here are parts from the summary of the report: '

- Dr. Arne Burkhardt is one of eight mternotlonol pathologists, physicians and scientists who were asked to
perform a second autopsy, requested by frlends and family of the deceased who were not satisfied with
the results of the first autopsy. -

- Thirty outopSIes and three bIOpSleS were evaluated; 15 cases Wlth routine hlstopothology (Step1), three
with advanced methods (Step 2) and some of the remaining 15 are included as illustrative cases..

.Causation by SMGT [Sp|ke—Med|oted Gene Therapyl: Very probable in f|ve coses, probable in seven,
unclear in two and no'connection inone. . -

Lesions were on multlple organs mcludmg Brain, Heart, Kidney, Liver, Lungs, Lymph: Node, Salivary Gland,
skin; Spleen, Testis, Thyroid and Vascular.

,Lymphocyte Infiltration, pre’sent in 14 of 20 cases (70%), was a common feature and involved multiple
organs. Case 19 had at least five different organs involved. CD3+ Lymphocytes were domindnt.

The Vascular System was targeted by Lymphocyte Infiltration in seven (35%) of the cases and mcluded
sloughmg endothellum destruction of the vessel wall, hemorrhage and thromb03|s . ’

A condition called Lymphocyte Amok was described by Dr. Burkhardt: Lymphocyte occumulotion in
~ non-lymphatic organs and tissues that might develop into lymphoma.

Five ooses of unknown foreign material in blood vessels were identified. The favored explanation for
origin of this material was aggregated Lipid Nanoparticles (LNPs). ;
‘These results are a bit technical. Dr. Wolf explolns these findings in her interview below.

“..Report 56 is just incontrovertible proof that we are at war. Because it shows that this injection, that I've

_ been saying is a bioweapon, is causing cotostrophlc domoge in at least these 30 deceased people who
were autop3|ed

SO’ whot they found i is- cotostrophlc leisions throughout the body on mony, mony organs..They found
probable cause, or likely cause that the vaccine was the cause.



