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Abstract: COVID-19 vaccine manufacturers have been exempted from legal liability for vaccine-induced
harm. It is therefore in the interests of all those authorising, enforcing and administering COVID-19
vaccinations to understand the evidence regarding the risks and benefits of these vaccines, since liability for
harm will fall on them.
In short, the available evidence and science indicate that COVID-19 vaccines are unnecessary, ineffective
and unsafe.
 Necessity: immunocompetent individuals are protected against SARS-CoV-2 by cellular immunity
and a memory-type antibody response. Vaccinating low-risk groups is therefore unnecessary. For
immunocompromised individuals who do fall ill with COVID-19 there is a range of medical
treatments that have been proven safe and effective. Vaccinating the vulnerable is therefore equally
unnecessary. Both immunocompetent and vulnerable groups are better protected against variants of
SARS-CoV-2 by naturally acquired immunity and by medication than by vaccination.
 Efficacy: Covid-19 vaccines lack a viable mechanism of action against SARS-CoV-2 infection of the
airways. Induction of blood-borne antibodies by vaccination cannot prevent infection by an agent
such as SARS-CoV-2 that invades through the respiratory tract. Moreover, none of the vaccine trials
have provided any evidence that vaccination prevents transmission of the infection by vaccinated
individuals; urging vaccination to “protect others” therefore has no basis in fact.
 Safety: The vaccines are dangerous to both healthy individuals and those with pre-existing chronic
disease, for reasons such as the following: risk of lethal and non-lethal disruptions of blood clotting
including bleeding disorders, thrombosis in the brain, stroke and heart attack; autoimmune and
allergic reactions; antibody-dependent enhancement of disease; and vaccine impurities due to rushed
manufacturing and unregulated production standards.
The risk-benefit calculus is therefore clear: the experimental vaccines are needless, ineffective and
dangerous. Actors authorising, coercing or administering experimental COVID-19 vaccination are exposing
populations and patients to serious, unnecessary, and unjustified medical risks.

1. Vaccines are unnecessary
1. Multiple lines of research indicate that immunocompetent people display “robust” and lasting
cellular (T cell) immunity to SARS-CoV viruses [1], including SARS-CoV-2 and its variants [2]. T
cell protection stems not only from exposure to SARS-CoV-2 itself, but from cross-reactive immunity
following previous exposure to common cold coronaviruses [1,3–7]. Such immunity was detectable
after infections up to 17 years prior [1]. Therefore, immunocompetent people do not need vaccination
against SARS-Cov-2.
2. Natural T-Cell immunity provides stronger and more comprehensive protection against all
SARS-CoV-2 strains than vaccines, because naturally primed immunity recognises multiple virus
epitopes and costimulatory signals, not merely a single (spike) protein. Thus, immunocompetent
people are better protected against SARS-CoV-2 and any variants that may arise by their own
immunity than by the current crop of vaccines.
3. New findings show that approximately 99% of people are already protected against COVID-19
by memory-type antibody responses. Studies published between May and July 2021 reveal rapid
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antibody responses characteristic of the memory-type to both SARS-CoV-2 infection and COVID-19
vaccination [8–12]. These new discoveries indicate that SARS-CoV-2 is not an immunologically
novel coronavirus, and that that the overwhelming majority of people are protected against COVID19 by antibodies derived from re-stimulation of pre-existing immune cells. This reflects cross-reactive
immunity from previous infection with ordinary respiratory human coronavirus strains. As the goal of
vaccination is to stimulate production of antibodies to SARS-CoV-2, we now know that vaccination is
unnecessary. Such antibodies can and will be rapidly generated by virtually everyone upon the
slightest viral challenge, even without vaccination.
In most countries, most people will now have immunity due to exposure to SARS-CoV-2 [13].
Depending on their degree of previously acquired cross-immunity, they will have had no symptoms,
mild and uncharacteristic symptoms, or more severe symptoms, possibly including anosmia (loss of
sense of smell) or other somewhat characteristic signs of the COVID-19 disease. Regardless of
disease severity, they will now have sufficient immunity to be protected from severe disease in the
event of renewed exposure. This majority of the population will not benefit at all from being
vaccinated.
The vaccines have been touted as a means to prevent asymptomatic infection [14], and by extension
“asymptomatic transmission.” However, “asymptomatic transmission” is an artefact of invalid and
unreliable PCR test procedures and interpretations, leading to high false-positive rates [15–18].
Evidence indicates that PCR-positive, asymptomatic people are healthy false-positives, not carriers. A
comprehensive study of 9,899,828 people in China found that asymptomatic individuals testing
positive for COVID-19 never infected others [19]. In contrast, the papers cited by the Centre for
Disease Control [20,21] to justify claims of asymptomatic transmission are based on hypothetical
models, not empirical studies; they present assumptions and estimates rather than evidence.
Preventing asymptomatic infection is not a viable rationale for promoting vaccination of the general
population.
In the vast majority of people (~99.8% globally), SARS-CoV-2 is non-lethal [22–24]. It is typically
a mild to moderately severe illness. Therefore, the overwhelming majority of people are not at risk
from COVID-19 and do not require vaccination for their own protection.
In those susceptible to severe infection, Covid-19 is a treatable illness. A convergence of evidence
indicates that early treatment with existing drugs reduces hospitalisation and mortality by ~85% and
75%, respectively [25–29]. These drugs include many tried and true antiinflammatory, antiviral, and
anticoagulant medications, as well as monoclonal antibodies, zinc, and vitamins C and D. Industry
and government decisions to sideline such proven treatments through selective research support [26],
regulatory bias, and even outright sanctions against doctors daring to use such treatments on their own
initiative have been out of step with existing laws, standard medical practice, and research; the legal
requirement to consider real world evidence has fallen by the wayside [30]. The systematic denial and
denigration of these effective therapies has underpinned the spurious justification for the emergency
use authorisation of the vaccines, which requires that “no standard acceptable treatment is available”
[31]. Plainly stated, vaccines are not necessary to prevent severe disease.

2. Vaccines lack efficacy
1. At a mechanistic level, the concept of immunity to COVID-19 via antibody induction, as per
COVID-19 vaccination, is medical nonsense. Airborne viruses such as SARS-CoV-2 enter the body
via the airways and lungs. Vaccine-induced antibodies primarily circulate in the bloodstream. Given
that COVID-19 primarily spreads and causes disease by infecting the mucous membranes of the
airways, vaccines miss the immunological mark. The documents submitted by the vaccine
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manufacturers to the various regulatory bodies contain no evidence that vaccination prevents airway
infection, which would be crucial for breaking the chain of transmission. Thus, vaccines are
immunologically inappropriate for COVID-19.
Medium to long-term vaccine efficacy is unknown. Phase 3, medium term, 24-month trials will not
be complete until 2023: There is no medium-term or long term longitudinal data regarding vaccine
efficacy.
Short term data has not established prevention of severe disease. The European Medicines
Agency has noted of the Comirnaty (Pfizer mRNA) vaccine that severe COVID-19 cases “were rare
in the study, and statistically certain conclusion cannot be drawn” from it [32]. Similarly, the Pfizer
document submitted to the FDA [33] concludes that efficacy against mortality could not be
demonstrated. Thus, the vaccines have not been shown to prevent death or severe disease even in the
short term.
Absolute Risk Reduction is in the order of approximately 1%. An analysis published in the Lancet
[8] of the vaccine manufacturers’ efficacy claims has detailed the fact that the Absolute Risk
Reduction for the vaccines is between 0.84% (Pfizer) to 1.3% (Astra Zeneca). This stands in stark
contrast to the 67-95% claimed by vaccine manufacturers. In plain terms, with Pfizer’s data as an
example, this means that when the entire study sample is taken to account - as statistical significance
demands—the vaccine’s reported efficacy is 95% of < 1%. That is, 0.84%. Importantly, the 0.84%
risk reduction does not apply to severe disease or death, but merely to incidence of positive PCR
results and severity of mild to moderate symptoms. In other words, it is a clinically insignificant
finding. Moreover, in order to transform the 0.84% figure into 95%, 43,278 of the study’s 43,448
participants were excluded from the analysis. This is statistically unsound practice, and casts aside all
considerations not only of clinical significance but of statistical significance, whose purpose is to
determine whether differences between study groups reflect true differences or simply chance and
random variation. For such determinations to be made the entire sample needs to be taken into
account. Accordingly, there is no evidence that COVID-19 vaccines provide any benefit over and
above chance. Put briefly, the efficacy data advanced by vaccine manufacturers amount to null
findings, both in terms of clinical and statistical significance.
The correlates of protection against COVID-19 are unknown. Researchers have not yet established
how to measure protection against Covid-19. As a result, efficacy studies are stabbing around in the
dark. After completion of Phase 1 and 2 studies, for instance, a paper in the journal Vaccine noted that
“without understanding the correlates of protection, it is impossible to currently address questions
regarding vaccine-associated protection, risk of COVID-19 reinfection, herd immunity, and the
possibility of elimination of SARS-CoV-2 from the human population” [34]. Thus, Vaccine efficacy
cannot be evaluated because we have not yet established how to measure it.

3. Vaccines are dangerous
1. Just as smoking could be and was predicted to cause lung cancer based on first principles, all genebased vaccines can be expected to cause blood clotting and bleeding disorders [35], based on
their molecular mechanisms of action. Consistent with this, diseases of this kind have been observed
across age groups, leading to temporary vaccine suspensions around the world: The vaccines are not
safe.
2. Contrary to claims that blood disorders post-vaccination are “rare”, many common vaccine side
effects (headaches, nausea, vomiting and haematoma-like “rashes” over the body) may indicate
thrombosis and other severe abnormalities. Moreover, vaccine-induced diffuse micro-thromboses

in the lungs can mimic pneumonia and may be misdiagnosed as COVID-19. Clotting events currently
receiving media attention are likely just the “tip of a huge iceberg” [36]: The vaccines are not safe.
3. Due to immunological priming, risks of clotting, bleeding and other adverse events can be
expected to increase with each re-vaccination and each intervening coronavirus exposure. Over
time, whether months or years [37], this renders both vaccination and coronaviruses dangerous to
young and healthy age groups, for whom without vaccination COVID-19 poses no substantive risk.
Since vaccine roll-out, COVID-19 incidence has risen in numerous areas with high vaccination rates
[38–40]. Furthermore, multiple series of COVID-19 fatalities have occurred shortly after the onset
vaccinations in senior homes [41,42]. These cases may have been due not only to antibody-dependent
enhancement but also to a general immunosuppressive effect of the vaccines, which is suggested by
the increased occurrence of Herpes zoster in certain patients [43]. Immunosuppression may have
caused a previously asymptomatic infection to become clinically manifest. Regardless of the exact
mechanism responsible for these reported deaths, we must expect that the vaccines will increase
rather than decrease lethality of COVID-19—the vaccines are not safe.
4. The vaccines are experimental by definition. They will remain in Phase 3 trials until 2023.
Recipients are human subjects entitled to free informed consent under Nuremberg and other
protections, including the Parliamentary Assembly of the Council of Europe’s resolution 2361 [44]
and the FDA’s terms of emergency use authorisation [31]. With respect to safety data from Phase 1
and 2 trials, in spite of initially large sample sizes the journal Vaccine reports that, “the vaccination
strategy chosen for further development may have only been given to as few as 12 participants” [34].
With such extremely small sample sizes, the journal notes that, “larger Phase 3 studies conducted over
longer periods of time will be necessary” to establish safety. The risks that remain to be evaluated in
Phase 3 trials into 2023, with entire populations as subjects, include not only thrombosis and bleeding
abnormalities, but other autoimmune responses, allergic reactions, unknown tropisms (tissue
destinations) of lipid nanoparticles [37], antibody-dependent enhancement [45–48] and the impact of
rushed, questionably executed, poorly regulated [49] and reportedly inconsistent manufacturing
methods, conferring risks of potentially harmful impurities such as uncontrolled DNA residues [50].
The vaccines are not safe, either for recipients or for those who use them or authorise their use.
5. Initial experience might suggest that the adenovirus-derived vaccines
(AstraZeneca/Johnson & Johnson) cause graver adverse effects than the mRNA (Pfizer/Moderna)
vaccines. However, upon repeated injection, the former will soon induce antibodies against the
proteins of the adenovirus vector. These antibodies will then neutralize most of the vaccine virus
particles and cause their disposal before they can infect any cells, thereby limiting the intensity of
tissue damage.
In contrast, in the mRNA vaccines, there is no protein antigen for the antibodies to recognize. Thus,
regardless of the existing degree of immunity, the vaccine mRNA is going to reach its target—the
body cells. These will then express the spike protein and subsequently suffer the full onslaught of the
immune system. With the mRNA vaccines, the risk of severe adverse events is virtually
guaranteed to increase with every successive injection. In the long term, they are therefore even
more dangerous than the vector vaccines. Their apparent preferment over the latter is concerning in
the highest degree; these vaccines are not safe.

4. Ethics and legal points to consider
1. Conflicts of interest abound in the scientific literature and within organisations that recommend and
promote vaccines, while demonising alternate strategies (reliance on natural immunity and early

treatment). Authorities, doctors and medical personnel need to protect themselves by evaluating the
sources of their information for conflicts of interest extremely closely.
2. Authorities, doctors and medical personnel need to be similarly careful not to ignore the credible and
independent literature on vaccine necessity, safety and efficacy, given the foreseeable mass deaths and
harms that must be expected unless the vaccination campaign is stopped.
3. Vaccine manufacturers have exempted themselves from legal liability for adverse events for a reason.
When vaccine deaths and harms occur, liability will fall to those responsible for the vaccines’
authorisation, administration and/or coercion via vaccine passports, none of which can be justified on
a sober, evidence-based risk-benefit analysis.
4. All political, regulatory and medical actors involved in COVID-19 vaccination should familiarise
themselves with the Nuremberg code and other legal provisions in order to protect themselves.

5. Addendum (July 2021): The mounting death count
Above, we quoted Dr. Sucharit Bhakdi’s warning that early reports on clotting-related incidents and fatalities
were likely no more than the “tip of the iceberg.” That iceberg is now in plain sight. “America’s Frontline
Doctors” announced that, as of July 2021, almost 55,000 vaccine-related deaths have occurred in the U.S.
alone. Based on sworn affidavits in their possession, this independent not-for-profit organization has filed for
injunctive relief to revoke the emergency use authorization for all of the vaccines [51].
Considering such a staggering number of victims, it may seem that all ethical standards have been suspended,
and that a human life no longer matters. Eventually, however, sanity and reason will reassert themselves, and
a day of reckoning will come. Make sure you are prepared for that day. If you are a doctor, nurse, pharmacist,
educator, employer or other involved authority, listen to your conscience and do not collude in this collective
insanity.
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