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COVID-19 damaged severely worldwide, and many researchers 
have been searching and developing eff ective treatments and vaccines 
to control SARS-CoV-2. Pfi zer vaccine and Moderna vaccine are 
renowned COVID-19 vaccines which use nanoparticle-encapsulated 
mRNA (BNT162b2 or mRNA-1273, respectably), and vaccines 
of Johnson & Johnson and AstraZeneca use replication-defective 
adenovirus vector (human adenovirus or simian adenovirus, 
respectably) [1]. Eff ectiveness of protecting COVID-19 infection was 
known as 95% by Pfi zer vaccine [2], 94.1% by Moderna vaccine [3], 
90% by the 1st dose and 100% by the 2nd dose of Johnson & Johnson 
COVID-19 vaccines [4], and 70.4% by AstraZeneca (58.9% against 
asymptomatic infection) [5]. In the long-run, all of these vaccines 
introduce S1 subunit of the SARS-CoV-2 spike protein, which contains 
the Receptor Binding Domain (RBD) that is able to bind ACE2 [6], 
into the human body whether by nanoparticle-encapsulated mRNA 
or by adenovirus vector and help to make antibodies to the S1 subunit 
of the coronavirus. Existing data suggested that COVID-19 vaccines 
might be instrumental in protecting lives and reducing spread of the 
disease: it is well suggested that the benefi ts of vaccines outweigh the 
risks [7].

Here are caveats. In experimental mice, S1 subunit of the SARS-
CoV-2 spike protein easily penetrated BBB (blood-brain barrier) to 
elicit infl ammatory changes and S1 toxicity in the brain [8], which 
could cause encephalitis, respiratory diffi  culties, and anosmia 
in humans [9], and S1 subunit was distributed in the lung of the 
experimental mice [8], which could be related with a cytokine storm 
in humans. Circulating S1 subunit of the COVID-19 spike protein, 
which was found in the brain and heart, might cause multifocal 
microvascular injury in the brain parenchyma, dysfunctions of 
Vesicular Monoamine Transporter 2 (VMAT2) [10] and/or of 
olfactory bulbs, and/or of myocardium to cause myocarditis, myocyte 
necrosis (11/14, 78.6%), and myocardial infarction (3/14, 21.4%) in 
experimental mice [11] Above problems, that are related not with 
intact SARS-CoV-2 but with only S1 subunit of spike protein of 
SARS-CoV-2, were not evaluated in the safety trials of COVID-19 
vaccines. Nor Vaccine-associated Th rombocytopenia, which caused a 
death of the 56-year-old Florida doctor and several dozen of VAERS 
(Vaccine Adverse Event Reporting System) reports, were studied or 
expected in the safety trials. Nor did the safety trials expect those 
incidental deaths of elderly aft er COVID-19 vaccinations even they 
survived and recovered from previous COVID-19 [12]. Nor any 
vaccine trials expected that coincidental 12,400 cases of positive 
conversion of COVID-19 aft er COVID-19 vaccinations [13]. Millions 
of soldiers received COVID-19 vaccinations because they had an 
oath to follow orders, and many of them had PTSD (Post-Traumatic 
Stress Disorders) before vaccinations. Chronic PTSD persons were 
known to have excessive immune responses aft er vaccinations and 
conversely, persons who have high levels of infl ammatory cytokines 
have a tendency to get PTSD aft er a trauma [14]. Th is means that 
PTSD could be occurred aft er COVID-19 vaccinations, for example 
a person cried aft er a COVID-19 vaccination as “Th ey’ve Killed 
God; I Can’t Feel God; My Soul is dead” [15]. In addition, not all 
vaccine-related events might be identifi ed by the vaccine safety tests, 
and VAERS did not enclose more than 1% of the real occurrences 
of vaccine-associated adverse events [16]. Because there have been 
contracts that COVID-19 vaccines companies should be immune 
from any liabilities for any possible injures from the COVID-19 
vaccinations, nations are advised to take care of persons with vaccine-
associated injuries, disabilities, and PTSD patients.

CDC (Center for Disease Control and Prevention) said 
“Everything is going well“ when Vaccine Adverse Event Reporting 
System (VAERS) website of the CDC showed that 329 reported deaths 
worldwide aft er COVID-19 vaccinations and 9,516 injuries [17]. But 
probable causal associations between Pfi zer/Moderna vaccines and 
some of the deaths cannot be ruled out based on compatible allergic 
symptoms and temporal relations. Th  e safety report regarding 
systemic events by the BNT162b2 mRNA Pfi zer vaccine were not 
shown by numeric letters but shown by bar graphs, but it showed 
that there were 3.11-fold systemic events in the 2nd dose of Pfi zer 
vaccine than those of the 1st (Fatigue: 36 vs 14, Headache: 28 vs 8, 
Chills: 31 vs 8, Muscle Pain: 29 vs 10, Joint Pain: 17 vs 5, Total: 141 
vs 45 or 311% increase) [2]. Th e safety report of the mRNA-1273 
SARS-CoV-2 Moderna vaccine showed systemic adverse events of 
12.7% at the fi rst dose (54.9% in vaccinee - 42.2% in placebo) and of 
42.9% at the second dose (79.4% in vaccinee - 36.5% in placebo) [3], 
which means that the frequency of the sequelae would be increased 
by 3.38-fold in the second COVID-19 dose compared to that of the 
fi rst dose. In addition, the effi  cacy and safety tests enrolled 30,420 
volunteers but 1,137 persons of the treatment group (vs 1,076 of the 
control group) did not fi nish the protocol [3]. Cohort 1a (persons 
aged between 18 and 30 years) of Johnson & Johnson vaccine (or 
Ad26.COV2.S Covid-19 Vaccine) trial showed 9% adverse events at 
1st and 55% at the 2nd low dose, 20% at 1st and 58% at the 2nd high 
dose [4]; thus 2nd dose showed 3.89-fold adverse events than that of 
the 1st dose. Safety data of the AstraZeneca vaccine were vague to 
understand and were not included in this report. In short, t he mean 
increase of adverse event of the three kinds of vaccines was 3.46-fold 
(or 4.64 deaths/100,000 vaccinees/6 weeks: 3.11-fold by BNT162b2 
Pfi zer vaccine, 3.38-fold by mRNA1273 Moderna vaccine, and 3.89-
fold by Ad26.COV2.S Johnson & Johnson vaccine) in the 2nd dose 
than the 1st dose of 1.3 accidental deaths/100,000 vaccinees/6 weeks, 
but the durations of follow-up and the maximum observation periods 
of all four kinds of vaccines were less than 4 months, which were too 
short to observe long-term eff ects of COVID-19 vaccines such as the 
impacts of S1 subunit of the SARS-CoV-2 or of microvascular injury/
microthrombi on the brain parenchyma, the VMAT2 function, the 
olfactory bulb, the lung, and the myocardium, or of psychological 
damages such as vaccine-associated PTSD. 

In the United States of America, 285 persons died aft er 
COVID-19 vaccinations among 22 million vaccines [17]. Th is 
means 1 .3 accidental deaths/100,000 COIVD-19 vaccinees (285 
deaths/22 million vaccinees in the United States) from December 
14, 2020 to January 22, 2021 (for 6 weeks). From this result, we 
may infer that the coincidental death rates aft er the second dose of 
COVID-19 vaccinations could reach to 4.64 (or, 1.3 x 3.46) accidental 
deaths/100,000 COIVD-19 vaccinees for 6 weeks. In this sense, it 
would be reasonable to abstain from COVID-19 vaccinations for the 
people of the low-risk countries whose mean death rate of COVID-19 
for 6 weeks is less than 4.64 deaths/100,000 persons (or 0.773 deaths/
week/100,000 persons).

COVID-19 associated deaths in the United States as of February 
3, 2021 was 15.96 deaths/100,000 population for 6 weeks (457,856 
deaths among 331,003,000 U.S. population for 55 weeks); in India 
1.29 death/100,000 population for 6 weeks (154,742 deaths among 
1,380,004,000 population), in France 13.30 death/100,000 population 
for 6 weeks (77,238 deaths among population of 67,000,000), in 
Germany 7.99 deaths/100,000 for 6 weeks (58,059 deaths among the 
population of 83,800,000), in Italy 16.94 deaths/100,000 population 
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correlation of r = -0.4435 between COVID-19 occurrence and Vit D 
concentration, p = 0.05] [25] + Zinc + HCQ, [36% prevention in post-
exposure conditions, p = 0.006]) [21,28] and/or Ivermectin [two-dose 
of 300 μg/Kg made 73% prevention of COVID-19 infection, p = 0.00] 
[30] are recommended because prevention cocktails increase innate 
immunity to eliminate virions as soon as they come into the human 
body or as they begin to reproduce in the invaded human body, and 
help human immune reactions to go to TH1 (T Helper 1) pathway 
to have virus killing eff ects and to reduce TH2 (T Helper 2) pathway 
which can incur cytokine storm [28].      

In a November 2020 survey, 60% of Americans said YES and 
39% said NO to COVID-19 vaccinations, and those who would not 
get a COIVD-19 vaccine were skeptical to the Warp Speed process 
of the vaccine development [31]. Other possible reasons that people 
are skeptical to and reluctant to get COVID-19 vaccines may include: 
fi rst, in 30 out of 58 countries, which were in the low-risk of less than 
4 deaths/100,000/6 weeks, the hazard of COVID-19 vaccinations is 
higher than the benefi t because COVID-19 vaccines will cause more 
deaths than the COVID-19 disease itself as seen in the table 1;  second, 
real Case Fatality Rate (CFR) of COVID-19 would not be as high as 
3~5% but would be “considerably less than 1% … and akin to those of 
severe seasonal infl uenza of approximately 0.1%.” [32]; third, general 
population would have considerable immunity already even before 
COVID-19 vaccinations as seen in Singapore (51.4%) [22], Germany 
(81%) [23], and Republic of Korea (South Korea, 60%) [33]; fourth, 
SARS-CoV-2 has been modifying itself very rapidly and COVID-19 
vaccine would be useless in the near future—it is human immunity, 
not COVID-19 vaccines, that can cope with new lineages of SARS-
CoV-2 such as P.1 which came from Brazil and B.1.1.7 from UK 
[34]; fi ft h, health providers and people learned to control COVID-19 
with suffi  cient measures including non-pharmacological measures 
focused on the COVID-19 vulnerable and medications such as 
Corona prevention cocktail, Corona treatment cocktail, Ivermectin, 
and Exo-CD24 (95%, 29/30 eff ective to eradicate cytokine storm of 
severe COVID-19 cases) [35].  

Here are some controversies in the interpretation of the Table 
1 and about life-threatening events aft er COVID-19 vaccinations. 
Fir st, the COVID-19 data adopted in this report may not represent 
the true reality of COVID-19 disease in each country: some countries 
like United States could swollen their real COVID-19 death data 
as CDC admitted [36], or conversely, some countries like China or 
Cambodia could hid their real death data. If countries in the middle-
risk or high-risk have cooked COVID-19 related deaths by 4-fold 
(in the middle-risk) or 6-fold (in the high-risk), the COVID-19 
vaccines would be unnecessary. Second, the data presented here 
are not fi xed or permanent ones. According to the changes of 
treatments and prevention methods, the death rate will change and 
then the policy of COVID-19 vaccination should be changed. Even 
the countries grouped as high-risk can reduce their COVID-19 
death rate if they adopt using HCQ and/or ivermectin and/or Exo-
CD24 in the prevention and treatment of the COVID-19. Th ird, the 
95% of Pfi zer vaccine eff ectiveness was questioned and the possible 
vaccine effi  cacy was suggested as 19% or 29%, which are far below 
the 50% eff ectiveness threshold for an emergency use authorization 
for COVID-19 vaccines [37]. If the benefi t of COVID-19 vaccine is 
negligible, then the hazard of that vaccine would be enormous, and 
then COVID-19 vaccination would be more hazardous than disease 
itself in 58 out 58 countries in the Table 1. Fourth, only deaths data 
of the VAERS were considered here, but there are 3- to 30-fold other 

for 6 weeks (88,845 deaths among population of 60,500,000), in the 
Republic of Korea (South Korea) 0.32 death/100,000 population for 
6 weeks (1,441 deaths/51,300,000 population), and in England 16.43 
deaths/100,000 for 6 weeks (95,172 deaths among the population 
of 66,830,000) [18,19]. Table 1 shows that peoples of 30 countries, 
who are in the low-risk of less than 4 deaths/100,000/6 weeks (or 4 
mean COVID-19 deaths per 100,000 people for 6 weeks), among 58 
countries or 44.8% of 5.8 billion (2,624,768,579 persons of 30 countries 
among 5,853,187,432 persons of 58 countries) may not need to take 
COVID-19 vaccines because they have much lower probability of 
dying of COVID-19 than of dying of COVID-19 vaccinations. 

It is noteworthy that most of the countries in the low-risk group 
have been using Hydroxychloroquine (HCQ) in the early stage of 
management of COVID-19 patients, and most of the countries in 
the high-risk group were adopting “Fauci-Hahn Strategy” in the 
management of COVID-19 patients—leave PCR(Polymerase Chain 
Reaction)-confi rmed cases untreated in strict quarantine until 
oxygen supplementation is needed and then admit them into the 
hospital for the late stage of intensive care [20]. Authors of North 
America reported negatively signifi cantly more than authors from 
the rest of the world regarding the eff ects of the HCQ for COVID-19 
treatment (p = 0.003): meta-analysis of 121 studies showed 63% 
reduction of death by early HCQ treatment (RR 0.37, CI: 029-0.48); 
34% improvement in pre-exposure prophylaxis with HCQ (RR 0.66, 
CI: 0.51-0.85, p = 0.0013), and 36% improvement in post-exposure 
prophylaxis (RR 0.64, CI: 0.47-0.88, p = 0.006) [21]. Singaporeans 
were reported to have 51.4% of cross-reactive cellular immunity [22], 
and Germans 81% [23]: the obvious diff erence of “mean death rate of 
COVID-19 per 100,000 people for 6 weeks” between two countries 
(Singapore, 0.057 vs Germany, 7.995) may be mainly caused by using 
or not-using HCQ for the early treatment of COVID-19 patients. 

Newly introduced COVID-19 diagnostic criteria of the WHO 
[24] may help to reduce both the incidence and transmission rates, 
and help health-care workers to focus on the true COVID-19 cases 
who need to be treated. Th e new diagnostic criteria will not only 
decrease the case mortality rate and victims of COVID-19 but also 
will decrease unnecessary terror or horror of worldwide people for 
COVID-19. Before the new COVID-19 Diagnostic Criteria of the 
WHO, until now, health-care workers could not participate in the 
COVID-19 diagnosis area because PCR and politicians played all 
the part of diagnosis; from now on, PCR results should be an aid for 
health-care workers to diagnose COVID-19. Health-care workers 
should participate from the beginning stage of COVID-19 diagnosis 
and from the identifi cation of the COVID-19 cases to active treatment 
of COVID-19 patients, and to COVID-19 health policies. Table 1 
shows that physicians should discard “Fauci-Hahn Doctrine” and 
asks that health-care workers should treat COVID-19 cases from the 
beginning with the help of COVID-19 treatment cocktail (Vit C + Vit 
D [negative correlation of r = -0.4378 between COVID-19 death and 
Vit D concentration, p = 0.05] [25] + Zinc [54% additional reduction 
in mortality than that of HCQ and Azithromycin, p = 0.002][26] 
+ HCQ [63% reduction of COVID-19 death, p < 0.0001][21] + 
Azithromycin [71% reduction of hazard ratio including mortality 
when added with HCQ, p < 0.001] [27,28] or/and ivermectin [53% 
more reduction of mortality in severe COVID-19 cases than that of 
HCQ and Azithromycin, p = 0.03] [29]. 

For the people of the low-risk countries and the people who are 
reluctant to have COVID-19 vaccines in the middle- or high-risk 
countries, COVID-19 prevention cocktail (Vit C + Vit D, [n egative 
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adverse events that could be equivalent sequalae to deaths. Fift h, 
there is no one who is responsible for the detrimental events aft er 
COVID-19 vaccines. Who is going to take care of the COVID-19 
vaccine-associated deaths, the PTSD persons, the disabled persons, 
and the degenerative sequelae such as “Monstrerism”, 3 of which 
occurred in 15,000 vaccinees (0.02%) [38]? 

In  summary, the COVID-19 vaccine eff ectiveness was known as 
95% by Pfi zer [2], 94.1% by Moderna [3], 100% by the 2nd dose of 
Johnson & Johnson [4], and 70.4% by AstraZeneca [5]. Th e safety 
report showed that 3.46-fold accidental deaths (or  4.64 deaths/100,000 
vaccinees/6 weeks: 3.11-fold by Pfi zer, 3.38-fold by Moderna, and 
3.89-fold by Johnson & Johnson vaccine) in the 2nd dose than the 
1st dose of  1.3 accidental deaths/100,000 vaccinees/6 weeks, but the 
duration of observation period was too short to observe long-term 
eff ects of COVID-19 vaccines such as the impacts of S1 subunit of 
the SARS-CoV-2, or of microvascular injury/microthrombi, or of 
PTSD. Peoples of 30 countries, who were in the low-risk of less than 
4 deaths/100,000/6 weeks, among 58 countries or 44.8% of 5.8 billion 
may not need to take COVID-19 vaccines because they have much 
lower probability of dying of COVID-19 than of dying of COVID-19 

vaccinations. It is noteworthy that most of the countries in the low-
risk group have been using HCQ in the early stage of management 
of COVID-19 patients. Even the countries grouped as high-risk can 
reduce their COVID-19 death rates if they adopt using HCQ and/
or ivermectin and/or Exo-CD24 in the prevention and treatment of 
the COVID-19, and when the death rate changed, then the policy of 
COVID-19 vaccination should be changed.

REFERENCES
1. O’Callaghan KP, Blatz AM, Offi  t PA. Developing a SARS-CoV-2 Vaccine 

at Warp Speed. JAMA. 2020 Aug 4;324(5):437-438. doi: 10.1001/
jama.2020.12190. PMID: 32628244.

2. Polack FP, Thomas SJ, Kitchin N, Absalon J, Gurtman A, Lockhart S, 
Perez JL, Pérez Marc G, Moreira ED, Zerbini C, Bailey R, Swanson KA, 
Roychoudhury S, Koury K, Li P, Kalina WV, Cooper D, Frenck RW Jr, Hammitt 
LL, Türeci Ö, Nell H, Schaefer A, Ünal S, Tresnan DB, Mather S, Dormitzer 
PR, Şahin U, Jansen KU, Gruber WC; C4591001 Clinical Trial Group. Safety 
and Effi  cacy of the BNT162b2 mRNA Covid-19 Vaccine. N Engl J Med. 2020 
Dec 31;383(27):2603-2615. doi: 10.1056/NEJMoa2034577. Epub 2020 Dec 
10. PMID: 33301246; PMCID: PMC7745181. 

3. Baden LR, El Sahly HM, Essink B, Kotloff  K, Frey S, Novak R, Diemert D, 

Table 1: COVID-19 vaccination is more hazardous than disease itself in 30 out of 58 countries. Mean death rate of COVID-19 per 100,000 people for 6 weeks were 
lower than that of 2nd dose of COVID-19 vaccination in 38 countries out of 58. 1st dose of COVID-19 vaccination in the United States caused 285 lives among 22 million 
vaccinees (1.3 accidental deaths/100,000 COIVD-19 vaccinees in 6 weeks or 0.2167 incidental deaths/100,000/week as of January 22, 2021. As of Feb 4, 2021, 
the incidental death became a little elevated than the previous one because the data were collected from people who had received one or both COVID-19 vaccines: 
653 deaths among 39.5 million vaccinees was reported, which meant 0.2201 incidental death/100,000/week) [17]. The safety reports of the three kinds of COVID-19 
vaccines showed the mean increase of adverse event of 3.46-fold (3.11-fold by BNT162b2 Pfi zer vaccine, 3.38-fold by mRNA1273 Moderna vaccine, and 3.89-fold by 
Ad26.COV2.S Johnson & Johnson vaccine) in the second doses of vaccinations than those of the 1st. This means that the coincidental death rates after the second 
dose of COVID-19 vaccinations could reach to 4.49 (or 1.3 x 3.46) accidental deaths/100,000 COIVD-19 vaccinees. To have a conservative view, the low-risk group 
was made less than 4 (instead of 4.49) incidental deaths/100,000/6 weeks, middle-risk as between 4 and 14, and high-risk group as greater than 14. Table 1 shows 
that 30 countries out of 58 or 44.8% of 5.8 billion people has lower than 4 COVID-19 deaths/100,000 persons in 6 weeks and that the risk of death associated with 
COVID-19 vaccinations is higher than that of COVID-19 itself in those low-risk countries.

 Low Risk < 4 (n = 30) 4 ≤ Middle Risk ≤14 (n = 19) 14< High Risk (n = 9)

Mean death rate of COVID-19 per 100,000 
people for 6 weeks & country

0 Cambodia 5.604 Lebanon 14.265 Spain
0.003 Taiwan 5.731 Russia 14.429 Mexico
0.004 Tanzania 6.285 Greece 15.001 Portugal
0.037 China 6.391 Canada 15.215 Hungary
0.057 Singapore 6.595 Israel 15.96 U.S.A.
0.059 New Zealand 7.993 Iran 16.431 England
0.07 Cote d'Ivoire 7.995 Germany 16.944 Italy

0.157 Ghana 9.444 Netherlands 17.661 Czechia
0.223 Ethiopia 9.754 Ecuador 21.304 Belgium
0.278 Malaysia 9.965 Austria  
0.324 Republic of Korea 10.941 Romania  
0.362 Gabon 11.212 Chile  
0.379 Kenya 11.256 Poland  
0.411 Australia 12.237 Argentina  
0.545 Japan 12.444 Columbia  
0.556 Bangladesh 12.65 Swiss  
0.713 Afghanistan 13.293 Sweden  
0.98 Iceland 13.3 France  

0.997 Qatar 13.847 Brazil  
1.032 Arab emirates   
1.066 Egypt   
1.108 Moldies   
1.276 Indonesia   
1.293 India   
1.304 Philippines   
1.426 Finland   
2.116 Saudi Arabia   
2.597 Morocco   
3.642 Turkey   
3.751 Iraq   



SCIRES Literature - Volume 5 Issue 1 - www.scireslit.com Page - 030

ISSN: 2644-0032American Journal of Epidemiology & Public Health

https://dx.doi.org/10.37871/ajeph.id45DOI:

Spector SA, Rouphael N, Creech CB, McGettigan J, Khetan S, Segall N, 
Solis J, Brosz A, Fierro C, Schwartz H, Neuzil K, Corey L, Gilbert P, Janes H, 
Follmann D, Marovich M, Mascola J, Polakowski L, Ledgerwood J, Graham 
BS, Bennett H, Pajon R, Knightly C, Leav B, Deng W, Zhou H, Han S, 
Ivarsson M, Miller J, Zaks T; COVE Study Group. Effi  cacy and Safety of the 
mRNA-1273 SARS-CoV-2 Vaccine. N Engl J Med. 2021 Feb 4;384(5):403-
416. doi: 10.1056/NEJMoa2035389. Epub 2020 Dec 30. PMID: 33378609; 
PMCID: PMC7787219. 

4. Sadoff  J, Le Gars M, Shukarev G, Heerwegh D, Truyers C, de Groot AM, 
Stoop J, Tete S, Van Damme W, Leroux-Roels I, Berghmans PJ, Kimmel M, 
Van Damme P, de Hoon J, Smith W, Stephenson KE, De Rosa SC, Cohen 
KW, McElrath MJ, Cormier E, Scheper G, Barouch DH, Hendriks J, Struyf 
F, Douoguih M, Van Hoof J, Schuitemaker H. Interim Results of a Phase 
1-2a Trial of Ad26.COV2.S Covid-19 Vaccine. N Engl J Med. 2021 Jan 
13:NEJMoa2034201. doi: 10.1056/NEJMoa2034201. Epub ahead of print. 
PMID: 33440088; PMCID: PMC7821985. 

5. Knoll MD, Wonodi C. Oxford-AstraZeneca COVID-19 vaccine effi  cacy. 
Lancet. 2021 Jan 9;397(10269):72-74. doi: 10.1016/S0140-6736(20)32623-
4. Epub 2020 Dec 8. PMID: 33306990; PMCID: PMC7832220.   

6. Dong Y, Dai T, Wei Y, Zhang L, Zheng M, Zhou F. A systematic review of 
SARS-CoV-2 vaccine candidates. Sig Transduct Target Ther. 2020;5:237. 
doi: 10.1038/s41392-020-00352-y 

7. Forni G, Mantovani A. COVID-19 Commission of Accademia Nazionale dei 
Lincei, Rome. COVID-19 vaccines: where we stand and challenges ahead. 
Cell Death Diff er. 2021 Feb;28(2):626-639. doi: 10.1038/s41418-020-00720-
9. Epub 2021 Jan 21. PMID: 33479399; PMCID: PMC7818063. 

8. Rhea EM, Logsdon AF, Hansen KM, Williams LM, Reed MJ, Baumann KK, 
Holden SJ, Raber J, Banks WA, Erickson MA. The S1 protein of SARS-CoV-2 
crosses the blood-brain barrier in mice. Nat Neurosci. 2020 Dec 16. doi: 
10.1038/s41593-020-00771-8. Epub ahead of print. PMID: 33328624. 

9. Butowt R, von Bartheld CS. Anosmia in COVID-19: Underlying Mechanisms 
and Assessment of an Olfactory Route to Brain Infection. Neuroscientist. 
2020 Sep 11:1073858420956905. doi: 10.1177/1073858420956905. Epub 
ahead of print. PMID: 32914699; PMCID: PMC7488171. 

10. Jiang S, Berger S, Hu Y, Bartsch D, Tian Y. Alterations of the Motor and 
Olfactory Functions Related to Parkinson’s Disease in Transgenic Mice 
With a VMAT2-Defi ciency in Dopaminergic Neurons. Front Neurosci. 2020 
Apr 28;14:356. doi: 10.3389/fnins.2020.00356. PMID: 32410942; PMCID: 
PMC7198702. 

11. Pellegrini D, Kawakami R, Guagliumi G, Sakamoto A, Kawai K, Gianatti A, 
Nasr A, Kutys R, Guo L, Cornelissen A, Faggi L, Mori M, Sato Y, Pescetelli 
I, Brivio M, Romero M, Virmani R, Finn AV. Microthrombi As A Major Cause 
of Cardiac Injury in COVID-19: A Pathologic Study. Circulation. 2021 Jan 22. 
doi: 10.1161/CIRCULATIONAHA.120.051828. Epub ahead of print. PMID: 
33480806. 

12. Sharyl Attikisson, Epoch Times. Deaths of Elderly Who Recovered From 
COVID-19, but Died After Vaccine, Raise Questions. February 10, 2021. 
(theepochtimes.com).

13. WION. Israel: Over 12,000 people test positive for COVID-19 after receiving 
Pfi zer vaccine. Jan 22, 2021. https://bit.ly/3asxP8u

14. Gill JM, Saligan L, Woods S, Page G. PTSD is associated with an excess of 
infl ammatory immune activities. Perspect Psychiatr Care. 2009 Oct;45(4):262-
77. doi: 10.1111/j.1744-6163.2009.00229.x. PMID: 19780999. 

15. Amazon Podcast: What’s Going On?:”  They’ve Killed God; I Can’t Feel God; 
My Soul is Dead” Accessed on February 13, 2021. https://amzn.to/3jU72oy

16. Lizarus Ross, Michael Klopas, Harvard Pilgrim Health Care. Electronic 
Support for Public Health—Vaccine Adverse Event Reporting System (ESP: 
VAERS). The Agency for Healthcare Research and Quality (AHRQ). Grant 
ID: R18 HS 017045,  https://bit.ly/3s1Q6zu

17. Children’s Health Defense Team. Big Pharma Views. Jan 29, 2021. 329 
Deaths + 9,516 Other Injuries Reported Following COVID Vaccine, Latest 

CDC Data Show • Children’s Health Defense, 653 Deaths + 12,044 Other 
Injuries Reported Following COVID Vaccine, Latest CDC Data Show • 
Children’s Health Defense.

18. WHO Coronavirus Disease (COVID-19) Dashboard: February 03, 2021. 
WHO Coronavirus Disease (COVID-19) Dashboard | WHO Coronavirus 
Disease (COVID-19) Dashboard.

19. Demographics of countries. Accessed on February 3, 2021 at Demographics 
- Worldometer (worldometers.info).

20. Steven Hatfi ll. An Eff ective COVID Treatment the Media Continues to 
Besmirch. RealClear Politics. August 04, 2020. https://bit.ly/3bilD9o

21. Covid Analysis. HCQ is eff ective for COVID-19 when used early: analysis 
of 121 studies. October 20, 2020 (Version 4, October 24, 2020). https://bit.
ly/2NxnsHo

22. Le Bert N, Tan AT, Kunasegaran K, Tham CYL, Hafezi M, Chia A, Chng MHY, 
Lin M, Tan N, Linster M, Chia WN, Chen MI, Wang LF, Ooi EE, Kalimuddin 
S, Tambyah PA, Low JG, Tan YJ, Bertoletti A. SARS-CoV-2-specifi c T cell 
immunity in cases of COVID-19 and SARS, and uninfected controls. Nature. 
2020 Aug;584(7821):457-462. doi: 10.1038/s41586-020-2550-z. Epub 2020 
Jul 15. PMID: 32668444.

23. Annika Nelde, Tatjana Bilich, Jonas S. Heitmann, Yacine Maringer, Helmut 
R. Salih, Malte Roerden, Maren Lübke, Jens Bauer, Jonas Rieth, Marcel 
Wacker, Andreas Peter, Sebastian Hörber, Bjoern Traenkle, Philipp D. 
Kaiser, Ulrich Rothbauer, Matthias Becker, Daniel Junker, Gérard Krause, 
Monika Strengert, Nicole Schneiderhan-Marra, Markus F. Templin, Thomas 
O. Joos, Daniel J. Kowalewski, Vlatka Stos-Zweifel, Michael Fehr, Michael 
Graf, Lena-Christin Gruber, David Rachfalski, Beate Preuß, Ilona Hagelstein, 
Melanie Märklin, Tamam Bakchoul, Cécile Gouttefangeas, Oliver Kohlbacher, 
Reinhild Klein, Stefan Stevanović, Hans-Georg Rammensee, Juliane S. 
Walz. SARS-COV-2 T-cell epitopes defi ne heterologuous and COVID-19-
induced T-cell recognition. Research Square.  2020 June. doi: 10.21203/
rs.3.rs-35331/v1 

24. WHO Information Notice for IVD Users 2020/05. Medical product alert 
Geneva.  January 20, 2021 https://bit.ly/3s4XF8k

25. Ilie PC, Stefanescu S, Smith L. The role of vitamin D in the prevention of 
coronavirus disease 2019 infection and mortality. Aging Clin Exp Res. 2020 
Jul;32(7):1195-1198. doi: 10.1007/s40520-020-01570-8. Epub 2020 May 6. 
PMID: 32377965; PMCID: PMC7202265.

26. Carlucci PM, Ahuja T, Petrilli C, Rajagopalan H, Jones S, Rahimian J. Zinc 
sulfate in combination with a zinc ionophore may improve outcomes in 
hospitalized COVID-19 patients. J Med Microbiol. 2020 Oct;69(10):1228-
1234. doi: 10.1099/jmm.0.001250. Epub 2020 Sep 15. PMID: 32930657; 
PMCID: PMC7660893.  

27. Arshad S, Kilgore P, Chaudhry ZS, Jacobsen G, Wang DD, Huitsing K, Brar I, 
Alangaden GJ, Ramesh MS, McKinnon JE, O’Neill W, Zervos M; Henry Ford 
COVID-19 Task Force. Treatment with hydroxychloroquine, azithromycin, 
and combination in patients hospitalized with COVID-19. Int J Infect Dis. 2020 
Aug;97:396-403. doi: 10.1016/j.ijid.2020.06.099. Epub 2020 Jul 2. PMID: 
32623082; PMCID: PMC7330574. 

28. Jeon KY. A Scientifi c and Easy-to-Understand Guideline for the Prevention 
and Early Treatment of COVID-19. American J Epidemiol Public Health. 
2020;4(3):075-080. doi: 10.37871/ajeph.id34 

29. Juliana Cepelowicz Rajter, Michael S Sherman, Naaz Fatteh, et al. Use of 
Ivermectin Is Associated With Lower Mortality in Hospitalized Patients With 
Coronavirus Disease 2019: The Ivermectin in COVID Nineteen Study. Chest. 
2021 Jan;159(1):85-92. doi: 10.1016/j.chest.2020.10.009. Epub 2020 Oct 13. 
PMID: 33065103 PMCID: PMC7550891. 

30. Behera P, Patro BK, Singh AK, Chandanshive PD, S R R, Pradhan SK, 
Pentapati SSK, Batmanabane G, Mohapatra PR, Padhy BM, Bal SK, Singh 
SR, Mohanty RR. Role of ivermectin in the prevention of SARS-CoV-2 
infection among healthcare workers in India: A matched case-control study. 
PLoS One. 2021 Feb 16;16(2):e0247163. doi: 10.1371/journal.pone.0247163. 
PMID: 33592050. 



SCIRES Literature - Volume 5 Issue 1 - www.scireslit.com Page - 031

ISSN: 2644-0032American Journal of Epidemiology & Public Health

https://dx.doi.org/10.37871/ajeph.id45DOI:

31. Cary Funk, Alec Tyson. Pew Research Center. Intent to Get a COVID-19 
Vaccine Rises to 60% as Confi dence in Research and Development Process 
Increases. https://pewrsr.ch/3u8XOcR

32. Fauci AS, Lane HC, Redfi eld RR. Covid-19 - Navigating the Uncharted. N 
Engl J Med. 2020 Mar 26;382(13):1268-1269. doi: 10.1056/NEJMe2002387. 
Epub 2020 Feb 28. PMID: 32109011; PMCID: PMC7121221.  

33. Kim SI, Noh J, Kim S, Choi Y, Yoo DK, Lee Y, Lee H, Jung J, Kang CK, 
Song KH, Choe PG, Kim HB, Kim ES, Kim NJ, Seong MW, Park WB, Oh 
MD, Kwon S, Chung J. Stereotypic neutralizing VH antibodies against SARS-
CoV-2 spike protein receptor binding domain in patients with COVID-19 and 
healthy individuals. Sci Transl Med. 2021 Jan 27;13(578):eabd6990. doi: 
10.1126/scitranslmed.abd6990. Epub 2021 Jan 4. PMID: 33397677; PMCID: 
PMC7875332. 

34. Foley KE. Will the Covid-19 vaccine work on the new variants? Quartz. 
January 25, 2021. Will the Covid-19 vaccine work on new strains of the 
virus?-Quartz (qz.com).

35. Yucatan Times. Meet EXO-CD24, the Israeli-made drug 95% eff ective 
against Covid-19. February 10, 2021 https://bit.ly/3auUBfR 

36. Matthew Brown, USA TODAY. Fact check: CDC’s data on COVID-19 deaths 
used incorrectly in misleading claims. September 1, 2020. Fact check: CDC’s 
data on COVID-19 deaths used in misleading claims (usatoday.com)

37. Peter Doshi. The bmj opinion. Clarifi cation: Pfi zer and Moderna’s “95% 
eff ective” vaccines—we need more details and the raw data. February 5, 
2021. https://bit.ly/3dnykTd 

38. Real Raw News. Moderna Covid-19 Vaccine Causes “Monsterism” December 
30, 2020. https://bit.ly/2Zr0CE1


