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How to Best Use This Book 

Yes, I know.  It is a bit sad when it is necessary to explain how to read a book, isn’t it!  
Maybe I’m guilty of over-engineering things.   

But there is one thing I did want to advise.  As well as the main text, the book has almost 
700 footnotes, and within those footnotes are very many links to websites.1  This makes the 
book a “cross-over” between a traditional book (either in print or in eBook/Kindle format) 
and something best read on the internet where you can click on links effortlessly. 

Some of these footnotes are important, and for sure, you’ll want to visit some of the links to 
make your own decisions about some of the surprisingly contentious issues to do with the 
virus. 

I’ve made footnotes appear on the page they relate to rather than at the very end of the 
book to make it easier for you to follow both the main text and immediately see the 
footnotes, rather than needing to be endlessly flipping backwards and forwards. 

If you have this book in print form, when you want to visit links, you’ll have the challenge of 
having to type long strings of text into a computer, tablet or phone.  Yes, I know - that’s a 
terrible hassle.  If you have this as an eBook, you still might find it awkward to be swapping 
programs between a Kindle reader and a web browser, and there’s the potential of losing 
your place as you jump backwards and forwards. 

So, I’ve done two things for you.  Firstly, I’ve created a link shortener and reduced all the 
links to short links.  For example, instead of typing in a long website name such as 
https://www.averylongwebsitename.com/directory/anotherdirectory/yetanotherdirectory/alon
gfilename.htm you can just type a short name https://cov.cx/abcd .  That makes things very 
much easier, I hope.  I show both the regular and the short links everywhere, so you know 
where the short links go. 

Secondly, I’ve put a page of links up on the book’s companion website2 that has all the links 
from this book, using the same footnote numbering as in the book.  Whether you’re reading 
a print edition, or have the eBook on one screen and the webpage links on another, you can 
easily go to the footnote you want, and click the link – no need to type anything at all. 

I hope this helps and encourages you to dive “deeply” into the links as well as to better 
enjoy the main material. 

 
1 Here’s the very first footnote.    I try to provide sources and proof for everything I say, and felt it easiest to put 
these in footnotes rather than to have the main narrative interrupted by such things. 
2 See https://thecovidsurvivalguide.com/footnotes/  
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Quick Start Guide 

If you’re in a hurry and don’t have the time to read the whole book while needing some 
urgent answers, here are some “frequently asked questions” to start with.  Please keep in 
mind that these four or so pages summarize what is covered in 100 times as many following 
pages.  Some details will be missed/skipped! 

After reading these questions and answers, please turn to the relevant chapters of the main 
text and read the detailed information to explain and detail the very brief responses here. 

• What is Covid-19 

Covid-19 is the name given to the respiratory illness caused by a coronavirus formally known 
as SARS-CoV-2.  This virus is believed to have first appeared in China in late 2019, and 
spread to other countries in early 2020. 

The actual origin of the virus is controversial, and of little relevance to how we respond to it 
now. 

• What are the Chances of Becoming Infected 

That’s impossible to answer.  It depends on what risks and precautions you take, and the 
period of time you’re considering, as well as a certain element of random chance. 

As of November, just over 3% of the US population are known to have had a Covid 
infection.  About an additional 0.03% of the population are getting infected each day. 

In other words, if you are careful (and we tell you how, in great detail), your odds of 
avoiding it, at least for the next few months, seem good. 

• How Can I Avoid Becoming Infected 

The three most important things are to wear a mask, to keep away from other people, and to 
surround yourself with fresh air (outdoors or a great filtered/fresh air system indoors). 

• How Do I Know if I am Infected 

Symptoms of an infection typically appear 4 – 6 days after you have been infected.  There is 
no exact set of symptoms that everyone gets, but the two most common symptoms are a 
fever of over 100.4°F (38.0°C) (experienced in 88% of cases) and a dry cough (2/3 of 
infected people experience a dry cough).  Fatigue, and congestion or a runny nose affect 1/3 
of people. 
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Getting a formal test is a good idea.  Keep in mind tests sometimes take 5 – 8 days from 
when you were infected until when they will detect your infection. 

• What Should I Do if I Get Infected 

The official answer is nothing other than to drink lots of fluids and take it easy and relax.  If 
your symptoms worsen (mainly shortness of breath/difficulty breathing/lower blood oxygen 
level) you should go to hospital, otherwise recuperate at home. 

There are many promising and legal but not official treatments and actions that some doctors 
are recommending and which some studies seem to validate.  You should carefully read our 
two chapters, late in the book, on this subject. 

• How Long Is a Quarantine 

People are being told they should self-isolate as much as possible for 14 days subsequent to 
the date of possible infection. 

If no symptoms are experienced after two weeks, you are probably okay, and neither have 
the virus yourself nor are infectious for others. 

• How Long Does it Take to Get Better 

If you have a fever, it typically lasts 8 – 11 days.  In general, it is common for all symptoms to 
go away after two weeks. 

But, as in all things to do with the virus, there is a huge range of experienced and outcomes.  
President Trump seemed to go from well to very sick to recovered, all in less than a week.  
Other people might take six weeks to recover, and some are still not recovered after three 
months. 

• Will I Die if I get the Virus 

That depends on your general state of health, your age (the older you are, the greater your 
risk), and various other “comorbidity” factors such as your weight, if you’re diabetic, your 
gender (men die more than women), and assorted other things. 

It also depends on the healthcare and treatment plan you receive.  Some of the newer and 
some of the still experimental treatments seem to make major improvements in survival 
rates.  We discuss these later in the book. 

Currently it seems that slightly less than 2% of all people who get the virus die.  If you’re 
under 40 and with no comorbidities, your chances of surviving are excellent.  If you’re over 
80, and with comorbidities, your chances drop substantially. 
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• Will I Get the Virus a Second Time 

Originally the hope was, like with many other viruses (but unlike the common cold), after 
getting Covid once, you’d acquire immunity and not get it a second time. 

Now it seems that the acquired immunity might be weak rather than strong, and that it fades 
over time.  For now, the hope is that most people will have effective immunity for at least 
three months, and perhaps as long as a year, but there’s not yet any clear understanding of 
how long immunity might extend. 

• What are the Cures/Treatments/Vaccines for the Virus 

There is nothing yet in the category of “take one pill a day for a week and you’ll be for sure 
recovered”.  There are a number of still experimental/trial treatments that seem to make 
appreciable improvements to your survival chances and greatly reduce the possibility of 
needing to be hospitalized and possibly worse, but none of these are yet officially approved. 

There are also a number of treatments, most not yet officially approved, for people who do 
need to go to hospital and get extra care and help. 

So we’re hopeful survival rates will continue to improve.  We write about the most promising 
of these early and later treatments further on in the book. 

As for a vaccine, the good news is there are over 100 vaccines being developed all around 
the world, and about a dozen of those are already in “Phase Three Trials”.  If their Phase 
Three trials are successful, the next step is then to request official FDA approval.  This might 
be forthcoming late in 2020 (increasingly unlikely) or early in 2021. 

There are already approved (by their respective governments, but not by other major 
countries) Russian and Chinese vaccines, but there are some worries that these vaccines 
have been rushed through testing in less time than is normally required to credibly be certain 
of their safety and effectiveness. 

Talking about which, there is no certainty that any future vaccine will be more than 50% 
effective (but a November announcement by Pfizer suggests their vaccine candidate might 
be as much as 90% effective), and there is also no understanding of long a vaccine will last 
before you’ll need a booster shot.  Maybe every year, maybe more often than that. 

So while vaccines will be good, they may not be a complete solution, at least, not in the case 
of present potential vaccines. 
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• When Will the Virus Go Away and Life Return to Normal 

Some optimists originally believed the virus might just disappear, all by itself.  That now is 
clearly not going to be the case. 

Other optimists believe herd immunity will eventually cause the virus to stop spreading.  But 
herd immunity requires 60% or more of the population to have been infected, and we’re 
currently at about 3%.  No-one wants to wait however many years for that to rise to over 
60%.  Plus there’s a concern that herd immunity will wear off after some months, making it 
effectively useless. 

A vaccine will help greatly, of course.  And while easy simple treatments won’t get rid of the 
virus, they would make its presence less impactful and life threatening. 

How long for all this to happen?  That’s anyone’s guess.  Once a virus becomes reasonably 
available and the numbers of people vaccinated starts to become substantial, the harsh edge 
of concern will be removed for many of us. 

We expect that might occur in the second or third quarter of 2021.  Attitudes will probably 
shift to a more optimistic view of the future before then - once a vaccine has been identified 
and a schedule for its distribution announced, but no sooner than the first quarter of 2021. 

• What Should I Buy Now for “Just in Case” Future Needs 

Obviously, plenty of toilet paper!   

Beyond that, think about what might happen if you needed to quarantine and/or became 
bedridden for a couple of weeks with an actual case of the virus.  Sure, home delivery 
services can get most things to you the same day you order them, or next day if not.  But if 
you’re truly unwell, you might find it hard to concentrate and have the energy to work your 
way around websites and do the ordering. 

Try and have enough basic essentials and easily prepared foods to see you through much or 
all of a two-week isolation period, so that is one less thing you’ll need to worry about. 

Also consider any medications or medical equipment you might need during that time.  
With occasional surges in buying, some of these items are not always in stock, and 
sometimes things are taking a week or longer to be delivered. 

Buy the things you think you might want or need now.  Don’t wait until the last moment.  
Happily, most things are inexpensive. 
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Introduction 

When Covid-19 first started to become an issue – before it had even been given an official 
name – it was embarrassingly easy to accept two assumptions.  We all did. 

The first assumption – just like other recent respiratory virus threats (SARS, MERS, Swine ‘flu, 
and so on) this too would be another flash-in-the-pan scare and not amount to anything 
serious. 

The second assumption – of all the countries in the world, we in the US would most benefit 
from our highly sophisticated healthcare system and quickly minimize any potential impact 
and disruption, better than other countries. 

When it became clearer the virus was indeed going to be a challenge, it still seemed the 
threat and problems posed would be something that could be addressed and quickly 
resolved by a unanimity of purpose and plan, guided by scientific methodology, analysis, 
and leadership and implemented by a populace eager to rid themselves of this viral scourge. 

Hmmm…. 

Most people have been slow to gradually accept the steadily worsening reality.  When, on 
21 February, I cancelled the international group tours I was planning to operate in May 
(France), June (Scotland), September (Kazakhstan) and December (European Christmas 
Markets) of 2020, disappointed potential tour members accused me of being overly 
pessimistic.  Some said they’d go on their own, regardless. 

Clearly, most attitudes have been shown to be tragically optimistic rather than pessimistic.  
Never mind the political optimism, which is perhaps understandable.3  Even intelligent, well-
educated and well-informed people were also distinctly optimistic to start with.  For 
example, in early April, and after a steady barrage of anxious articles and information from 
me about the growing extent and implacable nature of the virus, a survey of my Travel 
Insider readers showed that on average, they expected life would be back to normal by 
August (ie within four months of the survey). 

A repeat of the survey in early May showed a shift in expectations.  On average, readers then 
expected it would no longer be August, but February 2021 for things to get back to normal.  

 
3 Remember how there were hopes to “re-open” the country in time for Easter (12 April)?  Then in time for May 
Day, Memorial Day (25 May), and 4 July?  Alas, the virus is unpersuaded by three-day weekends. 
Mere weeks before the election, President Trump was still maintaining there’d be a vaccine approved prior to the 
election.  That never happened, but subsequently it turned out that Trump was actually correct – Pfizer had very 
positive news about its vaccine candidate, which it chose to delay announcing until after the election.  See 
https://blog.thetravelinsider.info/2020/11/why-did-pfizer-delay-their-vaccine-announcement-so-long.html  
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When August came and the virus was infecting people at rates twice as high as in April and 
killing over a thousand people a day, a new survey of readers showed they are expecting a 
return to normalcy early in the second half of 2021, about a year from now. 

 
Figure 1  Changing expectations about the virus 

 

Are people becoming more realistic, or is there still a stubborn unwillingness to accept the 
reality of the virus?  Are we too optimistic in our hopes for a vaccine to come to our rescue 
late this year (it seems safe to say we were, now that 2020 is almost done) or early next?  
What happens if a vaccine fails to materialize? 
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Most of all, are we doing the right things now? 

It is difficult for any of us, alone, to shape public policy about the virus, but I hope this 
document will help you – the person directly reading this now – understand and implement 
some of the critical issues you are personally facing, today, from the narrow perspective of 
what is most relevant and beneficial to you.  What should you do to minimize your risk of 
personally getting infected by the virus?  What would happen if you did get infected, and 
what should you do in such a case to ensure the easiest experience and most certain and full 
recovery? 

These are questions that demand clear (and – please! – correct) answers.  They are literally 
life and death questions.  By mid-November, in the US, a quarter million people have died 
of the virus, and an unknown number of the other 11+ million people who have acquired 
the virus will either die prematurely or never fully recover, with lasting damage to their heart, 
lungs, and brain. 

It is not my intention to now search for and negatively shovel generous helpings of blame to 
all the people and policies that have utterly failed our country and aided rather than 
diminished the virus’ spread and the problems arising from it.4  I’m also not going to dwell 
either on issues about where the virus came from and if it was manmade or a naturally 
occurring virus.  None of that resurrects the quarter million dead (many of them unnecessary 
victims of bad public health policies to date), nor helps us plan for our future. 

But, “those who don’t learn from the lessons of history are doomed to repeat them” and it is 
interesting to at least try to understand how it is that so many seemingly clever experts can 
be so spectacularly wrong, and how public opinion has fractured into many different and 
conflicting viewpoints on matters that surely should seem simple and straightforward to 
answer with a clear unequivocal yes or no.  To mask, or not to mask?  Open schools or keep 
them closed?  And so on. 

So before directly answering these questions (but skip ahead if you wish  ), it is helpful to 
understand why these issues are open and controversial questions, rather than having 
universally understood and accepted answers.  Isn’t science supposed to be exact and 
objective, not vague and subjective? 

 
4 The problems, while definitely reflecting very poorly on the Trump Administration, date back to the previous 
Administration, and to several previous ones too.  The problem further has to be shared between the 
Administration – wrong priorities – and the Congress – lack of budget funding.  No-one, of any political persuasion, 
can feel proud of their record.  And we, the voters, need to share in that complicity too. 
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In the approximately four minutes it has taken you to read to this point of the introduction, 
perhaps three more people have died from Covid-19 in the US.5  This stuff is all very real, all 
very serious. 

I’m not a doctor, and you’re probably not one either.  But I am certain both of us can gain a 
sufficient understanding of the underlying issues – some medical, some social, some 
statistical.  Sure, at the molecular and cell level, viruses are complicated, but at the public 
policy level, their effects and our responses become less “medical” and more 
sociological/statistical/political/economic, rather than complex medical matters.6 

With some understanding, we can contribute to the public policy debate about how to 
respond as a society and nation, and make informed decisions about how we should 
respond, personally. 

That is why I’m offering this to you now.  I hope it proves helpful. 

And please, let me know if there is more I can add to any part of what is already a very 
lengthy and detailed book. 

 

Here’s a hope and prayer for all of us and for our safe survival through this scourge 

 

 

David M Rowell. 

David@TheCovidSurvivalGuide.com  

 
5 Assuming a rate of about 1000 deaths/day, as is the current (mid Nov) seven day average rate of US deaths – see 
https://www.worldometers.info/coronavirus/country/us/ for whatever the rate is when you are reading this. 
6 You don’t need to understand how a car engine operates to drive a car well and we can all participate in public 
debates about what speed limits and other traffic rules should be.  You don’t need to understand “virus spikes” 
and “receptor cells” to see the good sense in taking medications that help speed recovery, and you don’t need to 
understand the properties of aerosols to know that wearing a mask and keeping your distance is sensible, and so 
on. 
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An Unfortunate and Unnecessary Controversy 

This chapter is essentially “a book within a book”.  But it is important, and will give you new 
skills to understand and interpret not just issues to do with the coronavirus but also many 
other things in life too.  If you just want to get straight to the “good stuff”, then by all means, 
skip on to the next chapter. 

So, if you’re still here, let’s start off with a fundamental consideration.  I am not a doctor.  
Some people have insisted that disqualifies me from any role in discussing Covid issues, and 
of course, they’re saying that you too should not and can not contribute either.  Obviously, I 
disagree. 

I feel compelled to comment on this point, because if these people are correct, this entire 
book is invalid.7 

If these people are correct, much of the world needs to be changed.  Politicians could no 
longer pass laws on anything they didn’t have advanced degrees in, personal knowledge of 
and hands on experience of.  Similarly, judges could no longer rule on any cases which they 
didn’t have in-depth qualifications to support their analysis.  Travel agents could no longer 
recommend a vacation for you unless they had degrees in sociology, anthropology, history 
and geography to best understand each destination, plus a degree in psychology and 
counselling to best understand exactly your stated and unstated needs, and had personally 
visited and experienced every offered product, and further experienced all competing 
products too. 

Are there any topics, of any kind, that aren’t based on special knowledge and complex data? 

In reality, there are three different issues all being mixed together. 

(a)  Who Can Conduct Original Research? 

None of the material I’m presenting to you is my own original research, so this is a 
question we can avoid. 

But, in general terms, I’m okay with anyone conducting original research.  As long as 
the methodology and results are clearly and correctly presented and reproducible 
(essential ingredients of the “scientific method”), people of all knowledge levels are 

 
7 Or maybe not.  Very little in this book is original “out of nowhere” material.  Instead I collate and present to you 
the best of the findings and expert opinions, and provide sources to substantiate every point I make.  Critics should 
not “shoot the messenger”.  They shouldn’t attack me for presenting such information – they should attack the 
underlying sources of anything they disagree with. 



The Covid Survival Guide  Page 3 

 

 

This version was printed on Tuesday, November 10, 2020 at 6:29 PM 
Check for the current version at https://blog.thetravelinsider.info/covid-19 

then free to make their own evaluation of the research and form their own decisions 
based on the data presented to them. 

Some of the most ignorant periods in history have been marked by restrictions on 
who is allowed to conduct scientific research, and on what topics.  Some of the 
biggest scientific breakthroughs trespassed into what was, at the time, “forbidden 
knowledge” with the researchers having no official credentials and risking death by 
their studies and findings. 

Science should be all about the data, not about who is presenting it.  Let’s not retreat 
back to the Dark Ages. 

(b)  Who Can Report Issues and Facts? 

If only scientists are allowed to report their research and findings, we’d miss out on a 
lot of helpful information and public understanding. 

For example, consider this scientific paper and a “for the public” 
summary/restatement. 

Here is the scientific paper :  
https://www.frontiersin.org/articles/10.3389/fpubh.2020.00473/full 

It has the subject heading “Modeling the Onset of Symptoms of Covid-19”.  How 
many people do you think are likely to read through the 8,850 words and dense 
scientific shorthand that it comprises?  And how many of those people are likely to 
accurately understand it? 

Now compare that scientific paper with this article that writes up the paper for public 
consumption : 

https://www.studyfinds.org/coronavirus-symptoms-order/ 

The article’s heading is “Coronavirus symptoms tend to begin in certain order: Fever 
first, then cough, muscle pain”.  That pretty much summarizes both its own 584 plain 
English words as well as the entirety of the original 8,850 word paper.  This article 
fairly translates the scientific paper into everyday language and concepts that are 
easily understood by most people. 

Is that harmful?  Should it be forbidden?  The article includes links to the original 
paper, so anyone who wishes to understand more or to check for the fairness and 
accuracy of the article can do so. 
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We feel this should be encouraged.  A better-informed public can better understand 
and accept the policies being formulated and implemented. 

This is much of what I am doing in the pages that follow.  It is what most journalists 
do, most of the time.  If you were to take out the “translations” of topics from the 
media, many publications would entirely disappear, leaving us only with “safe” 
articles about the Kardashians and their ilk. 

Yes, there is the possibility that a paraphrased simplification may be misleading or 
incomplete or incorrect or biased in its presentation.  But is that possibility any 
greater than the possibility that if people had to read the original article, they’d either 
not do so at all, or they’d misunderstand what they were seeing? 

In this case, guarding against the possibility of mistake is best solved not by seeking to 
forbid such popularizations, but by encouraging them so there is a fair and full range 
of interpretations presented.  Truth is best exposed by shining multiple lights at an 
issue, not by restricting the perspective and evaluation to only officially approved 
people and viewpoints.  Truth is best affirmed by challenging it, not by mandated 
acceptance. 

(c)  Who Can Criticize Scientific Research? 

An analogy might be helpful here.  Let’s say Steven Spielberg directs a new movie 
starring Meryl Streep. 

When it is released, film critics all start publishing their opinions.  There are 
hundreds, even thousands, of such professional critics, and of course, millions of 
filmgoers all of whom make a decision whether or not to attend the film, and if to 
recommend it on to their friends or not.  We are all critics, to a greater or lesser 
degree. 

No-one has ever said that only other directors who have also won four Oscars should 
be permitted to express opinions on Spielberg’s latest movie.  No-one has ever said 
that only other actresses with three Oscar awards can express opinions on Streep’s 
performance in a movie. 

You might say “Oh yes, but anyone can direct or act”.  That may or may not be true, 
but even if it is, how about, then, a composer of music?  Or an author – can only 
other mega-best-selling middle-aged female authors in Scotland criticize a new work 
by J K Rowling?  Can only other people who also lived in 16th century England express 
opinions on Shakespeare’s work? 
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You might say “Well, these are subjective things which everyone can have an opinion 
on”, and that is true, although much criticism is technically based, and there are 
plenty of actors and directors who disagree with you when their work is challenged! 

So what is scientific research and is it challengeable?  Isn’t scientific research 
supposed to be objective statements of data and theories/hypotheses that are derived 
and supported or contradicted by the data reported?  While it might take special skills 
to develop the theories/hypotheses (or medicines, etc) that are being tested, isn’t the 
act of evaluating the results of tests a totally different process, requiring logical and 
statistical type skills, rather than requiring the specialist skills to develop the material, 
product, or process being tested? 

Think of a trial of a new drug that is said to cure Covid-19.  Sure, it takes special skills 
to develop the drug (skills that I totally don’t have and never will develop), but what 
special skills are required to then evaluate the bottom line finding “995 patients got 
better and 5 did not after taking this drug, while of patients not taking the drug, 300 
got better and 700 did not”?8 

The heart of the “scientific method” is creating robust findings that can be and are 
critically challenged and which can withstand such challenges. 

Clearly we think that anyone should be allowed to share their analysis of such 
studies/trials, and you should be allowed to see the analysis and decide for yourself 
what is most persuasive. 

Furthermore, there comes a point when we shift from the pure science of an issue to 
the broader social framework and values of what we are prepared to accept and the 
tradeoffs associated with outcomes.  That’s a point where we all have voices that 
count. 

Maybe the preceding comments are sufficient to encourage you to keep reading.  I hope so.  
But if you’d like a bit more explanation about the specifics of what I’m providing and why it 
is currently controversial, please continue through the rest of this section.  You might find it 
interesting and helpful, not just in terms of how to evaluate this book, but how to evaluate 
scientific data and its analysis in general. 

 
8 This is of course an enormous simplification of how trial results are presented, but the ultimate point of any trial 
write-up should be one of three things – 
(1) The trial persuasively shows a positive result 
(2) The trial persuasively shows a negative result 
(3) The trial is unpersuasive by itself and more research/trialing is required 
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Even though I’m no stranger to any of this, I should open what follows by telling you how 
astonished I have been, over the last eight months, to see just how subjective rather than 
objective, and sometimes downright error-prone, the science and its interpretation has 
been.9  There are some reasons why this can sometimes happen, and traps that are easy 
both for original scientists and subsequent analysts to fall into. 

Most of the information in the pages that follow is a collation of data from sources who 
usually are doctors or research scientists in the relevant fields.  I’ve chosen the content that 
seems, to me, to be most valid and valuable, shaped by my own non-medical opinions and 
based on the underlying research and data.  If two scientists are allowed (by the shadowy 
forces who seek to censor and limit comment) to publish two different papers showing two 
different interpretations on an issue, surely other people must then be allowed to prefer one 
or the other of the two conflicting sets of findings and to explain their preferences. 

Other people may – and some indeed do – disagree with my conclusions and selected 
recommendations.  That is to be expected.  But these disagreements extend beyond what 
you and I might think, and continues on to what the “experts” think, too.  Surprisingly 
(perhaps) and dismayingly (definitely), not even all doctors agree on the best approach to 
combatting the SARS-CoV-2 coronavirus and the Covid-19 illness it causes. 

Worse still, I wonder if some of the current opinions and views have been shaped by the 
massive public relations and lobbying budgets of big pharma companies, and then further 
distorted when overlaid by political considerations (greatly magnified by the timing of the 
election recently held) and public health “we know best” attitudes.10  Sometimes a key 
question that needs to be asked when viewing any article and its findings/recommendations 
is “Who Benefits and How?”.  This is even recognized in formal scientific paper-writing 

 
9 The most extreme example of extraordinarily wrong data has been just about every early projection about the 
extent of the spread of the disease and the number of people who would die. 
Even more amusing are the studies that initially showed what seemed like enormously high numbers of infections 
and deaths that were then hastily changed by their authors (the highest profile example being the Imperial College 
London projection in mid March, projecting 2.2 million people would die in the US over the next few months – see 
https://www.theatlantic.com/health/archive/2020/03/how-many-americans-are-sick-lost-february/608521/ ), 
sometimes reducing by 20-fold their projections, with lots of excuse/explanation about how they were right to 
start with, but are now more right with their 20x lower numbers. 
The tragically amusing part is that now we are getting closer to the original numbers which they rushed to disown, 
but in a very different scenario to the one that they earlier based their projections on. 
10 For every opinion/theory that the Democrats are deliberately shaping the crisis to their own advantage, there is 
a similar theory that the Republicans are doing the same for their advantage.  I guess I’m either too naïve or too 
cynical, and tend to ascribe the political mismanagement as much to inept incompetence as to venality, both being 
failings shared equally on each side.   
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protocols, where the authors of a study are required to disclose financial interests, funding, 
and conflicts. 

For the record, I have no investments in any pharmaceutical or medical/health companies, 
and I’m receiving no money from anyone to write this book.  My wish is that the answer to 
the question “Who benefits and how” as it applies to this book is “You will benefit from a 
better understanding and as a result being able to better manage your own lifestyle and 
approach to the Covid-19 virus”. 

It is no great surprise that our political leaders have not done a great job in leading the 
response to the Covid-19 crisis.  We might variously disagree with what they should have 
done, but we can definitely agree that what has been done has been inadequate!  The 
numbers speak for themselves. 

Sadly, it isn’t only our political leaders who are open to criticism.  So too are the public 
health officials.  For example, they outright lied to us originally, telling us there was no 
reason to wear masks.  Public health authorities decided to discourage public mask wearing, 
because there was a critical shortage of masks11 and they wanted to hoard all the masks they 
could for healthcare workers. 12  But they didn’t tell us that.  Instead they lied to us about 
masks not being necessary. 

At the same time, they focused single-mindedly on the risk of being infected by touching an 
infected surface – a risk which has now been deemed to be the least significant risk and 
means of becoming infected.13 

A more recent astonishing reversal in public policy is even harder to understand, explain, or 
justify than the other examples.  On 25 August, the CDC changed its policy on who should 
be given Covid-19 tests.  Famously, in the early stages of the outbreak, President Trump and 
other national health care leaders promised us “If you want a test, you can get a test”.  That 
has sadly never been so (and even when tests are available, results have sometimes been so 
delayed as to be meaningless by the time they were finally received), but the promise has 

 
11 Which in itself is an appalling situation that both public health officials and politicians should never have allowed 
to happen. 
12 At the risk of stating the obvious, it was always easy for adroit public health officials and government regulation 
to corner the market in officially approved highest quality “medical grade” N95 and similar masks.  There was 
never a reason to lie to us. 
Furthermore, the current encouragement for people to make their own masks of any style or shape/size, and from 
any material at all, could have been promulgated right from the start.  A decision to lie to us back then has terribly 
diminished the trust and confidence we have now in what public health authorities are telling us. 
13 The slowness to appreciate the risk presented by aerosolized spread of virus particles is very puzzling.  Was it 
related to the decision to downplay the value of masks, or was it a separate failing? 
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remained more or less intact, with apologies and excuses being offered up for the failure to 
honor it. 

Another example is equally perplexing.  After a major Mayo Clinic study and other lesser 
inputs, the FDA gave an emergency use authorization for the use of convalescent plasma to 
treat severely suffering Covid patients.14  But.  Two days later, the NIH issued a contradictory 
statement saying that convalescent plasma should not be used as a treatment.15  Two 
branches of the US Government are now at war with each other, with contradictory 
statements.  To the people who say “only doctors can discuss this matter”, my question 
becomes – “when the doctors themselves disagree so fundamentally, how do we know 
which doctors to trust?”. 

As you’ll see further in this book, when we talk about testing, rapid testing of anyone who 
suspects they might have the virus is an essential part of controlling the spread of the virus, as 
is also preventative type testing of everyone else, too.  It has been suggested that at least 40% 
of infected – and infectious – people have no symptoms but may still be infectious to others, 
and for people who do develop symptoms, they are infectious and a risk to other people 
prior to developing any symptoms.  So testing asymptomatic people is as important as testing 
people with symptoms. 

How can we now understand and reconcile the CDC’s new statement that public testing 
might not be necessary?  Barely a month ago, the CDC’s director was stating “Anyone who 
thinks they may be infected -- independent of symptoms -- should get a test.”  Now the 
CDC is telling us “Don’t bother, stay away”.16 

The strangest part of a very strange reversal of policy is that finally, now, we are starting to 
get fast and inexpensive tests that cost as little as $5 (retail), can be done at home, and give 
results in 15 minutes.  Why were we urged to be tested if we thought we might be at risk 
when testing was unavailable, slow and expensive; but now that testing is becoming more 
common, fast, and inexpensive, we’re told not to bother? 

 
14 See https://www.fda.gov/news-events/press-announcements/fda-issues-emergency-use-authorization-
convalescent-plasma-potential-promising-covid-19-treatment  
15 A relevant page on the NIH site now seems to have disappeared.  Discussed from about the 18 minute point in 
this podcast :  https://www.youtube.com/watch?v=fdbwTNNsF1E  The NIH now seems more neutral about 
convalescent plasma use https://www.covid19treatmentguidelines.nih.gov/immune-based-therapy/blood-
derived-products/convalescent-plasma/  
16 See https://www.msn.com/en-us/news/politics/in-stunning-reversal-cdc-abruptly-changes-position-on-when-
to-get-tested/ar-BB18oiTf and https://www.msn.com/en-us/news/us/trump-administration-defends-inexplicable-
changes-to-coronavirus-testing-guidelines/ar-BB18p6yr  
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So clearly, the experts and authorities are not infallible.17  What are they lying to us about 
now, or if not lying again, simply wrong about?18 

Maybe lying is too strong a word.  Choose the word you prefer, and the underlying reason 
for the incomplete and sometimes wrong advice, but we don’t think there is any acceptable 
excuse for promulgating guidelines that place more people at gratuitous risk than would be 
the case if the guidelines were more accurately stated.  Here’s an interesting and lengthy 
article about some of the CDC failings.19 

Other leaders have done things that have killed hundreds or even thousands of Americans – 
for example, sending infected older people back to care homes, where they then proceeded 
to infect other aged residents,20 causing the disease to spread around facilities that were 
never designed to offer isolation and containment of highly transmittable virus infections.21 

Doctors themselves are far from infallible and are not always above reproach, either.22 

 
17 Here’s an article headed “Health agencies' credibility at risk after week of blunders” – see :  
https://apnews.com/b9b6dc204d780fac7e6a79c1dbf21b8d .  Maybe this is due to political meddling, but that is 
almost irrelevant.  The point is that, for whatever reason, sometimes the public health leaders who we necessarily 
must place the highest degree of trust in are telling us things that don’t survive scrutiny and which end up being 
reversed.  We need to preserve and encourage such scrutiny, not seek to forbid it. 
18 Some apologists say that public health officials have been pressured into making incorrect policy statements by 
their political masters.  That may or may not be true, but it is not an excuse.  The excuse of “just following orders” 
didn’t help many Germans at the Nuremberg trials after WW2, and is not allowed as a defense in our Armed 
Forces now.  It shouldn’t be a defense for public health officials either. 
19 See https://www.propublica.org/article/inside-the-fall-of-the-cdc  
20 It is almost irrelevant whether this decision was made out of utter ignorance or because of trying to protect 
scarce hospital beds for people who were “more deserving” of treatment (ie would live longer).  It was medically 
wrong and morally suspect, and is another example where public policy is not necessarily reflective of the best 
practices, and another reason why we all deserve both to be given full information and to be allowed to participate 
in such policy discussion and formation. 
21 There’s also a cogent case to be made that as a result of re-opening the country too early, and being too 
permissive in terms of social distancing restrictions, tens of thousands of Americans have died who would not 
otherwise have been infected.  The brutal reality is that the US is the third worst country in the world (ignoring 
small countries) in terms of overall infection rate, and the 8th worst in terms of death rate.  Canada to the north 
and Mexico to the south have had only one fifth and one quarter as many cases as us.  Canada has one third the 
death rate, Mexico has very slighty less than our death rate. 
There are probably many factors giving rise to that, but our public health policies and virus response actions have 
to be considered a major influencer. 
22 See https://www.npr.org/2020/10/01/914433778/web-of-wellness-doctors-promote-injections-of-unproven-
coronavirus-treatment  



The Covid Survival Guide  Page 10 

 

 

This version was printed on Tuesday, November 10, 2020 at 6:29 PM 
Check for the current version at https://blog.thetravelinsider.info/covid-19 

Lessons from the Hydroxychloroquine Controversy 

How can the value of medicines be so controversial?  Like you, I’d hoped it might be a 
simple yes/no thing – does this drug work or not? 

Of course, it has never been a simple yes/no issue.  It has always been a more complicated 
evaluation of multiple issues such as “how well does this work, and for how many of the 
people does it work, and what are the related side-effects and downsides”.  Another 
consideration that we all prefer to overlook but which is a factor is “how much does the drug 
cost, and how much do the related support services add to that cost”. 

But, even with a more nuanced approach looking at all these factors, hydroxychloroquine 
seemed to have a lot in its favor.  Astonishingly, the controversy about hydroxychloroquine 
seems to be driven by two issues that should be irrelevant – first being the recommendation 
by President Trump that people should look at the potential of this drug,23 and secondly, 
because hydroxychloroquine (“HCQ”) is a “public domain” drug, with expired patents, 
made at very low cost and even lower profit by many different drug companies,24 there is no 
orchestrated campaign of high-profile supporters and lobbyists to tell its story positively.25 

Some of the research to “prove” that HCQ is useless or even harmful has been totally 
dishonest and deceitful, so much so that it has been subsequently withdrawn by the refereed 

 
23 I’ve viewed the video tape of his conference where he first mentioned HCQ.  He merely said that some people 
were reporting good results, that it seemed promising, and that it should be looked into.  He never stated as a fact 
“HCQ is a for sure guaranteed way of curing Covid-19”. 
24 More recently there has been a suggestion that President Trump only decided to promote HCQ because he has 
shares in a mutual fund that in turn has shares in a French company, Sanofi, that makes HCQ tablets, and so he 
decided to recommend it to make money for himself. 
Ignoring the fact that any of us with mutual fund holdings probably indirectly have shares in half the companies 
listed on the stock market, there is very little likelihood that any company would get rich from making and selling 
HCQ, because it is made by so many different companies, already, all around the world, and at extremely low costs 
– I just checked and the Sanofi Plaquenil brand is selling at a price of 10c/tablet in US discount drugstores such as 
Kroger.  If a drug is being sold, at retail, for 10c each, and you only need a dozen or so tablets for a course of 
treatment, how will anyone, anywhere, get ridiculously rich on that transaction? 
25 Is it a coincidence that the only “Emergency Use Authorization” treatments for Covid are very expensive drugs 
made by large pharmaceutical companies; while low-cost expired-patent medicines are now being used 
successfully in many other countries to treat their Covid sufferers but remain unacknowledged and unapproved in 
the US? 
Rather than having deep-pocketed supporters and lobbyists pushing for HCQ use, it almost appears that the 
companies who do have the deep pockets and supporters may have been keen to argue against HCQ for fear that 
it would harm their efforts to promote their alternate and very much more expensive drugs. 
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journals who had originally been too trusting and rushed to publish HCQ critiques for 
commercial rather than public health reasons.26 

It is also true that some of the material that supports the positive claims about HCQ and 
other low-cost drugs does not conform to the highest standards of double-blind fully-
randomized trials.  But many of the trials do conform to the highest standards and of the 163 
studies currently known of, 98 have been peer reviewed.  The evidence in support of HCQ 
use is overwhelming, and overwhelmingly positive.  I don’t believe there is any other drug 
that has been so exhaustively studied for Covid use as HCQ, and with such consistently 
positive outcomes when used in the proper context (early treatment, not late treatment 
being the key consideration).27 

Even the less sophisticated studies have some value – the reality of the results should not be 
ignored.  I find reports from small family medicine practices saying “we don’t know what is 
causing this, but we’ve given 100 (or whatever other number) of patients (some drug 
combination) and none of them have needed to be admitted to hospital” to be credible and 
persuasive.28 

There is no deceit, no sophistry, and no vested interest or ulterior motivation in such 
statements.  Maybe there’s not an abundance of statistical rigor, either, but whether the 
outcome is a placebo effect, the result of the drugs given, or purely random chance matters 
not to me.  I know that if I get a Covid-19 infection, I want to similarly avoid going to 
hospital, and if taking a safe but not yet approved for Covid treatment drug may shift the 
odds in my favor, then I’m all for it. 29 

When you look at the arguments by people against HCQ use, you’ll see they cherry-pick 
one or two of the 161 studies (which can invariably be critiqued for not studying HCQ use in 
the manner it is best suited for, and therefore, by design, predestined to show a negative but 
irrelevant outcome), say “these studies clearly show HCQ is of no use”, and ignore both the 

 
26 The highest profile example being an article that was published to great acclaim by the once highly regarded 
British journal, The Lancet.  Within a few days, the data used was exposed as being fraudulent.  The Lancet has no 
explanation for how its peer-review process failed to notice the obvious data inconsistencies that even I saw, and 
has now retracted the article.  https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)31180-
6/fulltext  
27 See https://c19study.com/  
28 While the “Who Benefits and How?” question/test shouldn’t be the sole element of evaluating findings, we are 
touched by the obvious altruism and open honesty present in some of the quietly shared findings by individual 
doctors and their practices. 
29 This is often termed, sometimes derisively, as “Real World” results.  A new act, passed in 2016, the “Cures” Act, 
encourages the FDA to give more credence to real world data, rather than only considering “gold standard” double 
blind random clinical trials. 
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limited nature of the studies they are citing, and the dozens of other studies that all, without 
exception, show HCQ to have major positive impacts on people in the early stages of a 
Covid infection. 

How to describe these people who ignore the dozens of positive studies, and focus only on 
one or two negative studies that don’t even relate to the advocated use of HCQ?  The words 
“honest” and “ethical” seem very inappropriate to such people and their opinions. 

More than that, why are they so desperate to “prove” HCQ is no good?  If there is some 
valid doubt as to if it works or not, then as long as there is a chance that it might help, 
shouldn’t we give it a chance to help us?  They have an answer for that – “HCQ is too 
dangerous”.  That’s the most specious of all statements.  HCQ is being taken, every day, in 
the US by millions of people for lupus and rheumatoid arthritis.  It is one of the most 
commonly prescribed drugs in the entire world, and has been for many decades.  The very 
very minor chance of heart irregularities is insignificant, and can be tested for and evaluated 
prior to and during taking the HCQ. 

We discuss hydroxychloroquine further in our chapter on Medicines, Supplements, 
Vitamins, etc, starting on page 314.  The specific section on HCQ starts on page 330. 

What makes the way the establishment has reacted to the potential of HCQ all the more 
astonishing is the contrast in attitudes when it comes to another possible Covid treatment, 
Remdesivir. 

At the same time as heaping negativity on HCQ, a clearly orchestrated campaign of support 
for remdesivir has been 180° opposite to how HCQ has been treated.  Perhaps this is 
because remdesivir has big pharma (Gilead) pushing it with their lobbying and public 
relations teams, and promises huge profits (a drug that costs about $9 for a course of six 
doses is being sold for $3,120).  We’d also point out that the US Government is believed to 
have fronted $70.5 million in R&D subsidies, over a five-year period, to Gilead, helping 
them fund the development of remdesivir.30  Where now is the benefit and return to us, the 
taxpayers, for our investment in this drug?  Why isn’t Gilead selling the drug more cheaply to 
the US than to other countries – or, at the very least, at the same price?  Instead, many other 
countries are being offered the drug at a lower price, even though their governments didn’t 
contribute anything to the drug’s development. 

Remdesivir may shorten the amount of time a person with a moderately severe Covid-19 
case spends in hospital.  It isn’t claimed to save lives (although there have been hints and 
suggestions that it does), nor does it keep people out of hospital.  At best, it just reduces the 

 
30 See https://www.citizen.org/news/the-public-already-has-paid-for-remdesivir/ 
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time a person who has needed to be admitted to hospital will spend there.  That’s surely a 
welcome thing if it is you who gets to leave hospital some days sooner than otherwise, but 
compare that to HCQ which might actually keep people out of hospitals entirely, save their 
lives, and at the cost of a dollar or two of HCQ (plus all the savings of the many thousands of 
dollars a day of hospital stay). 

Remdesivir also hasn’t even been formally approved or completed all testing, it is being 
prescribed under a special “Emergency Use Authorization”.  Update – it was approved on 
28 October.  This was a very strange decision because just a couple of weeks earlier, a large 
international study coordinated by WHO published its results showing that Remdesivir gave 
no benefit at all to the patients who were given it.31  Whereas HCQ has now had 163 
different studies written up about its efficacy, Remdesivir has had six.  According to this 
site32, two have inconclusive results, three have positive results, and the sixth has a negative 
result. 

So we have two controversial drugs.  One – HCQ - costs pennies, has a long history of safe 
use, and has had 163 different studies (as of early November, almost certainly more by the 
time you read this) with positive results on its value for Covid sufferers, but given the thumbs 
down by the authorities.  The other, a new drug, Remdesivir, has been thinly studied, with a 
major study showing a negative result, is very expensive, but has been approved.  Does that 
make sense to you? 

While President Trump might be right about HCQ, he is definitely wrong about other 
elements of the Covid-19 pandemic, in particular, his repeated hopes that the virus will just 
disappear on its own.  There was and still is no underlying reason to believe this at all, just 
wishful thinking. 

Talking about wishful thinking, how about the statement by the head of the FDA, lauding the 
benefits of convalescent plasma, that was made on a Sunday and had to be walked back two 
days later as having been overstated?  How do things like that ever happen?33 

What follows is based on my own view of the issues to do with the virus and the problems of 
becoming infected by it, as best I can determine from reading through some (but not all) 
studies.  I try to explain my thinking so you can independently form your own conclusions. 

 
31 This article, and the linked article in Science Magazine, set out the puzzling nature of the Remdesivir approval 
and would give most reasonable readers cause for concern.  https://www.trialsitenews.com/remdesivirs-sordid-
regulatory-history-calls-efficacy-into-question/  and https://www.sciencemag.org/news/2020/10/very-very-bad-
look-remdesivir-first-fda-approved-covid-19-drug  
32 See https://c19rmd.com/  
33 See https://apnews.com/a7f0e8aac34a860ad502912564681b7c 
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I have no hidden agenda underlying my commentary.  I am preparing this first for my own 
personal benefit, so I know what to do for myself and for the loved ones who rely on me.34  
Secondarily, your health impacts on my health.  I want you to be healthy too, because if you 
are healthy, you won’t infect your friend, who won’t infect their friend, who then, 
somewhere down the “six degrees of separation” chain might end up infecting me. 

If we are both healthy, our contributions to and participation in the national economy are 
less harmed.  The healthcare system is less overloaded.  We all benefit, we all win. 

So, for the most sincere and selfish reasons, I want to help you.   

The Logical Fallacy of Restricting Discussion to Doctors 

As I’ve already said, I am not a doctor.  But you don’t need to be a doctor to understand the 
methodology, the data and the statistics of what the virus is doing, and the methodology of 
the drug trials and tests being developed to hopefully combat the virus. 

Indeed, I’ll guess that few doctors have taken the requisite advanced courses in data analysis 
and statistics to allow them to sensibly understand, evaluate and interpret the results of some 
of the trials that claim variously to prove or disprove some of the treatments being 
considered.35  It is also likely that few working doctors (other than those directly in the 
virology field) have the time to keep up with the barrage of often conflicting studies and 
reports being published every day at present.36 

I’m not a doctor, but I do understand a bit about sampling, statistics and data analysis.  I’ve 
passed under-grad university subjects in (among other subjects) chemistry, physics, 
information systems and applied maths, and post-graduate classes in data techniques and 
statistics (earning “A” grade passes at New Zealand’s best business school).  I’ve used these 
skills regularly in the decades subsequently. 

 
34 Well, maybe I do have an agenda item.  My travel business was zeroed out entirely by the virus.  The sooner the 
world beats it, the sooner I can return to my “day job”.  So I’ve a vested interest in helping everyone beat the virus, 
so my own life can return to normal. 
35 Actually, I’m not just guessing.  Here’s an interesting open letter from initially 37, now 42 American, British and 
Brazilian professors, statisticians, mathematicians and doctors pointing out basic errors in statistical analysis in 
some of the published studies about Covid-19 treatments.  They refer also to similar errors being found present in 
51% of all similar papers.  See https://veja.abril.com.br/saude/especialistas-contestam-estudos-que-nao-viram-
beneficios-na-cloroquina/amp/ and 
https://drive.google.com/file/d/1NZOJ57fM0RTaHD1t_9w2iua7lUJhOgWT/view  
36 It can easily take an hour to fully read and analyze a single study, and to understand how it was conducted and 
why, and then to consider its conclusions and seek to identify any unstated weaknesses or omissions. 
We can’t guess how many studies there are being published every week, but we’ll guess more than 10. 
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I’m not boasting, and in any event I don’t believe there is an automatic link between 
academic distinction (especially in my case, with my qualifications having been earned four 
decades ago37) and the ability to analyze data accurately and write up the results correctly. 

There’s something surprising when you see so many eminently respectable people, all 
viewed as experts in their fields, disagreeing so fundamentally on aspects of this virus and 
how we should be responding to it. 

Clearly, if degrees alone gave people insight, the more degreed people became, the more 
their thinking would converge into a unanimous single opinion.  This is not the case.  One 
should ponder why it isn’t and what it implies. 

Back to doctors and their expertise and ability to evaluate virus treatments and cures. 

Sure, doctors know an enormous amount about medicine in general, and that’s not 
surprising.  They’ve studied for ten or more years prior to being able to practice, including 
serving an intensive “apprenticeship” in hospitals, matching the theory they’ve learned to the 
reality of actual illnesses and how they play out.  They know all about the number of nerves 
in your body; they can name most of your bones, and they understand the logic of how to 
diagnose common illnesses and ailments and the generally recommended treatments for 
them.38  They fully deserve our respect. 

Beyond those general points, medical professionals quickly move to siloed areas of 
specialization,39 with a general practitioner or family doctor’s main skill shifting to knowing 
which specialists to then refer a patient to, and an ability to speak the general language of 
medicine with specialists and hopefully providing an oversight and coordination role, making 
sure the specialists in their silos are interacting appropriately. 

Not all of this knowledge and experience is essential when it comes to evaluating new 
treatments for a new illness.  New treatments are often evaluated by measures as simple as 
“did the patient live or die” or “how many days did they spend in hospital before being 
discharged”.  You don’t need to be a doctor to understand such outcomes, but you need 

 
37 So if I were to go on and ridiculously say “I’ve forgotten more about statistics than you’ve ever learned” that 
would be a confession of my latter-day inadequacy rather than a boast! 
38 Yes, they know very many other things, too!  This is not a complete list.   
39 It isn’t just medicine in which the “funnel effect” occurs – specialists and experts become more and more 
knowledgeable, but about less and less, eventually ending up with people proudly knowing almost everything, but 
about almost nothing!  A similar concept is “when the only tool you have is a hammer, every problem looks like a 
nail” – there is definitely validity in experts and their contributions, but they then need to be carefully interfaced 
into the general world in which they have to be applied.  We need “Renaissance men” generalists as well as 
experts. 



The Covid Survival Guide  Page 16 

 

 

This version was printed on Tuesday, November 10, 2020 at 6:29 PM 
Check for the current version at https://blog.thetravelinsider.info/covid-19 

statistical analytics to determine if there is a significant change in the number of patients who 
live or die, or whatever other criteria are used. 

I am absolutely not saying that doctors do not have valuable opinions to offer to the 
discussion, but I am saying theirs should not be the only voices in that discussion, and the 
mere presence or absence of the letters “MD” after a person’s name should not be given 
overriding importance when considering their commentary and opinions.40 

This is doubly the case when it comes to public health policy issues, which are, at their core, 
social issues not medical ones.  Public health policy strives to find a difficult balance between 
the cost and impact/disruption of healthcare policies, and the efficacy of the outcomes such 
policies create.  In the ultimate, it boils down to awkward issues that some people prefer to 
pretend don’t exist like “how much money should you spend to save a human life”?  We all 
like to think that human life – and our own in particular – is priceless, but when formulating 
public policy, a very different view is taken.41 

We understand and accept such differences of opinion; indeed, we welcome them.  Open 
public discussion is the crucible in which effective public policy is formed.  But we don’t 
understand and greatly regret the disagreements over seemingly factual matters – does mask 
wearing help reduce the spread of the virus?  How many people are dying of the virus?  And 
so on. 

As you read through this, you should do two things.  The first is balance my views and 
perspective, and those of the underlying sources I’ve relied upon, with those of other people 
and other sources.  It is surprising there is such a diversity of opinion on what is appropriate 
and inappropriate in terms of responding to the threat of the Covid-19 virus.  But diversity 
there is, and I am not pretending to be the person with the most correct view of all of these 
subjective issues.  By all means consider my preferred opinions and try to understand why I 

 
40 In any event, just about every shade of opinion and approach to anything to do with Covid-19 is supported by 
some doctors and opposed by others.  Should we put these issues to a vote?  No, because science isn’t a popularity 
contest, and most of science’s currently accepted fundamental tenets were once unpopular and denigrated. 
It is only by allowing and considering ideas that are first lambasted as being unpopular, unlikely, and unusual that 
ultimately sees science advancing. 
41 This concept is used as guidance by the government when deciding what new safety measures to mandate.  
Does the cost of the measure outweigh the benefit in terms of lives saved?  Currently it seems the value of a life is 
thought to be about $10 million.  See https://www.npr.org/transcripts/835571843 and 
https://www.wired.com/story/how-much-is-human-life-worth-in-dollars/  
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advocate them,42 but at the end of the day, make your own decisions about you and your 
situation. 

The second is, whether you agree or not, adapt my thoughts, other people’s thoughts, and 
your own to your situation.  Every person, their situation and their values are different.  Your 
own personal risk tolerance may be higher or lower than mine.  You might be in an elevated 
category of severe risk, or you might be young and robustly healthy.  You might have readily 
available access to highest quality unlimited heathcare and doctors who will patiently take as 
long as it takes to conversationally talk to you, discuss the issues and options, and involve 
you in the decisionmaking.  Or you might not.  And so on. 

As regards the specific treatments being mentioned for your consideration, you should also 
modify them to reflect your particular medical situation.  For example, as you age, things like 
immune system responses, kidney efficiency and drug half-lives become more of an issue. 

Plus there may be potential interactions with other drugs you are already taking.  Maybe 
you’re allergic to one of these things.  And who only knows what else (answer – your doctor 
might know,43 and if not, could find out44). 

To restate.  I am not recommending you should adopt anything I’m writing 
about.  I’m merely offering up some thoughts for you to incorporate into your 
own evaluation and decisions about what is best for you. 

If you need additional advice and guidance, please turn to your doctor.  But insist 
he explain his own reasoning to you – that’s only fair. 

Why are So Many Doctors So Risk Averse? 

A friend with two high-risk modifiers (he was elderly and overweight) came down with a 
Covid-19 infection.  He was concerned about what might happen, with other family 
members relying on him for support, and of course, neither he nor they wished his 
experience to be any more than the mildest possible. 

 
42 Generally, I try and support everything I say either with detailed reasoning or links to articles.  But, with this 
book now exceeding 350 pages, sometimes I edit out things that perhaps should be left in.  So if there’s something 
you don’t understand and want to understand, please let me know.  That will help me to know what is important 
and helpful to you, and I’ll update the book to include additional explanation for the benefit of all readers. 
43 So too might your pharmacist. 
44 A sad emphasis needs to be placed on the “could”.  I know Covid-19 sufferers who were forced to “doctor-shop” 
in trying to find a doctor who would agree to at least have an open discussion with them about the pluses and 
minuses of HCQ and other drug use.  Regrettably most doctors recoiled in horror at the thought and refused to 
discuss the matter at all. 
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So he personally made the decision to try any and all possible cures that had been identified 
in the literature as maybe improving a person’s chance of survival. 

But he couldn’t find a doctor, anywhere, to write him the prescriptions he needed for the 
medicines he wanted to take.  Most doctors refused to even talk about the subject with him, 
and treated him disdainfully as if he was a drug addict asking for a prescription for narcotics.  
Those who would at least interact had 100% closed minds and refused to enter into an 
engaged discussion of the studies and their findings, merely repeating mechanically either 
that the treatments he wanted would not work, or the possible strategies that showed 
promise were not officially approved and so would not be allowed.45 

Many of us have a somewhat idealized notion of a doctor as being someone who will move 
heaven and earth and do everything possible to help a patient get cured of whatever afflicts 
them.  But, in California, my friend’s experience in July failed to find a single doctor who was 
willing to think independently or creatively, or even to read and evaluate trials that seemed 
to indicate possibly promising treatments.  Most of all, they refused to prescribe drugs “off-
label” that they lawfully could prescribe and which had no side effects of concern, and 
which possibly might help reduce the severity of a Covid infection, and lied to him about 
why they wouldn’t do so. 

Why are doctors so risk averse? 

There are probably six reasons for this, and, to be fair, much/most of the time, their risk-
aversion is the right thing. 

The obvious reason is that in their experience in the past, they have seen too many not-yet-
officially-approved treatments fail to live up to their initial promise.  Think of all the 
“miracle” cancer cures that come and go, and the sometimes deliberate fake “quackery” 
medicine and snake oil treatments that are occasionally offered by fraudsters. 

The vastest part of non-mainstream medicine and the advice offered through such alternate 
channels is of very low value and accuracy.46  So of course, they’re going to be very cautious 
in all such cases. 

 
45 The doctors were debatably wrong on the first point, and totally wrong on the second point.  Yes, to be clear and 
blunt, I am saying the doctors lied directly to this person when they said they were not allowed to prescribe 
medicines for off-label use (discussed subsequently in this book).  Doctors that lie to you? ..... 
46 You might think you’re a careful person and you might feel you’re doing sufficient “due diligence” by researching 
the companies, the websites, and the products they promote – maybe you even do a Google search for “(company 
name) fraud”, and all you find are positive articles, so you feel reassured that the company or product is 
trustworthy. 
(continued on next page) 
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When you’ve been repeatedly disappointed by past possible cures that have totally failed to 
live up to their expectations, you become less open-minded when greeted with yet another 
treatment that promises much but has not yet gone through the rigorous testing and trials to 
meet full formal FDA and other approvals. 

There are five other reasons doctors prefer to be “safe rather than sorry”. 

The first is doctors might be risking their professional accreditation and may have their 
license to practice revoked if they start egregiously prescribing medicines for purposes the 
medicines have not been officially certified as being appropriate for.  Alternatively, they 
might be employed by a large institutionalized healthcare company, with rigorous rules and 
restrictions on how flexible and creative the doctors can be. 

That’s a bit like the policeman who doesn’t really want to cite you for some small violation, 
but who has no choice, because that is his job.  The policeman tells you to argue the case in 
court, and to pressure your politicians to rewrite the law.  He’s just the man in the middle, 
following rather than making policy.  Or like the policeman who personally thinks writing 
speeding tickets for 2 mph over the limit is crazy, but he’s been given a quota he must fill to 
get good personal reviews every year. 

Being compared to a policeman is an unglamorous description of a doctor, but many times it 
is a fair one.  A family doctor is surprisingly limited and constrained in what he can and can’t 
do, and much of the time, these constraints are strict and strange and have been enacted by 
politicians and regulators, for reasons that in truth are not always as valid and altruistic as 
they should be.  Doctors might not tell you this directly, but the grim reality of the ever more 
obsessive scrutiny of their work and required documentation and reporting about what they 
do is increasingly constraining their ability to pro-actively think outside the box and help 

 
But did you know there are companies – they call themselves “reputation management” companies – that charge 
sizeable sums of money to ensure that when people search for one of their clients, they only see good positive 
articles online.  They’ll even create a network of seemingly independent sites, all with some generic articles and 
also positive articles about their client.  Needless to say, some of the people spending tens of thousands of dollars 
every month for reputation management services have deservedly bad reputations to start with.  So it is very hard 
to really truly know who and what to trust. 
Yes, I know, I’m saying, by obvious implication, “don’t trust me”.    And I’m happy with that statement.  That is 
why I’m never asking you to trust me “just because”, and am supporting everything I say with what I hope to be 
links to credible sources. 
Back to my point.  Because doctors have seen so much that is untrue and false, they’ve developed an immediate 
rejection type response to most new information that doesn’t appear in “trustworthy sources”.  But the 
conservativism of those trustworthy sources, while working in everyone’s favor in normal times, is a problem in 
fast moving fast changing situations such as we are in at present with the virus.  We all need to open our filters a 
crack and at least consider some of this stuff with a slightly open mind.  Just because most alternate type medicine 
is nonsense doesn’t mean it is all nonsense. 
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patients with new and sometimes experimental medicines to resolve new and difficult 
medical issues. 

While in theory doctors can prescribe drugs for off-label use (we discuss this below, see the 
section “Off-Label Use” on page 314), their liability for off-label prescribing is higher than for 
normal approved use prescriptions.  Which leads to the next point. 

The second reason is similar to the first.  The other threat to a doctor being able to keep his 
job is that posed by the professional liability insurance he needs.  Using a similar analogy to 
the policeman one, we all know that the biggest penalty if we get a speeding ticket is not the 
fine we pay to the court, but the hit on our insurance premium.  We need, by law, insurance 
in order to take our vehicle onto the road.  Our mortgagor requires us to have insurance on 
our house before they will lend us money.  And a doctor needs his professional liability 
insurance – and needs to have a good record with low/no claims to keep his insurance cover 
– in order to be able to practice. 

If he starts prescribing off-label medicines, then he is not only opening himself up to liability 
from his patient if the medicine doesn’t work as hoped for,47 but his insurance company will 
react very negatively too. 

The third reason is a practical one.  Doctors are overworked, and don’t have the time to 
fully and fairly study the literature on every last long-shot possible cure for every different 
disease.  Neither do they have the time, if they give a patient a non-standard treatment, to 
then closely monitor the patient to ensure no unexpected side-effects or responses to the 
non-standard treatment.  Most medical practices are set up to work on a very scripted 
regulated basis, processing patients in the most efficient way possible, and conforming to 
industry “best practices” with little opportunity to break free of those constraints. 

This isn’t just because doctors are greedy (most are not) and wanting to make as much 
money as possible.  Closely related to not having the time is the fourth reason - your 
medical insurance may not cover the cost of experimental treatments, and has dozens of 
complex requirements and restrictions on what they will cover, and how much of a doctor’s 
time they’ll accept in any given course of treatment for any given ailment.  The doctors are 

 
47 While a patient might make any number of promises up front to not sue, no matter what the outcome, and 
while the doctor might make extremely full disclosures of any risks involved, try telling that to the ambulance-
chasing attorneys if things subsequently turn out negatively. 
This is even more certain if the patient dies, and an action is brought by the patient’s grieving family (who never 
promised not to sue), demanding compensation for their loved one’s “wrongful” death due to “medical 
malpractice”. 
There are so many ways a non-standard course of treatment can be twisted and turned and made into seemingly 
medical malpractice. 
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being squeezed by both their own liability insurance and your medical insurance into a 
narrow “safe ground” with little room for variance. 

There is one more – the fifth – reason as well.  It is one I’ve experienced myself, not as a 
doctor, but as a lowly travel agent.  I owned a travel company for just over a decade, and 
noticed an interesting thing.  When a client came and asked for, eg, the lowest possible fare 
to fly to Europe; while I was keen to find them the very best fare possible, I was avoiding 
offering them the very lowest possible fare on the cheapest no-frills airline.  This absolutely 
wasn’t because I wanted to sell them a needlessly over-priced ticket and get a little more 
commission.  It was because I knew that the lowest ticket, on the cheapest airline, came with 
a whole bunch of potential problems that might make life difficult. 

For example, back in the happy days before “no change/no refund” policies became 
common, tickets with those types of restrictions would create problems if a person 
subsequently needed to change or cancel their travel.  Sure, I’d tell the person up front 
about the restrictions, but they’d unconsciously reject what I was saying and believe that, if 
such an issue arose, they’d be able to persuade me or the airline to make a special exception 
for them.  This requests would almost never be granted by the airline.  I knew that, but they 
did not (and when their request for a waiver of the rules was summarily refused by the 
airline, they would invariably blame me rather than the airline). 

For further example, some charter airlines would have very low fares, but would only 
operate one flight a week.  If you needed to change your departure or return, and even if 
your ticket rules would allow you to do so, you wouldn’t have a choice of an earlier/later 
flight the same day, or even the next day.  You had to wait a week, which of course could be 
terribly inconvenient and often ended up requiring the person to have to buy a last-minute 
one-way ticket on another airline (costing much more than the original roundtrip ticket – 
and, of course, they’d not even get a refund on the unused portion of their original restricted 
ticket).48 

Now, here’s the thing that applied to me, and which I suspect applies to many doctors as 
well.  I knew that perhaps one person out of every 50 people I sold these restricted 
discounted tickets to would end up with a problem, which of course meant that I too would 
end up sharing that problem.  If I told the person about that risk, they’d invariably say “A 2% 
chance of problems?  That’s fine, I’m willing to take the risk.  The odds are in my favor, it 
will probably not happen to me.” 

 
48 Usually the problem arose when the charter airline had to cancel a flight.  Best case scenario, it might refund a 
small portion of the original fare, but it would never offer to re-book you, for free, on another airline to keep you 
more or less close to your original travel dates and times. 
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The person saying that was indeed probably correct.  A one in 50 chance of a problem is not 
a big risk to take. 

But, and here’s the point.  For me, I was selling 100 or more tickets to Europe, every week.  
One chance in 50 meant that each individual traveler probably had no problems, but meant 
for me that I would end up with two nightmare problems, every week.  I was more risk 
averse than my passengers, because my risk exposure – even though involving the same 
event – was very different to theirs. 

It is the same with doctors, only more so.  The limit of the risk and “nightmare” that I had to 
endure was nothing more serious than an irate passenger blaming me for things that in truth 
were totally not my fault or liability,49 and the extent of the reparations demanded was 
hopefully no more than refunding an airfare. 

But for a doctor, he is risking malpractice suits, losing his insurance and/or his medical 
license to practice, public vilification in the media, and also seeing patients that he truly 
cares about suffer the consequences of bad medication choices, possibly even dying. 

So we fully appreciate and understand why doctors sometimes seem to be closed-minded 
and opposed to medical experimentation. 

But their low tolerance for risk does not mean that alternative approaches to curing a disease 
are automatically wrong for you, just like my unwillingness to book passengers on “risky” 
flights did not mean that what was bad for me would also be bad for my clients. 

It also raises the interesting ethical/social issue – who should be in control of our healthcare?  
Politicians, administrators and regulators, and insurance companies?  Doctors, either subject 
to or freed of the constraints detailed above?  Or us, ourselves? 

Surely, at the end of the day, we deserve the right to at the very least participate in a 
discussion about how our illnesses should be treated.  My Californian friend couldn’t even 
get a doctor to have that discussion, let alone open-mindedly consider the issues and 
possibly allow a non-official treatment regimen. 

It is in the spirit of self-empowerment and allowing more fully-informed participation in what 
may literally be life and death decisions about you, yourself, that we provide this material 
now. 

 
49 And sadly also, things I was unable to resolve – travel agents don’t set airline policy and only rarely can prevail 
upon airlines to vary their policies. 
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The Fallacies of Scientific Tests and Trials 

Have you noticed how two different groups of people can take the same statistic and 
interpret it in opposite ways?  For example, an economic statistic can simultaneously be 
claimed to be an excellent improvement, or a terrible underperformance.50 

Actually, economics is interesting, because it makes a distinction between “macro-
economics” – the broad impacts on a country as a whole – and “micro-economics” – things 
that impact on you and me personally and directly.  That is why the country’s economy 
might be booming, but your personal economy might be on life-support – for example, even 
though employment in general is rising, your employer just laid you off. 

We really need similar distinctions in other fields too, including the medical field.  This is 
particularly so in the case of studies that are used to evaluate the efficacy and safety of 
possible new medical treatments.  Almost without exception, all of these trials, while possibly 
showing a sufficient skew in the results and outcomes to either support or contradict the 
claim of a new medicine working well, will also show a number of people/patients who 
experienced completely the opposite.  Understandably, the focus and finding of the trial is 
on what most patients experienced, but sometimes there is very helpful information to be 
gleaned by studying the other outcome. 

The point we’re building up to is that even the most negative study might show some 
grounds for hope for some patients.  With the main purpose of most medical research being 
to find and enable new cures, shouldn’t even negative and disappointing studies be further 
looked at to see if there is some possible added factor that determines if a patient is likely to 
have a positive or negative experience, and then adjust the treatment plan to allow for that? 

It is interesting and significant, whether a trial is largely positive or negative, to understand 
why that is so, and to see if it is possible to further shift the results or adjust the treatment to 
improve the positive outcomes, and to understand which patients are most likely to safely 
secure the positive outcome.  It can be equally valuable though to study the other part of the 
results – the negative/undesired outcomes, and learn from those too. 

We’ve progressed to a point of understanding and risk-averse approach where we will let 
even a low level of severe side-effects prevent or at least marginalize the use of a new drug.  
That may or may not be appropriate – for example, if there is a disease that kills half of all 
people who acquire the disease, and if a treatment is proposed that would cure two-thirds of 

 
50 We see this in every election campaign, don’t we.  The incumbent quotes numbers to show wonderful the 
economy is, the aspiring other candidate uses exactly the same data to “prove” how the economy has been 
woefully mismanaged.  The numbers are the same, it is how they are interpreted that varies.  This ability to 
selectively interpret data many different ways is a theme running through much of the rest of this section. 



The Covid Survival Guide  Page 24 

 

 

This version was printed on Tuesday, November 10, 2020 at 6:29 PM 
Check for the current version at https://blog.thetravelinsider.info/covid-19 

people with the disease, but condemn the other one-third to a painful death, should that 
treatment be allowed or not? 

Happily, that’s not a question that we need to answer here!51 

And now for the particular examples we have in mind.  Let’s look again at the “poster child” 
of bad science/bad result interpretation, hydroxychloroquine.  We have to bring up, in 
particular, the bizarre hate that is being lavished on hydroxychloroquine (HCQ), and the 
unfair methods that have been deployed to “prove” the drug is either unhelpful or possibly 
even harmful.52 

The situation is simple.  A number of doctors have claimed that, for patients early in a Covid-
19 infection, and with mild rather than severe symptoms, giving them a combination of 
HCQ and zinc (Zn) (and possibly azithromycin (AZ) too) has resulted in their patients’ 
symptoms not getting worse, and seeing the patients quickly cured of their infection, without 
hospitalization, and without dying. 

There are three key elements of this claim : 

• Early in an infection 
• Mild symptoms 
• Combination of HCQ and Zn (and possibly AZ) 

So, if you were a medical researcher, and wanted to do a formal “scientific” trial to confirm 
or rebut the efficacy of using HCQ in patients with Covid-19, what would you choose to do 
: 

(a) Test using HCQ and sometimes AZ but not Zn on patients with severe 
infections who have already been admitted to hospital 

 
51 But if we were to answer that question, we’d probably say that rather than a blanket ban on the new drug, or a 
blanket approval, it should be left up to each patient and their physician to evaluate and decide. 
We’d also point out that this question/dilemma is not a medical issue.  It is a public health policy issue, and we all 
(should) have an equal voice in the formulation of such matters.  And, most of all, it is both a public health policy 
issue in general, but also a very personal life and death decision for each patient individually. 
At the risk of touching on a terribly contentious issue, we (and most other societies around the world) allow 
women to decide if they have an abortion or not.  So why can’t we also allow patients to make other major issues 
about their healthcare?  Don’t we have a similar “right to choose”?  Isn’t it a similar protected privacy issue? 
And, for the many good people who are uncomfortable about abortion and opposed to it, hopefully they’ll agree 
that there’s a huge difference between decisions involving the life of an unborn child and decisions involving only 
one’s own life. 
52 HCQ has become the most vivid example of a drug getting an undeserved bad reputation, but there are also 
many other drugs that are just being totally ignored.  They’re not being criticized, they’re just being ignored, even 
though other countries are using them with positive results – for example, ivermectin. 
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(b) Test using HCQ but not zinc nor AZ on patients already in hospital 

(c) Test using HCQ and Zn and possibly AZ on patients early in an 
infection with mild symptoms and not yet needing hospitalization 

The correct answer is, of course, (c).  Unsurprisingly, every trial that has tested that scenario 
have been strongly positive.  The few negative-result trials have been either (a) or (b). 

While it would be interesting to also understand if HCQ by itself works, or if it needs to be 
combined with Zn and/or AZ, and of course it would be great to know if the drug can also 
help patients with more severe doses of the virus, the first point is surely to prove or disprove 
the apparent value in an early treatment of HCQ + Zn (+ AZ) as has been claimed. 

Now, let’s say that for whatever reason you too did a test using the (a) or (b) scenario, and it 
shows that the HCQ has little or no effect.  What do you then announce to the world? 

(a) HCQ is useless for all patients with Covid-19 infections 

(b) In the specific scenario you tested, HCQ did not have any positive 
effects, but the benefit of using HCQ in other scenarios and as has 
been claimed by the earlier studies can not be determined by your trial 

We don’t know why, but not only have most of the HCQ trials been to test scenarios where 
there has been less compelling evidence that HCQ would work, but when the results 
subsequently came back to show that, yes, indeed HCQ did not work in those scenarios, 
somehow the results have been mis-stated as “proving” that HCQ never works in any 
scenario.53 

 
53 You might say “But, David, if HCQ doesn’t obviously help seriously ill patients, surely it also doesn’t help people 
with milder infections?”.  That’s a fair question to have, but most anti-viral drugs work best in the early stages of a 
virus attack. 
Think of the virus infection like a leaky old boat.  The more that water leaks into the boat, the more it continues to 
leak and the faster the water floods in (more water pressure as the boat settles into the water, and more holes get 
below the waterline as the boat gets deeper and deeper into the water).  Eventually, the water breaks over the 
sides of the boat and then it rapidly completes its sinking. 
Now think of HCQ (or any other anti-viral drug) as a bailer.  When the first leak starts, the bailer can easily handle 
all the water coming in, and there’s no problem.  But if you don’t start bailing right away, the leak slowly gets 
bigger, and the rate of water coming in increases.  Now, if you start using the bailer, you can barely keep up with 
the water.  If you wait a bit longer still before responding, more leaks start letting in more water, and the bailer can 
no longer keep up with the rate of water flowing in.  Eventually – if you don’t get to shore in time – the boat then 
has the water flooding over the sides and nothing will save it. 
The analogy with the virus is to think of the virus growth like the growing rate of water coming into the boat, and 
HCQ like a moderate sized bailer.  In the early stages, HCQ may be able to defeat the virus, before it gets 
established and reaches a critical/sustainable level of infection.  In the middle stages, HCQ might slow the 
(continued on next page) 
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There is no rational ground for that at all.  A test/trial can only ever report on the results 
observed in the scenario being trialed.  Extending and generalizing a specific outcome of a 
specific test is a very dangerous and seldom substantiated thing to do (and yes, both in terms 
of extending negative and positive results). 

Hopefully you understand this and why it is.  I understand it too.  But I do not understand, 
for the life of me, why it is that people have run the “wrong” trials and then come to the 
doubly wrong conclusions at the end of the trials. 

Maybe if I was a doctor, I’d understand?  No, I think not.  This is universal logic and plain 
common sense.  No amount of medical education changes the fact that these trials and their 
results are unhelpful.54 

Now for a really big question :  What else are medical researchers and the public policy 
makers who use their findings making similarly fundamental errors about? 

One more point needs to be made.  Conducting a medical trial is an extremely complicated 
process.  There are a multitude of challenges – three in particular stick out.  The first is that 
every person is different.  They have different ages, body masses, lifestyles, existing ailments 
and conditions, and react to different drugs in different ways.  How can you distill out of a 
range of results which factors are based on what variables, and how can you be sure there 
isn’t an unknown “X factor” that is influencing your entire study?55 

The second factor is to try and understand what would have happened if the exact same 
people had received (or not received) the same or a different treatment?  If three quarters of 
your test subjects got better after taking a trial drug, that is great; but how do you know what 
percentage would have got better, anyway?56 

 
deterioration of symptoms to a noticeable degree (or might not).  And in a late stage, almost nothing will make a 
difference. 
54 By all means, write to me and explain otherwise.  I’ve no vested interest other than optimizing my own chances 
of surviving a Covid-19 infection.  I’m seeking the truth, wherever and whatever it is. 
55 For example, Covid-19 testing on people in Laos, where only 3 people per million have contracted the virus, 
would probably give very different results to people selected in Luxembourg, where 11,861 people per million 
have contracted the virus.  No-one knows why, but clearly there’s an X factor that is causing something. 
There are ways to reduce unknown additional factors, but it is hard to know there isn’t some subtle obscured bias 
that has managed to sneak into the trial. 
56 What you do is to have two halves to your trial, with as similar as possible groups of people in each.  One half is 
taking the drug that is being tested, and the other half is not (and no-one knows which is which).  Then you can say 
“we had 50 women in their forties, all of European background, all vegetarians, all slim, all with two children, in 
happy marriages and working in similar jobs, living in the same town, going to the same church, none lactose 
intolerant, none with high blood pressure, (and so on and so on in as much detail as possible so as to eliminate 
(continued on next page) 
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All the accepted practices and procedures to try and resolve these issues can reduce the 
random “wild card” unknown factors, but don’t eliminate them.  The only way to do that is 
with repeated trials with different samples of subjects in different locations, and with the 
largest possible groups of subjects. 

If a number of different tests/trials are performed by different researchers in different places 
and with slightly different scenarios, and some return positive and some return negative 
outcomes, one shouldn’t abandon all further research.  Instead, one should be encouraged 
by the positive tests, and excited to identify what the as-yet-unknown “X factor” is that 
makes some trials negative and others positive. 

The third factor is in analyzing the results.  Remember you already don’t know exactly what 
caused the results, and you’re not sure what the outcome would have been if the test 
element hadn’t been added.  But after those two variables, you now have the third one, 
which in its essence, is “do these results actually mean anything?”. 

For example, if you toss a coin four times, and it comes up heads every time, does that mean 
this is a magical coin that will always come up heads?  Or is it just random chance?  Is the 
next toss more likely to be heads again, or maybe tails to help even out the past numbers?  
You can guess both those answers fairly readily by using your general knowledge of statistics, 
sampling, and coins.57 

But with an unknown test element, and uncertain other factors, you don’t really know what 
to expect, and while there are statistical methods to help you determine the confidence you 
should place in the results, and what the possible range of actual answers might be implied 
from the results you’ve received, even an apparently overwhelmingly and convincing 

 
other factors that might impact on the outcome…..) in each group, and 30 of the women in one group experienced 
a positive outcome and only 20 of the women in the other group did – therefore this drug seems to improve the 
chance of a positive income by 50%”. 
57 That points to another possible error – “confirmation bias”.  This is an insidious and subtle effect that can flow 
into and taint every element of a test/trial, starting with the way the trial is designed in the first place, and running 
through to the analysis of the results in the end. 
Our “confirmation bias” from the coin tosses would depend on if we’d randomly pulled a coin out of our pocket, or 
had been playing a gambling game based on coin tosses in some shady gaming room.  Our bias also extends to 
“knowing” intuitively that a coin will only land heads or tails, and “never” on its side.  These are obvious examples 
of confirmation bias, and because they are obvious, they are less dangerous.  It is the more subtle ones that we 
don’t pick up on that can come back to haunt us, later. 
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seeming outcome might actually be statistically insignificant (like the coin toss example) and 
likely to be random chance.58 

There are other complicated issues too.  What say, for example, you decide to conduct a 
trial to see if a new drug helps cure Covid-19 sufferers, and you decide you will monitor the 
test subjects for two whole months to see who survives and who dies.  That seems to be very 
careful and cautious, and possibly even too much so.  As time passes, there is a growing 
possibility of other semi-random events influencing a person’s survival, and most Covid-19 
people have either been cured or died in much less than two months.  So, based on that 
possibility, the longer you keep checking survival rates, the more you allow new variable 
factors to intrude.  But maybe this experimental drug miraculously extends everyone’s life 
three months, but then its effect wears off, the virus comes back to life, and one day later, 
they are all dead.  Your trial won’t have registered that ultimate outcome. 

So how long should the trial be?59 

I could continue, but the point to focus on is simply that even the most apparently rigorous 
and perfect of tests may still be full of issues and unknowns.  I’m not saying that meaningful 
testing and trial results are impossible, but I am saying they are much harder to get than first 
meets the eye.  There are “best practices” that can address many of the issues I’ve 
mentioned above (and more issues I’ve glossed over), but testing and trials are an uneasy mix 
of art and science. 

 
58 Test design and validation is an exceedingly complicated field.  But here’s a fascinating article, easily readable, 
about how one person “proved” the existence of ESP while simultaneously following what appeared to be all the 
best test design practices.  https://getpocket.com/explore/item/daryl-bem-proved-esp-is-real. 
At another level, it is possible to surround an apparently robust theory or test analysis with such an impenetrable 
wall of babble and jargon as to cause all readers to “give up” on their analysis and simply accept the result, as 
ridiculous as it may be.  This is most famously exemplified in the Sokal Hoax.  
https://physics.nyu.edu/sokal/Chronicle_Jan_1_17.pdf 
We are NOT saying that all (or even any) of the many drug studies to do with Covid-19 treatments have been 
deliberately distorted, but we are saying that whether deliberate or accidental, it is possible that test weaknesses 
may have slipped into an analysis, undetected.  There are already examples of some such studies that have even 
been “refereed” prior to publication in very esteemed journals (namely, The Lancet in Britain) which have 
subsequently been exposed as failing to meet even the most basic and rudimentary standards of test/analysis 
protocol. 
59 You might say “those other causes of death can easily be distinguished on the death certificates, so there’s no 
danger of confusion”.  I’ll disagree with that.  Our authorities, in the US, are finding it an enormous struggle to 
accurately count true Covid-19 deaths at present, due to how death certificates are completed and the varying 
requirements for what is needed to qualify a death as being counted as a Covid-related death. 
The most strident example of this was in Washington state, where gun-shot victims were being counted as Covid 
deaths for a while.  See https://www.freedomfoundation.com/washington/washington-health-officials-gunshot-
victims-counted-as-covid-19-deaths/  
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To close this part, I need to state that I am not saying HCQ has yet been proven to always, 
guaranteed for sure, help people beat their Covid-19 infections.  I doubt that level of 
certainty will ever come about. 

But I absolutely am nailing my colors to the mast and saying that the trials (at least that I’m 
aware of) claiming to prove it doesn’t work and never works have not been targeted at the 
use-cases Covid-19 is being advocated for, and so their results, while possibly accurate for 
the scenarios they researched, tell us nothing at all about if HCQ might help in other 
circumstances.60 

In round figures, today (mid-November) another 120,000+ people in the US will become 
infected with Covid-19, and 1,000+ of those people will die.  This is a national disaster of 
the gravest of proportions.  Why are we not scrambling every possible resource to solve the 
problem? 

We are spending many trillions of dollars to try and compensate people for the harm caused 
by the virus to our national economy and to people directly; and we’re on the verge of 
spending many trillions of dollars more for another round of compensations.  How about 
spending some small percentage of this on positively researching potential cures? 

Shouldn’t the medical experts be giving the highest possible priority to finding how and 
when HCQ might save lives, rather than dismissing it on the thinnest of excuses?  This 
strange disconnect is all the more astonishing because it isn’t as though there are other, 
better, and formally approved treatments that could be taken instead.61 

The most recent example is this hit-piece/hate-piece about another possible product that 
might help people who get the virus more quickly recover.62  Ignore the people and 

 
60 See https://c19study.com/ and the 163 studies about HCQ they review. 
61 There are other unproven treatments.  The thing that strikes us is how the “medical establishment” reacts so 
extraordinarily negatively to all such possibilities.  Rather than saying “Wow, those preliminary results are really 
promising, lets rush to research it further to see if it checks out” there’s an overwhelming rejection, saying “You 
haven’t proven this already to the nth degree with multiple trials involving thousands of people over many years, so 
we’re not interested in hearing what you’ve got to say”. 
That is sometimes accompanied by an ad hominem attack – “You can’t be trusted, because you have a vested 
interest in the outcome and success of this”.  But if having a vested interest is to be a disqualifier, what about all 
the Big Pharma companies?  Why are we investing billions of dollars to rush through the production of untested 
vaccines, while refusing to listen to “Small Pharma” and their under-funded early results of promising new drugs? 
62 See https://www.axios.com/trump-covid-oleandrin-9896f570-6cd8-4919-af3a-65ebad113d41.html  
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personalities involved – we need to focus on the reality of the potential promise of the 
product.63 

Ultimately, the issue right now, is “What right does someone else have to forbid me from 
choosing my preferred course of treatment?”. 

The Truth Changes 

Here is another important introductory comment.  The truth changes.  By this we mean two 
things : 

First, we are still discovering new things about the virus – how it is transmitted, what it does, 
possible cures and treatment plans, and so on. 

Second, the infection – the global pandemic – is still raging all around us.  The numbers of 
cases and survivors/deaths change every day, and so too does the analysis and interpretation 
of those numbers. 

Even in this document, you might notice where we refer to a number somewhere (for 
example, total US cases) but elsewhere in the document, we use a different number for the 
same thing. 

This is unavoidable because, as we write and update the document, we don’t update every 
occurrence of every number, and as long as the change isn’t material and important to our 
statements and interpretations, and as long as there is a general sense of the number 
applying at a certain point in time, we let some of the older versions of numbers slip through 
the system. 

Because the truth is indeed changing on a daily basis, you need to consider this when 
reading any material about the virus.  If you’re reading material that was written back in 
March and April, there is a good chance that it needs to be revisited and possibly very much 
rewritten and changed now, with different facts, percentages, timings, and conclusions. 

This is regrettably and particularly the case because much of the early analysis necessarily 
focused on data from China.  Up until April, China’s disclosed virus numbers represented 
the largest part of the world’s total and so seemed to be a great source for analysis and 
interpretation.64 

 
63 The actual 18 page research paper showing the promise of oleandrin is here :  
https://www.biorxiv.org/content/10.1101/2020.07.15.203489v1.full.pdf 
64 My, how times have changed.  We in the US alone, although with four times fewer people than China, are now 
reporting more cases in a single day than China has acknowledged, in total, right from the very start of the virus 
onset. 
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Unfortunately, there are two problems with that.  The first is the Chinese data is widely 
believed to be unreliable.  It has been suggested that China has hugely understated both 
their total cases and also their total deaths.  It would be risky to make major policy decisions 
based on any numbers from China.65 

Secondly, there are extraordinary regional differences in numbers, both in terms of the 
number of cases per million people, and in terms of the number of deaths and mortality 
rate.66  For reasons that are currently not at all well understood, some countries have been 
very fortunate, with extremely low rates of cases and deaths.  Other countries have been 
very unfortunate with extremely high rates.  Even more puzzling are cases where similar 
seeming countries, geographically close to each other, are at the opposite extremes of the 
spectrum. 

Because we don’t know why there are such huge changes, it is risky to rely too much on any 
data from other countries, because there are these mysterious unknown factors that greatly 
change from each country to each other country. 

The Truth is Not Absolute, Facts are Seldom Certain 

Our western Judeo-Christian society values truth and morals as absolutes.  Promises should 
be enforceable and inviolable, and right and wrong are universal concepts. 

While people can hopefully perceive some issues that are more nuanced – which is of 
course why there are multiple political parties and viewpoints; some things, particularly 
“scientific” things, are thought to be absolutes and incapable of multiple different 
interpretations.  Facts, after all, are surely right or wrong.  Two plus two always equals four.  
Water is always liquid, and fire is always hot. 

 
65 It is interesting to remember the horror and amazement which those of us monitoring China’s official numbers 
in February felt – up to a maximum of about 3,500 new cases a day – numbers which seemed apocalyptical and 
impossible to countenance.  But now, India is reporting over 90,000 cases in a single day – India is having more 
new cases every day than China has reported in total – and the 90,000 cases a day barely rates a mention in the 
(non-Indian!) press. 
66 For example, looking at this site https://www.worldometers.info/coronavirus/ on 7 November August, we see 
that there are some countries with total infection rates greater than 40,000 per million people, but other countries 
with total infection rates less than 1,000 per million people.  Similarly, the case fatality rate (the percent of total 
cases who die) ranges enormously, and some countries with what you might think are primitive healthcare 
systems have much lower CFRs than countries with sophisticated healthcare systems (such as, ahem, the US and 
UK). 
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But these are gross over-simplifications,67 particularly in the context of something that 
deceptively seems simple – public health management.  You might think it is simple – a 
person is either healthy or sick.  They either have this disease or that disease.  They either 
survive or die. 

None of those seemingly black and white issues are indeed absolutes.  As you know yourself, 
being healthy or sick is a continuum with many mid-points.  Some days you feel “a bit off 
color”, other days you feel definitely unwell but still get out of bed after hitting the snooze 
button on the alarm a couple of times, and sometimes you are so unwell you moan, groan, 
turn off the alarm, and stay in bed all day. 

As for having this or that disease, that too is surprisingly variable, particularly in terms of how 
each disease affects you, its severity, and its possible interaction with other medical 
conditions you have.  Even a single disease might actually not be a single disease, but a 
collection of a number of different strains of a similar/related virus or bacteria.  Something as 
simple as a “sore throat” can be caused by several different bacteria (or might be a symptom 
of something much darker, like cancer) and those several different bacteria may vary in 
terms of whether they will be eliminated by various different antibiotics.68 

Some diseases mimic other diseases, and some diseases (using the word in its broadest 
sense) have mysterious and puzzling root causes that are still subject to conjecture. 

Even the most extreme measure of healthcare – does the patient live or die – is also 
nuanced.  We discuss this in the section “Your Risk of Dying” that starts on page 124. 

Beyond the examples of debatable and possibly miscategorized causes of death, there is also 
the issue that living is not an absolute outcome either.  There is more to living than simply 
breathing (especially if only doing so while connected to a mechanical ventilator and 

 
67 Even the 2 + 2 = 4 assumption is a simplification, but that’s not something we’ll dive into here!  It can also be 
subject to computer errors (if not represented as integer type values – also not something to go into here). 
Water can also be a solid, a super-cooled (solid) liquid, or a gas.  Some flames burn very cool because they require 
as much heat to evaporate the liquid they’re burning as they generate in heat. 
68 We’d also point to the fascinating story of how our understanding of what causes stomach ulcers has evolved.  
For the longest time, they were thought to be caused by stress.  An obscure doctor in western Australia dared to 
think otherwise, and was ridiculed for doing so by “the experts”.  But he persisted in his research, and even 
infected himself to prove his theory, and eventually came up with conclusive proof that stomach ulcers are caused 
by bacteria.  He and his partner-researcher ended up winning the Nobel Prize for medicine. 
So much for “all experts agree that …..”.  Most advancements in medical science start off with a need to rebut the 
implacable deadening of open-minded enquiry and experimentation caused by the “all experts agree that ….” 
statement. 
See, for example, https://www.discovermagazine.com/health/the-doctor-who-drank-infectious-broth-gave-
himself-an-ulcer-and-solved-a-medical-mystery  
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sedated).  What is the quality of life that the “recovered” patient now experiences?  Have 
they made a full or only partial recovery?  While their future life expectancy be the same as 
if they had not been ill, or will they die prematurely, albeit years/decades in the future?69 

Facts Are Meaningless, Interpretation is Key 

This brings us to another important concept.  We also urge you to beware of accurate but 
misleading or irrelevant facts.70  The most obvious example of this is the often-quoted claim 
that “The US has almost twice as many virus deaths as any other country”.  On the face of it, 
this is true.  Today (14 Aug) the US is showing as having 171,313 deaths.  The next largest 
death count is in Brazil, with 106,523.71 72 

 
69 Yes, there are point scales to measure degrees of severity of illness and degrees of recovery as well.  But they 
are very subjective – just think when a doctor last asked you “On a scale of 1 – 10, how would you rate the pain 
you are feeling at present?”.  When I’m asked that question, I have absolutely no idea where in the scale any pain 
should be placed, and I also suspect that whatever my rating might be will be several points higher or lower than 
the next person with the same pain. 
70 An example of this happened to me, almost 40 years ago.  I was doing a major research project for a retailer in a 
small New Zealand city, and part of that involved surveying both their shoppers and the shoppers of competing 
stores in the town.  We had interviewers outside the exits to all relevant stores, asking questions of people as they 
left.  One of the other stores objected, claiming that the people leaving their store were “their” customers and that 
their customers’ opinions were a trade secret that we were trying to steal.  A nonsense claim, of course, but the 
last thing we and our client wanted was a major argument and possibly court case in a small town where you 
needed to cooperate positively in the community. 
I asked my senior partner what we should do?  We needed the data.  He said “Offer to give the other store a 
complete copy of all the survey data we get, both from their store and other stores”.  I marveled “Doesn’t that 
mean we’re giving them a free copy of what we are charging our client many thousands of dollars for?  That 
doesn’t seem fair.  What will our client think?”  The older wiser partner replied “The raw data is meaningless and 
has no value.  Anyone can collect data.  What we are charging for is how we analyze the data, and the 
recommendations we derive from its interpretation.  The other retailer won’t know what to do with the data.” 
He was correct.  We uncovered interesting differences in perceptions and attitudes between the different stores, 
and the client retailer made successful changes as a result.  The other complaining store made no changes at all, 
even though we saw issues and opportunities for them too in the data we gave them. 
The moral of the story is that raw data, by itself, is useless.  The magic of its meaning lies in how you interpret it.  
The data might be absolute (but usually isn’t).  Its interpretation is almost always subjective. 
71 In case you wondered, there is then another huge drop in death numbers to Mexico, with 55,293 deaths, and 
then successively smaller drops – India with 49k, UK with 41K, and so on. 
72 Remember also our point above that the truth changes.  Countries often swap places on these lists, and can shift 
from way below average numbers to way above average, or vice versa.  Between 14 Aug and 14 Oct, the deaths 
counted saw India=61.6k, US=49.6k, Brazil=44.5k, Mexico=28.7k, and UK=2k.  India went from fourth place and 
about ¼ of the US count to now first place and 20% more than the US.  The US dropped to second place, and UK 
now has very many countries ahead of it for the last two months. 
And now, another month on, more changes, but you get the point already, I think.  
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But this is a meaningless number.  Of course the US should have a very large number of 
deaths, because it is the third largest country in the world.  The largest country, China, is 
widely thought to have massively under-counted its case and death rates as a matter of 
national policy, and the second largest country, India, while way behind the US, is 
experiencing steadily increasing rates of daily deaths, some days exceeding the number in 
the US. 

The meaningful measure in this case is not total deaths, but deaths as a percentage of total 
population.  When we shift to that measure, the US goes from being the worst performing 
country to a more modestly placed tenth position on the list at present.  That’s nothing to be 
proud of, for sure, but it is also very much different to claiming that we are the worst in the 
world. 

There’s another interesting measure as well – the “Case Fatality Rate” or the percentage of 
people who get the disease and then die. 

 
Figure 2  Case Fatality Rates by Country 

 

As this chart shows above,73 the US is actually slightly lower than the world average when it 
comes to this measure.  That’s a very good thing, and miles away from the opening 

 
73 Taken from this page, you can visit it for the current updated data and for additional data from other countries 
https://ourworldindata.org/mortality-risk-covid#the-case-fatality-rate  
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statement “The US is the worst country in the world for Covid-19 deaths”.  You can also see 
the way that different countries have changed their relative rankings over time. 

So here’s the thing.  While “numbers never lie”74 they can paint very different pictures of an 
underlying situation, and at different times.  As the chart above shows, the relative positions 
of different countries shifts from time to time.  Conclusions made in March – while perhaps 
valid then – are very different to the conclusions you’d draw in April, and neither set of 
conclusions really helps you guess for what will happen in May and June. 

It isn’t just time that impacts on these numbers.  You need to question and consider what 
the number is measuring and think about other related measures might be more helpful and 
relevant, and whether other measures might be impacting on the numbers you are 
measuring in subtle ways you’ve not yet factored in to your analysis. 

Even if the numbers are correct, they can be displayed in deceptive ways.  A classic “trick” is 
to show a graph where the origin (the bottom left hand corner) is not zero.  This exaggerates 
changes in numbers – this is a trick beloved of politicians who use this trickery to exaggerate 
either their accomplishments or to denigrate the problems of their opponents. 

 
74 That’s a totally wrong statement, and obviously made by someone who never heard the aphorism “There are 
lies, damn lies, and then there are statistics”! 
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Figure 3  A big or small change in values? 

 

The two charts above use the same data, perhaps it might be showing the percentage of 
people who support a political party, or could be anything else at all.  The numbers are 
identical, but the top chart, with a narrow range of values, suggests a big shift, whereas the 
bottom chart, with space on the chart for all possible values from 0 to 100, suggests the 
difference is trivial. 

This also brings up another issue that we touched on above.  Whenever analyzing multiple 
data events (most commonly a time series) how far back do you go for your data series?  It is 
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Have the Sacrifices We’ve Made So Far Been Worth It? 

This is a controversial question, but one we surely all wonder about, and one the politicians 
answer in very different ways.  Have we adopted the correct balance of virus-limiting 
controls, sufficient to be effective, while inflicting only the minimum amount of damage to 
our lives, our jobs, and to the nation’s economy as a whole?  Or have we done too much, or 
too little? 

These are impossibly difficult issues because we don’t know five essential things : 

 We don’t know how many actual cases and deaths have occurred as a consequence 
of the virus (please don’t start disagreeing with that statement yet – I’ll explain shortly) 

 We don’t know what would have happened if we had more (or less) restrictions 
 It is even difficult to know exactly what the cost (social, economic, and by any/all 

other relevant measures) has been of what we’ve done so far 
 It is hard to understand and compare the differences between our numbers and those 

of other countries – some major unknown factors seem to be at work 
 I don’t think anyone can even accurately and succinctly state exactly what our 

controls are or were, or what the compliance level with them has been, and they’ve 
regularly changed in any event 

Let’s start off with the third point.  What has been the cost of the virus and our response to 
it? 

We should remind ourselves of some of the things that have changed since March.  Some 
changes are hopefully temporary, others might be longer lasting, and, of course, for 
businesses that have closed, some are tragically permanent. 

• Retail Shopping 

For some time, retailers have been struggling.  It has been common to blame online 
shopping as making things harder for traditional “bricks and mortar” stores.  While there can 
be no denying that many retailers have found life more difficult, and the rise of online 
shopping is obvious to us all (Hello, Amazon!); in reality, online sales had only reached 
about 11.5% of total sales in the first quarter of 2020, which on the face of it doesn’t seem 
like an uncontrollable monster that threatens all retailing, everywhere. 

However, the second quarter simultaneously saw total retail sales drop while online sales 
increased, and as you can see, the share of online sales rapidly increased in the April-June 
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When Will the Virus Finally Go Away? 

This is a question many of us wonder, every day, in a semi-despairing and impatient 
manner.  We are all keen to return to our normal lives.  As you surely agree, while wearing a 
mask might be beneficial, it is absolutely not pleasant.  We’ve been living with an ever-
present concern that so many elements of our normal lives and routines now have an 
element of danger to them, with the potential of coming down with a severe case of the 
virus, for too many months. 

The good news is there are literally hundreds of various research projects and clinical trials 
underway at present, and at various stages of progress.151  Hopefully some of these might 
eventually come up with some solutions to allow us to get free of the terrible hold the virus 
has on our lives at present. 

So, when will it finally go away?  The answer to this question is not one you’ll like.  It is 
unlikely the virus will disappear, completely, any time soon.152  It is incredibly difficult to 
completely eradicate any type of disease – only two have ever been successfully eradicated – 
smallpox, and rinderpest.153  There are other diseases that are hoped to eventually be 
eradicated, but not yet.154 

The problem with Covid-19, and all other infectious diseases, is that as long as there is a 
single small occurrence of the virus, anywhere at all; in our modern connected world it is 
entirely foreseeable that an infected person from that region will fly to somewhere far away, 
and start introducing it to the rest of the world, and the next thing you know, we’ll be back 
to the position we find ourselves in now. 

An example of that was recently shown to us by New Zealand.  The small island nation had 
completely eliminated the virus, and had shut down its borders for safety reasons.  As a 
result, for 102 days, there were no new infections anywhere in the country.  But on the 

 
151 This is a great site that updates regularly and lists details of all the research and trials it can uncover.  See : 
https://racetoacure.stanford.edu/  
152 See, for example, this article :  https://www.independent.co.uk/news/uk/politics/coronavirus-uk-pandemic-
end-vaccine-flu-ongoing-mark-walport-a9683246.html .  WHO are, in my opinion, way too optimistic when they 
say the pandemic might last another two years, based on, of all ridiculous reasons, the Spanish ‘flu two year 
outbreak after World War 1.  The two outbreaks have nothing in common, and the two viruses also have nothing 
in common.  It is ridiculous to try and draw lessons from Spanish ‘flu and apply them to Covid-19.  See 
https://www.the-sun.com/news/1350542/coronavirus-pandemic-another-two-years-who/  Making it more 
ridiculous is the article even includes contradictory statements by WHO’s emergencies chief. 
153 You’ve probably not heard of rinderpest.  There’s a reason why  – it is a disease that primarily affects cattle, and 
doesn’t affect people at all. 
154 See https://asm.org/Articles/2020/March/Disease-Eradication-What-Does-It-Take-to-Wipe-out  
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103rd day, a newly infected person was discovered.  Strangely, no-one knows, even now, 
two months later, how/where the person became infected. 

Because the country had relaxed all its social distancing controls, in the short time between 
the man becoming infected and his infection being discovered and the almost instantaneous 
re-introduction of social distancing requirements, there ended up being a cluster of over 110 
new cases of people with the virus.  Until the virus is totally eradicated everywhere, if the 
world lets its guard down, then the virus can (and will!) rush back without warning and get 
firmly established, the same as it already has.155 

So, for the foreseeable future, until a distant time when maybe we’ll eradicate the virus 
causing Covid-19, what is the best we can hope for?  If we completely return back to 
normal, the virus will return and catch us unawares, exactly like happened in New Zealand, 
and whereas NZ was still on a high standby alert, anticipating the virus might somehow get 
back into the country; that is probably not a sustainable basis for the entire world, all the 
time. 

There are essentially four possible ways to reduce the threat of the virus down to something 
minimal which we can live with in something close to normalcy.  Each poses a different 
timeline. 

Vaccination 

If it ever proves possible to develop a long lasting and highly effective vaccine, that would be 
tremendously liberating.  We could simply be vaccinated, and then relax and live normal 
lives, and be free of fear if/when there are fresh outbreaks of the virus. 

As we discuss below in the section on Herd Immunity (see page 185) the other benefit of 
being vaccinated is that if enough people are vaccinated, then herd immunity means that 
future virus outbreaks among the unvaccinated die out rather than grow larger and larger. 

Unfortunately, the current situation with vaccinations is not very promising.  Although there 
are around 100 different vaccines going through the various stages of development (numbers 
seem to vary in different sources) and 42 more going through three phases of trialing, none 
of them seem likely to be as transformative as we hope. 

The current most likely to soon succeed vaccine candidates are not expected to give 100% 
protection to 100% of everyone who is vaccinated.  The FDA reduced its requirement for 

 
155 It isn’t just New Zealand.  There are other examples of countries and regions having ostensibly become free 
(we’re not sure we agree they were ever truly free) from the virus, but then after relaxing their controls and 
restrictions, the virus comes back even worse than before. 
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effectiveness down to “anything better than 50%” as part of what I think was an ill-advised 
way of accelerating vaccine development and approval. 

The thing is there are literally billions of dollars in profits available to the first company to get 
a vaccine approved.  The stakes have been magnified further because it has also become a 
matter of national pride for countries and their leaders to claim first place in this race, and 
having a vaccine then gives a country national and diplomatic leverage when it comes to 
deciding which other countries it will share the vaccine with.156 

The largest drug companies, all around the world, are competing against each other in a race 
to be first to come up with an approved vaccine, with the prize being the billions of dollars 
in vaccine sales.  In a case where the US FDA have said “the first vaccine to give us 50% 
effectiveness will be accepted and approved”, how many drug companies will focus on 
possibly slower and more complicated development of a 60% or 70% or 95% effective 
vaccine?  No-one will have that as the priority focus of their development, but that is not to 
say that by some happy chance, a particular type of vaccine might not show high rates of 
efficacy. 

A low vaccine effectiveness messes up the whole herd immunity equation, too – if we need 
60% immunity for herd immunity to kick in, and if vaccines are only 50% effective, then 
herd immunity is impossible to achieve.157 

But it would be nice to focus all the pharmaceutical companies on a higher goal right from 
the start.158 

 
156 This BBC article about the vaccine development is headed “Coronavirus vaccine :  Short cuts and allegations of 
dirty tricks in race to be first” – see https://www.bbc.com/news/world-53864069  
157 Because if everyone is vaccinated, and only half get immunity, that means we have a 50% level of immunity but 
need 60% for herd immunity to be effective. 
On the other hand, that’s a bit of an over-simplification.  As well as vaccine-derived immunity, there is also 
immunity as a result of having had the virus and recovered from it.  Different studies come up with different levels 
of recovered virus sufferers.  Maybe recovered sufferers have stronger immunity?  We don’t really know for sure. 
The reason for different findings from different studies is the added complexity of evaluating symptomless cases.  
How many are there is a question that needs to be answered but by definition can only be guessed at.  The other 
always present problem is being able to find truly representative random population samples that can be used to 
estimate the overall spread of recovered and now immune people, either from symptomatic or symptomless 
infections. 
This also implies the assumption that recovering from the virus gives one immunity.  On that point, the best one 
can say is that the immunity from having had the disease might be only short-lived, the same as may be true of 
vaccines.  It also may not be conferred to every person who had the virus. 
158 So if 50% is too low, what percentage would be acceptable?  It might seem like this is a totally theoretical 
question with no scientific answer, but there is a calculable minimum percentage needed. 
(continued on next page) 
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We’re all gaspingly desperate for a good vaccine, but rushing a barely-tested 50% adequate 
vaccine to us is perhaps not as desirable as having us wait a few more months for one with a 
higher level of protection and perhaps a longer lasting period of effectiveness. 

We’ll have to wait further until the reality of approved vaccines descends upon us.  Until 
that uncertain time, it is mere guess-work as to which vaccine candidates might get approved 
first, and how effective they might be. 

We don’t yet know what percentage of people will get protection after being vaccinated, nor 
how adequate that protection may be, with any of the current short-listed vaccine 
candidates.  Possibly that data may emerge from the trials underway at present. 

Frustratingly, there is a very simple way we could massively increase the data we get from 
the trials – through a process known as “challenge trials”.  Currently, people are given the 
vaccine, and then watched to see if they get the virus or not.  If, by the end of the trial 
monitoring period, they have not been infected by the virus, there is no way of knowing if 
that was due to luck, washing hands, wearing masks, etc, or due to the vaccine working and 
preventing a potential infection.  That is a terrible point of imprecision, and all that can be 
said is “statistically we would expect this number of people to have got the virus and in 
reality, this (smaller) number of people actually were infected, so therefore we think the virus 
might be working”. 

Over an extended period of time, and with tens or ideally hundreds of thousands of trial 
subjects, that inadequacy can be reduced, but we’re talking about rushed trials with many 
fewer trial subjects (some tens of thousands, half of which are probably taking a placebo).  
The data from a shorter trial with fewer people is of course far less accurate. 

With a challenge trial, volunteers – that is important to keep in mind, the challenge trial 
participants would all be volunteers – are deliberately exposed to the virus to see if the 

 
Assuming our goal is to achieve herd immunity through vaccination – a worthy goal we must have – there are two 
factors to point us to the necessary vaccine effectiveness.  What percentage of the population needs to be 
immune for herd immunity to kick in, and what percentage of the population will agree to be vaccinated. 
Let’s accept the often-stated requirement for herd immunity as being “at least 60% immunity” and call that 65%.  
The harder question is what percentage of people will agree to be vaccinated?  Surveys have shown widely varying 
numbers.  Only about half the population gets a ‘flu shot each year, but we expect more people will take a Covid-
19 shot.  On the other hand, if they have to have a double shot, three weeks apart, and if due to special ultra-cold 
refrigeration storage requirements, the shots won’t be offered everywhere, unlike ‘flu shots, the hassle factor rises 
and that will reduce total numbers.  But, for want of a better number, let’s say 75% of people are vaccinated. 
That means a vaccine would need to be 87% effective to generate a 65% herd immunity level.  You can adjust the 
numbers and create your own scenario any way you like, but the simple math is unavoidable – you can’t get 60%+ 
herd immunity, even with everyone being vaccinated, if the vaccine is only 50% effective.  The minimum 
effectiveness goal should never have been set so low. 
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vaccine prevents an infection from taking hold of them or not.  This is a very valuable data 
point, and can be quickly obtained.  Get 100 volunteers, vaccinate them, give the vaccine a 
week or however long is needed for it to settle into the volunteers, then in some way create 
a scenario where there is a very high likelihood they’ll catch the virus.  Wait another week or 
so after that exposure, and then test to see who has the virus.  That’s an invaluable and clear 
test result in as little as two weeks, and a small group of subjects, rather than taking many 
months with a massive group of subjects and getting a fuzzier result. 

Sure, the trial should continue beyond that point to ensure no surprises in terms of reactions 
to the vaccine and other issues/complications, and to also check the longevity of the vaccine 
protection, but almost immediately, within a couple of weeks, there would be an excellent 
set of data indicating if the rest of the trial was worth continuing or not. 

Some people have protested, saying it is unethical to deliberately infect people with the 
virus.  Certainly, it would be ultra-unethical to do this by force, and equally unethical not to 
tell the subjects what was being done to them and give them the choice to participate or 
not.  But these are good-hearted people lining up to volunteer to be exposed to the virus 
because they know that every day, worldwide, another half million people get the virus and 
another 7,500 people die – it is an extremely urgent problem to solve, and these good 
people are willing to risk their own health to help. 

Isn’t it instead unethical to refuse to allow these people to speed up progress to a vaccine.  
7,500 or more people are dying every day.  If 100 volunteers could cut a couple of months 
off a vaccine development program, that might represent 450,000 saved lives. 

Instead, the appropriate US Agency, the National Institute for Allergies and Infectious 
Diseases says it is “studying the issue”, and an article in August said they will probably reach 
a decision on whether to allow such challenge trials toward the end of this year (it is now 
November and no decision yet). 

Why do they have to study the issue?  Isn’t this something they’ve studied endlessly for 
decades in the past?  Why, if they need to study the specifics of a Covid challenge trial, will 
it take so long to come up with an answer?  Can’t all the people who need to sign-off on the 
concept all meet together, in a room or on Zoom, and sort it all out in the course of a single 
meeting lasting less than a day?159  It isn’t really rocket science. 

 
159 Of course the truth is that “study the issue” means “do nothing and hope the issue goes away”.  We pay these 
people six figure salaries – surely we should expect something better than doing nothing from them in return. 
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Meantime, two months and more after that August article, and with no decision from NIAID 
yet, instead of saving 450,000 lives, that number of lives have been lost due to their 
prevarication and inactivity.160 

The other point of growing disappointment is how long a vaccine will provide protection for.  
Unlike some vaccines that give almost lifetime protection, it seems a realistic expectation 
might be for a Covid vaccine to provide protection for only a year, and the worst case (far 
from improbable) could mean as short as three months of protection. 

So, a vaccine which will stop working soon after it has been taken, and which might not 
work at all – that’s hardly freedom from fear and from the virus, is it! 

At the time of writing, there is little reason to see any long-term salvation for all of us, all the 
time, from a vaccination program.  But perhaps after the first rush for any vaccine, 
development will continue and companies will come up with better and better vaccines.161 

Russia has already claimed to have developed a vaccine, which it terms “Sputnik 5”, and 
China is now testing a vaccine candidate on “real people” as well as on test volunteers.  Very 
little is known about either of these vaccines, however, in terms of their effectiveness; 
indeed, Russia released its vaccine before it had even undergone the third phase of the 
traditional three phase trialing process.162 

In the US we are being regaled with varying promises – a vaccine in November, a vaccine by 
the end of the year, a vaccine early in the new year.  But as of early November, no vaccines 
have yet completed the third/final phase of their testing/trialing programs and been approved 
by the FDA. 

So it would seem a vaccine will not be transformative, nor will it – as presently anticipated – 
be sufficient to cause the virus to finally go away.  No matter when a vaccine might be finally 
approved, it is unlikely we’ll see widespread vaccinations being done until several months 
later, so at this point, it seems unlikely to become impactful to any degree until perhaps the 
second quarter of 2021. 

At the time of writing (mid-November) the most promising vaccine candidate is the Pfizer 
vaccine, which seems to have a possibly high efficacy level.  If this is approved, we might get 
as many as 50 million two-dose sets of vaccine “by the end of the year” from Pfizer.  So 

 
160 See https://news.yahoo.com/us-developing-coronavirus-strain-human-220417655.html 
161 We can certainly hope that will be so, and have even seen hints in some articles that this might be so.  But the 
efficacy of a vaccine is in part dependent on the nature of the virus, and coronaviruses are notoriously difficult to 
come up with vaccines for. 
162 See https://www.bbc.com/news/world-asia-china-53917315  
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PART TWO :  About the Virus 
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How the Number of Infections Increased So Quickly 

For most people, the virus suddenly “came from nowhere”.196  One day, all was calm, the 
next, it was something you read about in China, then it was something happening in an old 
people’s home in the Seattle area (just a few miles from where I live), and then, the next 
thing you know, President Trump was banning travel from China, much to the outrage of 
many people, then declaring a state of emergency and we all started talking about 
“lockdowns” and “social distancing”. 

The virus burst into our lives suddenly and strongly.  Here’s just one example of how a single 
business meeting in Boston in late February resulted in the virus spreading around the 
country and world in the days and weeks that followed.197  The virus, in ideal circumstances, 
can spread far and fast, and the cited example was being silently duplicated, all around the 
country, back in February and March (and has continued to do so, pretty much without stop, 
ever since). 

People have often exclaimed the virus “caught us unawares”.  That is both true and untrue. 

It is untrue because there have been any number of published papers worrying about new 
respiratory type viruses appearing from nowhere, and the implications such new viruses 
might have on the world.  There are entire departments at a state and national level of 
people who anticipate, plan for, prepare for, and monitor for such outbreaks.  They run 
“simulation games” that model what would happen if/when such a virus were to appear in 
our midst. 

Most other countries also have people tasked with such duties, and then we have the World 
Health Organization that is supposed to provide an overall global monitoring and 
coordination role.198 

It is, however, also demonstrably true to say the virus outbreak caught us unawares.  That is 
partially because of the way it grows in numbers.  It starts off slowly, but then picks up 
speed.  There’s something very counter-intuitive about this.  By the time we’d realized the 
virus was going to become a major problem, it had already become a major problem. 

 
196 Not to boast, but one of the benefits of being a Travel Insider is that you were getting briefed about and 
updates on the virus from me way back in January 2020. 
197 See https://www.sfgate.com/news/article/Genetic-data-show-how-a-single-superspreading-15512903.php  
198 We’re going to try and avoid dwelling too much on the colossal and catastrophic failures of any element of this 
infrastructure to respond adequately and quickly to the Covid-19 outbreak.  But it is really hard not to sound off on 
these appalling betrayals of public trust by “experts” who only had one job to do – prepare for and advise on such 
things. 
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The rate of growth of an infection depends on several different things.  The two key variables 
are how long it takes from when one person gets infected to when they have in turn infected 
other people, and how many people each person infects. 

Both numbers are of course important. 

The longer the length of time between one cycle or generation of infections and the next, 
the more time we have to respond and react, and that’s of course a very good thing.  This 
time measurement is termed the serial interval. 

But if we had to choose one of these two variables as the more important, it would be the 
second number – how many people that each infected person in turn infects. 

The Virus Reproduction Rate 

The number of people each person infects is measured by what is known as the 
reproduction rate or sometimes called reproduction number.  It can be simply thought of as 
“how many new infections are created by an infected person”.  It is sometimes termed the 
R0 or R0 number, although to be exact, R0 refers to the initial rate of reproduction.  Another 
value is Rt or Rt, which refers to the reproduction rate at a specific time. 

There are three key things about this “R” measure and the way the virus spreads. 

The first is that if the value is greater than 1.0, that means the virus is spreading and 
increasing in number.  That should be intuitive – if each person infects more than one extra 
person, the total numbers grow and grow. 

The second is that the value can change over time, based on things such as how “easy’ it is 
for each person to pass the infection on – that being something which depends on social 
distancing, mask wearing, and how many people have already either been vaccinated or had 
the virus and become immune to re-infection (assuming that such an immunity is created, 
something that is currently far from certain). 

The third and most impactful thing is that this growth is geometric or exponential.199  The 
easiest way to think of it is if we use an easy to calculate R number – 2.0. 

So, we start with one person infected.  At the end of the serial interval (whatever that might 
be), they have infected two people.  Each of those two people go on to infect two more 
people (four in total).  Each of those four more people infect two more, and so on. 

 
199 For our purposes, we can consider the two terms, “geometric (growth)” and “exponential (growth)” as identical 
and interchangeable.  There is a difference, but it isn’t relevant to this discussion. 
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Now for the thing about geometric/exponential growth.  It starts off slowly but then “catches 
you by surprise” and risks becoming almost unstoppable. 

It is the “catches you by surprise” element that is the most distinctive. 

For example, look at this data series (immediately below).  It shows the growth of two 
different objects over five time periods.  Let’s say you have a system that is capable of 
managing up to 2,000 events at a time, and you have two different types of events for the 
system to handle. 

Which one do you think is going to be the most significant in the future?  Maybe the blue 
and green lines are the numbers of two different infections in the community, but of course, 
they could be anything and are just made up for this example. 

 
Figure 27  Linear/Exponential Growth, 5 time periods 

 

Most people will glance at these two lines and immediately select the blue line as the more 
significant line, and not worry too much about either at the end of period five.  Their 
perception of the green line is that it is probably also a straight line, but with a much lower 
rate of increase. 

If you were deciding which of these two trends was the more significant and needed more 
immediate action, the chances are you’d choose the blue one too. 

Now, let’s extend the data series a bit further.  Let’s look at ten time periods. 
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Figure 28 Linear/Exponential Growth, 10 time periods 

 

What do you think now?  You can see how the green line is starting to show itself as not flat, 
but curving upwards, and is steepening, but even at the tenth time period it seems to only 
now be growing the same as the blue line, which has a huge head start over the green line 
and is reaching close to half of the system’s total capacity. 

Maybe this is the point where you start to become aware of, interested in, and concerned 
about the green line, but if you’re focusing on “the bigger problem”, you’ll see that the blue 
line is showing a number four times greater than the green line. 

Let’s look five more periods into this data series. 
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Figure 29 Linear/Exponential Growth, 15 time periods 

 

The green line has now disappeared up and off the scale entirely.  At some point in period 
13, it went, within that single period, from initially less than the blue line value to “breaking 
the system” and exceeding its total capacity by the end of the period.  It is so far out of the 
chart and beyond the system’s capacity we don’t even know where it is by the end of period 
15. 

Whereas, in period 10, the blue line was showing a value four times greater than the green 
line, part-way through the 13th period, the green line had caught up, and at the end of the 
15th period, although you can’t see it, the green value is almost six times greater than the 
blue line – using the same chart scale, that means it stretches up more than another page 
and a half in this book before reaching its value.  That’s how far ahead it has gone. 

Not only is it six times greater, but in number terms, it is so huge that it has “broken” your 
measurement scale – or, in real world public health terms, has become an 
epidemic/pandemic200 and is raging out of control. 

It has “appeared from nowhere”, in other words. 

 
200 In case you wondered, an epidemic is a disease that affects a large number of people in a region, community, or 
country.  It is localized (although possibly to a large area).  A pandemic is declared with a number of different 
regions, communities, countries or continents are all suffering epidemics. 
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The point is we are usually slow to recognize and respond to geometric growth, and by its 
nature, it catches us unawares. 

It might be helpful to put a real-world value on each of these numbered periods.  It seems, 
for the coronavirus, its serial interval is about 4 days.201 

That is very short compared to the time it takes to observe, become aware of, and respond 
to the virus.  How long does it take to compile and collate data, and then distribute it to 
people, have them look at it, consider it, have meetings to discuss it, prepare draft plans, 
revise them, get approvals, and then act on it?  Thinking of the several preceding charts, it is 
unlikely any “alarm bells” would ring after the fifth period (a mere 20 days from the start of 
everything).  After the tenth period, numbers are still insignificant, and unless you were 
looking for the outbreak, you’d not see it (particularly because, in real life, China was 
obscuring what was happening for as long as possible). 

Let’s say it is the “unlucky” thirteenth period which forces people’s attention.  In the real 
world, probably the first thing that happens is that people seek verification and validation, 
during the fourteenth period (which is only half a week).  We have a weekend (work stops 
but not the virus), and hurried discussions during the 15th period, and by the start of the 16th 
period, policy decisions are starting to be formulated, but then have to be revised due to the 
continued exponential growth, and now we’re already at the 17th period.  (And don’t forget, 
after having decided on action, there will be a delay in implementing such actions.)  Where 
are we then? 

Just for grins, let’s look forward another five data points, and this time, see how we’ve 
changed the values on the y (vertical) axis so as to allow the green line values to stay on the 
chart. 

 
201 See https://wwwnc.cdc.gov/eid/article/26/6/20-0357-f1 This is based on Chinese data, which we are reluctant 
to accept, but there are other studies that also show a similar value, for example 
https://www.sciencedirect.com/science/article/pii/S1201971220301193 



The Covid Survival Guide  Page 118 

 

 

This version was printed on Tuesday, November 10, 2020 at 6:29 PM 
Check for the current version at https://blog.thetravelinsider.info/covid-19 

 
Figure 30 Linear/Exponential Growth, 20 time periods 

 

As you can see, this again shows the “appeared from nowhere” phenomenon.  The green 
line looks to be flat, at almost zero, for thirteen time periods, but then it lifts off and starts 
soaring all the way up the chart in the next half dozen time periods. 

And where now is the blue line?  On this scale, the blue line that dominated the first two 
charts, is now lost somewhere in the bottom of the chart, all the way along.  The green line 
value at the end of the 20th period is now 138 times greater than the blue line. 

This is so amazing that we’ll dwell on it a bit more.  The charts above assumed an R value of 
2 – a simple doubling every period.  What is the actual value of R for the Covid-19 virus?  
That has changed over time, and these days it is much lower than it was originally because of 
our social distancing and masks – by making it harder for the virus to spread, its R rate of 
course decreases. 

But in the earlier stages, it was generally thought to be around the 2.5 area, with some 
studies convincingly showing it was much higher in the earliest times with no social 
distancing.202 

 
202 This higher value has been vividly confirmed in August in New Zealand, where the country, which had been 
virus-free for 102 days and had returned to normal life with no need for social distancing at all, discovered that 
someone one new case of the virus had come into the country undetected.  Within a couple of weeks (about four 
generations) there were over 100 cases discovered, all as a result of that one case, suggesting an R value in the 
order of 3. 
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How Serious is the Virus? 

It is fair to pause and both ask and attempt to answer the question – is the virus really a 
problem?  Is this book really necessary, and should you even bother reading it?  Do we truly 
need to lock-down our country and spend trillions of dollars in fighting it?  To wear masks 
everywhere we go, inside and outside?  Or is this all some type of irrational overreaction?  A 
hoax/conspiracy? 

Even though that is a huge range of possible interpretations, you’ll find plenty of people who 
sincerely believe every one of those different views. 

We can understand how, back in January/February/March, there was a wide divergence of 
opinion on this matter, because little was known, little had yet happened, and perhaps 
because people really couldn’t comprehend the magnitude of what was threatened.  As we 
said in the previous chapter, it is almost impossible to visualize the future implications of an 
exponential growth curve, and even harder to accept them. 

Back in the early stages of our country’s fight with the virus, many people would quote 
annual deaths from ‘flu (typically 40,000 or fewer for a full year in the US207) and then 
compare that to a total number of US deaths from the coronavirus, back in Jan/Feb/March, 
which by 31 March had only just reached 5,000 dead.  They would then sneer, laugh, and 
say “See, this is only one-eighth as serious as the regular ‘flu”. 

That was never a fair statement to make.  Depending on when you choose to define the start 
of the US Covid-19 infection, the end of March represented probably less than two months 
of the outbreak.  A better measure, on 31 March, was not the 5,206 deaths accumulated so 
far, but the 1,101 new deaths reported on that single day.208  Assuming no further rate of 
increase (or decrease) that would represent an annual death count of almost 400,000 
people.  Compare that number to a year’s worth of ‘flu deaths, and now you get a very 
different reading of the relative severity of the two diseases.  On that basis, Covid is ten times 
more serious than ‘flu, and only cancer and heart disease kill more people a year.  

Remarkably, even now, people will say “Only 243,000 people (in the US) have died of the 
virus; that is unfortunate, but not worth destroying our economy over”. 

 
207 For the last nine years, estimated ‘flu deaths have ranged from a low of 12,000 in 2011-12 to a high of 61,000 in 
2017-18.  See https://www.cdc.gov/flu/about/burden/index.html  
208 There’s that exponential thing at work again.  The total deaths for two months is 5,206, and of those, 1,101 of 
them all happened in the previous day. 
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We’ll leave the value judgement inherent in equating of the respective worth of lives and the 
economy to others.  But the logic and the math of that statement is as flawed and faulty as 
the earlier statement quoted above. 

The thing is, 243,000 people have died as of 7 November, and that is after all the social 
distancing, closures, mask wearing, and everything else that has bedeviled our lives for the 
last eight months.  We can only guess at how many more would have died if we’d lived our 
lives normally with no change, as happens with the seasonal ‘flu. 

In other words, yes, Covid-19 truly is a very big thing.  Even after all the measures we’ve 
taken, it has still killed 243,000 people so far.  The death toll is predicted to possibly reach 
326,000 by 1 December,209 210 and 410,000 by the end of the year (which, while the end of 
the calendar year, is still less than a full twelve months of the virus outbreak). 

Your Risk of Dying 

Never mind the “theoretical” numbers above.  The thing most of us want to know is will we, 
ourselves, and our loved ones, live or die? 

That’s a truly hard question to answer.  In order to be at risk of dying, you first have to catch 
the virus, and whether you do that or not is anyone’s guess and in large part up to you. 

There have been observations of the virus “unfairly” impacting on some groups of people 
more than others.  This is more likely to be a life-style issue than due to genetics.  But there 
is one interesting thing that has been noticed – people with Type O blood seem to be slightly 
more at risk of catching the virus than people with other blood types.211  However, there is 
no indication whether being more at risk of catching the virus transfers to also being more at 
risk of having a severe infection and of dying. 

If you follow “best practices” (see “PART THREE :  Avoiding the Virus”, below) you’ve a 
good chance of avoiding an infection completely – even the most gloomy of predictions are 

 
209 See https://covid19.healthdata.org/united-states-of-america - this site regularly updates its predictions based 
on the ongoing data collection and changing current situation.  As of its 3 September update, it is showing a 
projection for 325,907 deaths by 1 December, and 410,451 by the end of the year, with over 2500 more deaths 
every day to bring us into the new year.  Who only knows when and at what number the final total will be. 
210 Good news.  A revised projection on 18 September is showing a reduced 378,321 possible deaths by 1 Jan. 
And, another update – a projection on 9 October has reduced the forecast further to 321,140.  And another update 
– as of the 29 October projection, the total is now looking to be 326,660. 
211 See https://www.statnews.com/2020/09/14/23andme-study-covid-19-genetic-link/   
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not currently suggesting that more than half the population will get the disease.212  If you do 
become infected, it seems you’ve something like a 50/50 chance of getting only a mild 
infection that you’ll barely even notice, and in such cases, with such a mild infection, your 
chance of dying is very close to zero. 

And what about your chances if you do have an infection that is noticeable?  That is an easy 
question to ask, but a surprisingly difficult one to answer. 

Before we go any further, we have to rebut a misapprehension that we’ve seen in several 
places.  To work out your risk of dying, it is not usual to express the total deaths from the 
disease as a percentage of the total population.  Certainly, if you do this, it accurately 
expresses what percentage of the country has died, to date.  Currently that number is 0.07%, 
which sounds wonderfully and encouragingly low, doesn’t it. 

But that number doesn’t predict the future – the virus is still with us, and the number of 
deaths and therefore percentage is increasing every day, and so is not a valid measure.  It is a 
helpful measure when a disease has finally run its course, or as a historical measure of a 
certain period of time, but it doesn’t relate to you or your personal and future chances of 
surviving/dying. 

The calculation is mathematically correct, but devoid of meaning. 

It also shows a very low number, and the problem with that is some people have used the 
low number as an excuse/justification for engaging in risky behavior.  But if you engage in 
risky behavior, your chance of becoming infected skyrockets up, and so too, therefore, does 
your chance of dying. 

The people who use this faulty logic are in effect saying the same as a person who would 
reason “my chance of dying in a car crash today is so close to zero as to be impossible to 
measure, therefore it is safe for me to drive at 100 mph around town after drinking all day”! 

What you probably most want to know is “If I get infected, what are my chances of surviving 
or dying”.  The first part of that question is the implied “Assuming that I get infected” and the 
question behind that question is “what are the chances of me getting infected”? 

Of course, that is an important question too, but whereas we can make some general 
observations about your chances of surviving an infection, it is very much harder to make 
observations about your chances of getting infected to start with, because that is very much 

 
212 Although one wonders why the projections stop at 50%.  Why don’t they keep projecting further?  A partial 
answer is they are allowing for herd immunity, but as we increasingly perceive herd immunity to be temporary 
rather than permanent, there’s sadly less reason why one couldn’t create a seemingly valid model projecting closer 
to 100% virus spread. 
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up to you and your lifestyle and activities.  What we do in this book is help you to 
understand how to minimize the risks and chances of becoming infected - see the part of the 
book “PART THREE :  Avoiding the Virus”, below, starting on page 183. 

Now, back to your chance/risk of dying, if you get infected.  A problem with understanding 
your chances of dying is because about half the people who get the disease don’t even know 
they have it.  This means it is hard to know the total number of infected people, which is 
one of the two numbers we need to get your chance of dying. 

The other hard to know number is how many people have actually died of the disease.  You 
might think that is an easy thing to count, but it is surprisingly difficult.  For example, what 
say you were diagnosed with the disease, but weren’t even in hospital – it was a mild case.  
Then one day, you got in a car crash and died in the pileup.213  Would that be a Covid-19 
death?  Some states say yes it is, others say no it isn’t. 

What say you’re 102 years old, and in a hospice with terminal cancer.  You then catch the 
virus, and a week later you’re dead.  What is the cause?  The cancer?  Old age?  Or the 
virus?  Some states blame the virus, others don’t. 

An extension of that second scenario is to wonder if it is correct to equate the death of 
someone who has lived a long and full life, and now is frail and with a very short life 
expectancy,214 on the one hand, with the death of someone who is in their prime of life, 
healthy, robust, athletic, and with no reason not to anticipate many more decades of great 
good health. 

It is certainly true that the older you get, the more likely a coronavirus infection is to become 
fatal.  This is not always the case with other viruses – sometimes young people suffer more 
severe mortality rates, and sometimes, risks are evenly spread. 

• The Imprecision of Death Certificates and Recording Causes of Death 

It is interesting and possibly helpful to understand how deaths are analyzed in the US.  Every 
death requires a death certificate, which records the immediate final cause of death.  
Beyond that are additional lines to enter conditions that contributed to or caused the 
ultimate final cause of death, and space for other related conditions that while not a direct 
cause of death, probably had some bearing on the person dying. 

 
213 A more extreme example – you are mugged and shot/killed by the mugger.  In WA state, there is a case of this 
happening, and the death was recorded as a Covid-19 death.  Most people would not consider that to have 
anything to do with Covid-19. 
214 The expression “One foot in the grave, the other on a banana skin” comes to mind! 
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Here are two samples of completed example death certificates that shows how this is 
recorded.215 

 
Figure 33  Sample Death Certificate 1 

 

 
Figure 34  Sample Death Certificate 2 

 

So, what does it take on a death certificate for the death to be counted as a Covid-19 death?  
Is it necessary for the virus to be cited on line 32a?  Can it be cited anywhere in the Part I 

 
215 See https://www.cdc.gov/nchs/data/dvs/DEATH11-03final-acc.pdf for a detailed explanation of how death 
certificates are filled out and for more complete examples. 
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panel?  What about the Part II panel?  Clearly, while there’s usually no doubt when a person 
dies, accurately categorizing the “why” and “how” of their death becomes more uncertain. 

Making the matter even more frustrating is it seems, at least for some of the time, different 
states have different guidelines for how to report Covid-19, and possibly then different 
federal agencies have different guidelines for how they look for Covid-19 mentions on death 
certificates.216 

On the other hand, there are other reports that suggest death numbers are being 
undercounted.  This is usually done by looking at the total number of people dying of all 
causes and seeing if the total numbers are up or down on last year.  If the numbers are up, 
there is a possibility it is due to virus-related reasons, and if the official count of virus-related 
deaths doesn’t match the overall increase, the logic suggests that therefore the virus-related 
death count is too low.217 

So, high or low?  I don’t think anyone really knows, for sure.  So even though the numbers 
mightn’t be exactly correct, let’s use them with our fingers crossed, and try to get a better 
handle on your particular chances. 218 

First, if we look at the cases we do know about, late on Thursday 13 August 2020, the US 
had officially counted 5,397,797 cases, and 169,892 deaths.  So, a very simple measure is to 
say that if you are officially counted as a case, then you have a 96.8% of surviving. 

But even that number is far from accurate219 and doesn’t tell the whole story.  Look at these 
two charts, one of daily new cases, the other of daily new deaths. 

 
216 This is not only a problem in the US.  In the UK, for example, for the longest time, if you didn’t die in a hospital, 
the public health authorities refused to consider that your cause of death could be Covid-related.  This 
undercounted a lot of elderly/nursing home/hospice type Covid-19 deaths. 
217 See, for example, https://news.yahoo.com/covid-deaths-europe-us-exceed-164917547.html and, for the US, 
https://www.cdc.gov/mmwr/volumes/69/wr/mm6942e2.htm  
218 This imprecision has inevitably caused some people to believe that there is a deliberate distortion in the official 
count of Covid-19 deaths.  The only problem is, it seems for every person who claims the death count is being 
deliberately overstated, there’s another person who believes the death count is being deliberately understated. 
What do I think?  I’m not sure there are deliberate policies to under or over count the deaths.  If there are such 
policies, it seems the possible cases of over-counting in some jurisdictions are being matched by under-counting in 
other jurisdictions.  Perhaps the two balance each other out?  Regrettably, a more likely explanation is simply one 
of bureaucratic bungling and incompetence. 
I guess I’m a simple soul.  I’m happy to accept the basic statement “this disease is dangerous and deadly, and a lot 
of people are dying from it” without demanding to know the exact count. 
219 There are problems with matching all cases with all deaths, especially in the early stages of an infection, but 
now that we have many months and large numbers, those problems become less significant and for the purposes 
(continued on next page) 
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Figure 35  US daily case and daily death rates 

 

What we’re showing here is how in April, when new cases were averaging just over 25,000 a 
day, death rates went as high as 2,000 a day – 8%.  But in July, new case rates went as high 
as 65,000 (more than twice the rate in April), but deaths peaked at about 1,000 a day (about 
half the April rate) resulting in a much lower death rate – a bit under 2.0%.220 

 
of this simplified discussion, it is probably acceptable to use this simple approach, because in any event, we are 
going on to say it is not a good measure! 
220 If you look closely, you’ll note that the death curve lags some weeks behind the case curve.  That is only to be 
expected – a person registers as a case usually several weeks before they die.  The lag between cases and deaths is 
(continued on next page) 
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Perhaps we have got much better at treating people with the virus, and hopefully this 
learning curve will continue to improve into the future.221  So the overall average of 3.2% 
includes the higher mortality rate when we were still learning how to treat the virus.  A better 
number to look at now is more like 1.75% - or, to see the glass as half full rather than half 
empty, a survival rate of 98.25%. 

There’s another “confounding” factor as well.  We are testing more people these days, 
including people who are not yet sure they are infected, so more of the people with 
“unknown” infections are getting discovered.  That means that the average “test-confirmed 
sufferer” now is not as sick as they were back in April, and is another reason why the survival 
rate appears to have improved. 

It is unclear how much of the improvement in survival rates is due to better treatments and 
how much is due to more testing and the detection of milder cases.222 

This huge apparent shift in mortality rates – dropping from about 8% down to about 2%223 
(very approximate) causes another problem.  Many – most – of the “official studies” were 
done with March and April data, not with July or October/November data.  Clearly the truth 

 
made worse by delays in then registering the death as a Covid-19 death.  For the purpose of our simplistic analysis 
here, it is not necessary to drill down into more detail on this point, because there are other much more 
substantial modifiers that need to be applied to this calculation as well.  We discuss these in the following sections. 
221 A key consideration here though is to understand that our improvements in care and the reduction in mortality 
primarily relates to patients who are most severely afflicted.  That’s a small percentage of all patients, and a 
situation we’re of course eager to improve.  There has been little or no improvement whatsoever in the standard 
of care and responses offered to patients when they are initially infected and only mildly affected. 
Of course we’re delighted to see any and all reductions in mortality.  But we most want to see a reduction in 
people who become moderately or severely affected by the virus – a reduction in the number of people who ever 
need to enter the ICU ward in the first place. 
While some researchers are diligently evaluating possible cures and drugs to moderate the severity of an infection, 
we note the massive unwillingness by most medical practitioners to “think outside the box” and consider, let alone 
recommend, their patients consider some of the treatments that we detail further in this document.  Here we are, 
50+ million cases into the disease world-wide, and the standard advice to a newly infected patient is nothing more 
than to take it easy and drink plenty of fluids.  That is appalling. 
222 The charts on the IHME site do a great job of showing estimated daily infections, based on total number of daily 
tests and known infections, with the assumption being that the more tests that are done, the more unknown cases 
are detected, as well as actual daily infections, as do the charts on the rt.live site.  See 
https://covid19.healthdata.org/united-states-of-america?view=infections-testing&tab=trend&test=infections and 
the various state charts from this page https://rt.live/  
223 Now, in November, you could credibly suggest the case fatality rate is even lower still – perhaps 1.5% these 
days.  It is very hard to say, because of the unknown lag between when cases are reported and when deaths 
related to the new cases on a given day are reported, and because of the rapidly changing numbers of new daily 
cases. 
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has remarkably changed over the months.  If you’re doing your own research, you need to 
keep an eye on what period of time the data you are viewing was obtained. 

So with all these disclaimers, let’s see if we can’t “drill down” a bit and get closer to 
understanding what your chance of surviving the disease may be. 

Never mind the “all men are created equal” concept.  When it comes to the virus, there is 
no equality whatsoever.  Some people are ten or even one hundred times more at risk than 
others.224 

Age Related Risk 

Probably the biggest influencing factor in terms of disease outcomes is how old you are.  The 
older you are, the worse your chances of surviving it. 

Interestingly,225 the CDC hesitate to correlate age and death, but they are willing to match 
age with the likelihood of being hospitalized.226 

 
224 Or, if you prefer, some people are 100 or more times less at risk than others.   
225 And frustratingly.  While it is interesting to know what our chances are of being hospitalized, surely the ultimate 
issue we all most want to know is what are our chances of living or dying.  Our western aversion to anything to do 
with death, while understandable, needs to be kept out of a discussion that is necessarily all about death (and its 
happier twin, survival)! 
226 See https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/older-adults.html  
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Figure 36  Hospitalization rates by age 

 

In other words, if you are aged, for example, between 65-74, you have 198.7 chances in 
100,000 of being hospitalized, for the virus, during the period up to 6 June.  Let’s make that 
easier to grasp - 198.7 in 100,000 is the same as 0.2% - one chance in 500.  That’s not quite 
so scary a number, is it. 

This is not a meaningful number, unfortunately, because we don’t know what percentage 
these numbers are of all people getting the disease in each age group.  Any hospitalization 
first requires you to get the disease and then to become sufficiently seriously unwell and 
require being admitted to a hospital.  To tell us the overall number of people being 
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How to Know if You Have the Virus 

So you wake up one morning, with the start of a sore throat, and feeling a bit unwell.  In 
happier times, you’d either grumble a bit then get up and on with your life, or choose to 
treat yourself to a day in bed and hope to be back to normal the next day. 

Nowadays, and pretty much whatever it is that causes you to feel less than 100% well, it is 
hard not to start wondering if you’re coming down with Covid-19.  And instead of perceiving 
the worst that can happen is needing to endure the hassle of a visit to a doctor, making the 
copayment, and then filling a prescription for a course of antibiotics to clear up your sore 
throat, you’ve got the specter of the virus hanging over you, possibly implying an extended 
period of hospitalization, ventilation, and maybe even death.  The stakes have become 
much higher. 

Which of course means you’re understandably keen to know, as quickly as possible, is this 
the start of something to worry about, or is it nothing worse than it ever has been in the past. 

In theory, the simplest and best thing to do is go and see a doctor if you feel unwell.  We’re 
absolutely not arguing against the good sense of that.  In addition, if you have difficulty 
breathing, or any other symptom that may be life-threatening or alarming,242 consider calling 
911 for advice and probably immediate help. 

But what if you’re just the very slightest bit off-color, and you’d not normally go see a doctor 
in such minor cases, but are now worried it might be the start of a virus attack?  What if your 
doctor says they can’t see you for several days, or is closed for the weekend?  Do you go to 
an urgent care clinic or an Emergency Room (with its much higher copay requirement), or 
wait to see your doctor? 

When Should You Go to Hospital? 

Let’s “triage” this question by considering the most important element first.  What symptoms 
signal “get to hospital soonest”? 

The official list of virus symptoms that should see you going to hospital has five entries243 : 

• Trouble breathing 
• Persistent pain or pressure in the chest 
• New confusion (mental fuzziness) 

 
242 You know yourself, your general health, and your general attitude to ailments.  If you truly feel alarmed – “I’ve 
never felt like this before” or “Last time I felt this way, I ended up really sick for many days” – or any other similar 
sort of feeling, don’t ignore your feelings. 
243 See https://www.cdc.gov/coronavirus/2019-ncov/faq.html#Symptoms-&-Emergency-Warning-Signs  
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• Inability to wake or stay awake 
• Bluish lips or face (and/or low oxygen levels) 

The CDC unhelpfully says this is not a complete list and other symptoms may also require 
immediate hospitalization.244  That’s definitely so, of course, and any time you’re concerned 
about a development in your illness, you should first try to discuss it over the phone with 
your doctor, and then follow their guidance. 

Depending on your doctor’s style, and how well they know you, they may tell you to head 
either to their office or hospital, or just tell you to suck it in and stop worrying about it! 

Note – if you do feel the need to go to visit either your doctor or a hospital or any other sort 
of medical facility, it is a good idea to call them first and ask how they want to receive you.  
Some facilities have special entrances they prefer infected patients to use, or might meet you 
in the car park and escort you in, or test you in the car park.  That’s not “for your 
convenience” but rather for their safety! 

Give a call and find out what to expect and do. 

How Quickly Can You Get Very Sick? 

So maybe you do have the virus, but your doctor tells you not to worry and just to take it 
easy and drink plenty of fluids at home, and to keep away from other people.245 

Do you have to hover anxiously, in your car, close to a hospital, in case things take a turn for 
the worse?  How quickly can the virus go from just a thing in the background of your life to a 
life-threatening challenge that needs urgent medical intervention? 

The good news is that it is exceedingly rare for the virus infection to suddenly escalate from a 
tolerable malaise to a life-threatening illness.  You don’t go from having a sore throat and 
some pain when breathing to suddenly being “unable to breathe” in a couple of minutes. 

Although there are articles talking about patients quickly moving from mild to severe 
illness,246 we’ve never seen a definition of what “quickly” actually means. 

We suggest you keep a diary to track your progress through the illness.  Several times a day, 
take your temperature, check your blood oxygen level, and describe the severity of other 
symptoms and your general state of wellness/sickness. 

 
244 A classic example of official “CYA” actions at work! 
245 As you read further into this book, you’ll discover that the “do nothing” advice may not be the best advice and 
you’ll have the information and data you need to have a more focused discussion on that point. 
246 For example, https://www.healthline.com/health-news/mild-covid-19-symptoms-can-quickly-turn-serious  
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The checking of your blood oxygen level with a pulse oximeter is particularly important, 
because you’ll not consciously notice changes in your blood oxygen level until it drops down 
to an unusually low level.  If you see a trend of “at first I was at 99%, then 98%, then 97%, 
then 96%, you know that when it next reads 95% this is a meaningful indicator that things 
are getting steadily worse and you’re approaching the point of needing to head off to the 
hospital for oxygen supplementation.247 

Even though a diary record is a mix of objective (ie, your temperature, blood oxygen level) 
and subjective (I feel sick, my chest hurts, etc) data, it will help you better remember how 
you were, and see how you are progressing.  It makes it easier to spot trends. 

There are also many anecdotal stories shared by doctors of how patients misremember the 
timing and sequencing of their symptoms.  Having it all written down eliminates any such 
errors. 

Seeing a Doctor Probably Won’t Help Your Survival Chances 

There’s one other thing to keep in mind, and which might temper your eagerness to get a 
doctor to help you as soon as possible.  Although almost all health care sources advocate 
seeing a doctor if you’re at all concerned with your health, they then go silent when it comes 
to explaining why you should do that and what the doctor will do for you. 

Based on the first-hand accounts of Covid-19 sufferers as well as the oblique “what to 
expect” commentaries on health sites, if you do go to see some type of health-care 
professional, and if you are diagnosed with a mild case of the virus (ie, not something that 
needs hospitalization), the chances are the doctor will do nothing and not give you any type 
of prescription medicine to treat the infection. 

This should not come as a surprise.  Remember, Covid-19 is a virus, not a bacteria.  Viruses 
are notoriously difficult to treat.  They don’t respond to antibiotics (although they may in 
time create secondary infections that do need antibiotics). 

Currently there are no universally accepted treatments or cures for a person who has the 
virus in a mild form.  Even the much boasted about remdesivir is intended as a treatment 
only for hospitalized patients (it is taken intravenously over a period of five days) and acts to 
speed a recovery rather than prevent an outbreak. 

The doctor will likely just tell you to let him know if your symptoms worsen, give you a 
printed sheet about how to keep away from other people, and possibly suggest you get some 

 
247 Blood-oxygen levels are a bit misleading.  You might think “anything over 50% is a pass”, but actually, optimum 
levels are in the high nineties percent.  At about 94% or so, it has already become cause for serious concern and 
possibly hospitalization. 
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cough mixture if you’re coughing, and maybe a fever reliever if you’ve a fever (both being 
drugs you can buy without prescription).  In other words, he will treat the symptoms rather 
than the actual virus itself.  And of course, he’ll offer you some general platitudes about 
taking it easy, getting plenty of rest, and drinking plenty of fluids.248 He’ll close with some 
generic reassurances, and that’s all you’ll leave with. 

But while antibiotics are useless against viruses, there are another category of drugs – anti-
viral drugs – that are most helpful in fighting a virus in its early days.  There are a growing 
number of possible treatments and newly identified medicines showing anti-viral properties 
that are receiving growing bodies of evidence to support their use in early treatment stages. 

Sadly, few physicians seem either up to date with the latest development or willing to “stick 
their neck out” and prescribe you medications that haven’t been officially endorsed as 
appropriate for Covid-19 cases, or which have the whiff of controversy or uncertainty about 
them.  We discuss some of the specific treatments that may bring benefits in our chapter 
“Non-official Treatments to Consider”. 

Indeed, you’ll not even leave the doctor’s office with the sure and certain knowledge that 
you do have the virus.  The most that is likely to happen is the doctor will say you could 
have the virus and tell you where to go to get a test for the virus, a procedure that at times in 
the recent past could see you waiting up to two weeks to get the results back again (we think 
testing is working a bit more efficiently now). 

Note these comments refer to early and moderate stages of a virus infection.  If you start to 
be severely afflicted, then hospitalized treatments can help counter the worst side effects of 
the virus infection and can help balance your body’s attempts to fight its virus invader.  As 
soon as your health deteriorates to a point where you’re seriously unwell (particularly having 
trouble breathing) you need to get yourself checked in to a hospital. 

But, prior to that terrible point, which hopefully you’ll avoid entirely (most people do), let’s 
have a look at what types of symptoms are associated with having the virus.  The good news 
is there are one or two unusual symptoms that might help you to identify your situation. 

Symptoms 

If there is one thing that can’t be stated too many times, it is that this virus and the illness it 
causes is peculiar and different to just about any other virus out there. 

 
248 These are indeed typical platitudes, but are also valid, appropriate and important things to do.  But maybe there 
are some other things that actually can be done to help, as well. 
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It manifests itself with a wide range of different symptoms, some but not all of which appear 
in most patients.  And, don’t forget, it is thought that almost half of all infected people 
experience no symptoms at all.249 

The illness might finish after a short time, or inexorably continue for months.  In some 
people it is mild, in others it is deadly.  Some people recover completely, others end up with 
lasting damage to their brain and other organs (including heart and lungs). 

The chameleon-like nature of the virus makes it hard to state a short and definitive list of 
symptoms.  Amazingly, new symptoms are being discovered, even now, after over 38 million 
cases have already been registered, world-wide, and with more than seven months of focus 
on the disease by medical experts everywhere. 

Every symptom of the virus is never present in all cases.  But some are more common than 
others, and are more unusual and so are less likely to be a symptom of some other disease 
instead. 

The timing of when symptoms appear is another thing that varies.  The disease itself can 
become impactful after as little as maybe two or three days after you acquire an infection, or 
it can take two weeks to incubate and become apparent. 

Each symptom might only appear briefly for a day or two before disappearing again, rather 
than being present all the way through your illness. 

There are also some studies suggesting that some people may even have longer than two 
week incubations.250  This throws the concept of two week quarantines into question – 
depending on your tolerance for risk, should we consider a longer period?251  Our sense is 
that the two week duration was chosen as being a convenient round number to understand, 
not as any sort of “magic” number, and – like all public health measures, as a necessary 

 
249 Some people suggest the “almost half who experience no symptoms” actually don’t have the virus at all, and it 
is just a false positive result from the virus test process.  We’re not sure about this, because some studies seem to 
suggest that a good percentage of the symptomless people are actually infectious and can pass the virus on to 
others, meaning they obviously are infected, themselves.  We talk more about testing further on in this chapter. 
250 See, for example, https://www.medrxiv.org/content/10.1101/2020.10.20.20216143v1  - this article examined 
the literature and found reports of cases appearing after as long as 34 days in quarantine.  Maybe one or two cases 
could be overlooked and be explained as bad data or accidental late infection from some unknown source, but 
there are multiple reports of infections appearing more than 14 days after an event that may have transferred the 
virus to a person who then quarantines. 
251 The answer to that question is complicated, and depends a bit on the situation.  For example, if you are New 
Zealand, and fighting to keep your entire country totally free of the virus, it is essential not to allow it back into the 
community, and so you could justify a longer period of quarantine, because the stakes are higher.  If however 
you’re in a community with multiple active clusters of infection, the downside is not so severe and perhaps you 
can be more tolerant of shorter quarantines. 
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How Long Does an Infection Last 

It is helpful to understand how long a typical infection takes; to know what to expect and to 
understand if you are doing better, the same, or not as well as most other people. 

Unfortunately, the first thing to appreciate is that this is a very unusual illness, and there are a 
very wide range of different experiences. 

For example, look at this table of symptom duration288 – there isn’t a tight grouping and 
“peak” where most people’s experiences lie. 

 

 
Figure 43  Incidence of disease duration 

 

Not only does the length of illness vary by a very wide margin, but some people have the 
disease without any symptoms or illness at all.  How many people have the disease without 
any symptoms?  We don’t know – guesses range from maybe slightly less than half of 

 
288 Taken from https://covid.joinzoe.com/post/covid-long-term 
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How to Know if You are Cured 

This is perhaps the happiest question in the entire book!  But, like everything else, it is 
surprisingly hard to answer succinctly and exactly. 

It takes a lot more than just the simple passing of time to be cured.  As we mentioned above 
in the chapter “How Long Does an Infection Last”, starting on page 166, it can take days, or 
weeks, or even months for a person to finally work their way clear of their infection. 

Hopefully, at some point, you’ll start to feel better.  When can you say that you are now 
cured, and – very importantly – no longer infectious and a risk to others? 

You’ll not be surprised to learn that, like everything to do with the virus, the answer to this is 
somewhat vague. 

It also is important to distinguish between being no longer infectious and being cured.  You 
can be no longer infectious well before you are cured. 

But in general, if you feel better, that’s the first point and perhaps even the most important 
point.  Consider that reaching first base. 

The second point is you no longer have a fever (and are not taking anti-fever meds) and have 
been without a fever for at least one or three days.307  When that describes you, please 
advance to second base. 

You reach third base if it is at least ten days since you first started suffering from virus 
symptoms. 

This “wait ten day” part is somewhat arbitrary.  So we suggest one more thing. 

To complete your home run, you should speak to your doctor and possibly get tested to see 
if you still have the coronavirus in your system.  Best practice is to get two tests, at least a day 
apart, with both of the tests showing you to be clear.308 

 
307 The CDC had been using three days with no fever as part of its “you are no longer infectious” tests, but then 
shortened it to one day.  Maybe split the difference and call it two? 
308 We tell you this because it is official advice.  But for much of the last eight months, this suggestion has little 
connection to reality.  Hopefully the growing number of fast and inexpensive tests will start to make this a practical 
suggestion at long last. 
We’d also not obsess too much if you are getting PCR type tests and they show the virus is still present.  This may 
be a “false positive” result by the test, caused by the test being unable to distinguish between active live virus and 
the dead remnants of the virus that is now “safe” and no longer active. 
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PART THREE :  Avoiding the Virus 



The Covid Survival Guide  Page 184 

 

 

This version was printed on Tuesday, November 10, 2020 at 6:29 PM 
Check for the current version at https://blog.thetravelinsider.info/covid-19 

How to Avoid Infection – In General 

We’ll start this chapter off with some medical theory.  Skip it or skim through it if you prefer, 
we start to get into the real “meat” of the chapter when you get to the section “The Three 
Main Infection Routes” starting on page 199. 

Perhaps we should commence with a question (and answer) – should you even bother trying 
to avoid the virus?  Some people have clearly decided there is no point in trying to avoid an 
infection.  Some are young and foolish (and, as we know or remember, the young have little 
appreciation of risk and their own mortality), but others are of more mature years and are 
more likely to have an awareness of such things. 

There are also cases where groups of people get together to have a virus party, and hope 
they’ll become infected, so as to “get it over and done with”.  Is that a good idea? 

We’ve seen in our section “How Serious is the Virus?”, above, starting on page 123, some 
data on what the risks of dying from it might be.  Young healthy people have little to worry 
about, and the older and more generally frail you become, the more serious a threat Covid-
19 becomes. 

But there is a huge additional factor that perhaps we’ve not stated clearly enough so far.  
Simply surviving the virus is not the only thing to worry about and hope for.  Some people 
will suffer continued symptoms and problems for an extended period of time – we don’t 
know yet how long because the virus is still so new.  We discuss this in the section “Long 
Haul Illness”, see page 170, above. 

Other people will never make a complete recovery, and will suffer lasting damage to their 
lungs, or heart, or brain, or other organs/aspects of their health.  We don’t yet have a 
sufficient statistical base to know about the prevalence of such things, for example, this 
report321 simultaneously talks about 77% of Chinese patients with lasting lung damage of 
varying severity, 19.7% with heart damage, and another study suggesting 12% with cardio-
vascular damage of various types. 

This article322 provides another perspective on these concerns, and adds an added point – 
even asymptomatic people are likely to experience long-lasting or permanent lung damage. 

 
321 See https://www.advisory.com/daily-briefing/2020/06/02/covid-health-effects  
322 See https://www.vox.com/2020/5/8/21251899/coronavirus-long-term-effects-symptoms  
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The good news about lung damage?  For many sufferers, it might eventually heal.  The bad 
news?  According to this article, it could take 15 years for recovery to be completed.323 

This article reports that kidney problems have also been experienced.324  Another article 
reports on long term and possibly permanent loss of smell and taste.325 

We could continue throwing articles at you, but hopefully you get the point.  You really want 
to avoid the virus if at all possible. 

Plus, you also want other people to avoid the virus.  Because, if other people become 
infected, that increases the chance/risk that you’ll interact with them and catch the infection, 
too.  The way the virus spreads is such that when a person decides to allow themselves to 
get infected, they are likely in turn infecting some number of extra people too – people who 
might not be as young or healthy, and who might not be as eager/willing to be infected. 

On the other hand, those people with their foolish behaviors and “virus parties” might 
actually be helping sensible people like you and me.  If they should now develop immunity 
after their virus illness, that might possibly benefit us through a phenomenon known as “herd 
immunity”. 

We’ll talk about herd immunity – something we’ve teased you with the mention of several 
times already – in just a minute.  It is important because, at least at present, it presents as the 
only hope most of us have to finally get clear of the threat of this disease (we wrote further 
about vaccines in the chapter “When Will the Virus Finally Go Away?”, starting on page 87). 

But first, there’s one other question that we should at least acknowledge, even if not 
completely answer. 

Herd Immunity 

The phrase “herd immunity” is being used a lot currently, and usually in a sense that is more 
wishful than real.  It refers to the situation whereby the virus stops growing in numbers once 
a certain number of people have either been vaccinated or caught the virus and survived, 
and, in both cases, acquired immunity as a result. 

 
323 See https://www.independent.co.uk/news/health/coronavirus-long-term-health-disease-covid-19-lungs-heart-
brain-a9546671.html  
324 See https://www.today.com/health/coronavirus-long-term-health-covid-19-impact-lungs-heart-kidneys-
t178770  
325 See https://www.usnews.com/news/health-news/articles/2020-06-04/loss-of-smell-taste-might-be-long-term-
for-some-covid-19-survivors  
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The concept is quite simple.  Let’s assume that the average infected person meets 50 people 
while they are infected, and has a 4% chance of infecting each person they meet. 

That means, to start with, each infected person will pass the infection on to (50 x 4% =) 2 
more people.  You might recognize this as being the “R number” that we discussed way back 
on page 113. 

Now for the herd immunity concept.  What happens in our example if 20% of the 
population have already had the virus and so are not vulnerable to re-infection?” 

The infected person still meets 50 people, but 10 of them (ie 20%) have now had the virus, 
and so only 40 are liable to be infected.  That means that the infected person now passes the 
virus on to (40 x 4% =) 1.6 people.  The virus is still growing, but at a slower rate. 

Let’s continue this thought exercise and say the virus has been present for a while longer, 
and now 50% of the population have already been infected. 

Now when an infected person meets their 50 people, only half of them – 25 – are still 
vulnerable to infection, and the infected person infects (25 x 4% =) one new person.  The 
virus is now at a steady state, neither growing nor shrinking in terms of new case numbers.  
Each infected person infects one more person. 

In a while, the total infected percentage will grow to say 60%.  That means that only 20 of an 
infected person’s contacts are at risk of infection, and the number of new infections is now 
(20 x 4% =) 0.8 new infections. 

The virus is now starting to die out.  Each infected person infects less than one more person 
– in this example, every 5 people infect 4 more people, and so on.  Herd immunity has 
been achieved. 

The more infectious a virus is, the higher the level of already infected people that is needed 
to achieve herd immunity.  The coronavirus is sometimes suggested to have an “R” rate of 
about 2.5, and that calculates out to requiring about 60% or so of the population to have 
gained herd immunity in order for the virus to then start dying out rather than staying at a 
steady level or, as in the early days, growing in numbers. 

There is a formula for calculating the necessary level of herd immunity (h) to stop a virus 
from growing.  It is actually very simple : ℎ = 1 − 1𝑅 

So, if we say R = 2.5, then this formula calculates as 
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ℎ = 1 − 12.5 = 0.6 𝑖𝑒 60% 

In other words, we need 6 out of every 10 people, or 60% of the population, to have 
immunity for the virus to stop growing if its R value is 2.5.  If the R value goes up, so too 
does the level of herd immunity needed to stop the growth of the infection (for example, if R 
= 3, then we need 67% of the population to have acquired herd immunity, if R = 1.5, we 
only need 33%). 

Herd immunity can also be gained through vaccination.  It is the same thing, either way – as 
long as you reduce the number of potential new infection opportunities, you are moving to a 
herd immunity point. 

So, yes, that also means that wearing masks and social distancing also provides a type of herd 
immunity, because it reduces the number of potential new infection opportunities. 

The weakness of this form of herd immunity, and why it isn’t considered in simple 
calculations, is it only lasts as long as people continue to wear masks and socially distance.  It 
is an active and temporary measure, rather than a passive and possibly permanent measure. 

Talking about weaknesses, there is one very important thing to keep in mind about herd 
immunity.  As you now know, it acts to slow down the spread of the virus and to make it 
harder and eventually impossible for the infection chain to continue to grow.  That is the 
good news. 

The bad news?  Herd immunity does not give you any personal medical super-powers.  If 
you’ve not yet had the virus, you are still as much at risk of becoming infected if you 
encounter someone with the virus as you ever have been.  Herd immunity reduces the rate of 
spread, and when the rate of spread and therefore the count of active infections starts to go 
down, the chances that each person you’ll interact with might currently be infectious goes 
down, too.  But if you strike it unlikely, you’ll still get the virus yourself, exactly the same as 
before. 

Which bring us to the second weakness of herd immunity.  If you do become infected, your 
experience will be as severe and life-threatening as it always has been.  That should be 
obvious, but we think not everyone understands this, because we just don’t understand why 
people are embracing herd immunity so enthusiastically – especially in the unstated hope 
that herd immunity means that other people will do what needs to be done, rather than 
needing to do something oneself. 

In Russian roulette, it is like playing the game but the revolver now has more than six 
chambers in its cylinder.  Maybe it now has nine, or twelve, or whatever.  You pull the 
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trigger, and your chances of hearing a click have improved, but if there’s a bang instead, the 
impact on you is the same as always. 

There are some other aspects to herd immunity too.  Which brings us to the next point. 

Not All People Are Equally At Risk 

There is an obvious difference in terms of risk between different people, based on life-style 
alone.  Think, for example, of a person who stays at home and lives alone, and only goes out 
once every two weeks for a careful bit of hurried grocery shopping.  Now compare that to a 
young person who commutes to work on a crowded bus every day, works alongside many 
colleagues, interacts with the public during the day, and goes out many nights a week eating, 
drinking and dancing with friends (and strangers).  To make the difference more stark, the 
stay at home person always wears a mask and uses hand sanitizer galore, the other person 
never wears a mask or washes their hands. 

Some high-risk people are termed “super-spreaders” because they, unsurprisingly, infect very 
many more people than other infected people do.  (The term also applies to people who for 
puzzling reasons seem to be more infectious than other people.) 

The interesting thing about this is that the second person is more of a risk factor both in 
terms of their likelihood of getting the disease and in terms of their likelihood to spread the 
disease.  That seems obvious, doesn’t it.  This is significant. 

The weakness of the original concept of herd immunity is that it assumes everyone is the 
same, with the same risk of contracting and spreading an infection.  But as we’ve just shown, 
that is not true. 

People with high-risk lifestyles are more likely to be among the first people to contract the 
disease, because of their high-risk lifestyles.  Remember our example, above, where we 
talked about a person who interacts with 50 people a day?  If 50/day is normal (it doesn’t 
matter if it is or not for this example) then the high-risk people might interact with 200 (pick 
a number, any number) of people, unsafely, every day. 

On the other hand, the low risk person we cited above might only interact with 5 people 
every day. 

The high-risk person is four times more likely than average, and 40 times more likely than 
the low risk person, to get the virus, and also is likely to in turn spread it on to 4 or 40 times 
more people. 
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Once the high-risk people have had their infections, the people who remain are lower risk, 
and because they are lower risk, the R number reduces as does also, therefore, the 
calculated need for herd immunity. 

Allowing for this, some studies suggest that if there is an inequality and imbalance as to who 
acquires immunity, instead of needing, for example, 60% of the entire population to 
become immune, once the “super-spreaders” have acquired immunity, and it is thought that 
by definition, they’ll be among the first people to be infected, then that will be enough for 
the entire population.  The percentage of super-spreaders is somewhat conjectural, as is the 
difference in spreading rates, but studies suggest herd-immunity could be reached if only 
10% of the population in Portugal or 20% of the population in the UK – the super-spreaders 
in each case – get the disease.326 

This is an interesting example of how the abstract theory and consideration only of averages 
can be and perhaps should be massively adjusted to reflect for the real-world issues and 
implications. 

So there has been a refining of the concept of herd immunity to allow for a spread of 
different risks, with the result that whatever it actually is – a matter for some debate, perhaps 
– it is likely that real-world herd immunity might be lower than theoretical “everyone the 
same” herd immunity. 

There is another huge assumption built in to herd immunity.  It is such a huge assumption 
that it is paradoxically easy to miss it.  This assumption is that people actually do get 
immunity after an infection.  But is that true?  Alas, immunity is neither guaranteed, nor 
necessarily long-lasting. 

Can You Get the Virus a Second Time? 

Most people have hoped that getting a Covid infection means they would develop immunity 
and not have it a second time.  That is an essential ingredient of herd immunity. 

But there has never been any promise this would happen (it doesn’t with the common cold, 
which is also caused by a similar coronavirus).  The WHO website says “There is currently no 
evidence that people who have recovered from COVID-19 and have antibodies are 
protected from a second infection.”327 

 
326 See https://www.medrxiv.org/content/10.1101/2020.07.23.20160762v1.full.pdf  
327 See https://www.who.int/news-room/commentaries/detail/immunity-passports-in-the-context-of-covid-19.  
This was a dubious statement when first made – “no evidence” is a very absolute statement to make, isn’t it.  And 
to still be saying this in mid-August is becoming another example of where WHO is either asleep at the switch or 
allowing political considerations (its egalitarian dislike of “immunity passports”) interfere with medical reality. 
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It had seemed, based on analysis of antibodies in recovered people’s bloodstreams, that 
some degree of immunity was being created, although knowing how strong that immunity 
was or for how long it would last required a theoretical estimate, because no researchers 
would deliberately try to re-infect recovered people, and because we still don’t have enough 
time to start to get a sense for how the antibody levels hold up and/or the rate at which they 
decline. 

Perhaps surprisingly, it seems that people who have mild experiences are more likely to have 
acquired immunity than people who had the most severe and dire experiences.328 

This 16 August NY Times article329 gave a good round-up and links to more scientific 
articles330 in support of their summary finding, which is that some degree of immunity is 
acquired, and for some as yet unknown period of time.  Yes, that is very vague, isn’t it. 

At present, the best thinking, as per the NY Times roundup and as may have also been stated 
by the CDC in mid August,331 seems to be that people can expect at least a three-month 
period of immunity after recovering from Covid-19.  The CDC seemed so certain that they 
were saying any test for infection that showed positive within three months was almost 
certainly just detecting traces of the earlier infection.332 

We also wonder what the phrase “at least”, means.  In the linked article, this is explained as 
meaning “probably six months, possibly a year”.  Of course, no-one really yet knows, 
because the virus is so new.  It is not possible to test for six months of immunity, because 
there are too few people who have been recovered for six months and available to 
participate in a study.333  This will change over time.  Three months ago, the number of 

 
328 Actually, this is not as counter-intuitive as it may seem.  People with mild cases clearly have very effective 
immune systems.  People with severe cases clearly have very ineffective immune systems and their struggle 
against the virus has needed to be aided by lavish applications of every possible modern medical technique and 
medicine. 
329 See https://www.nytimes.com/2020/08/16/health/coronavirus-immunity-antibodies.html  
330 As examples, and in case the NYT article is no longer online, this paper 
https://www.cell.com/action/showPdf?pii=S0092-8674%2820%2931008-4 and this paper 
https://www.medrxiv.org/content/10.1101/2020.08.11.20171843v2 
331 I’ve not been able to find their official statement, but consider its paraphrase here as being reliable 
https://www.cbsnews.com/news/transcript-scott-gottlieb-discusses-coronavirus-on-face-the-nation-august-16-
2020/ .  Update – the CDC is either clarifying or walking back its earlier statement (which is perhaps why I can’t 
now find it).  This is their apparently current official opinion :  https://www.cdc.gov/coronavirus/2019-ncov/if-you-
are-sick/quarantine.html  
332 A new article is now quoting a study of nearly 20,000 patients in New York, finding that there were stable levels 
of protective antibodies for three months.  See https://apnews.com/article/virus-outbreak-archive-
310caebd08336e2df27c468dfc79f9b8  
333 Six months ago, in early February, there were barely a dozen cases in the entire US. 
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recovered people was over a million, so it becomes much easier to start new studies drawing 
from the much larger pool of people who have had the virus more recently. 

Even if immunity does result from an infection, it is common for acquired immunity – either 
as a result of a past infection or a vaccination – to fade over time.  Not only does the specific 
immunity for the specific viral infection fade, but the viruses evolve/mutate.  As they change, 
in their new altered forms they may end up being viewed as a different infection which your 
existing immune processes (and vaccines) no longer recognize and effectively combat. 

Until mid/late August, there were also occasional examples cited in the press about patients 
who have been cured and then come down with a second Covid-19 infection some time – 
weeks or months – after they’d been cured the first time. 

Until recently, the best thinking about such examples offered several explanations.  A 
thought-to-be most likely explanation is they were never cured, and have the “Long Haul” 
version of the illness (see page 170).  Alternatively, perhaps their initial ailment was not the 
Covid-19 virus – it might have been regular ‘flu instead.  Less likely is that their “second” 
experience is not Covid-19, because it seems reasonable to infer that due to the unusual 
nature of their situation, they’d be very carefully tested. 

Talking about careful testing provides another likely explanation.  Even if they tested positive 
the first time for Covid-19, the dismayingly inaccurate tests that have sometimes been out 
there and in use makes a single test far from conclusive, and even two or three tests can still 
have a significant number of false positives remaining.334 

There’s still another possibility.  Maybe the person had two different strains of the virus, with 
any immunity against one strain not applying against the other strain. 

An interesting case that was identified in Hong Kong in August, of a man who has definitely 
been reinfected.  The reason for the certainty is because his second infection involves a 
different strain to the first infection.335 336 

 
334 See the section on Test Accuracy, above.  We showed how a 98% accurate test could still come up with 40 false 
positives for every true positive.  With some tests having only a 50% accuracy, those numbers become even more 
extremely biased in favor of false positives. 
335 See https://www.theguardian.com/world/2020/aug/24/case-of-man-with-coronavirus-for-second-time-stokes-
reinfection-fears-hong-kong 
336 However, it is important to stress that the reason for his reinfection can not be said to be because of the 
different strain of the virus that infected him a second time.  There is no clear evidence (at least, not yet!) that the 
two different strains are treated differently by the body’s immune system.  The only relevant point is that this man 
had been exactly confirmed to have a specific strain of the virus the first time, and we therefore exactly knew, 
when he was found to be with the virus again, and it was a different strain, that it wasn’t a “long haul” illness 
simply flaring up again, but a fresh new illness. 
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The article rightly cautions against making too many certain conclusions from this single case.  
But the one case is more significant than it might seem.  The article seems to reason 
“because there is only one case, it is obviously very unusual and the exception rather than 
the rule”. 

I disagreed at the time this happened.337  While the article doesn’t supply exact details, it 
tells us that on 15 August, the man was diagnosed with a second infection, more than four 
months after his first.  So that means he had his first infection on/before 15 April, and at that 
time, no more than 1,000 people in Hong Kong had been infected.  Hong Kong has a 
population of 7.5 million.  It also seems likely that the new strain the man has is the G614 
strain and his first infection has the H614 strain (see below, Figure 46 Change in virus strains 
over time, on page 195).  Most infections now are G614, and so there are not many people 
with the H614 infection out there, and even now, Hong Kong still does not have many 
people with the virus – 4,692 in total. 

So, in round figures, what are the chances that one of the first maybe 1500 people in Hong 
Kong, with the H614 strain, would now catch the G614 strain?  Let’s say after these people 
were cured, there have been another 2,500 new infections.  So there is a (2,500 x 1,500) 
chance in 7.5 million of one of those people being reinfected, ie one chance in two, possibly 
a bit less because I overstated the likely total number of infections. 

From that we then have to wonder what the chances are of the second infection being able 
to be exactly confirmed, and being reported, which might make the odds slightly longer in 
terms of the case ending up on an English newspaper, but even without that adjustment, 
having only one person with two infections – in Hong Kong – is close to exactly what you’d 
expect at present.  It is not unusual and an exception, it is exactly what would be expected, 
and it confirms re-infection likeliness rather than presenting an awkward exception case to 
be explained away. 

The broader question might be “Sure, one person being re-infected in Hong Kong might be 
what you’d expect, but why are there not more people elsewhere in the world reporting 
second infections?” 

Well, the short answer (keep reading for a longer new answer) to that is there are other 
people, as mentioned above already, but we’ve been tending to dismiss those cases as being 
due to an error or anomaly, rather than being genuine reinfections. 

Maybe they are all genuine reinfections? 

 
337 And went on the record with my disagreement.  I’m not now trying to be wise after the fact.   
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One final explanation is to accept that effective immunity is never a 100% guarantee, and as 
mentioned above, some people’s immune systems are unusually weak in the first place. 

Until the Hong Kong man’s case confirmed a real true 100% reinfection, it had seemed fair 
to consider the other rare cases as being meaningless anomalies rather than valid indicators 
of everyone being at equal risk of re-infection as they were of infection prior to being 
infected by the Covid-19 virus. 

Now we have one clear and certain example of a person being infected twice, albeit with 
slightly different strains of the virus.  This seems to be bad news, no matter how you choose 
to view it. 

The Hong Kong case was disclosed on 24 August.  The very next day, news broke of two 
more people confirmed to have been re-infected – one in Belgium and one in the 
Netherlands.338  We don’t know much about these two new cases – we don’t know if they 
have the same strain or a different strain, and how long since their first infection.  But it 
seems to now be increasingly confirmed that a first case of the virus can, in some cases, give 
only short immunity. 

We know the Belgian case is a woman who had the virus in March and again in June, so 
there are about three months between her infections.339 

Professional reassurers switched gear again.  First they’d been telling us to ignore early 
reports of people getting a second infection.  Then they told us that one case in Hong Kong 
was insignificant. 

When two more cases inconveniently put the lie to that second line of reassurance, they 
then focused on how these three cases appeared to be milder that the first case, and also 
pointed to the patients as being older and perhaps more susceptible to reinfection due to 
their age.  They also happily pointed to the three or more months between the first and 
second infections, telling us that at least an infection was providing some period of 
immunity. 

 
338 This was mentioned on The Guardian’s live blog.  Hopefully this link will take you to it :  
https://www.theguardian.com/world/live/2020/aug/25/coronavirus-live-news-gaza-in-lockdown-following-first-
local-cases-hong-kong-man-re-infected?CMP=share_btn_tw&page=with:block-5f44e7c38f08767dd7f0e657#block-
5f44e7c38f08767dd7f0e657  
339 See https://www.stuff.co.nz/national/health/coronavirus/300091506/coronavirus-two-cases-of-covid19-
reinfection-in-europe-with-more-likely 
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And then, ooops.  A young 25 year old man in Nevada had a second case, within a month 
of the first case.  And, wait, it gets worse.  His first case was mild, his second case saw him 
needing to be hospitalized and given supplemental oxygen.340 

So, let’s think about what we were told and what reality now shows : 

 

Of course, this is all based on one man in Nevada.  There might be any number of other 
“confounding” considerations that caused him to be re-infected so soon and so seriously. 

Now (early October) there have been a growing number of other confirmed “double 
infection” cases, and sadly, the Nevada man’s experience of a second infection being worse 
than the first infection has been repeated several times.341 

Most dramatically of all, a person who survived a first infection had a second infection and 
died of it.342 

The SARS-CoV-2 virus does mutate, and has mutated, although it is absolutely not clear if 
second infections are because of a mutation invalidating any immunity first gained.  There 
may be other reasons why a person gets a second infection. 

Below is a fascinating chart showing the shift in prevalence between two different strains of 
the virus.343 

 
340 See https://www.msn.com/en-us/health/medical/nevada-man-had-covid-19-twice/ar-BB18tZF0  
341 See https://www.theguardian.com/world/2020/oct/06/flurry-of-coronavirus-reinfections-leaves-scientists-
puzzled and https://www.dailymail.co.uk/news/article-8889269/Russian-professor-69-infected-Covid-19-twice-
says-herd-immunity-impossible.html  
342 See https://www.webmd.com/lung/news/20201014/dutch-woman-first-to-die-after-covid-19-infection  
343 Taken from https://medium.com/microbial-instincts/what-the-d614g-mutation-means-for-covid-19-spread-
fatality-treatment-and-vaccine-7dda1c066f0d  

We were told The truth now is 

 More than three months immunity  Less than one month 
 Milder second case  More severe second case 
 Primarily older people  Young people too 
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Avoiding Infection at Work and Home 

Note – this is one of four chapters on how to avoid or minimize your risk of catching the virus.  
We’ve tried to split the topic into four helpful pieces, but we urge you to read all four 
chapters as an entirety, because elements of each chapter and the recommendations within it 
apply to the other three chapters, too. 

It is a regrettable outcome of a virus that “came from nowhere” and so suddenly that there 
really isn’t yet any clear regulatory consensus as to what should be fairly required of 
businesses in terms of providing a safe workplace for their staff.406 

There is also clearly a hope that the Covid problem will go away “any day now”, with the 
current “deus ex machina” being the increasingly strident claims of a vaccine coming out 
very soon.  The almost irrational exuberance after Pfizer issued a press release on 9 
November pointing to the possibility of a high effectiveness rate of their virus was stunning – 
phrases such as “"Covid Miracle" and "The end of the virus" and "Return to Normalcy by 
Spring" appeared in the press.  Even the staid WHO managed to enthuse that the vaccine 
"could fundamentally change the course of the pandemic".407 

We discuss when the virus might finally go away in the chapter of that name, starting on 
page 86. 

A cynic would also observe that some of the compliance and best practice measures can be 
potentially disruptive and definitely costly, meaning there is very little groundswell of desire 
for strong bio-safety measures by businesses and their lobbying groups.  While the 
coronavirus and its Covid-19 disease is new, respiratory infections are not at all new, and 
neither is the seasonal/annual ‘flu that kills tens of thousands of people every year.  Society 
seems to have a selective blind spot when it comes to respiratory illnesses – “Oh, it’s just a 
passing cough and cold”.  Is it time to revisit that blind spot and come up with more general 
guidelines and requirements for workplace safety?408 

 
406 Not only are the obligations of an employer to maintain a safe (from the virus) workplace unclear, and the 
obligations of a retailer to provide a safe environment for customers also unclear, but some employers are seeking 
liability waivers so they won’t be liable and can’t be sued if they don’t do whatever is needed and appropriate to 
make their work environment as safe as prudent/possible! 
407 For more hype and hope, see this collection of British newspaper front pages 
https://www.bbc.com/news/blogs-the-papers-54882074  
408 It is, of course, a much wider issue than just workplace safety.  The same considerations apply to transportation, 
entertainment, social groups, and any other type of activity that involves people more or less in close proximity to 
other people. 
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These broader implications require broader responses – social acknowledgement and 
agreement on what is a new definition of “appropriate” steps, and probably 
legislation/regulation/case law to determine what such obligations actually are.  I’m all in 
favor of such a discussion, but it will take months/years of lobbying and evaluation for any 
new and beneficial measures to become mandatory.  For now, and for you, it is necessary to 
focus on the immediate threats and issues as they confront you, at work, at home, and when 
traveling, to encourage better standards and practices by your employer and other 
companies you interact with, and to adopt the best personal practices yourself in the 
environments you can control. 

So, unfortunately, creating an optimized and safe workplace may be a difficult issue to 
finesse and optimize.  The best improvements to your work environment may be perceived 
as being overly costly or disruptive to your work environment or in some other way intrusive 
and unwelcome.  You can act unilaterally in your home, but at work, whether you’re the 
manager – even owner – or the lowliest staff member, you’re constrained in what you can 
do. 

Anything that requires modifications to personal behavior will be challenging, due to needing 
to get your fellow workers on-board with your recommendations/requests, too.  If it is a 
struggle to get people to wear masks and keep 6’ apart in other settings, there’s little reason 
for optimism that such people will suddenly become paragons of excellent behavior in their 
work places. 

I’m having to write this section half for managers and half for employees.  But that is easier 
than you might think, because the underlying truth that needs to be recognized and 
accepted by both workers and bosses is this is a win-win (or, lose-lose) situation.  Companies 
are as harmed (well, almost) as people when there is increased absenteeism due to 
preventable illnesses, and the corporate cost of replacing lost workers, while nowhere near 
the personal cost of “replacing” a lost loved one, is also an impactful factor that should 
encourage companies to act positively and responsively in terms of the safety modifications 
they add to their workplaces.409 

There should be another corporate incentive to “do the right thing”.  Many of the changes 
instituted now in response to the Covid crisis will continue to be beneficial into the future, 
resulting in fewer people catching coughs and colds and the seasonal ‘flu each year, too.  A 
general improvement in workplace hygiene is of permanent benefit, so there’s no reason to 

 
409 A problem is that these employee loss costs are obscured, making no manager clearly responsible for them, 
whereas the safety costs are obvious and required “up front”.  In our culture of short-term profit measurement 
and fast ROI requirements, it can be hard to justify expenditures that in the longer term and when judged on 
humanitarian grounds make splendid sense. 
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think “there is no point in spending this money for just a few months” (always assuming, of 
course, that the virus will only be with us for just a few months more – see our chapter 
“When Will the Virus Finally Go Away?” on that point, starting on page 86.)410 

This might be an area where trade unions can help.  Rather than you, as one single worker, 
approaching “the big boss” alone, you can go to your union representatives, discuss the 
matter with them in a possibly more sympathetic environment, and have them make 
representations on behalf of the entire staff, with a more persuasive “voice” that is more 
likely to be heard (and which won’t result in recriminations focused at specific individuals). 

Companies should create “safety committees” – there’s probably a better name – that have a 
mix of people on it at all levels, from front-line staff to senior executives.  I’ve found, as both 
a front-line junior staff member, and as a top-level executive, that the two perspectives are 
often very different and sometimes the best solutions – and the best accepted solutions – are 
developed when all perspectives in a company come together to solve a shared problem. 

Front-line staff see operational issues and challenges because they are hands-on; senior 
executives are aware of the broader strategy, issues, capabilities and constraints within which 
solutions can be implemented; front-line staff can ensure the details of theoretical fixes mesh 
with the reality of actual operations.  This safety-committee group should of course convene 
to develop solutions, and meet regularly to monitor their implementation, and to resolve 
arising issues and challenges.  An important part of such a group is to have an open and easy 
(and possibly anonymous) method for all staff to provide feedback and ideas. 

Some people have discovered, to their embarrassment, that if they complain to the local 
Health Department about workplace issues, their complaints may become public record and 
their employer will know who made the complaint.  Be careful if you’re considering this 
approach. 

When we talk about workplaces, there is of course a huge range of possible workplaces, 
from production lines in factories, to retailing, to office work, to outdoors work, and 
everything else imaginable.  This requires some generalizations as to how to optimize a 
workplace environment, but happily, most of the issues are similar, no matter the workplace 
environment. 

In general, in a workplace, the strategy should be to cut down on the number of physical 
interactions people need to have with other people; to have necessary interactions with as 

 
410 Companies have slowly come to realize the costs of poor health and bad lifestyles when it comes to smoking, so 
there is a precedent to cite and reason for hope – maybe that same awareness can flow to respiratory diseases in 
general, rather than just smoking related, and to at-work measures as well as advocating employee lifestyle 
choices. 
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few other people as present, and conducted as briefly as possible, and in as safe an 
environment (particularly from the perspective of air-flow). 

There are also some possible modifications to the workplace itself that will keep its 
environment as safe as possible. 

Minimizing Time Actually at Work 

You should minimize the number of other people each employee has to interact with in 
person.  There are many ways to do that.  The obvious one, which many people have come 
to embrace, is remote working from home.  Anyone who can realistically work from home 
should be encouraged to do so – even if only for one day a week, that’s comparable to a 
36% reduction in contacts (each person is now at work for only 80% of the time, and while 
they’re at work, there are only 80% of their colleagues present). 

There quite likely will be some people who have to have direct in person contact with 
customers, suppliers, contractors and others, and there may be some people who should 
split their time, working some days from home and other days at the company’s offices. 

In addition to reducing the number of people working at the business location each day, 
there is a second strategy to further reduce the people simultaneously on site.  Maybe it is 
possible to change the company’s working hours, and have half the people working one set 
of hours and the other half working the other half.  This can be made into a major benefit for 
staff, too – for example, how about a schedule where people swap between working 12 
hours a day for three days, then four days off, and the other week, working four 11 hour 
days, and then three days off. 

Another approach is to have staff working four ten-hour days then three days off.  Most 
studies suggest that staff love having a third day off each week, and will happily add a couple 
of hours a day to four days of work in exchange for three day weekends, and end up being 
more productive too. 

Yet another option could be maybe half the staff arrive very early in the morning and leave 
mid-afternoon after the usual eight hours, and the other half arrive at mid-day and stay until 
evening. 

Or any other arrangement that allows for fewer people together at the same time. 

Another thing to do is to stagger the break times.  Retailers necessarily do this already, other 
businesses should do it too, so as to keep as few people in the office at the same time during 
the day. 
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Staggered break times (and also staggered working hours) avoids rushes on and crowds in 
common areas, restrooms, and other facilities. 

It also reduces the stress on elevators in large office buildings – with reductions in how many 
people should all crowd into an elevator at the same time, some buildings are reporting long 
waiting times and lines for people wishing to take an elevator.  Interestingly, the busiest 
times are not when people arrive at the beginning of the day or leave at the end of the day, 
but during the lunch period.411  All the more reason to stagger lunch breaks. 

Limiting Personal Interactions While at Work 

After a company has optimized its staffing schedule, and moved as many people to working 
from home for as much of each week as possible, the next point of focus is to consider how 
to minimize staff interactions while people are present. 

This requires a reversal of much of what we’ve taken for granted to date.  Certainly there are 
benefits from having informal as well as formal communication lines, and the concept of 
“management by walking around” has long been espoused as a great idea.  More 
interactions, and casually rather than formally, tend to encourage a friendly happy workplace 
environment, but it is possible to find a middle ground between a glorified social club at one 
extreme, and a wordless sterile environment at the other extreme. 

The movement of people around the business premises should be minimized as much as 
possible.  People should use the phone to talk to each other, or an instant messaging 
program for office workers.  If you feel you need to “eyeball” the other person, call them on 
a video messaging program.  Offices should fully implement corporate accounts with Zoom 
or other video messaging service to make it instant and easy to video message anyone (and 
everyone) at any time.412 413 

 
411 See https://www.wired.co.uk/article/lifts-coronavirus-logistics-return-to-office  
412 A related suggestion – when using any sort of instant messaging service, all participants should use 
headphones, even if they are in private offices.  It keeps noise levels down in the office space, and makes it easier 
to manage the audio in a group meeting. 
Noise rises or falls in a feedback loop.  In a noisy environment, people speak louder to be heard, which increases 
the noise, requiring other people to speak louder, which increases the noise, requiring the first people to speak 
louder, and so on.  Or, hopefully, the opposite.  If one person is quiet, the next person doesn’t need to be so loud 
either, and so on. 
Keeping ambient noise down means people don’t have to shout, and if people speak quietly, they don’t emit as 
many aerosol particles and respiratory droplets. 
We urge you to keep your work environment as library-like as possible in terms of sound levels. 
413 It is important that any form of instant messaging be as convenient as possible. 
(continued on next page) 
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Possible changes to office layouts are likely to be beneficial.  All that open-plan office space 
with direct sight-lines isn’t looking quite so appealing now.  You can still preserve much of 
that ambience if it is desirable and part of your corporate ethos/culture, but clear Perspex 
barriers should be added between work stations as much as possible, and desks should be 
shifted to have people working side by side or back to back rather than facing each other 
directly. 

Minimize Meetings 

One of the banes of office/administrative life are meetings.  Just about every regular meeting 
attendant acknowledges that many meetings are only marginally necessary, and when held, 
have too many attendees and go on for too long. 

So, Covid or not, it may be beneficial to cut back on meetings, and for the meetings that 
must continue, reduce the number of attendees, and set firm deadlines on their duration. 

Another strategy could be to have a “rolling meeting” where people join and leave for 
specific parts of a meeting, rather than having everyone present from start to finish. 

Whenever possible, meet via video-conferencing rather than in person. 

 
I remember working in a company, decades ago, that had both regular phones for everyone on their desks, and 
also semi-hands-free intercom type sets as well.  Not everyone was privileged to have an intercom set, and – not 
having one myself – I didn’t see any benefit in them.  “Who needs an intercom unit when you already have a 
phone, and when you can get up and walk to see them too.” 
But when I eventually got one of the units myself, I was astonished at how convenient it proved to be, and how it 
resulted in much more efficient communication, both from me to other people and from other people to me. 
The moral of this story is to choose some type of instant communication system that is indeed close to 
instantaneous, and then make sure everyone is trained in how to use it.  Even now we cringe when we see people 
with only one screen rather than two or more connected to their computer, and painfully closing one program 
window before opening another, and only having one browser tab active.  If you and/or your coworkers don’t 
know about Alt-Tab (in Windows) it is well past time to learn what a powerful friend it is. 
Computers have become such a commonplace accepted thing these days that there is less perceived need to teach 
people how to use them most efficiently.  Something as simple as adding a second screen to a computer can make 
a person 25% more productive, and some studies go further to point to even more efficiency with a third monitor.  
See https://www.inc.com/tim-crino/careacademy-ankur-jain-kairos-health-care.html .  Now consider this.  
Generally a company expects to get more than three times the benefit from an employee compared to their cost.  
So even a $20/hr office worker is expected to be making $60+/hr for the company.  If that $20/hr worker is made 
25% more productive, that means they are now making $75/hr for the company.  A second computer screen 
probably costs less than $300.  That means in half a week, the cost of the monitor has been returned in productive 
benefits.  In a year, the $300 monitor has resulted in $3000 worth of extra productivity. 
Yes, this is nothing to do with Covid-19, but it is all to do with common sense and overlooked business 
improvement.  To turn it back to Covid-19, maybe by making the worker 25% more productive, you can now 
reduce their hours each week with no negative impact to the company, and making both that worker and 
everyone else safer as a result. 
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I don’t know what to suggest about a company lunch-room, if such a thing is presently 
offered, or what to suggest as an alternate approach, other than the suggestion already 
offered about staggering lunch and break times so as not to overload any such space. 

Intuitively it feels very risky having a concentration of people all eating food, necessarily 
without masks, and with probably much less than 6’ distancing between each person. 

Splitting/Separating Different Parts of the Company 

The more people you interact with, the greater the risk that one of them might be infected 
and will pass their infection on to you.  Another way of reducing the number of people you 
physically interact with is trying to split your company into independent units with no 
physical interactions between each unit. 

For example, if your company occupies multiple floors in a building, is it possible to limit or 
even totally eliminate all physical travel between floors? 

If you are all in one single working space, is it possible to create some new partitioning that 
separates accounting from sales from purchasing from customer service, and so on? 

While traditional corporate practice favors mixing and matching people so there are fewer 
“silos” and more interaction and understanding, these are not traditional times, and perhaps 
this will help reduce the number of risky interactions in a company still further. 

Elevators vs Stairs 

We mentioned above how, in high rise buildings, elevators are becoming a bottle-neck, and 
cited an article which reported in some cases, as much as a 20-minute wait for an elevator. 

Elevators are problematic in all situations, because they seldom have much air flow in them, 
and so it is best to keep people out of them whenever possible.  A policy encouraging taking 
the stairs when going up only one floor, or down one or two floors, is a good policy to have 
all the time – it saves a bit of energy, and gives people a bit of exercise, and this is something 
to stress more strongly at present.  Not only does it keep some people out of the elevators, it 
also reduces the loads on the elevators and therefore helps if there are growing delays 
waiting for an elevator. 

If your company is having problems with elevator bottlenecks, it is a good idea to speak to 
your elevator maintenance company.  We know hoteliers who have massively reduced the 
waits for elevators in their hotels by speeding up the elevators – not in the sense of making 
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PART FOUR :  Treating the Virus 
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Include Your Doctor in Your Decision-Making 

While I want to give you the information you need to intelligently participate in how you 
adjust your life to minimize the risk of getting a Covid-19 infection, and the information you 
need to similarly participate in any healthcare treatment decisions should you become 
infected, it is not my suggestion that this book replaces the need for normal consultations 
with your normal physician. 

This document could be used as a discussion point to go through with your present doctor.  
Of course, I don’t know who your doctor is, and even more so, he doesn’t know me, and I 
think you and I both have to feel less than certain that any doctor has the time to read 
through over 350 pages of information, especially when written by a non-medical-
professional! 

Like the rest of us, doctors tend to have their preferred sources of information, and choose 
to discount information that appears elsewhere. 

There are of course valid reasons for being selective in how and where a physician obtains 
his information.  We discuss that in some detail, way back near the beginning, see our 
section “Why are So Many Doctors So Risk Averse?” on page 17. 

There is a problem with being too risk averse and cautious when it comes to the virus.  Keep 
in mind this virus is killing people, almost literally every minute, as you read this.  It is a 
“clear and present danger” that we don’t have the luxury of responding to in a leisurely 
measured manner. 

Remember, it is only in March that we in the US officially started to pay attention to this 
(although my first mention and warning was well prior to that time). 

What that means is that some medical publications are still digesting and considering and 
preparing material for publication, but new information is emerging on an almost daily basis.  
Most medical issues these days are only slowly evolving, but our knowledge of the virus is 
changing almost daily. 

The resources your doctor uses are almost certainly not updating and publishing new data 
on an accelerated daily/weekly schedule. 

I have tried to keep on top of the deluge of data about the virus – although, perhaps I’ve also 
contributed to it!  I’ve written over 150 articles on the virus since I started counting in 
February.  I’ve written close to half a million words on the topic, so far – this book alone is 
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the high side of 150,000 words.473  A busy physician has no time to spend trying to keep on 
top of all of this (it truly takes me an hour or two, every day, seven days a week, just to keep 
abreast of the latest news and developments).474  The chances are your doctor is already 
overloaded with direct patient workload – for example, how many minutes do you have to 
chat with him when you meet? 

While your doctor may not admit this (you want a doctor who does!) he is probably far from 
an expert on the virus, and has chosen to glance at headlines of articles, read the summaries 
of articles from trusted sources, and seldom/never gone into an article’s tables and 
appendices and footnotes, and reviewed the sources used and critiqued the methodologies.  
Most of all, he’s probably never ventured into the shadowy fringes of mainstream medicine 
to hunt out the advance hints of promising new treatments. 

For all the understandable reasons discussed earlier, there is a sometimes unfortunate 
propensity to approach new and novel approaches dismissively and negatively.  It is true that 
“non-traditional” and “non-mainstream” medicine is too-often ridden with nonsense, but 
that doesn’t mean everything that hasn’t been hallowed by decades of tradition should be 
rejected.  Indeed, every current medical practice had to evolve from something different 
previously.  Every new treatment was once non-mainstream and non-traditional.  It is 
essential to keep an open mind on alternate approaches. 

I’m not saying I know more about the virus than your doctor, but I am saying there is a very 
uneven distribution of knowledge out there at present, and that much to do with the virus 
does not require half a dozen years of medical school to understand.475 

 
473 I am not suggesting that simply reading and writing a lot makes me an expert on the virus!  And also, reading 
this book now doesn’t make you an expert, either.  But I do suggest it makes you more informed than 99%+ of the 
rest of the community, so all is not lost.   
474 This is an important point, too.  The truth changes regularly in terms of what are considered good and not so 
good treatments for the virus. 
Think of hydroxychloroquine – it started off with a burst of positive publicity, then got sandbagged by negative 
reports, but since that time, albeit unreported by most mainstream media, there was been a steady drip-feed of 
new studies being released, almost all positive.  But now there’s an automatic turning away from any mention of 
HCQ by people who have closed their mind to the topic – they’ll say something like “the three leading studies all 
showed it to have no benefit and was dangerous to patients’ hearts” (even though the studies have subsequently 
been convincingly criticized and the heart danger was theoretical rather than real, and what about the 90+ studies 
subsequently that have been positive), and their automatic dismissal is not the correct thing to do. 
475 Indeed, much of the research into the virus is more based on statistics and data analysis than on the actual 
medical treatments – when it comes to evaluating outcomes and determining their significance, the medical side 
of evaluating “did the patient live or not” and “how many days in hospital before discharge” is totally trivial, but 
the analytical side of “is this a significant or insignificant difference” is key. 
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A normal and mainstream approach to medicines is “Do we know this medicine will help 
and are we certain it will do no harm?”.  If there is not positive proof that the medicine will 
help, or if there is doubt about the medicine’s safety in use, then of course, it is seldom 
prescribed. 

But there is another less cautious approach that some people advocate, in some cases.  It still 
asks the second question - “Could this particular drug do the patient harm?”; and, in the 
interests of further caution, “Would this particular drug interact with any other drugs the 
patient is taking or any other conditions the patient suffers?” 

But it doesn’t mandate a certain definite proven answer to the first question.  Instead of 
demanding the highest standard of proof of benefit, a lower degree of confidence of possible 
benefit is accepted. 

In the case of a really nasty disease such as Covid-19, which threatens death or lasting 
disabilities to a significant proportion of everyone who suffers it, you might feel – as I do – 
that this second approach has a lot to recommend itself. 

To put it in non-medical terms, if a drug will definitely not cause any harm, and maybe 
might slightly provide some benefit, isn’t that sufficient justification to risk it?  There’s no 
downside (other than possibly disappointment) and potentially, a lot of upside. 

This is at the heart of any discussion you need to have with your doctor, and with yourself.  
Where on this scale do you place yourself?  Where does your doctor stand, and will he 
respect and honor your decisions and requests for your personal care regimen? 

One of the adages and golden rules of the medical profession is “First, do no harm”.  So it is 
natural and normal for all doctors to view any type of medical intervention with caution and 
concern.  But – here’s the important thing : 

“Do no harm” is not the same as “do nothing”! 

Indeed, doing nothing obviously can be harmful.  All infections are easiest to treat and clear 
when the intervention is early rather than delayed.476  The current US approach of doing 
nothing when people are first discovered with an infection and waiting to see if it gets worse 
is not the best approach, as the analogy explains.  Contrast that approach with the method 

 
476 An infection is like a forest fire.  To start with, you light a match, and can blow it out with a small breath.  It sets 
fire to a piece of paper.  You can stamp that out.  The paper starts a small piece of wood burning.  You can throw a 
jug of water on it.  The piece of wood sets other pieces of wood on fire.  Your garden hose will see to that.  But 
leave it much longer, and you’re going to need a fire truck, and leave it longer still, and you’ll need helicopters with 
monsoon buckets, hundreds of fire-fighters, and so on. 
It is exactly the same with a virus, and for the same reasons.  Time is essential when fighting a viral infection with 
weak anti-viral drugs that work in the early stages of an infection but not later on. 
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adopted in Hong Kong, where anyone who tests positive is immediately given a cocktail of 
anti-viral drugs, designed to halt the infection in its tracks, before it becomes too substantial 
to easily stop.477 

My personal feeling is that the standard of proof required to support any type of drug taking 
in the context of this virus should not be “is this drug 110% guaranteed to work against the 
virus” but rather “is this drug (100%) guaranteed to be safe to take”.478  If the drug is 
acceptably safe to take, and will do no harm, isn’t it better to take the drug on the basis of 
“Heads, it might help, tails, it won’t hurt”?  That policy, while open to criticism as being too 
simplistic, can be expressed as a situation with very little downside, and a ton of possible 
upside. 

Of course, there have to be some realistic limits on how far you take that.  The concept 
could conceivably have you swallowing everything in your medicine cabinet “just in case” it 
helps.  That’s not a good idea, either.  But there is a point where some medicines and other 
substances reach a measurable level of “possibly might help” such that, as long as there is no 
downside, the question shifts from “Why should I take this” to “Why should I not take this”. 

That’s a personal value and risk decision you should be allowed to participate in.  It is your 
life, and your health, that is at issue here.  I am absolutely not trying to persuade you to 
accept my opinion, but doctors too should be diffident at unilaterally imposing their values 
and morality on their patients.  “I know best, I’m a doctor” and not even telling patients 
what is wrong with them and what the prognosis is, was formerly a normal state of affairs, 50 
and more years ago, but we’ve moved past that point.  These days, it is never a valid 
statement to make when it comes to balancing risks and outcomes.  The patient – you – 
must be involved as much as is possible.  Doctors should advise and counsel, but you must 
participate in the decisions ultimately taken. 

Considering treatment options and choices is something you should think about now, before 
you come down with the virus.  As you can see, there are some things you can be taking 

 
477 See https://www.bloomberg.com/amp/news/articles/2020-10-17/treat-covid-19-early-to-save-patients-lives-
sars-veteran-urges  Hong Kong has a very low infection rate (710 per million, as of early November) and a 2% case 
fatality rate (14 per million).  The world average is a 2.5% CFR, which is also the US rate.  So the Hong Kong 
approach isn’t transformative, but it does seem to be beneficial. 
478 Of course, the reality is there is no such thing as a 100% safe drug.  Every drug known to man, and even every 
natural product, starting with oxygen and water, can be harmful in some ways and forms, depending on how it is 
applied or taken.  Every drug has side effects (but not every person gets every side effect).  The universality of side 
effects gives doctors an automatic justification for refusing any treatment they may wish to reject. 
Everything in life, including medicine, is always a case of balancing, minimizing, and optimizing risk; we can never 
eliminate it.  “First, do no harm”, while appealingly simple, is also unhelpfully simplistic. 
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now to possibly reduce your risk of infection, as well as other things that should be taken at 
the first sign of an infection. 

It might be awkward to phone your doctor now and say “Hey, doc, if I get sick, will you 
prescribe me XYZ?”,479 but for sure, you need to know what some of these treatment options 
– treatment options which, as you’ll see, some doctors advocate and use – are, and be ready 
to discuss them with your doctor if/when the time comes.  It is clear that early intervention 
and treatment can be very beneficial (remember the footnoted fire analogy) – so if you 
become infected, you don’t want to then get locked into a series of delays while trying to 
find an open-minded physician who will work with you to explore the best possible 
treatments. 

Doctors are also usually more conservative at how they respond to new patients than how 
they respond to existing patients – there is more mutual trust after a developed relationship.  
The last thing a doctor wants is to be unfairly trapped and then misquoted in some unfair 
piece of “investigative journalism”, and so new patients tend to be treated more formally 
than existing ones. 

The further reality is that if you become infected, and if the infection becomes serious, you 
become less and less an active participant in your care program.  When you’re sedated and 
intubated on a ventilator, you’re obviously no longer participating in much at all.  Even 
before then, you may be dealing with emergency room/ICU type people who have no time 
for a careful discussion about treatment options, and who are unfamiliar with your medical 
history in general and any other issues that should be considered. 

This is why discussing these concepts with your family physician/GP now, when there is no 
time pressure or urgency, and you’re healthy and fully able to participate in the discussion 
and decisions made, would be a good thing if convenient for you and for him. 

With so much unknown, and with the virus so new, it is not realistic to expect there to be 
already existing ultra-rigorous proofs of new (and repurposed existing) medicines to 
guarantee they reduce the impact of a Covid-19 infection.  There just hasn’t been the time 
for that, yet.  But if there is encouraging evidence of benefit to some patients in some cases, 
and an assurance of no harm attached with taking the drug, well, what is sensible in that 
case? 

Many of the drugs mentioned in the following chapters have been in widespread use with 
extremely low levels of dangerous side effects, and some of the drugs are even available, 
“over the counter”, to anyone, without a prescription.  Those are things I’m happy to take, 

 
479 You know your doctor and the relationship you have with him.  Maybe this is something you can discuss up 
front, and surely, if you’re seeing him for some other reason, maybe it can be worked in to the conversation. 
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as long as they don’t interact with each other or with other medications.  As for you, it is up 
to you, or hopefully is up to you, if your doctor will let you. 

Drug Interactions 

There’s another reason not to just take one of everything you have in your medicine cabinet.  
The thing about anything you ingest – anything you breathe in, drink, or eat, is that it may 
interact with other things you are also ingesting. 

This type of interaction is of little concern for “normal” things, but when you start taking 
medicinal products that are designed to change the way your body works and responds, 
there is every possibility that the way these medicines interact with you might be influenced 
by any other medicines you are taking as well. 

Even some ordinary, and totally safe and natural seeming things can interact – for example, 
you might know that grapefruit can affect how some medications work.480 

Safe and ordinary medications can change to potentially dangerous and harmful due to 
these types of interactions. 

So if you’re adding a number of new types of medications and supplements to your daily 
intake of such things, you need to consider not only the individual safety of each product, 
but also the potential for interactions between each and all of them.  This is one of the 
reasons why so many medicines are only dispensed via prescription – the concern that a 
medicine, while ostensibly safe, in the correct dose and by itself, might either be taken in too 
large a dose, or in conjunction with other medicines and in combination, cause an 
unexpected negative outcome. 

There are several ways to manage the risk of drug interactions.  Asking your doctor is for sure 
the “gold standard” to aim for always. 

Another is to ask a pharmacist, especially if you’re taking a mix of “over the counter” type 
non-prescription medicines as well as (or instead of) prescription drugs. 

And then there is the “self-help” method, using Google to do some online research.  We 
don’t encourage you to in effect become your own doctor.  But we do encourage you to be 
an active and “value-adding” participant in your health-care regimen, and so it is fair and 
appropriate for you to back-stop your healthcare professionals’ actions on your behalf with 
your own research, too. 

 
480 This is because there is an enzyme in the grapefruit that can impact how quickly your body eliminates some 
types of drugs.  See https://www.fda.gov/consumers/consumer-updates/grapefruit-juice-and-some-drugs-dont-
mix 
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You can look up detailed information on specific drugs using the same sites that doctors and 
pharmacists use.  The Medscape website is excellent, but only allows you a limited number 
of page views before requiring you to join their service, so use it sparingly. 

https://reference.medscape.com/  

Another site is https://www.healthline.com/ and still another is 
https://www.rxlist.com/script/main/hp.asp  

We also like this site https://medlineplus.gov/  

These sites don’t necessarily spell things out in clear layman terms.  Cryptic references need 
to be fully “decoded” – for example “Not to be taken with macrolides” – don’t just let your 
eyes glaze over the unfamiliar term.  You need to know what a macrolide is.481  Maybe that 
is another term for a drug or category of drugs, one of which you are also taking. 

This is important.  If you don’t think you can do this adequately, you need to stay “plugged 
in” to the traditional healthcare system and use their tried and true support resources. 

There are also more consumer-friendly sites that explain things in less technical terms, and in 
particular, this is a good site where you simply add a list of drugs and supplements you are 
taking and are then told of any possible interactions. 

https://www.webmd.com/interaction-checker/default.htm 

One more thing to be aware of – any allergies you could have to the various medicines you 
might be considering.  Again, this is something best discussed with your doctor, or failing 
that, a pharmacist. 

There are other types of interaction type issues to consider as well.  For example, if you are 
pregnant, you have an entire new series of issues to consider. 

One more comment to keep in mind.  We suggest you keep it simple.  For example, if you 
decide you want a Vitamin D supplement, don’t get something that also includes some other 
supplement in the pills/capsules too.  That way you never risk “doubling up” on something, 
or if you need to boost one of your supplements, you can do so without risking an unwanted 
over-boost of other supplements that might also be present in the pills you are taking. 

 
481 Simply asking Google exactly that question – “What is a macrolide” will quickly take you to a page such as this 
one with a helpful answer - https://www.rxlist.com/script/main/art.asp?articlekey=11422  
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Non-official Treatments to Consider 

I was listening to a podcast by a physician about the virus the other day and he made an 
excellent point.  While there has been endless coverage in the press about contagion control 
– wearing masks, washing hands, social distancing, and so on, there has been almost no 
coverage or discussion about treatments (other than negatively in the case of, eg, HCQ). 

The cost to our societies and economies from all the contagion control measures, closures, 
and so on, has been and continues to be measured in the trillions of dollars.  But it is, at 
best, only partially working.  We don’t know how much worse things would be if we 
abandoned these measures, but we can clearly see that the measures we have in place at 
present are not helping us to get ahead of the virus.  This chart shows which states have 
reducing numbers of new cases every day compared to which states have increasing 
numbers, as of 5 November 2020.482 

 
Figure 56  Current Rt rates for the US, 5 Nov 2020 

We discussed what the R number is way back in the chapter “How the Number of Infections 
Increased So Quickly”; the relevant section being “The Virus Reproduction Rate” that starts 
on page 113.  All the states (49 plus DC) with red circles above the 1.0 line have growing 
daily cases, only one state – Mississippi – has a green circle and clearly reducing new daily 
cases, with a current Rt value of 0.83.  The vertical bars are the error ranges – the actual 
values are somewhere on those bars, most likely where the circles are, but could be higher 
or lower. 

We’re not going to say that the contagion controls have been wrong – if anything, we might 
say we needed more not less of them.  But we do want to acknowledge the curious 

 
482 See https://rt.live/ for the latest update. 
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contradiction between an obsession on a failed effort to control the virus spread, and a 
relative silence on what we do when each of the (currently 100,000+) new cases occurs. 

Sure, we’re encouraging investments of billions of dollars in new vaccines, which may or 
may not ever give us much benefit or control over the virus at some unknown future point.  
But what about the person – maybe you or a loved one – who gets the virus, today?  What 
are we doing for them? 

Isn’t that sort of important, too? 

So, what are we doing for people when they come down with a disease that is killing more 
than one in every hundred people who catch it?  The official line on treatments for Covid-19 
can be seen on the FDA and CDC websites, and probably many other places too.  On the 
FDA site,483 you’ll see this question/answer 

Q :  What treatments are available for Covid-19 

A : Currently there are no FDA-approved medicines specifically for 
COVID-19.  However, the FDA has granted emergency use authorizations 
for some medicines to be used for certain patients hospitalized with 
COVID-19.  The National Institutes of Health provides more information 
about treatment options. 

People with COVID-19 should receive supportive care to help relieve 
symptoms.  People with mild symptoms are able to recover at home.  If 
you experience a medical emergency such as trouble breathing, call 911 
and let the operator know you may have COVID-19.  Never take a 
prescription medicine or drug if it is not prescribed for you by your doctor 
for your health condition. 

The CDC site has a similar shorter statement. 

The understated and dismaying reality of the present situation is there are, indeed, no 
officially approved medicines to take up front, either to reduce your chance of becoming 
infected, or, if an infection has been acquired, to quickly cure it or at the very least reduce 
your chance of the infection becoming severe.484  That makes for a very helpless feeling, with 
the totality of official medical advice in the US for people in the early stages of an infection 

 
483 See https://www.fda.gov/emergency-preparedness-and-response/coronavirus-disease-2019-covid-19/covid-
19-frequently-asked-questions   
484 Remdesivir was approved as a Covid-19 treatment in late October, but we don’t think a $3120 costing drug, plus 
the cost of the hospitalization required while being given it, is exactly a broad based answer for most people and 
with early and mild infections. 
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being to take it easy and get plenty of sleep, to drink lots of fluids, and do nothing else 
except hope things don’t get worse and require hospitalization. 

It seems astonishing that in this day and age and state of medical knowledge, this is the best 
response that can be offered.  Unsurprisingly, that has caused some people to go exploring 
possible non-traditional solutions, and sometimes a bit too eagerly!  Don’t let desperation 
blind you to caution and common-sense. 

However, note the italicizing of the words “officially approved” above.  There are lots of 
possible treatments being advocated by various physicians and researchers, and some of 
them may be perfectly sensible.  But while everyone is doing everything possible to rush 
through new vaccines in scary-fast record times, the traditional snails-pace and (some might 
suggest) excessively cautious approach to considering new treatments remains unchanged. 

Shouldn’t the “Operation Warp Speed” concept to urgently develop a vaccine also apply to 
endorsing treatments?  Today – 10 November – the US has suffered 10.5 million cases and 
nearly 250,000 deaths, and many of the 10.25 million recovered sufferers have not and may 
never make a full recovery.  Where is the sense of urgency – in any country – for identifying 
treatments? 

The FDA is cutting every possible corner to rush out a vaccine that might be at little as 50% 
effective for only a short period of time – for example, reducing a six-month observation of 
test subjects in the Phase 3 trial down to only two months.  Instead of running a full six-
month trial,485 after the shorter trial, people in “at risk” groups will be given a smartphone 
app they can use to report any serious side-effects after being vaccinated.  That’s very cold 
comfort if you are one of the people who then get a serious side-effect, isn’t it.486 

But at the same time that it is breaking many of its usual rules for vaccine evaluations, and 
rushing to get vaccines of unknown safety and functionality to market, it is taking its leisurely 
and slow path towards cures – cures that in some cases, such as early administering of HCQ, 
promise as high as 64% success rates487 and using ivermectin as a prophylactic with 
apparently a 73% success rate488 – much better than the vaccines of unknown safety. 

Why this duality?  Why not treat cures with the same enthusiasm and priority as vaccines? 

 
485 Most trials actually continue to observe their test subjects out to about the two year point. 
486 See https://www.wsj.com/articles/covid-19-vaccine-rollout-to-feature-app-tracking-monitoring-of-vulnerable-
groups-11604582313  
487 100% of all early-use studies of HCQ have shown positive effects, with the average improvement in patient 
outcomes being 64%.  See https://c19study.com/   
488 See https://www.medrxiv.org/content/10.1101/2020.10.29.20222661v1  
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We also note with interest the disclosures about the treatments President Trump was given 
as soon as he tested positive.  There is also some doubt about when he actually was first 
shown as being infected, a doubt that is exacerbated by what seems like an astonishingly 
rapid onset of severe symptoms, and the use of treatments that are usually held back until 
later in the course of an infection.489 

It has been disclosed that he has been receiving doses of zinc, Vitamin D, famotidine, 
melatonin and aspirin, as well as an 8g IV dose of “Regeneron’s polyclonal antibody 
cocktail”490.491  A couple of hours later, with some reports suggesting he was already having 
trouble breathing, it seems he started taking Remdesivir too.492  Then we learned on Sunday 
morning that he has been taking the steroid dexamethasone as well,493 something not usually 
given in the early stages of an infection. 

The one (or two) notable omissions in his disclosed treatments?  There has been no mention 
of the hydroxychloroquine he had so controversially espoused some months previously, and 
the azithromycin that it is often combined with.  But we also note that the list of medications 
he is being treated with may not be a complete list.  Nowhere does it say “these are the only 
drugs he is being given” and there was a lot of non-transparency about when he first tested 
positive (possibly Wednesday rather than late Thursday night), whether he had been 
receiving supplemental oxygen in hospital on Friday, and his overall condition. 

We note that the disclosed treatments, apart from the IV doses of the Regeneron trial 
product and Remdesivir are all non-prescription products.  While the fact Trump – 
presumably with his doctors’ concurrence – is taking these products is not necessarily 
medically significant, it does show however that the claim there is nothing that can be done 

 
489 It is not entirely clear when he first received a positive test.  Some sources are suggesting some time on 
Wednesday 28 September, others are suggesting early on Thursday, and he made an official announcement by 
Twitter shortly after midnight on what had become Friday, 2 October. 
490 The Regeron treatment is explained here – an article written a couple of days prior to Trump’s infection 
announcement https://www.cnn.com/2020/09/29/health/regeneron-covid-19-early-antibody-treatment-
results/index.html  
491 As reported here https://www.bbc.com/news/world-us-canada-54396670   
492 See https://www.dailymail.co.uk/news/article-8800117/Donald-Trump-taken-Walter-Reed-hospital-COVID-
treatment.html   
493 See https://news.trust.org/item/20201004174312-useuk - it is unclear from the wording when he started taking 
the steroid but no later than some time on Saturday and possibly sooner.  More details of this treatment are in this 
article https://www.statnews.com/2020/10/04/trump-receiving-dexamethasone-steroid-usually-given-patients-
with-severe-covid19/  
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is open to challenge, and some of the possible things that can be done are things you can 
directly do yourself with a simple visit to the shelves of your local pharmacy.494 

The bottom line is most unfortunate.  Over 1,000 more people will die today, in the US 
alone, and many thousands more in the rest of the world, due to inadequate treatments, and 
not only due to inadequate treatments, but due to possibly/probably good treatments being 
withheld due to lack of official approvals. 

And you know the worst thing about this?  Keep reading…… 

The Approval Delays are Unnecessary 

While the FDA and CDC stubbornly insist there’s nothing you can do if you get the virus, in 
the real world, doctors are actually doing things and finding, based on their front-line 
experiences, that some things work and don’t work. 

Academia and government bodies try and hide behind their claimed need for “double blind 
random trials” and for sure, those are the “gold standard”.  But do we really need the gold 
standard, and can we afford to wait for a gold standard, when there are already “silver 
standards” that are working in the real world? 

Perhaps surprisingly, there is an official answer to this, and the answer might astonish you.  
While the official bodies insist on gold standard testing before they’ll change their minds, the 
21st Century Cures Act,495 which took effect on 31 December 2016, allows and even 
requires the FDA to consider “real world evidence” as well as double blind random clinical 
trials. 

The FDA should read their own website.  This page496 (and the links from it to other pages 
on their site) explain what this Act allows and obliges the FDA to now do.  The FDA can now 

 
494 To be clear, I am not saying “because President Trump took this drug, you should too.  I am simply saying 
“President Trump’s doctors didn’t just tell him to do nothing and stay at home.”  The only real point here is to 
show that the statements from CDC/NIH/FDA/WHO/etc that there is nothing to be done during the early and mild 
stages of a Covid infection are not universal truths unquestioningly accepted and acted upon by everyone.  This is 
not a black and white issue. 
If you are in a dialog with your doctor, it is fair to ask, if told there is nothing that can be done “Why then did 
President Trump disclose he immediately started taking five different over-the-counter products?”. 
495 See https://www.congress.gov/114/plaws/publ255/PLAW-114publ255.pdf for the text of the Act.  
Unfortunately, the simple concept of this act requires 312 pages of written content, making it difficult for normal 
people to digest and understand. 
Yet again, we wonder how it is that the entire US Constitution – including the 27 amendments – is only 7,591 
words (about 20 – 25 pages) yet a single amendment to a single act now takes 312 pages. 
496 See https://www.fda.gov/regulatory-information/selected-amendments-fdc-act/21st-century-cures-act and, as 
further example, https://www.fda.gov/science-research/science-and-research-special-topics/real-world-evidence  
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simply accept a statement like “We gave this drug to 1,000 patients and all survived without 
getting a serious case of Covid.  We didn’t withhold the drug from another 1,000 patients to 
prove the difference in outcome, because the drug is so clearly helpful, and it would have 
been cruel and immoral to withhold it from anyone, but look at other statistics everywhere 
else to see for yourself that having 1,000 out of 1,000 survive is obviously significant and 
impactful and exciting”. 

This makes the FDA’s unwillingness and slow-motion response to this fast-moving virus and 
evolving knowledge of practical effective treatments all the more shameful.  While the Cures 
Act doesn’t suggest the FDA should now become reckless or foolish, it clearly allows the FDA 
to shift from a demand for 110% “gold standard” irrefutable proof of everything to allowing 
a, well, maybe 99% proof and for making decisions in areas where some greyness still exists 
but in which the overwhelming preponderance of evidence supports an approval, and the 
downsides of being possibly wrong are trivially small. 

We believe that some of the treatments being proposed by responsible experts meet 
appropriate standards to be, if not officially approved, at the very least be given “Emergency 
Use Approval” by the FDA so as to allow them to move out of the shadows and be more 
readily given to patients. 

You’re reading this book because you’re curious, questioning, and keen to take charge of 
your destiny.  So now we’ll have a look at what some respected groups of physicians and 
researchers are advocating, but which officialdom has yet to respond to. 

Some Unofficial Early Treatment Plans 

We are aware of several published treatment plans, and we know there are many others as 
well – many practices of multiple doctors seem to have agreed upon a consistent approach 
among themselves but of course, have not bothered to publish their treatment plan. 

 

• The EVMS and FLCCC Plans 

The main two early treatment plans we know of have quite a lot in common (including some 
of the lead people in formulating the plans). 
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Medicines, Supplements, Vitamins, etc 

This section details the various products we mention in earlier sections, provides some 
details about each and explains why some people are advocating their use in Covid 
treatment plans. 

Some of the products we mention require a prescription and some do not.  You might think 
that you can freely take any and all the over-the-counter (OTC) medications without a 
second thought because, if there were risks with them, they’d be limited to prescription use 
only.  You might think that even more strongly when it comes to vitamins and other “healthy 
supplements” because how could such “good” things ever be bad?  Those are appealing 
thoughts, but somewhat of an oversimplification, particularly if you’re going to be taking 
three or four or more different medications, vitamins and supplements simultaneously. 

Even choosing OTC medicines, vitamins and supplements is something that is best done in 
consultation with a doctor or pharmacist – there may be interactions between some of the 
medications and others, or possibly interactions between the OTC and any prescription 
medicines. 

The prescription medicines are often not specifically intended to be used to treat Covid-19 – 
how could they be, with the virus only becoming an issue in about March of 2020? 

But that doesn’t mean that drugs primarily used for other purposes can not lawfully be 
prescribed for Covid-19 treatments, too.  Perhaps I should start this chapter with an 
explanation on that point. 

Off-Label Use 

There has been a lot of activity trying to find existing drugs that have already been proven to 
be safe, and which now show positive impacts on virus patients. 

To get a new drug approved requires two things to be established – obviously that the drug is 
helpful, and secondly that it is safe.  If there is an existing drug that has already been shown 
to be safe, that is a huge saving in time and money and resource, and allows the focus on 
the existing drug to be primarily whether or not it helps people with Covid. 

Every prescription drug has been FDA approved, and is required to have a “label” (usually 
quite a large sized sheet of paper rather than a small label) that describes the drug, its 
approved uses, dosage information, and assorted other information too.  But, there’s an 
interesting issue – while the FDA controls what medicines can and can not be prescribed in 
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general; it does not control the medical profession and so can not and does not approve, 
control, or restrict the purposes for which the medicine can be used.536 

That would seem a bit counter-intuitive and to create a major loophole in the otherwise vast 
and intense regulatory framework.  Yes, indeed it does.  Drugs have to go through a 
validation process to demonstrate their efficacy at something, and have to have a label 
describing their approved use(s).  But doctors are then free to prescribe the drug for anything 
they wish, with their only restrictions being common sense and professional competency, 
ethics, liability worries, and what insurance companies will pay for. 

While these are indeed major constraints, it is interesting to note that fully one in every five 
prescriptions written in the US these days is thought to be for off-label purposes.537  Most of 
us also prefer the concept of being able to decide in conjunction, one-on-one, with our 
personal physician, about what is best for us, rather than relying on a bureaucracy that is 
trying to make “one size fits all” regulations, and which is unavoidably months, probably 
years behind the latest research and potential uses of every drug out there.  So whether this 
is a deliberate policy or an accidental loophole, most of us will be pleased it is out there. 

We suspect doctors might sometimes choose to shelter behind not-completely-correct 
statements of the form “this drug isn’t approved for that purpose”.  Maybe the drug is not 
approved for a specific purpose, but just because it is not formally approved does not mean 
it is illegal for the doctor to prescribe it for other purposes if he chooses to do so. 

If your doctor tries to kill the discussion with a statement like that, say “Yes, I understand 
that, but I also understand there are no restrictions on you using your discretion and best 
professional judgment to prescribe it on an off-label basis for this purpose”.  That signals to 
him that you can’t be bluffed by vague half-truths. 

One more point about off-label use.  It costs a lot of money for a drug company to go 
through a formal process to add a new “indication” – a new disease for which its drug is 
“indicated” as a suitable treatment.  If there is a large and profitable market opportunity, the 
drug manufacturer will probably choose to go through the process, because it is a sensible 
business decision, particularly because drug manufacturers are not allowed to specifically 
promote their drugs for off-label uses. 

But if it is a small market opportunity, or not profitable, it makes no business sense to go 
through the process, even though the evidence and support for adding a new treatment 
indication to the drug’s label may be very obvious and incontrovertible.  Particularly for 

 
536 See https://www.drugwatch.com/health/off-label-drug-use/  for a thoughtful discussion of the topic 
537 See https://www.webmd.com/a-to-z-guides/features/off-label-drug-use-what-you-need-to-know#1  
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older drugs with expired patents, it is quite likely there is no commercial sense in applying 
for a new indication, because that means any other company can then manufacture the 
same drug for the same indication too.  With a much narrower profit margin and the ability 
of competitors to benefit from a new use approval, the costs of the application may be too 
high compared to the benefits from the approval. 

The point we are making here is simply to say that just because a drug use is off-label does 
not mean it is necessarily any more risky or any less beneficial than the drug’s on-label 
use.538  The approved uses for a drug are as much an expression of “which uses can we 
make money from” as they are an expression of “what are the most beneficial purposes for 
this drug”. 

So by all means approach your physician and after discussing your situation say “Will you 
please prescribe me a course of (drug name) as an off-label treatment for this”.  It is, after all, 
your body, and as long as you are making a well-informed decision, surely you should have 
at least an equal say in how your illnesses are treated. 

There’s one other “card to play” when asking your doctor for prescription meds.  “If 
President Trump got all the various medications he did, immediately he first came down 
with symptoms, why can’t I get the same things he did?”  That’s a fair question to ask, isn’t it, 
although we don’t actually recommend the same apparent treatment regime and timing as 
President Trump received, we do recommend that you don’t wait until “too late” to start 
taking anti-virals and other drugs to help fight the virus and its effects. 

The Volatility of This Information 

It is important to appreciate that the truth, as we think we understand it, continues to change 
and evolve when it comes to Covid treatments.  Even in the short several months I’ve been 
writing this book, there have been changes – a drug that was thought to be harmful to use 
(ibuprofen) has now been exonerated of blame and deemed safe to use.  Other things that 
had only weak support (Vitamin D) are becoming more strongly recommended, and entirely 
new treatments such as ivermectin are becoming prominent, too. 

We will keep this section reasonably updated in the Kindle eBook, and believe there is a 
way you can get updated versions of the eBook at no cost as part of how Kindle eBooks 
“work”.  We’ll make several updated revisions available before publishing a complete new 
edition at some future point. 

 
538 This is a good explainer about off-label use, written from a Canadian perspective but generally applicable to the 
US too  https://www.cadth.ca/sites/default/files/pdf/off_label_use_of_drugs_pro_e.pdf  and this is a more 
technical article that tells you a great deal more https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3538391/  
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We also note there is an abundance of articles on the internet on every one of the items we 
list in this section.  Some are positive and some are negative.  Some are more convincing 
and reliable than others.539  I’ve only cited two or three articles to support each of the 
products I’m calling to your attention here.  After having done a dispassionate search of the 
good and bad for any product, I’ve then deliberately featured primarily what I feel to be 
credible articles sufficient as to at least encourage you to then do further research yourself. 

If you find anything unconvincing – whether it is something I say,540 something a healthcare 
professional says, or something you encounter in any other context, do your own additional 
research. 

The FDA is trying its best to shut down websites that make direct claims of efficacy for 
various substances that have not been proven, to FDA standards, to actually work to reduce 
the impact of a Covid infection.  It is interesting and helpful to read their page of information 
and to see some of the warning letters they have sent to offenders, so as to understand what 
is and is not acceptable to say about such products, and to ensure that you’re not allowing 
your own enthusiasm to run away with you to the point that implied claims on websites and 
elsewhere are interpreted more positively by you than they should be.541 

Make Your Own Decisions 

Do your own due diligence – do Google searches for the various items here using search 
phrases like “(drug name) Covid” and see what newer information appears.542  Be careful to 

 
539 We recommend you re-read the footnote way back near the beginning, in our first chapter, about internet 
“recommendation management” companies that can magically cause negative articles to disappear and flood the 
internet with positive articles.  It can sometimes be very difficult to separate the serums from the snake oils. 
We also repeat the awkward statement that just because a person is a credentialed doctor does not make them an 
unassailable authority and automatically “ex officio” an expert on and correct about every element of medical 
science.  There are some truly strange doctors out there.  If you’d like a relevant direct example, there is this 
https://www.npr.org/2020/10/01/914433778/web-of-wellness-doctors-promote-injections-of-unproven-
coronavirus-treatment  
540 Within reason, and time allowing, I try to reply to emails in the spirit in which they are written.  If you send me a 
thoughtful email and reasoned argument that does not align with my own, I’ll try to respond in kind.  Your emails 
and opinions help me as I seek to continue to evolve and enhance this document, for all our future benefits. 
541 See https://www.fda.gov/consumers/health-fraud-scams/fraudulent-coronavirus-disease-2019-covid-19-
products  At the time of writing (8 October) there are 118 warning letters listed.  Four weeks later, the total had 
swelled to 127 warning letters. 
But please understand that the absence of an FDA warning letter does not mean that any product is approved, or 
safe, or accurately described.  It might just mean the FDA hasn’t received a complaint about the product yet. 
542 I recommend you use exactly that simple search string.  By just mentioning the name of the drug/treatment and 
the word Covid, you cast the widest net for both positive and negative article, rather than influencing the results 
with a question seeking specific types of articles.  But, of course, search every which way that seems to give you 
the best information. 
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PART 5 :  Final Comments & Appendices 
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In Conclusion 

So, what do we really know about the virus?  What should we be doing?  How and when 
will the problems be resolved? 

After reading some/most/all of this book, you’re now one of the best-informed people on the 
planet.  Sadly, many other people – including, as may now be obvious – many of the 
“experts” setting public health policy are not as well informed as you have become. 

But the chances are that you – like me, and, in secret truth, like the experts too – really don’t 
have clear answers to these questions. 

My suggestion would be to take prudent measures to keep safe.  Avoid high risk areas 
(especially indoor areas with few air changes and many people).  Observe social distancing.  
Wear a mask.  Consider the possible supplements and medicines to take as preventative and 
risk reduction measures. 

If you do come down with an infection, don’t just passively stay at home and wait for the 
virus to do the worst it can to you.  Insist your doctor give you the same standard of care as 
was given to President Trump, and talk through the list of possible medicines to take during 
the early stages of your infection. 

When you’ve come out the other end of your infection, be aware that your acquired 
immunity may be weak rather than absolute, and may fade within a few months.  Don’t 
abandon all prudent measures. 

If/when a vaccine is released, consider it carefully and understand how effective it is (or is 
not), so you can decide if it makes sense for you and, if you take it, so you can understand 
how much you can rely on it and how prudent you’ll need to continue to be. 

Keep up to date with the changing situation.  Sign up for our free email newsletters.  Follow 
us on Twitter. 

And remember, by doing these things, you’re not only improving your chance of getting 
through this safely, but you’re also improving the chances of the people who love you and 
rely upon you, too.  You’ll not be a threat to them, and hopefully, you can encourage them 
to similarly adopt prudent measures and not be a threat to you. 

Good luck.  I hope this book has been and will continue to be helpful.
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Appendix – About the Author 

I spent my first almost 30 years in New Zealand before moving to the US in 1985; I’ve lived 
in the Seattle area most of the 35 years subsequently, with brief postings elsewhere on 
occasion.  So I guess that gives me some perspective on a country managing the virus about 
the best in the world, and, alas, a country managing the virus about the worst in the world. 

I could flippantly say I spent the first half of my working life “on the dark side” and so have 
spent my time subsequently atoning for that.  By which I mean my earlier life was focused 
on marketing and public relations, variously in the high tech and travel fields, with 
occasional forays into fields as disparate as raw meat and fish packaging, retailing (both 
bricks and mortar and mail-order), industrial relations, even furniture manufacturing. 

Since 2000 my focus has been more as an iconoclastic commentator, pointing out the 
hypocrisies that are redolent within the travel and technology fields, and helping “normal 
people” make sense of the inflated uncritical nonsense, hype and spin that surrounds these 
topics.  I do a bit of unadvertised “dark side” work too, just to keep my hand in.   

They say “it takes a thief to catch a thief”.  I don’t know about thieving, but I do know that I 
see the same rhetorical tricks, implications but not promises, careful word choices, 
obfuscations, selective data, and glosses that I formerly used myself, and feel a tingle of 
recognition every time I come across them. 

I expect such things in political self-promotion and advertising commercial products, and 
these days make a career out of naming and shaming such things and translating them into 
truths.  Imagine my surprise when, as the virus started to blow up in all our faces, I started 
seeing such things in medical reports, too. 

I’m not a doctor, but I do understand a bit about statistics and data analysis, and as I discuss 
in length in the opening chapters, much of the issues to do with how to respond to and 
survive our Covid-19 pandemic are based on common sense, statistics and data analysis 
rather than complex medical analysis of how the virus actually does what it does. 

I’ve passed under-grad university classes in (among other subjects) chemistry, physics, 
information systems, applied maths and law, and post-graduate classes in data techniques 
and statistics (earning “A” grade passes and winning the Sheffield Prize at New Zealand’s 
best business school).  I’ve assorted other qualifications in fields ranging from ham radio 
(NZ9G) to mediation to firearms safety and self-defense.  I’ve a teenage daughter and a 
German Shepherd – both delightful, although one is more obedient than the other. 

I never thought I’d write this book.  But I’m glad I have.  I hope you are pleased, too. 


