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A vile new mantra is on the lips of every public health official and politician in the global campaign to force
universal masking on the general public: "there is a growing body of evidence". This propagandistic phrase is
a vector designed to achieve five main goals:

Give the false impression that a balance of evidence now proves that masks reduce the transmission of
COVID-19

Falsely assimilate commentary made in scientific venues with "evidence"

Hide the fact that a decade's worth of policy-grade evidence proves the opposite: that masks are
ineffective with viral respiratory diseases

Hide the fact that there is now direct observational proof that cloth masks do not prevent exhalation of
clouds of suspended aerosol particles; above, below and through the masks

Deter attention away from the considerable known harms and risks due to face masks, applied to
entire populations

The said harms and risks include that a cloth mask becomes a culture medium for a large variety of bacterial
pathogens, and a collector of viral pathogens; given the hot and humid environment and the constant source,
where home fabrics are hydrophilic whereas medical masks are hydrophobic.

In short, I argue: op-eds are not "evidence", irrelevance does not help, and more bias does not remove bias.
Their mantra of "a growing body of evidence" is a self-serving contrivance that impedes good
science and threatens public safety.

I prove that there is no policy-grade evidence to support forced masking on the general population, and that all
the latest-decade's policy-grade evidence points to the opposite: NOT recommending forced masking of
the general population. Therefore, the politicians and health authorities are acting without legitimacy
and recklessly.

The article is organized into the following sections:

Facemask discarded on a street in Quebec
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Introduction

Competence to talk about face masks and COVID-19

Government responses have been a public-health and safety catastrophe

The "growing body of evidence" mantra needs to stop

So, what actually is the "growing body of evidence"?

Introduction

On 5 June 2020, the World Health Organization (WHO) reversed more than a decade of public health
bodies around the world expressly not recommending face masks for the general population.1

The WHO made its recommendation of the preventative medical intervention of face masks for the entire
global population while stating:2

"At the present time, the widespread use of masks by healthy people in the community
setting is not yet supported by high quality or direct scientific evidence and there are
potential benefits and harms to consider (see below)." (p. 6)

The pretext used by the WHO was:

"a growing compendium of observational evidence on the use of masks by the general public in
several countries". (p. 6)

Therefore, in its recommendation that could have devastating civil, social and medical consequences, when
enforced on the scale of the world population, the WHO violated the Golden Rule of medical ethics: "You
don't recommend an intervention without policy-grade evidence for both harms and benefits."

Regarding the said Golden Rule of medical ethics, allow me to quote the most authoritative voices of Califf,
Hernandez and Landray, discussing medical-treatment-protocol assessment during COVID-19, and writing in
the prestigious Journal of the American Medical Association (JAMA) on 31 July 2020:3

[...] However, there is growing concern about whether attempts to infer causation about the
benefits and risks of potential therapeutics from nonrandomized studies are providing insights that
improve clinical knowledge and accelerate the search for needed answers, or whether these
reports just add noise, confusion, and false confidence. Most of these studies include a caveat
indicating that "randomized clinical trials are needed." But disclaimers aside, does this approach
help make the case for well-designed randomized clinical trials (RCTs) and accelerate their
delivery? Or do observational studies reduce the likelihood of a properly designed trial being
performed, thereby delaying the discovery of reliable truth? [...]

Anxious, frightened patients, as well as clinicians and health systems with a strong desire
to prevent morbidity and mortality, are all susceptible to cognitive biases. Furthermore,
profit motives in the medical products industry, academic hubris, interests related to increasing the
valuation of data platforms, and revenue generated by billing for these products in care delivery
can all tempt investigators to make claims their methods cannot fully support, and these
claims often are taken up by traditional media and further amplified on social media.
Politicians have been directly involved in discourse about treatments they assert are effective. The
natural desire of all elements of society to find effective therapies can obscure the difference
between a proven fact and an exaggerated guess. Nefarious motives are not necessary for these
problems to occur.

[...] But if leaders, commentators, academics, and clinicians cannot restrain the rush to



judgment in the absence of reliable evidence, the proliferation of observational treatment
comparisons will hinder the goal of finding effective treatments for COVID-19 — and a great many
other diseases.

Thus, we see that the WHO and local public health officials are hindering advancement, by promoting
non-RCT "observational studies", rather than protecting public health.

It should be of great concern to all that the WHO pretext of "a growing compendium of observational evidence
on the use of masks by the general public in several countries" has morphed into the mantra "a growing
body of evidence", which finds itself on the lips of virtually all public health officers and city mayors
in the country.

This mantra of "a growing body of evidence" is advanced as the false silver bullet justification for draconian
masking laws, in actual circumstances in which:

There have been NO new RCT studies that support masking

All the many past RCT studies conclusively do not support masking

None of the known harms of masking have been studied (re: enforcement on the entire general
population)

This is the opposite of science-based policy. The politicians and public health officers are actuating the
worst decisional model that can be applied in a rational and democratic society: forced preventative measures
without a scientific basis, while recklessly ignoring consequences.

In this article, I prove that there is no policy-grade evidence to support forced masking on the general
population, and that all the latest decade's policy-grade evidence points to the opposite: NOT
recommending forced masking of the general population.

Therefore, the politicians and health authorities are acting without legitimacy and recklessly.

Competence to talk about face masks and COVID-19

I am retired and a former tenured Full Professor of Physics, University of Ottawa. Full Professor is the highest
academic rank. During my 23-year career as a university professor, I developed new courses and taught over
2000 university students, at all levels, and in three different faculties (Science, Engineering, Arts). I supervised
more than 80 junior research terms or degrees at all levels from post-doctoral fellow to graduate students to
NSERC undergraduate researchers. I headed an internationally recognized interdisciplinary research
laboratory, and attracted significant research funding for two decades.

I have been an invited plenary, keynote, or special session speaker at major scientific conferences some 40
times. I have published over 100 research papers in leading peer-reviewed scientific journals, in the areas of
physics, chemistry, geology, materials science, soil science, and environmental science. I have made
fundamental scientific discoveries in the areas of environmental science, measurement science, soil science,
bio-geochemistry, theoretical physics, alloy physics, magnetism, and planetary science.

My scientific h-index impact factor is 39 (84% of Nobel Prize winners in physics had h-indexes of at least 30),
and my articles have been cited more than 5,000 times in peer-reviewed scientific journals. My publication
record, citations statistics, and impact factors are publicly available at Google Scholar.

My recent non-committee-reviewed articles about the science of the COVID-19 epidemic and the science of
masks for preventing viral respiratory diseases have been read more than 0.5 million times on ResearchGate,
and more times on other venues. My recent video interviews and reporting videos about the science of
COVID-19 and face masks have been viewed more than 1 million times.

My personal knowledge and ability to evaluate the facts in this article are grounded in my education, research,
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training and experience, as follows:

i. Regarding environmental nanoparticles. Viral respiratory diseases are transmitted by the smallest
size-fraction of virion-laden aerosol particles, which are reactive environmental nanoparticles. Therefore, the
chemical and physical stabilities and transport properties of these aerosol particles are the foundation of the
dominant contagion mechanism through air. My extensive work on reactive environmental nanoparticles is
internationally recognized, and includes: precipitation and growth, surface reactivity, agglomeration, surface
charging, phase transformation, settling and sedimentation, and reactive dissolution. In addition, I have taught
the relevant fluid dynamics (air is a compressible fluid), and gravitational settling at the university level, and I
have done industrial-application research on the technology of filtration (face masks are filters).

ii. Regarding molecular science, molecular dynamics, and surface complexation. I am an expert in molecular
structures, reactions, and dynamics, including molecular complexation to biotic and abiotic surfaces. These
processes are the basis of viral attachment, antigen attachment, molecular replication, attachment to mask
fibers, particle charging, loss and growth in aerosol particles, and all such phenomena involved in viral
transmission and infection, and in protection measures. I taught quantum mechanics at the advanced
university level for many years, which is the fundamental theory of atoms, molecules and substances; and in
my published research I developed X-ray diffraction theory and methodology for characterizing small material
particles.

iii. Regarding statistical analysis methods. Statistical analysis of scientific studies, including robust error
propagation analysis and robust estimates of bias, sets the limit of what reliably can be inferred from any
observational study, including randomized controlled trials in medicine, and including field measurements
during epidemics. I am an expert in error analysis and statistical analysis of complex data, at the research level
in many areas of science. Statistical analysis methods are the basis of medical research.

iv. Regarding mathematical modelling. Much of epidemiology is based on mathematical models of disease
transmission and evolution in the population. I have research-level knowledge and experience with predictive
and exploratory mathematical models and simulation methods. I have expert knowledge related to parameter
uncertainties and parameter dependencies in such models. Recently, in collaboration, I have examined the
instantaneous reproductive rate of COVID-19 infections in response to government masking impositions, in
U.S. States.

v. Regarding measurement methods. In science there are five main categories of measurement methods: (1)
spectroscopy (including nuclear, electronic and vibrational spectroscopies), (2) imaging (including optical and
electron microscopies, and resonance imaging), (3) diffraction (including X-ray and neutron diffractions, used
to elaborate molecular, defect and magnetic structures), (4) transport measurements (including reaction rates,
energy transfers, and conductivities), and (5) physical property measurements (including specific density,
thermal capacities, stress response, material fatigue...). I have taught these measurement methods in an
interdisciplinary graduate course that I developed and gave to graduate (M.Sc. and Ph.D.) students of physics,
biology, chemistry, geology, and engineering for many years. I have made fundamental discoveries and
advances in areas of spectroscopy, diffraction, magnetometry, and microscopy, which have been published in
leading scientific journals and presented at international conferences. I know measurement science, the basis
of all sciences, at the highest level.

It would be insufficient for me to be a simple medical doctor (MD) or public health officer. My
relevant knowledge and ability stems from my broad multi-disciplinary knowledge, in light of the
recognized difficulty of the question. For example, recently, 239 scientists put it this way:

Understanding the transmission of respiratory infections indoors requires expertise in many
distinctly different areas of science and engineering, including virology, aerosol physics, flow
dynamics, exposure and epidemiology, medicine, and building engineering, to name the most
significant. No one person has expertise in all these areas. However, collectively, the community of
the signatories to the Comment understands the characteristics and mechanisms behind the
generation of respiratory microdroplets, survival of viruses in the microdroplets, transport of the
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microdroplets and human exposure to them, and the airflow patterns that carry microdroplets in
buildings. We have dedicated our careers working in this multidisciplinary field, and our
statement stems from our collective expertise spanning the entire field.

(First paragraph on page 1 of the Supplementary data, for: Morawska and Milton et al. (239
signatories) (6 July 2020) "It is Time to Address Airborne Transmission of COVID-19", in Clinical
Infectious Diseases.4)

Government responses have been a public-health and safety catastrophe

The forced masking laws are being recommended and enacted in a declared-pandemic context in which
government responses to COVID have been disastrous, both in terms of response-induced deaths and
permanent societal damage:

a. In my 2 June 2020 article "All-cause mortality during COVID-19: No plague and a likely signature of mass
homicide by government response", I showed that an unnatural sharp "COVID-peak" in the all-cause
mortality by week occurred across the world synchronously initiated by the 11 March 2020 WHO
declaration of the pandemic and recommendation for States to empty their critical care units in
preparation, which corresponded to a large acceleration of deaths of immunevulnerable elderly.5

b. Since my article, at least two published scientific papers have arrived at the same conclusion regarding
accelerated or excess non-COVID-19 deaths occurring within the said "COVID-peak", as follows.

c. The 1 July 2020 article "Excess Deaths From COVID-19 and Other Causes, March-April 2020", by Woolf
SH et al. in JAMA reports large numbers of said "COVID-peak" coincidence excess deaths actually caused by
heart disease, diabetes, cerebrovascular disease, and Alzheimer disease, reported in their Figure.6 This
means that the government responses caused these large numbers of non-COVID-19 excess deaths,
unless one believes in supernatural coincidences.

d. The 2 July 2020 (date posted) article "An Improved Measure of Deaths Due to COVID-19 in England and
Wales", by Williams, S et al., available at SSRN reports that more than half of the deaths in the said
"COVID-peak" are non-COVID-19 deaths, and concludes:7

Three key findings from our empirical analysis are as follows. First, although it has been widely
reported that COVID-19 has been highly concentrated in the elderly, we find that it has been
particularly concentrated in the very elderly (75-84 and 85+ years), and less so in the 65-74 age
category. Second, using two sets of COVID identifiers, we find from the beginning of the two
periods when we assume the lockdown was having an impact, through to the end of our study
period (week ending 17th or 24th April 2020 - week ending 8th May 2020), that our weekly
estimates of COVID deaths for five cases (the total; the 75-84 and 85+ age categories; males; and
females) diverge from the corresponding 5 year average excess deaths measure. Over these
periods, we find that, on average per week, our estimates of COVID deaths for these five cases
were (in absolute 6 terms) considerably below the corresponding 5 year average excess deaths
measure. For example,on average per week, our estimate of total COVID deaths over these
periods was lower than the corresponding 5 year average excess deaths measure by 4670-4727
deaths (54%-63%). For the above five cases, and in line with our hypothesis, we posit that the 5
year average excess deaths contains a large number of non-COVID deaths. Third, and
relatedly, our analysis suggests that the UK's lockdown has had a net positive impact on
mortalities. That is to say, it resulted in more, not less, deaths.

e. This means that government responses in many jurisdictions caused more deaths than the virus
itself.

f. The mechanism for the deaths caused by government response are manifold, and from my reading of the
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scientific and policy literature include:

reduced access to care for chronic conditions,

the direct impact of psychological stress,

the practice of exporting ill patients from chronic care facilities to long-term care facilities, and

the practice of locking in and isolating long-term care facility residents.

g. The direct impacts of fear and psychological stress on immunevulnerable elderly persons have most
certainly been underestimated. Psychological stress is proven to be a factor that can measurably
depress the immune system and induce diseases, including: immune response dysfunction, depression,
cardiovascular disease and cancer: "Psychological Stress and Disease", by Cohen, S et al., in JAMA.8

h. Furthermore, it is established since 1991 that psychological stress dramatically increases
susceptibility to viral respiratory diseases, even in young healthy college-age subjects:
"Psychological Stress and Susceptibility to the Common Cold", by Cohen, S et al., in The New England
Journal of Medicine.9

i. Additionally, it is known that social isolation increases susceptibility to viral respiratory diseases:
"Social ties and susceptibility to the common cold", by Cohen, S et al. in JAMA.10

j. Thus, government responses that induced fear, psychological stress, and isolation, including face
masking impositions, were diametrically opposite to known science and had the predictable effect,
given their scale, of directly in themselves causing large numbers of deaths.

k. This does not count the harm from restructuring the economy, corporate activity, and institutional networks.
In a letter dated 19 May 2020, more than 500 USA physicians wrote to President Trump that "In medical
terms, the shutdown was a mass casualty incident."11 In their letter, they concluded:

The millions of casualties of a continued shutdown will be hiding in plain sight, but they will be
called alcoholism, homelessness, suicide, heart attack, stroke, or kidney failure. In youths it will be
called financial instability, unemployment, despair, drug addiction, unplanned pregnancies, poverty,
and abuse.

l. There can be little doubt that governments have made fatal errors in responding to COVID-19, causing
widespread harm and death.

m. Imposing face masks on the healthy general population is another such disastrous blunder:

Repeated large randomized controlled trials (RCT) with verified outcome (lab-confirmed infection) and
several systematic reviews of RCTs have proven that face masks have no detectable benefit for
reducing the risk of person to person transmission of a viral respiratory disease.

Recent laser visualization of simulated coughs has proven that cloth masks do not prevent exhalation
of clouds of suspended aerosol particles, above, below and through the masks.12

The known significant potential harms of face masks, and cloth face masks in particular, have neither
been studied nor ruled out nor been the subject of harm mitigation trials.

For example, home fabrics are hydrophilic, whereas medical masks are hydrophobic, the many harmful
consequences of which have not been studied, and are virtually never mentioned.

All-population face mask impositions increase fear and psychological stress.

All-population face mask impositions cause:
widespread discomfort,

impaired breathing,

impaired vision (e.g., fogging of glasses),
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impaired communication,

psychological social distancing,

skin irritation and infections,

impaired self-expression,

prolonged exposure to bacterial cultures near the eyes, nose and mouth,

possible collection and delivery of viral pathogens that would otherwise not be inhaled, and

possible amplification of the exhaled aerosol size-fraction of infectious particles.

The "growing body of evidence" mantra needs to stop

I gave my review of the scientific literature regarding the measured (in)efficacy of masks to reduce the risk of
transmission of viral respiratory diseases in my article published on 11 April 2020 at ResearchGate, entitled
"Masks Don't Work: a Review of Science Relevant to Covid-19 Social Policy."13

The said article13 was read some 400,000 times on ResearchGate, was published in several venues, and has
been the subject of many commentary articles and interviews. It was critiqued by an incompetent academic
and columnist at Phycology Today, who was spectacularly exposed in a live debate with me: "Digi-Debates.
The Face Mask Debate", Digi Debates YouTube Channel, 25 July 2020, and see: digi-debates.com.

My conclusion in the said article13 is that the policy-grade science of the recent decade conclusively shows
that any benefit from masks is too small to be detected in trials designed to detect a benefit in this
application.

My conclusions in the said article13 regarding the RCT-with-verified-outcome studies are robust, and have
again been corroborated by the very latest systematic reviews of RCTs, and by the most recently published
expert assessments14 15 16 17 18, as shown below.

In contrast, politicians of all jurisdictions, city mayors and local public health officers claim by mantra that this
decade's worth of policy-grade research is being overturned by "emerging" evidence. Well, if it is
"emerging", then it has not yet arrived.

Dr. Eileen de Villa, Medical Officer of Health, Toronto Public Health (TPH), announced her recommendation to
the Toronto City Council on Twitter as follows:

Dr. Eileen de Villa @epdevilla: "Since the beginning of this pandemic I've asked residents to take
care of each other. Today I'm asking for this again & this is why I'm asking City Council to require
masks or face covering in all public settings to help stop the spread of #COVID19: bit.ly/38cYlu8."
10:46 AM · June 30, 2020 · Twitter for iPhone.

The link provided in this tweet is to a TPH document (the "Recommendation") dated "June 30, 2020 at 9
a.m.," entitled "Update on COVID-19, Dr. Eileen de Villa, Medical Officer of Health."19

The Recommendation contains ten (10) paragraphs as "bullets". At the 2nd bullet, Dr. de Villa has "there is a
growing body of emerging evidence that shows that non-medical masks can help prevent the spread of
COVID-19". This is squarely false. There is not a single published scientific study "that shows that
non-medical masks can help prevent the spread of COVID-19", let alone "a growing body". In order to
measure "the spread of COVID-19", one has to actually measure "the spread of COVID-19". In fact, there is a
growing body solely of spin and of false statements about the scientific research literature. For comparison,
see the sober recent Public Health Ontario (PHO) synopsis.20

As another of a multitude of such examples of the use of the said mantra, mayor Jim Watson of the City of
Ottawa, Canada, in a well-crafted statement, put it this way, in answering a recent demand by the Ontario Civil
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Liberties Association, while ignoring all the points raised by OCLA: 21 22

"Increasing evidence supports wearing a mask when in enclosed public spaces as an important
measure in reducingCOVID-19 transmission, while the risk of rising rates of infection continues.
The scientific community and public health organizations around the world have concluded that the
cumulative weight of evidence supports that face masks lessen the rates of transmission of
COVID-19 from wearers. Most agree that face masks work best by reducing the amount of virus
that is projected into the air in respiratory micro-droplets from someone who is infected with the
virus. Additionally, other community level measures such as physical distancing and hand hygiene
should continue to be employed to decrease transmission of COVID-19.

While we respect that you may not necessarily agree with this public health initiative, we trust that
you will understand the basis that prompted OPH to recommend that Council enact a by-law."

Basically, the mayor is relying on "we are all saying it."

Here is why "what they are all saying" is simply worthless. The new mantra is pure propaganda that is
diametrically contrary to all the authoritative science reports, as follows:

a. In medical research, the only scientifically valid way to test a medical intervention, such as wearing a face
mask or prescribing any preventative treatment, is to use the universally accepted comparative study (e.g.,
face mask versus no face mask) specifically designed to remove selection and observational bias from the
study. This is called a "randomized controlled trial" (RCT).

b. Arguably the world's leading medical standards and medical statistician expert, Dr. Janus Christian
Jakobsen, author of the highly cited "Thresholds for statistical and clinical significance in systematic reviews
with meta-analytic methods" (Jakobsen, JC et al., in BMC Med Res Methodol23, has emphatically stated:24

Clinical experience or observational studies should never be used as the sole basis for
assessment of intervention effects — randomized clinical trials are always needed. Therefore,
always randomize the first patient as Thomas C Chalmers suggested in 1977. Observational
studies should primarily be used for quality control after treatments are included in clinical practice.

Abstracted Conclusion (p. 1) in: "The Necessity of Randomized Clinical Trials", by Jakobsen and
Gluud, in the British Journal of Medicine & Medical Research.24

c. Meldrum in her "A Brief History of the Randomized Controlled Trial: From Oranges and Lemons to the Gold
Standard" (Meldrum, Marcia L., in Hematology/Oncology Clinics of North America)25, puts it this way (p. 746):

Nevertheless, the RCT remains the "gold standard." Its power as a model for good practice
rests on its imposition of experimental order on the clinical setting and its production of numerical
results that may not be absolutely accurate but that are unquestionably precise. As Theodore
Porter has argued, the value of the precise quantitative result is that it is readily translated outside
its original experimental setting, for replication, comparison, and adaptation elsewhere.[ref]

The inferential authority of the RCT has been such that it is accepted as a standard for "rational
therapeutics" by physicians and regulatory authorities and also by patients and populations at risk.

d. It appears that "regulatory authorities" in Ontario, Canada, are not up to speed on modern medical-practice
standards.

e. Recent medical history has shown that non-RCT comparative or observational studies can be
egregiously wrong, with devastating negative public health consequences. Two examples are particularly
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well known, among many more:

(i) Non-RCT studies of the antiarrhythmic agents flecainide and encainide were glowing when the drugs were
put onto the market in the late 1980s, then a RCT showed that these drugs increased mortality rather than had
any benefit.

(ii) Decades of non-RCT "observational studies" were the basis for widespread hormone replacement therapy
for post-menopausal women, until 2002 and later when published RCTs showed that these treatments actually
increased myocardial infarctions (heart attacks) rather than decreased them as intended. The RCTs also
found that the treatment increased the risk of incident breast cancer, which had not previously been detected
in the decades of use. See: "Risks and benefits of estrogen plus progestin in healthy postmenopausal women:
principal results From the Women's Health Initiative randomized controlled trial" (Writing Group for the
Women's Health Initiative Investigators, in JAMA.)26

f. In my article "Masks Don't Work: a Review of Science Relevant to Covid-19 Social Policy"13, I concluded (p.
4):

No RCT study with verified outcome shows a benefit for HCW or community members in
households to wearing a mask or respirator. There is no such study. There are no exceptions.

Likewise, no study exists that shows a benefit from a broad policy to wear masks in public (more
on this below).

Furthermore, if there were any benefit to wearing a mask, because of the blocking power against
droplets and aerosol particles, then there should be more benefit from wearing a respirator (N95)
compared to a surgical mask, yet several large meta-analyses, and all the RCT, prove that there is
no such relative benefit.

g. In my co-signed 21 June 2020 letter to the Executive Director of the WHO1, we (the Ontario Civil Liberties
Association) put it this way:

Second, more importantly, you fail to mention that several randomized controlled trials with verified
outcomes (infections) were specifically designed to detect a benefit, and did not find any
measurable benefit, for any viral respiratory disease. This includes the many randomized
controlled trials that find no difference between open-sided surgical masks and respirators.
[Footnote-2: citing and quoting from ten (10) scientific studies.]

You failed to mention that such results set a probabilistic upper limit on mask effectiveness, and
you failed to calculate this upper limit. Instead, you repeat the misleading notion that reliable
evidence has "not yet" been found to confirm your adopted bias.

In other words, if masks were even moderately effective at reducing the risk of infection, then a
benefit would have been statistically detected in one or more of the many reliable trials that have
already been made.

More fundamentally, a major problem with your document is that you wrongly rely on substandard
scientific reports as constituting usable "evidence". With public policy, especially health policy
having draconian consequences, there must be a standards threshold below which a given report
cannot be used as an indicator of reality. The reason that science requires randomized
controlled trials with verified outcomes is precisely because other study designs are
susceptible to bias.

The context of a new disease and of a publicized pandemic is one in which all reporting (media,
political, and scientific) is susceptible to large bias. The mechanisms of the biases are well known
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and anticipated, such as: political posturing, partisan conflicts, career advancement, publication-
record padding, "discovery" recognition, public-interest and public-support mining, institutional and
personal reputational enhancement, funding opportunities, corporate interests, and so on.

Group bias is not an uncommon phenomenon. Large numbers of bias-susceptible studies that
agree are of little value. Any study that does not apply the established scientific tools for avoiding
observational bias should be presumed to be biased, in any draconian policy context.

That is why the WHO cannot collect and rely on potentially biased studies to make
recommendations that can have devastating effects (see below) on the lives of literally
billions. Rather, the WHO must apply a stringent standards threshold, and accept only
randomized controlled trials with verified outcomes. In this application, the mere fact that several
such quality studies have not ever confirmed the positive effects reported in bias-susceptible
reports should be a red flag.

For example, two amply promoted recent studies that do not satisfy the standards threshold, and
that, in our opinion, have a palpable risk of large bias are the following. [...]

h. My statements about the scientific evidence regarding masks are corroborated by all the concurrent and
subsequent publications of leading experts on this question of reliable bias-free studies, as follows.

i. "Rapid Expert Consultation on the Effectiveness of Fabric Masks for the COVID-19 Pandemic" (National
Academies of Sciences, Engineering, and Medicine, 8 April 2020):17

(p.2) In considering the evidence about the potential effectiveness of homemade fabric masks, it is
important to bear in mind how a respiratory virus such as SARS-CoV-2 spreads from person to
person. Current research supports the possibility that, in addition to being spread by respiratory
droplets that one can see and feel, SARS-CoV-2 can also be spread by invisible droplets, as
small as 5 microns (or micrometers), and by even smaller bioaerosol particles.[ref] Such
tiny bioaerosol particles may be found in an infected person's normal exhalation.[ref] The relative
contribution of each particle size in disease transmission is unknown.

There is limited research on the efficacy of fabric masks for influenza and specifically for
SARSCoV-2. As we describe below, the few available experimental studies have important
limitations in their relevance and methods. Any type of mask will have its own capacity to arrest
particles of different sizes. Even if the filtering capacity of a mask were well understood,
however, the degree to which it could in practice reduce disease spread depends on the
unknown role of each particle size in transmission.

Asymptomatic but infected individuals are of special concern, and the particles they would emit
from breathing are predominantly bioaerosols. [...]

(p. 3) An additional consideration in the effectiveness of any mask is how well it fits the user.[ref]
Even with the best material, if a mask does not fit, virus-containing particles can escape through
creases and gaps between the mask and face. Leakage can also occur if the holding mechanism
(e.g., straps, Velcro®) is weak. We found no studies of non-expert individuals' ability to produce
properly fitting masks. Nor did we find any studies of the effectiveness of masks produced
by professionals, when following instructions available to the general public (e.g., online).
[...]

(p. 6) CONCLUSIONS [...] The current level of benefit, if any, is not possible to assess.

j. "Nonpharmaceutical Measures for Pandemic Influenza in Nonhealthcare Settings — Personal Protective
and Environmental Measures" (Xiao, J et al., in Emerging Infectious Diseases, 5 May 2020):14
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(p. 967: Abstract) Although mechanistic studies support the potential effect of hand hygiene or
face masks, evidence from 14 randomized controlled trials of these measures did not
support a substantial effect on transmission of laboratory-confirmed influenza. We
similarly found limited evidence on the effectiveness of improved hygiene and environmental
cleaning. We identified several major knowledge gaps requiring further research, most
fundamentally an improved characterization of the modes of person-to-person transmission.

k. "Masks for prevention of viral respiratory infections among health care workers and the public: PEER
umbrella systematic review" (Dugré et al., in Canadian Family Physician, July 2020):15

(p. 509, Abstract) Synthesis: In total, 11 systematic reviews were included and 18 RCTs of 26 444
participants were found, 12 in the community and 6 in health care workers. Included studies had
limitations and were deemed at high risk of bias. Overall, the use of masks in the community
did not reduce the risk of influenza, confirmed viral respiratory infection, influenzalike
illness, or any clinical respiratory infection. [...]

Conclusion: This systematic review found limited evidence that the use of masks might reduce the
risk of viral respiratory infections. [...]

l. Moe et al. summarized the detailed study of Dugré et al.15 in their praxis article for medical practitioners:
"PEER simplified tool: mask use by the general public and by health care workers" (Moe et al., in Canadian
Family Physician, July 2020)16. Their Figure 1 (p. 506) has:

Masks For The General Public
Based on evidence from randomized controlled trials

If I wear a surgical mask while out in public, will it protect me from flu-like illness?

2 trials 1683 people

The reduction in flu-like illness may be 4% (range: 0-8%) over 6 weeks.

But no difference in lab-confirmed influenza

What about wearing a surgical mask at home after a household member becomes sick?

Sick person wears mask: 2 trials, 903 people

Healthy household members wear masks: 1 trial, 290 people

Healthy and sick people wear masks: 4 trials, 2750 people

In all three scenarios, wearing a mask did NOT reduce the risk of getting flu-like illness or
confirmed influenza.

m. Here, note that, as always, "flu-like illness" or "influenza-like illness" (ILI) means non-laboratory-confirmed
infection, based on reported symptoms or clinical observation. Such determinations are not "verified
outcomes" and are thus more susceptible to bias.

n. "Masking lack of evidence with politics" (Jefferson and Heneghan, in Centre for Evidence Based Medicine
(CEBM), Oxford University, 23 July 2020):18

(p. 1) The increasing polarised and politicised views [ref] on whether to wear masks in public
during the current COVID-19 crisis hides a bitter truth on the state of contemporary research and
the value we pose on clinical evidence to guide our decisions.
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In 2010, at the end of the last influenza pandemic, there were six published randomised controlled
trials with 4,147 participants focusing on the benefits of different types of masks.[ref] Two were
done in healthcare workers and four in family or student clusters. The face mask trials for
influenza-like illness (ILI) reported poor compliance, rarely reported harms and revealed the
pressing need for future trials.

Despite the clear requirement to carry out further large, pragmatic trials a decade later, only six had
been published: five in healthcare workers and one in pilgrims.[ref] This recent crop of trials added
9,112 participants to the total randomised denominator of 13,259 and showed that masks alone
have no significant effect in interrupting the spread of ILI or influenza in the general
population, nor in healthcare workers.

(p. 2) What do scientists do in the face of uncertainty on the value of global interventions? Usually,
they seek an answer with adequately designed and swiftly implemented clinical studies as has
been partly achieved with pharmaceuticals. We consider it is unwise to infer causation based on
regional geographical observations as several proponents of masks have done. Spikes in cases
can easily refute correlations, compliance with masks and other measures is often variable, and
confounders cannot be accounted for in such observational research. [...]

The small number of trials and lateness in the pandemic cycle is unlikely to give us reasonably
clear answers and guide decision-makers. This abandonment of the scientific modus
operandi and lack of foresight has left the field wide open for the play of opinions, radical
views and political influence.

So, what actually is the "growing body of evidence"?

Given the above-documented contradiction between the claimed "growing body of evidence" and the actual "all
RCTs say the opposite of what is claimed", one can reasonably ask: What are Ontario public health officers
thinking of when they assert "there is a growing body of emerging evidence that shows that non-medical
masks can help prevent the spread of COVID-19"?

One answer comes from the Simcoe-Muskoka District Health Unit (Ontario, Canada) webpage entitled "FAQs
- Wearing a Face Covering in Indoor Public Spaces", updated 24 July 2020. The latter webpage has the
section:27

What is the evidence that supports the use of masks?

There is a growing body of scientific evidence that indicates the widespread use of face coverings
by all persons decreases the spread of respiratory droplets. Public health experts also support the
widespread use of face coverings to decrease transmission of COVID-19.

At this link you will find a collection of expert opinions and studies on face coverings. This list is for
informational purposes only and is not representative of all articles and studies available on the
subject, nor does this list cover all articles and studies that are reviewed by our staff and our
Medical Officer of Health.

The said "link" is to a webpage of the Wellington-Dufferin-Guelph public health unit, entitled "Your Health /
COVID-19 Information for the Public / Reliable Information Sources", accessed on 28 July 2020.28 The latter
webpage has a section entitled "EXPERT OPINIONS", having eight (8) entries, and a section entitled
"EVIDENCE AND STUDIES ON FACE COVERINGS (UPDATED ON JULY 23)", having thirty (30) entries.

The eight (8) so-called "expert opinions" are merely "op-ed" type commentaries not providing any new data,
evidence, or perspectives. These do not constitute "a growing body of emerging evidence", nor do they add
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any evidence whatsoever.

The thirty (30) so-called "evidence and studies" (ES) can be described as follows, numbering them ES-1
through ES-30 in the order given (alphabetical order of first-author):

ES-1 through ES-30: None of these studies are RCTs, irrespective of whether any outcomes (infections)
are "verified" (lab-confirmed) or not. Some are actually "op-ed" style opinions. Some are tentative modelling
studies. Some are population studies. Some are physical mask-filtering studies. A few are overview reports. A
few purport to be "meta-analyses" or "systematic reviews" of old RCT and non-RCT studies (see below).
None can be considered additions to "a growing body of emerging evidence", at least not usable
policy-grade evidence. All are susceptible to large bias.

ES-1: "Alberta Health Services COVID-19 Scientific Advisory Group. Rapid Response Report: What is the
effectiveness of wearing medical masks, including home-made masks, to reduce the spread of COVID-19 in
the community? Updated 2020 June."29

The first two bullets in the section entitled "Key Messages from the Evidence Summary" are (page 1):

As medical masks are often bundled with other IPC interventions and have variable compliance, clinical
trials on the effectiveness of medical masks have been challenging. Systematic reviews of randomized
controlled trials in health care settings have not demonstrated a significant reduction in acute
respiratory infections, (ARIs), ILIs or laboratory confirmed viral infections with medical mask use
although it is acknowledged there were methodological flaws and smaller underpowered studies in the
data analyzed.

There is a paucity of clinical evidence in favor of using medical masks in the community, with multiple
randomized trials demonstrating mixed results which when pooled demonstrate no significant reduction
in acute respiratory infections (ARIs), ILIs or laboratory confirmed viral infections. There are
some lower quality studies showing a reduction in viral infection rates in households, in transmission of
viral respiratory infections in the context of mass gatherings, and in university residences when combined
with hand hygiene interventions.

The third-last bullet is:

There is limited evidence of harms related to community mask wearing with no studies identified
that have systematically looked at potential harms. Such harms could include behavioral
modifications such as risk compensation/non-adherence to social distancing or optimal hand hygiene
practices, self-contamination, induction of facial rashes, and increasing real or perceived breathing
difficulties. There are also concerns about poor compliance or tolerance of masks in children or those with
cognitive challenges and communication difficulties.

The last bullet is:

Pre-symptomatic transmission and asymptomatic transmission of SARS-CoV-2 have been described but
the degree to which they contribute to community spread is unclear, At this point, there is no direct
evidence that the use of a medical or homemade cloth mask or the wider use of masks in the
community significantly reduces this risk. For more information, refer to the Asymptomatic
Transmission of SARS-CoV-2 rapid review.

ES-7: "Chu DK, Akl EA, Duda S et al. 'Physical distancing, face masks, and eye protection to prevent person-
to-person transmission of SARS-CoV-2 and COVID-19: a systematic review and meta-analysis'. Lancet.
202030

The DK Chu article has many problems. It was described in our letter to the WHO1 as follows (pp. 5-6):

The Chu study was funded by the WHO. It contains no randomized controlled trials, but rather
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uses a hodgepodge of data about associations of ill-defined factors. DK Chu et al.'s own appraisal of
"certainty" regarding their conclusion about masks is "LOW" meaning "our confidence in the effect
estimate is limited; the true effect could be substantially different from the estimate of the effect" (their
Table 2), yet such a result is a basis for your recommendation to governments.

ES-18: "Liang M, Gao L, Cheng C, et al. 'Efficacy of face mask in preventing respiratory virus transmission: a
systematic review and meta-analysis'. Travel Med Infect Dis. 2020 May 28."31

The Liang study purports to be a systematic review and meta-analysis yet it does not apply PRISMA-P
[Preferred reporting items for systematic review and meta-analysis protocols]32, nor does it perform GRADE
[Grading of Recommendations, Assessment, Development and Evaluations] reliability analysis]33, which are
the established standard in such medical research intended to be used for policy guidance. If Liang
did apply GRADE, it would fail, because its included studies are mostly non-RCT "case-control studies", and
because its confidence intervals encompass outcomes leading to the oppose recommendation of masks:

"GRADE guidelines 6. 'Rating the quality of evidence — imprecision', by Guyatta et al., in Journal of Clinical
Epidemiology.34

ES-21: "MacIntyre CR, Chughtai AA. 'A rapid systematic review of the efficacy of face masks and respirators
against coronaviruses and other respiratory transmissible viruses for the community, healthcare workers and
sick patients'. Int J Nurs Stud. 2020.35

The co-authors, MacIntyre and Chughtai, have both worked for or with 3M (a major proprietary mask and
respirator manufacturer) and now work together; as they admit in the required "Conflict of Interest" statement.
MacIntyre has made an industry or writing spin-laden articles about masks in scientific journals, which
repeatedly have recast old RCT studies. This is one more in that pattern.

The authors MacIntyre and Chughtai claim "Results were reported according to the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA) criteria (Moher et al., 2015)." (their "2. Methods"
section, last sentence). In fact, this is false. The following numbered directives of PRISMA were not followed
by MacIntyre and Chughtai (Table 3,32):

#13 List and define all outcomes for which data will be sought, including prioritization of main and
additional outcomes, with rationale
#14 Describe anticipated methods for assessing risk of bias of individual studies, including
whether this will be done at the outcome or study level, or both; state how this information will be
used in data synthesis
#15a Describe criteria under which study data will be quantitatively synthesized
#15b If data are appropriate for quantitative synthesis, describe planned summary measures,
methods of handling data, and methods of combining data from studies, including any planned
exploration of consistency (e.g., I2, Kendall's tau)
#15c Describe any proposed additional analyses (e.g., sensitivity or subgroup analyses,
meta-regression)
#15d If quantitative synthesis is not appropriate, describe the type of summary planned
#16 Specify any planned assessment of meta-bias(es) (e.g., publication bias across studies,
selective reporting within studies)
#17 Describe how the strength of the body of evidence will be assessed (e.g., GRADE)

Not having introduced one iota of new evidence, MacIntyre and Chughtai conclude (p. 5):

In summary, there is a growing body of evidence supporting all three indications for respiratory
protection - community, healthcare workers and sick patients (source control).



The work of MacIntyre and Chughtai is not science that can be used to guide public policy. It is substandard
and misleading.
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Dr. Joseph Mercola
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Sun, 19 Jul 2020 00:01 UTC

Story at-a-glance

Not a single randomized controlled trial with verified outcome has been able to detect a statistically
significant advantage of wearing a mask versus not wearing a mask, when it comes to preventing
infectious viral illness
If there were any significant advantage to wearing a mask to reduce infection risk to either the wearer or
others in the vicinity, then it would have been detected in at least one of these trials, yet there's no sign of
such a benefit
There is no evidence that masks are of any utility for preventing infection by either stopping the aerosol
particles from coming out, or from going in. You're not helping the people around you by wearing a mask,
and you're not helping yourself avoid the disease by wearing a mask
Infectious viral respiratory diseases primarily spread via very fine aerosol particles that are in suspension
in the air. Any mask that allows you to breathe therefore allows for transmission of aerosolized viruses
All-cause mortality data are not affected by reporting bias. A detailed study of the current data of all-cause
mortality shows the all-cause mortality this past winter was no different, statistically, from previous
decades. COVID-19 is not a killer disease, and this pandemic has not brought anything out of the ordinary
in terms of death toll

Intro

Denis Rancourt, Ph.D., a former full professor of physics, is a researcher with the Ontario Civil Liberties
Association in Canada. He's held that volunteer position since 2014, which has given him the opportunity to
dig into scientific issues that impact civil rights. He also did postdoctoral work in chemistry.

Here, we discuss the controversial topic of face masks. Should you wear one? When and where? Does it
protect you or not? There's a wide range of opinions on this even within the natural health community.

Early on in the COVID-19 pandemic, I endorsed the use of face masks based on the experience of some of
the Eastern European countries. The rationale of it seemed to make sense at the time. Since then, however,
I've started to question their use.
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Unfortunately, the mainstream propaganda and government orders in many states in recent weeks have
reverted back toward mask wearing just about everywhere. You're not allowed into stores; you cannot fly or
take a cab, Uber or Lyft without one; you must wear one everywhere you go, even outdoors, and if you don't
you're vilified, sometimes aggressively attacked.

There's No Scientific Support for Mask-Wearing

Rancourt's investigation into mask wearing was part of his research for the Ontario Civil Liberties Association.
He did a thorough study of the scientific literature on masks, concentrating on evidence showing masks can
reduce infection risk, especially viral respiratory diseases.

What I found when I looked at all the randomized controlled trials with verified outcome, meaning
you actually measure whether or not the person was infected ... NONE of these well-designed
studies that are intended to remove observational bias ... found there was a statistically
significant advantage of wearing a mask versus not wearing a mask.

Likewise, there was no detectable difference between respirators and surgical masks.
That to me was a clear sign that the science was telling us they could not detect a
positive utility of masks in this application.

We're talking many really [high-]quality trials. What this means — and this is very important — is
that if there was any significant advantage to wearing a mask to reduce this [infection]
risk, then you would have detected that in at least one of these trials, [yet] there's no sign
of it.

That to me is a firm scientific conclusion: There is no evidence that masks are of any utility
either preventing the aerosol particles from coming out or from going in. You're not
helping the people around you by wearing a mask, and you're not helping yourself
preventing the disease by wearing a mask.

This science is unambiguous in that such a positive effect cannot be detected. So, that
was the first thing I publicized. I wrote a large review1,2 of the scientific literature about
that.

But then I asked myself, as a physicist and as a scientist, why would that be? Why would masks
not work at all? And so, I looked into the biology and physics of how these diseases are
transmitted.

The Importance of All-Cause Mortality Statistics

When trying to tease out whether an intervention works against COVID-19 or not, it's important to look at death
statistics. The number of deaths is really what's important, not the number of infected individuals, as many
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may not even exhibit symptoms.

The problem is that assigning the cause of death in a situation where a viral infection taxes the immune
system and is confounded by comorbidities is tricky business. As noted by Rancourt, epidemiologists
have long known that you cannot reliably assign cause of death during a viral pandemic such as
this. There's tremendous bias involved.

To get around those problems, you have to look at all-cause mortality. The reason for this is because all-cause
mortality data are not affected by reporting bias.

So, Rancourt did a detailed study of the current data of all-cause mortality, showing that the all-cause
mortality this past winter was no different, statistically, from previous decades. In other words,
COVID-19 is not a killer disease, and this pandemic has not brought anything out of the ordinary in
terms of death toll.

Government Lockdown Orders Fueled Death Toll

He published this data in the paper,3 "All-Cause Mortality During COVID-19: No Plague and a Likely Signature
of Mass Homicide by Government Response." Rancourt explains:

It turns out that these curves, which show the winter burden deaths as humps every
winter, some of them, in some jurisdictions, have an additional very sharp peak. It doesn't
represent a ... huge amount of deaths by comparison to the total winter burden because
it's a very sharp peak, but it's an anomalous peak. It's not a natural peak.

And it happened in exact coincidence and time everywhere. In every jurisdiction that sees
this anomalous, unnatural peak ... the peak started exactly when the pandemic was
declared by the World Health Organization. And the World Health Organization at that time
recommended states prepare their hospitals for a huge influx of people with critical
conditions.

So, the government response to that World Health Organization recommendation is what
killed people, what accelerated the deaths. You can see that in the data, and you can also
understand it in terms of how immune-vulnerable people are affected by these kinds of
diseases.

What they did is they closed people into their institutional places of residence, they didn't allow
visitors. So, they isolated the most vulnerable parts of society that already had
comorbidity conditions who were in a fragile state.

So, they ensured that many people that were locked into these institutions would die from
this particular seasonal virus that causes the respiratory disease.

But the virus itself is not more virulent than other viruses. The total winter burden deaths is not
greater, but there is a signature of a sharp feature that lasts the full width at half maximum. This
feature is three or four or five weeks, which is extraordinarily rapid, never been seen before. And it
happens very late in the winter burdens season.

A sharp peak like this has never been seen this late in the season before, and it's
happening [synchronistically] everywhere, on every continent, at the same time in direct
immediacy after the declaration of the pandemic. To my eye, there is no doubt that there
was an acceleration of deaths of vulnerable people due to government responses ...

What really matters is the hard data, and the hard data is all-cause mortality in any
jurisdiction that you want to look at. And it has not been anomalous, statistically
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speaking, no matter how you slice it.

The two graphs below show the number of deaths from all causes from 1972 until 1993, and 2014 until
present time in 2020.

Why Government Response Was Ill Advised

Rancourt goes on to qualify some of this data based on the mechanism of viral transmission, which also helps
explain why government responses have been ill advised, as they actually worsen transmission rather
than inhibit it. Infectious respiratory diseases primarily spread via very fine aerosol particles that are in
suspension in the air.

"We're talking about the small size fraction of aerosols, so typically smaller than 2 micrometers,"
Rancourt explains. "There are water droplets that bear these virions, the virus particles, and there
can be dozens or hundreds of these virions per very small droplet of this size.

Those are the droplets we're talking about. When you get down to those sizes, gravitational outtake
is very inefficient and they basically stay in suspension. And, as soon as you have currents or flow
of air, [the particles] are carried."

The aerosol particles stay in suspension when the absolute humidity is low. This is why influenza outbreaks
occur during the winter. Once absolute humidity rises, the aerosol particles become unstable. They
agglomerate, drop out of suspension and cease to be transmissible. "This is well known," Rancourt says. "It's
been known for a decade. It's been extraordinarily well-demonstrated by top scientists."

The mid-latitude band is where you find the dry weather and the temperature ideal for transmitting viral
respiratory diseases. Viral infections typically spread during the winter in the northern hemisphere, and in the
summer in the southern hemisphere.

"You see it in both hemispheres, but inverted," Rancourt says. "That is why, when you move down
towards the equator, transmission drops. You don't get transmission.

Likewise, if you go too far North, it also does not transmit, and that is not well understood. I'm an

Owner
Highlight

Owner
Highlight

Owner
Line

Owner
Line

Owner
Highlight



expert in environmental nanoparticles and how they charge and what they do, so I have some
ideas about why that is, but it hasn't been studied in detail.

The point is the transmission band is very narrow. It's across Europe and North America
where you have temperatures between about zero and 10 degrees Celsius, and you have
low absolute humidity. That's where these aerosol particles that are the vector of
transmission are completely suspended as part of the fluid air.

They're really part of the fluid air, so any air that gets through, [the viral particles are also]
going to come through. That's why masks don't work. And these particles are in
suspension in the air and get trapped indoors.

That's why centers where you have sick people and you're not controlling the air environment are
centers of transmission. We're talking about old folks' homes, hospitals, even people's homes.
This entire class of diseases, this is how they're transmitted."

Why Masks Are Used During Surgery

Many firmly believe wearing a mask in public will protect themselves and/or others, and one of the reasons for
this is because they appear to work in some circumstances, such as operating rooms. If they don't work, why
do surgical staff and many health care workers use them on a regular basis?

As explained by Rancourt, the reason surgical masks are worn in the operating room is to prevent spittle from
accidentally falling into an open wound, which could lead to infection. Surgical masks have been shown to be
important in that respect.

Preventing microbes and bacteria from falling into an open wound is very different from preventing
the spread of viral particles, however. Not only are viruses much smaller than bacteria and many
other microbes found in saliva, they are, again, airborne. They're aerosolized and part of the fluid air.
Therefore, if air can penetrate the mask, these aerosol particles can also get through.

"The best randomized controlled trials with verified outcome — in other words, the only
scientifically designed studies that remove observational bias and that are valid and rigorous — are
[done] in clinical environments.

So, they're looking at health care workers treating people that potentially have a viral respiratory
infection, or treating people they know have such an infection and they're doing something that will
potentially generate a lot of aerosol particles by the treatment. Many, many trials have been done in
that environment and none of them find any advantage to the health care workers," Rancourt says.

Mask Wearing Does Not Protect Others Either
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The video below is from Patrick Bet David, who has a very popular YouTube channel that I enjoy watching.
message below is broken down into very simple terms and he presents valid arguments and good questio
encourage you to view it if you believe in wearing masks.

Now, one view is that, even though a mask may not protect the wearer against contracting an infection, it will
still protect others that the mask-wearer comes into contact with. But that's not what the science shows. The
measured outcome in most rigorous studies on this is the infection rate. Did anyone involved get infected?

Comparisons are made between health care workers wearing masks, respirators or nothing at all. While this
does not allow you to discern who is being protected — the mask wearer or others — the studies show
mask wearing does neither.

Since everyone is in close proximity to each other, and no differences in infection rates are found regardless of
what type of mask is worn, or none at all, it tells us that mask wearing protects no one from viral
infections.

"It makes no difference if everybody in your team is wearing a mask; it makes no difference if one
is and others aren't," Rancourt says. "Wearing a mask or being in an environment where masks
are being worn or not worn, there's no difference in terms of your risk of being infected by
the viral respiratory disease.

There's no reduction, period. There are no exceptions. All the studies that have been
tabulated, looked at, published, I was not able to find any exceptions, if you constrain yourself to
verified outcomes."

What's more, the results are the same for both N95 respirators and surgical masks. Respirators offer no
protective advantage when it comes to viral infections.

"In one of the randomized control trials, a big one that compared masks and N95 respirators
among health care workers, the only statistically significant outcome they discovered and reported
on was that the health care workers who wore the N95 respirators were much more likely to suffer
from headaches," Rancourt says.

"Now, if you've got a bunch of health care workers, which you're forcing to get headaches, how
good is the healthcare going to be?"

Why Masks Don't Prevent Viral Infections

As noted by Rancourt, it's important to separate scientific findings from possible mechanics that might explain
a certain outcome. Studies have conclusively proven masks do not prevent viral infections. Why, is another
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question.

"I think it's important to recognize that no matter how clever your explanation is, it may not be right," he say
That said, one commonsense explanation put forth by Rancourt is that masks don't work for this application
for the simple fact that they allow airflow:

I've come to the conclusion that the most prominent vector of transmission is these fine aerosol
particles. Those fine aerosol particles will follow the fluid air. In a surgical mask, there is no way
you're blocking the fluid air. When you breathe wearing a surgical mask, the lowest impedance
of airflow is through the sides and tops and bottoms of the mask.

In other words, very little of the airflow is going to be through the actual mask. The mask is only
designed and intended to stop your spitballs from coming out and hitting someone ... If
the flow of air is through the sides, whatever molecules or small particles are carried in
the air, are going to flow that way as well, and that's how you get infected.

If you're not stopping [the viral particles] coming in, you're not stopping them from coming out
either. They follow the flow, period. That's the way it is. So that's why there's an equivalence
between 'It doesn't protect you and it doesn't protect anyone else either.'

Ironically, some masks are even designed with out-vents, to facilitate breathing, which completely negate the
claim that mask-wearers are protecting others.

Why Masks Have No Impact on Viral Load

Rancourt also dismisses the argument that masks can reduce the total viral load by catching your spit. The
theory is that by minimizing the viral load someone is exposed to, their chances of the infection taking hold are
minimized.

The large droplets drop to the floor immediately and are not breathed in. So, they're not part of the
transmission mechanism. You can do a scientific study that demonstrates that viruses survive a
fairly long time on a surface ... These are called fomites, these surfaces where viruses can live and
stay active.

That does not mean that transmission occurs through surfaces. It only means that a scientist was
able to establish that a virus can survive a long time on a surface. It doesn't tell you anything about
the likely transmission mechanism of the disease. So, there are a lot of studies like this that are
basically irrelevant in terms of transmission mechanism.

[Infectious respiratory diseases] are transmitted by these fine aerosol particles that are in
suspension in the air. In a case like that, will a mask, will something that is preventing spitballs
from coming out, protect you or protect others? And the answer is no, it makes no measurable
difference.

There are many studies that show how difficult it is to actually infect someone when you're just
trying to put something like a fluid or something you know is bearing the virus into their eye or into
their nose. It's hard to do this. That's what the studies show.

But if you take a fine aerosol and you breathe it in deeply, that's where the infection starts and
that's where the virus has evolved to be most effective. So, by breathing in aerosols laden with
these viruses, you're going to be infected. Try to do anything else, and it's going to be difficult [to
spread infection].

The most recent randomized controlled trial [published] this year basically concluded they could
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find no evidence that masks, hand-washing and distancing, in terms of reducing the risk
of these types of diseases, were of any use. [They] didn't help.

So, there's this dissonance between what the science actually tells you when you measure
correctly, and what the health authorities tell you to do. They want you to be convinced that you're
in this dangerous environment and that if you follow their directives, you'll be safe.

Their purpose is to control your life and to give you directives, and you're going to accept
that. That's part of how they convince you that you absolutely need the state to save your
life. I think that's what's going on.

Mask-Wearing Is Not Without Its Risks

We've already mentioned that certain masks can increase your likelihood of headaches. Others believe masks
can cause lower partial pressure of oxygen, which could cause serious health problems. In the video above,
Peggy Hall with TheHealthyAmerican.org claims certain masks can result in low oxygen levels, thus violating
OSHA rules on oxygen requirements.

There are many admitted dangers to wearing masks," Rancourt says. "The World Health
Organization in its June 5 memo,4 where they reversed their position and decided that it was a
good idea to recommend mask use in the general population, in that document, they actually say
you have to consider the potential harms, and they list what they consider are all the potential
harms.

They missed a lot. But one of the top ones is you're concentrating the pathogen laden
material onto this material near your face, nose, eyes and so on. And you're touching the
mask all the time, you're touching yourself, you're touching others.

It's not a controlled clinical environment, so there's potential for transmission in that way. You might
wear the mask more than once, you might store it at home and then wear it again. You might do all
kinds of things ...

What I find extraordinary is that they also have a list of what they call potential
advantages. And when I compare the two lists, the potential dangers far outweigh the
potential advantages. So, you have to ask yourself, what the heck are you doing?

How can you make these two columns and compare the advantages and disadvantages
and have one clearly outweigh the other and then conclude that therefore we recommend
masks? This is just nonsense. It's irrational. So, my association added our list5 of things
that they weren't even considering.

We went into the civil liberties aspect of it as well, because I think this is very important. One of the
fundamental aspects of a f ree and democratic society is that the individual is entitled to evaluate
the personal risk to themselves when they act in the world.

As noted by Rancourt, risk evaluation is a very personal thing. It involves your personality, your judgment, your
knowledge, your experience and your culture. It's a very personal thing that you're entitled to do for yourself. If
the state is forcing you to accept their evaluation of risk, then this fundamental precept is violated.
What's worse, they're currently forcing you to accept an evaluation of risk that cannot be
scientifically justified.

Mask Mandates Are Indicative of Rising Totalitarianism

In its letter6 to the WHO, the Ontario Civil Liberties Association also addressed the issue of mask mandates
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as an instrument of totalitarianism.

In our letter, we put it this way. There's a recent scientific study7 that came out in 2019. The first
author is the executive director of the Ontario Civil Liberties Association that I do research for, and
he's a physicist also. He wrote an article with another physicist.

They looked at the conditions under which a society will gradually degrade towards a more
totalitarian state. What they found was that there were two major control parameters that
characterize the society that will tell you if that is likely to happen or not.

One of those control parameters is authoritarianism in the society. What they mean by that is, how
successful can an individual be to refuse something, like to refuse to wear a mask if they protest?
What is the chance that they'll succeed if they refuse? That would be related to the degree of
authoritarianism.

The other important parameter is the degree of violence in the society. How violent is the
repression if you disobey? So how big is the fine? Can you go to jail? How much punishment will
you be subjected to if you disobey a particular rule, for example, wearing of a mask?

Those two parameters, they were able to establish what we call a phase diagram of societies ...
And what they found is that in present society, if you would estimate the average value of those two
parameters for United States or Canada, we're in a state right now where the society is very
gradually evolving towards totalitarianism.

The way to slow that and prevent it is for people to object and to scale it back. As soon as you
agree with an irrational order, an irrational command that is not science-based, then you
are doing nothing to bring back society towards the free and democratic society that we
should have. You are allowing this slow march towards totalitarianism. That's how I would
explain the importance of objecting to this.

Mask Mandates Allow Government to Shirk Responsibility

Rancourt also points out that when government and health institutions convince people that masks are the
solution, they are effectively removing their duty of care toward you, because they're saying all you need to do
is wear a mask. This allows them to avoid the responsibility of actually preventing transmission in the primary
centers of transmission, such as hospitals, nursing homes and elsewhere.8

We don't have to manage the air in such a way that immune-vulnerable in this establishment will
not be at risk of dying and so on. They remove their duty of care responsibilities by saying, 'Well,
we're just not going to allow visitors, and we're going to force everyone to wear masks.'

You need to look at, scientifically, what is happening here. Why are people at risk? What is
immune-vulnerability due to? What can you do about it? And then you have to do something about
it if you're serious about your duty of care towards these people. So it has that side effect of letting
them get away with not taking care of the people that they're responsible for.

Calls for Peaceful Civil Disobedience Are Growing

The Ontario Civil Liberties Association has issued a press release9 calling for peaceful civil disobedience
against mandatory masking. The U.S. nonprofit Stand for Health Freedom is also calling for civil disobedience,
and has a widget you can use to contact your government representatives to let them know wearing a mask
must be a personal choice.

In the memo that was put out, we explain how best to perform that civil disobedience. We explain
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that you should be calm and confident and not get into arguments and not try to convince the
authorities.

Just express your disobedience regarding this rule. And then we explain that they may want to
trespass you, they may want to give you a fine, that you can anticipate fighting that fine in court.
We go through the steps so that people can visualize how to do this.

We explain that some of their core shoppers or core citizens will be angry and aggressive, and to
not get into a fight and not to get into a war of words. Do not try to convince them. Just stick to that
you are not going to comply. Be very calm. This kind of civil disobedience has been successful at
various times in North American history.

There are risks involved, but it's often worth it to the individual to have that civil disobedience
because there are many individuals that don't know what to do that are very angry because they're
being forced to wear masks and they see it as absurd and a constraint. So, we try to give them a
view of a venue on how to resist this ...

We also recommend when people are practicing this kind of civil disobedience that they not be
isolated, that they try to form a grassroots group of support and that they don't do it alone. Try to
bring at least one person, one supporter, with them. Record the interaction with the authorities and
report back on social media and to their groups with details of what happened and so on.

We hope to create kind of a smoother messaging that a lot of people, or at least some people, do
not believe this mask story and do not believe that they are at risk and are willing to practice civil
disobedience to make that point.
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The Ontario Civil Liberties Association (OCLA) recommends civil 
disobedience against mandatory masking 

 
Municipal governments and authorities in Ontario are arbitrarily imposing face masks in 
the general population, without any reliable scientific basis, and in contradiction of the 
precautionary principle. 
 
There are significant anticipated harms from the widespread use of masks in the 
general population, which both the World Health Organization (WHO) and the OCLA 
have described in detail. [ http://ocla.ca/ocla-letter-who/ ] 
 
Governments are enforcing laws, by-laws and “health” directives that thereby put the 
general population at risk, while not having satisfied the onus of demonstrating that their 
draconian policies are safe, and not harmful to the very fabric of society. 
 
Therefore, the OCLA recommends peaceful civil disobedience against directives 
imposing masks in the general population. 
 
The OCLA provides the following practice guide for the civil disobedience. 
 

• Do not be isolated. Find or form grassroots support groups, or even just one 
other trusted person who can accompany you. 

• Be polite, not argumentative. Do not be legalistic. Calmly state your position of 
defiance of the rule, without trying to convince authorities. 

• You do not need to justify yourself, or provide any evidence of special 
circumstances. Simply state that you will not comply because the directive is not 
justified. 

• Record your interactions with authorities and establishment personnel. Get name 
badges and positions. Ask questions to clarify what they are requesting and who 
is requesting it and why. 

• Make your recordings and reports public, on social media, and to your support 
groups. OCLA can receive and publish your reports, as one venue. 

• Expect that other citizens will oppose you and that they may be angry or 
aggressive. Do not respond with anger or get into an argument. Your respectful 
act of defiance speaks for itself. 

• If they want to trespass you, then ask them to call police or security to do that. 
When a police or peace officer arrives, explain the situation calmly. Be 
cooperative. Follow orders. Do not resist arrest, if it comes to that. 

• If you are given an enforcement or by-law ticket, ask why and on what basis. 
Anticipate fighting the ticket in court, as a next step. [OCLA does not provide 
legal assistance, but may help you find legal assistance.]  

• Be strong, confident and positive about the experience that is civil disobedience. 
You are freely doing it for yourself and society. There is a cost but it is often 
worth it.  

 
Ontario lawyers who wish to provide pro bono assistance to fight fines are asked to 
contact OCLA via web, to be added to a list that can be used to inform those needing 
help:  http://ocla.ca/contact/  
  

http://ocla.ca/ocla-letter-who/
http://ocla.ca/contact/
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Dr. Denis G. Rancourt, PhD
researchgate.net
Tue, 02 Jun 2020 20:23 UTC

Summary / Abstract

The latest data of all-cause mortality by week does not show a winter-burden mortality that is statistically larger
than for past winters. There was no plague. However, a sharp "COVID peak" is present in the data, for
several jurisdictions in Europe and the USA. This all-cause-mortality "COVID peak" has unique
characteristics:

Its sharpness, with a full-width at half-maximum of only approximately 4 weeks;

Its lateness in the infectious-season cycle, surging after week-11 of 2020, which is unprecedented for any
large sharp-peak feature;

The synchronicity of the onset of its surge, across continents, and immediately following the WHO
declaration of the pandemic;

and its USA state-to-state absence or presence for the same viral ecology on the same territory, being
correlated with nursing home events and government actions rather than any known viral strain
discernment.

These "COVID peak" characteristics, and a review of the epidemiological history, and of relevant knowledge
about viral respiratory diseases, lead me to postulate that the "COVID peak" results from an accelerated
mass homicide of immune-vulnerable individuals, and individuals made more immune-vulnerable,
by government and institutional actions, rather than being an epidemiological signature of a novel
virus, irrespective of the degree to which the virus is novel from the perspective of viral speciation.

The paper is organized into the following sections:

Cause-of-death-attribution data is intrinsically unreliable

Year-to-year winter-burden mortality in mid-latitude nations is robustly regular

Why is the winter-burden pattern of mortality so regular and persistent?

A simple model of viral respiratory disease de facto virulence

All-cause mortality analysis of COVID-19

Interpreting the all-cause mortality "COVID peak"

Cause-of-death-attribution data is intrinsically unreliable



Assignment of cause of death, with infectious diseases and comorbidity, is not only technically difficult (e.g.,
Simonsen et al., 1997; Marti-Soler et al., 2014) but also contaminated by physician-bias, politics and news
media.

This has been known since modern epidemiology was first practiced. Here is Langmuir (1976) quoting the
renowned pioneer William Farr, regarding the influenza epidemic of 1847:

Farr uses this epidemic to chide physicians mildly on their narrow views pointing out that sharp
increases were observed not only in influenza itself but in bronchitis, pneumonia and asthma and
many other non-respiratory causes, he states:

'... there is a strong disposition among some English practitioners not only to localize
disease but to see nothing but the local disease. Hence, although it is certain that the high
mortality on record was the immediate result of the epidemic of influenza, the deaths
referred to that cause are only 1,157.'

And, such bias is generally recognized by leading epidemiologists (Lui and Kendal, 1987):

... the decision to classify deaths into "pneumonia and influenza" is subjective and potentially
inconsistent. On one hand, the effect of influenza or influenza-related pneumonia may be
underestimated because underlying chronic diseases, particularly in the elderly, are usually noted
as the cause of death on the death certificate. On the other hand, after influenza activity has
been publicly reported there may be an increased tendency to classify deaths as due to
"pneumonia and influenza," thereby amplifying the rate of increase in P&I deaths or, when
a decline in influenza activity is reported, a bias toward decreasing the classification of
deaths related to "pneumonia and influenza" may result. Surveys to evaluate these
possibilities have not been done.

One can reasonably expect that in the current world of social media, with a World-Health-Organization-
declared (WHO-declared) "pandemic", such bias will only be greater compared to its presence in past
viral respiratory disease epidemics.

For example, it is difficult to interpret the synchronicity of the WHO declaration of COVID-19 as a
pandemic and the onset of the observed surge in reported COVID-19 cases and deaths as being the
product of either coincidence or extraordinary forecasting ability of the global health-monitoring system:

Figure 1: Globally reported COVID-19 cases, and reported

COVID-19-assigned deaths, by day.



Instead, in light of past epidemics, it is more likely that this remarkable synchronicity phenomenon
arises from biased reporting, in the flexible context of using urgently manufactured laboratory tests that are
not validated, clinical assessments of a generic array of symptoms, and tentative cause-of-death assignations
of complex comorbidity circumstances.

That is why rigorous epidemiological studies rely instead on all-cause mortality data, which cannot
be altered by observational or reporting bias (as discussed in Simonsen et al., 1997; and see Marti-Soler
et al., 2014). A death is a death is a death.

Year-to-year winter-burden mortality in mid-latitude nations is robustly regular

Modern human mortality in mid-latitude temperate-climate regions is robustly seasonal. Graphs of number of
all-cause deaths per unit of time (month, week, day), in given regions, have a yearly pattern, with a peak-to-
trough amplitude of typically 10% to 30% of the trough-baseline value, largely irrespective of the specific
pathogens that populate the specific seasons. High mortality occurs in winter, and is thus inverted in the
Northern and Southern hemispheres (e.g., Marti-Soler et al., 2014).

For the USA, the phenomenon is well illustrated in this figure from Simonsen et al. (1997):

WHO data was accessed on 30 May 2020. The vertical lines in

pencil indicate the date at which

the WHO declared the pandemic.

Figure 2: Globally reported new COVID-19 cases per day, by

continent. WHO data

was accessed on 30 May 2020. The vertical line in pencil

indicates the date at which the WHO

declared the pandemic.



In such a graph, the area under a peak, to its trough-level baseline, is the total number of yearly winter-burden
deaths above the trough baseline. The thus calculated yearly "excess" number of deaths, here (in the era
1972-1993), is always approximately 8% to 11% of the total yearly trough-baseline-level deaths, also
approximately 8% to 11% of the yearly all-cause mortality.

This regular and seasonal "excess" mortality, or winter burden, has been an epidemiological challenge to
understand, although, starting with Farr, many epidemiologists originally attributed it almost entirely to the
seasonal influenza-like viral respiratory diseases.

Nonetheless, the agonizing difficulty of understanding the cause(s) of this remarkably regular and global (both
hemispheres, but inverted) pattern persists, as illustrated by Marti-Soler et al. (2014) (references omitted):

Given that mortality from cancer showed virtually no seasonality pattern, the seasonality of overall
mortality is driven mostly by seasonality of both CVD [cardiovascular diseases] and non-CVD/non-
cancer mortality. For these conditions, and particularly for CVD, exposure to cold is a plausible
explanation for the observed seasonality, given relationship of cold climate with latitude. Several
longitudinal studies have demonstrated that a decrease in outdoor temperature was associated
with a rise in all-cause mortality. However, other latitude-dependent factors, such as dietary habits,
sun exposure (vitamin D levels) and human parasitic and infectious agents might also play a role.

The magnitude of the seasonal pattern for CVD mortality was higher than that for all-cause
mortality. The seasonality of CVD mortality might be partly due to the joint seasonality of several
known CVD risk factors, as described previously. Similarly, lifestyle factors such as diet and
physical activity also tend to differ during summer and winter months. Moreover, exposure to cold
increases energy expenditure, peripheral vasoconstriction and cardiac afterload, thus potentially
triggering myocardial ischemia 6 and stroke. Finally, winter prone influenza infection might also be
a trigger for CVD deaths by exacerbating CVD conditions or due to secondary complications. This
is likely to be the case of concentration of air pollutants.

The seasonality of non-CVD/non-cancer mortality can relate to the facts that chronic obstructive
pulmonary disease and pneumonia are frequent diseases in this category and that these disease
are exacerbated by influenza, other influenza-like infections and concentrations of air pollutants,
which are all more frequent in winter. A few other diseases in the non-CVD/non-cancer category
also present a seasonal pattern, e.g. depression, suicide, and oesophageal variceal bleeding.

Why is the winter-burden pattern of mortality so regular and persistent?

Even the seasonality of the pneumonia and influenza ("P&I") part alone (which is a large part of what
Marti-Soler et al. quantify as "non-CVD/non-cancer mortality") was not understood until a decade ago. Until
recently, it was debated whether the P&I yearly pattern arose primarily because of seasonal change in
virulence of the pathogens, or because of seasonal change in susceptibility of the host (such as from dry air
causing tissue irritation, or diminished daylight causing vitamin deficiency or hormonal stress). For example,

Figure 3: All-cause mortality, by week, for the USA, 1972 to

1993 (Simonsen et al., 1997; from

their Fig. 1).



see Dowell (2001). In a sense, the answer is "neither".

In a landmark study, Shaman et al. (2010) showed that the seasonal pattern of respiratory-disease (P&I)
excess mortality can be explained quantitatively on the sole basis of absolute humidity, and its
direct controlling impact on transmission of airborne pathogens.

Lowen et al. (2007) demonstrated the phenomenon of humidity-dependent airborne-virus contagiousness in
actual disease transmission between guinea pigs, and discussed potential underlying mechanisms for the
measured controlling effect of humidity.

The underlying mechanism is that the pathogen-laden aerosol particles or aerosol-size droplets are neutralized
within a half-life that monotonically and significantly decreases with increasing ambient absolute humidity. This
is based on the seminal work of Harper (1961). Harper experimentally showed that viral-pathogen-carrying
droplets were inactivated within shorter and shorter times, as ambient absolute humidity was
increased.

Harper argued that the viruses themselves were made inoperative by the humidity ("viable decay"), however he
admitted that the effect could be from humidity-enhanced physical removal or gravitational sedimentation of the
droplets ("physical loss"):

"Aerosol viabilities reported in this paper are based on the ratio of virus titre to radioactive count in
suspension and cloud samples, and can be criticized on the ground that test and tracer materials
were not physically identical."

The latter ("physical loss") seems more plausible to me, since absolute humidity would have a universal
physical effect of causing particle/droplet growth-by-condensation and gravitational sedimentation (and,
conversely, loss-by-evaporation and aerosolization), and all tested viral pathogens have essentially the same
humidity-driven "decay". Furthermore, it is difficult to understand how a virion (of any virus type) in a droplet
would be molecularly or structurally attacked or damaged by an increase in ambient humidity. A "virion" is the
complete, infective form of a virus outside a host cell, with a core of RNA or DNA and a capsid. No actual
molecular or other mechanism of the humidity-driven intra-droplet "viable decay" of a virion postulated by
Harper (1961) has, to date, been explained or studied, whereas gravitational sedimentation ("physical loss") is
well understood.

In any case, the explanation and model of Shaman et al. (2010) is not dependent on the particular mechanism
of the absolute-humidity-driven decay of virions in aerosol/droplets. Shaman's quantitatively demonstrated
model of seasonal regional viral epidemiology is valid for either mechanism (or combination of mechanisms),
whether "viable decay" or "physical loss".

The breakthrough achieved by Shaman et al. is not merely some academic point. Rather, it has profound
health-policy implications, which have been entirely ignored or overlooked in the current coronavirus pandemic:

It means that the seasonality of P&I mortality is directly driven by absolute-humidity-controlled
contagiousness of the viral respiratory diseases.

If my view of the mechanism is correct (i.e., "physical loss" rather than "viable decay"), then:

It additionally implies that the transmission vector must be small aerosol particles in fluid suspension in air,
breathed deeply into the lungs, indoors; not hypothesized routes such as actual fluid or fomite contact,
and not large droplets and spit (that are quickly gravitationally removed from the air, or captured in the
mouth and digestive system).

And it means that social distancing, masks, and handwashing can have little effect in the actual
epidemic spread during the winter season (see: Rancourt, 2020).

On the epidemiology modelling side, Shaman's work implies that, rather than being a fixed number (dependent



solely on the spatial-temporal structure of social interactions in a completely and variably susceptible
population, and on the viral strain), the epidemic's basic reproduction number (R0) is predominantly
dependent on ambient absolute humidity. For a definition of R0, see HealthKnowlege-UK (2020): R0 is
"the average number of secondary infections produced by a typical case of an infection in a population where
everyone is susceptible."

Shaman et al. showed that R0 must be understood to vary seasonally between humid-summer values of just
larger than "1" and dry-winter values typically as large as "4" (for example, see their Table 2). In other words,
the seasonal infectious viral respiratory diseases that plague temperate-climate regions every year go from
being intrinsically mildly contagious to virulently contagious, due simply to the bio-physical mode of
transmission controlled by atmospheric absolute humidity, largely irrespective of any other consideration.

Furthermore, indoor airborne virus concentrations have been shown to exist (in day-care facilities, health
centres, and onboard airplanes) primarily as aerosol particles of diameters smaller than 2.5 μm, such as in the
work of Yang et al. (2011):

"Half of the 16 samples were positive, and their total virus concentrations ranged from 5,800 to
37,000 genome copies m−3. On average, 64 percent of the viral genome copies were associated
with fine particles smaller than 2.5 µm, which can remain suspended for hours. Modelling of virus
concentrations indoors suggested a source strength of 1.6 ± 1.2 × 105 genome copies m−3 air
h−1 and a deposition flux onto surfaces of 13 ± 7 genome copies m−2 h−1 by Brownian motion.
Over 1 hour, the inhalation dose was estimated to be 30 ± 18 median tissue culture infectious dose
(TCID50), adequate to induce infection. These results provide quantitative support for the idea that
the aerosol route could be an important mode of influenza transmission."

Such small particles (smaller than 2.5 μm) are part of air fluidity, are not subject to gravitational sedimentation,
and can therefore be breathed deeply into the lungs.

The next question is: How many such pathogen-laden particles are needed to cause infection in a person of
average immune-response capacity?

Yezli and Otter (2011), in their review of the minimal infective dose (MID), point out relevant features:

most respiratory viruses are as infective in humans as in tissue culture having optimal laboratory
susceptibility

the 50%-probability MID ("TCID50") has variably been found to be in the range 100−1000 virions

there are typically 103−107 virions per aerolized influenza droplet with diameter 1 μm − 10 μm

the 50%-probability MID easily fits into a single (one) aerolized droplet

For further background:

A classic description of dose-response assessment is provided by Haas (1993).

Zwart et al. (2009) provided the first laboratory proof, in a virus-insect system, that the action of a single
virion can be sufficient to cause disease.

Baccam et al. (2006) calculated from empirical data that, with influenza A in humans, "we estimate that
after a delay of ~6 h, infected cells begin producing influenza virus 9 and continue to do so for ~5 h. The
average lifetime of infected cells is ~11 h, and the half-life of free infectious virus is ~3 h. We calculated
the [in-body] basic reproductive number, R0, which indicated that a single infected cell could produce ~22
new productive infections."

Brooke et al. (2013) showed that, contrary to prior modeling assumptions, although not all influenza-
A-infected cells in the human body produce infectious progeny (virions), nonetheless, 90% of infected cell
are significantly impacted, rather than simply surviving unharmed.

The above review means that all the viral respiratory diseases that seasonally plague temporal-climate



populations every year are extremely contagious for two reasons: (1) they are transmitted by small aerosol
particles that are part of the fluid air and fill virtually all enclosed air spaces occupied by humans, and (2) a
single such aerosol particle carries the minimal infective dose (MID) sufficient to cause infection in a person, if
breathed into the lungs, where the infection is initiated.

This is why the pattern of all-cause mortality is so robustly stable and distributed globally, if we admit
that the majority of the burden is induced by viral respiratory diseases, while being relatively insensitive to the
particular seasonal viral ecology for this operational class of viruses. This also explains why the pattern is
inverted between the Northern and Southern hemispheres, irrespective of tourist and business air travel and
so one.

Virologists and geneticists see viral strains, mutations, and species (Alimpiev, 2019) like a man with a hammer
sees nails. Likewise, there are professional rewards for identifying new viral pathogens and describing new
diseases. For these reasons, scientists have not seen the forest for the trees.

But the data shows that there is a persistent and regular pattern of winter-burden mortality that is
independent of the details, and that has a well-constrained distribution of year to year number of
excess deaths (approximately 8% to 11% of the total yearly mortality, in the USA, 1972 through 1993).
Despite all the talk of epidemics and pandemics and novel viruses, the pattern is robustly constant.

An anomaly worthy of panic, and of harmful global socio-economic engineering, would need to
consist of a naturally caused yearly winter-burden mortality that is statistically greater than the
norm. That has not occurred since the unique flu pandemic of 1918 (Hsieh et al., 2006).

The three recent epidemics assigned as pandemics, the H2N2 pandemic of 1957, the H3N2 pandemic of
1968, and the H1N1 pandemic of 2009, were not more virulent (in terms of yearly winter-burden mortality) than
the regular seasonal epidemics (Viboud et al., 2010; Viboud et al., 2006; Viboud et al., 2005). In fact, the
epidemic of 1951 was concluded to be more deadly, on the basis of P&I data, in England, Wales and Canada,
than the pandemics of 1957 and 1968 (Viboud et al., 2006).

A simple model of viral respiratory disease de facto virulence

In the face of the persistent and regular pattern of winter-burden mortality, one is tempted to propose that the
specific (structural, molecular, and binding) properties of the particular respiratory disease viral pathogen are
not as determinative of mortality as virologists suggest. Instead, it is possible that mortality, in a given
population exposed to these highly contagious viral pathogens that invade the lungs, is predominantly
controlled by the population's distribution of immune-system capacity and preparedness.

A viral load enters the lungs. Once the viral antigen is recognized, an immune response is mounted.1 A
dynamic "war" ensues between the virus reproducing and spreading by infecting cells on the lining of the
lungs, and the immune system doing everything it can to identify, locate and destroy infected cells before the
said infected cells successfully can be productive of the virus.

The immune response is extraordinarily demanding of the body's metabolic energy resources (which is why
you "feed a cold", "rest", and "stay warm"). The demand in metabolic energy is prioritized, and can compete
with the demands of essential bodily functions and immune responses to other pathogens. This is why
individuals with "aging" diseases and comorbidity conditions are particularly at risk: their rate of
metabolic energy supply to the immune-system is limited by their co-conditions, and the demand is
not met at a sufficiently high rate to win the "war". See: Straub (2017); Bajgar et al. (2015).

In a simple view of the infection (which I propose for illustration), a given individual, having a given state of
health, can only provide metabolic energy to the immune system up to some maximum rate of supply, during
the crucial stage of the "war". Call this "rate of energy supply for the immune response": RS. RS is in units of
energy per unit time, J/s, or calories per second. If RS is sufficient to "win the war", and is sustained long
enough, then the individual recovers from the infection, and the immune system stores a molecular memory of
the viral antigen, which greatly reduces energy demand for future immune responses to attacks from the same



or sufficiently similar virus. If RS is insufficient then the individual succumbs to the virus and dies.

Therefore, the seasonal virus can be characterized as having a virus-specific value of RS, RSv, which is the
RS threshold for survival of the infected person. If RS > RSv, then the person recovers. If RS < RSv, then the
person dies. The larger the RSv, the more virulent is the virus, and vice versa.

A given human population (national or regional) will have a given distribution of RS values associated with the
individual members of the population.

Mathematically, this distribution can be represented as a probability density of RS values. A probability-density
value has units of number of persons per unit interval of RS. The total area under the probability density curve
is the population, of the nation or region.

Figure 4 illustrates three hypothetical distributions of RS values, in three different populations of equal size.
Here, "Germany" (solid-blue line) is for a current Western population, not having a particularly large elderly
population; "Italy" (dashed-blue line) is for a current Western population having a large elderly population; and
"Stressed" (solid-red line) is for a population of individuals subjected to high metabolic (or health) stress, such
as might have been the case in 1918 England.

Such health stress can arise from nutritional deficiency, essential nutrient or vitamin efficiency, high levels of
environmental stressor-agents, toxins, or pathogens, shelter deficiency ("fuel poverty"), oppressive working
conditions, social-dominance oppression, substance abuse causing organ damage, and so on. There is a vast
literature on these factors. As one anchor point, see: Sapolsky (2015); Sapolsky (2005).

In this model, therefore, comparative mortality between populations, for a given viral pathogen, is determined
by the different health states (distributions of RS values of the individuals) of the compared infected
populations.

This is for the full cycle of infection and recovery. It says little about both the death rates on a daily basis and
age distributions, which depend on the natural or forced spread of the infection, which in turn is not
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Figure 4: Probability densities of RS values, for three

populations of equal size but differing in health-stress levels

and health vulnerabilities, as explained in the text. The three

vertical lines, drawn in pencil and labelled "1", "2" and "3", show

three different virus-specific values of RSv, as explained in the

text. The hatched areas are the fractions (of total area)

representing the mortality fractions for the less virulent virus

having RSv value labelled "1".



necessarily uniform in time and space but rather can target particular segments of the population, such as
people confined in institutions.

Furthermore, the distribution of RS values for a given population can change significantly during the course of
an epidemic, if vulnerable segments are subjected to additional health stressors, for example.

All-cause mortality analysis of COVID-19

In light of the above background and conceptual tools, we can now examine data for COVID-19, to date. For
good reason (as per above), we ignore death-attributed data and model deconvolutions of P&I deaths versus
other deaths deemed to be seasonal for reasons unrelated to the seasonal viral pathogens. We concentrate on
all-cause mortality, by week.

All-cause mortality is not susceptible to bias, and is currently available for several jurisdictions. We use the
raw data without any manipulation, and we do not modify the data to "correct" for changes in total population,
or for changes in age structure of a population.

For the data, we rely on the CDC (USA), national institute data for England and Wales, and the graphical
compilations of the EuroMOMO hub. We use only the latest weeks that are reported as complete (">100%",
CDC) or reported to be of sufficient quality to publish. Unfortunately, some jurisdictions such as Canada can
be characterized as slow and refractory to requests.

Figure 5 shows all-cause mortality by week for England and Wales, starting in 2010. The sudden single-week
drops are book-keeping and death-certification-delay inconsistencies, which are counted in the following
week(s). The red vertical line indicates the date at which the WHO declared the pandemic.

In declaring the pandemic, the WHO Director-General, Tedros Adhanom, put it this way, among other things:2

In the days and weeks ahead, we expect to see the number of cases, the number of deaths, and
the number of affected countries climb even higher. [...]

And we have called every day for countries to take urgent and aggressive action. We have rung the
alarm bell loud and clear. [...]

This is not just a public health crisis, it is a crisis that will touch every sector - so every sector and
every individual must be involved in the fight.

I have said from the beginning that countries must take a whole-of-government, whole-of-society
approach, built around a comprehensive strategy to prevent infections, save lives and minimize
impact. [...]

I remind all countries that we are calling on you to activate and scale up your emergency response
mechanisms; Communicate with your people about the risks and how they can protect themselves
- this is everybody's business; Find, isolate, test and treat every case and trace every contact;
Ready your hospitals; [...] (my emphasis)

Adhanom's words either were the most remarkable public health forecast ever made for England and Wales
(and many jurisdictions in the world, see below), or something else might explain the sharp peak in all-cause
mortality that immediately followed his declaration.



Importantly, the total number of winter-burden all-cause "excess" deaths for the season ending in 2020 (area
above the summer baseline) is not statistically larger than for past years, and it remains to be seen how
low the summer 2020 trough will be.

What can be called "the COVID peak" is a narrow feature (Figure 5). Relative to the summer baseline, the
full-width at half-maximum of the peak is approximately 5 weeks. It has the distinction of being late in the
infectious season, and of climbing far above the broader winter-burden hump.

This "COVID peak" is a unique event in the epidemiological history of England and Wales. Does this unique
feature arise from an unusually novel viral pathogen, or does it arise from the unique, unprecedented and
massive government response to the WHO declaration of a pandemic?

Note that such a "COVID peak" does not imply intrinsic virulence of the virus. It only means that the deaths
of vulnerable persons, or persons made vulnerable, occurred in a short time span. For example,
those who would have died in the next few or more weeks or months can have their deaths
accelerated by human intervention, or those who are still recovering from a viral infection can be
thrust into more precarious and stressful living conditions.

An analogous "COVID peak" occurred in the EuroMOMO hub data for Europe (Figure 6). Here again, the total
number of winter-burden all-cause excess deaths for the season ending in 2020 (area above the summer
baseline) is not statistically larger than for past years, and the date of declaration of the pandemic is
shown by a vertical red line.

What looked like a concluding and "mild" 2020 season turned into a "COVID peak" immediately after
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Figure 5: All-cause mortality by week for England and Wales,

starting in 2010. The sudden single-week drops are

book-keeping and death-certification-delay inconsistencies,

which are counted in the following week(s). The red vertical line

indicates the date at which the WHO declared the COVID-19

pandemic.
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Figure 6: All-cause mortality by week EuroMOMO hub data for

Europe, accessed on 1 June 2020. The date of declaration of the

pandemic is shown by a vertical red line.



the WHO declared the pandemic.

Let us next move to the USA, where both national and state-by-state current data is readily available, thanks to
the CDC.

Figure 7 shows all-cause mortality by week for the USA, starting in 2014. Here the summer baseline is at
approximately 46,000 to 52,000 deaths per week, increasing with the increase in total population. The red
vertical line indicates the date at which the WHO declared the COVID-19 pandemic.

Here, again, we see that the total number of winter-burden all-cause deaths for the season ending in 2020
(area above the summer baseline) is not statistically larger than for past recent years. There is no
evidence, purely in terms of number of seasonal deaths, to suggest any catastrophic event or exceptionally
virulent pathogen. There was no "plague". The winter burden, in these years, is consistently in the range of
approximately 6% to 9% of total yearly all-cause mortality, and the year to year variations are typical of
historic variations.

On the other hand, there is again a "COVID peak", which has the following unique features:

It is remarkably sharp or narrow, having a full-width at half-maximum of the peak, relative to the summer
baseline, of approximately only 4 weeks. By comparison, the sharp peaks in the infectious seasons ending
in 2015 and 2018 have such full-widths of 14 and 9 weeks, respectively.

It occurs later in the infectious season than any other large sharp peak ever seen for the USA, surging
after week-11 of 2020.

It surge occurs immediately after the WHO declared the pandemic, in perfect synchronicity, as
seen in both Europe, and England and Wales, which are an ocean apart from the USA.

The "COVID peak" in the USA data arises from "hot spots", such as New York City (NYC). Figure 8 shows
the all-cause mortality by week for NYC, starting in 2013. The red vertical line indicates the date at which the
WHO declared the COVID-19 pandemic.
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Figure 7: All-cause mortality by week for the USA, starting in

2014. The red vertical line

indicates the date at which the WHO declared the COVID-19

pandemic. The hatched or gray-fill areas represent the all-cause

winter-burden deaths for each year.



The NYC data makes no epidemiological sense whatsoever. The "COVID peak" here, on its face, cannot be
interpreted as a normal viral respiratory disease process in a susceptible population. Local effects, such as
importing patients from other jurisdictions or high densities of institutionalized or housed
vulnerable people, must be in play, at least.

What is also striking is that some of the largest-population states in the USA, having large numbers of
measured and reported cases, and large numbers of individuals with the antibodies, do not show a
"COVID peak". (Characteristic antibodies are produced and stored in the bodies of individuals who were
infected and recovered following their immune responses. For example, see the antibody field study for
California done by Bendavid et al., 2020).

This is shown for California in Figure 9, and for Texas in Figure 10.
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Figure 8: All-cause mortality by week for NYC, starting in

2013, in black. The red vertical line

indicates the date at which the WHO declared the COVID-19

pandemic. The grey line is simply

the same data on a vertically expanded and shifted scale, for

visualization.
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Figure 9: All-cause mortality by week for California, starting

in 2013. The red vertical line

indicates the date at which the WHO declared the COVID-19

pandemic. The hatched or gray-fill areas represent the all-cause

winter-burden deaths for each year.



Also, none of the seven states that did not impose a lockdown (Iowa, Nebraska, North Dakota, South
Dakota, Utah, Wyoming, and Arkansas) have a "COVID peak".

The presence of a "COVID peak" is positively correlated with the share of COVID-19-assigned deaths
occurring in nursing homes and assisted living facilities, as per this map:

Interpreting the all-cause mortality "COVID peak"

Given the uniqueness of the all-cause mortality "COVID peak":

Its sharpness, with a full-width at half-maximum of only approximately 4 weeks;

Its lateness in the infectious-season cycle, surging after week-11 of 2020, which is unprecedented for any
large sharp-peak feature;

The synchronicity of the onset of its surge, across continents, and immediately following the WHO
declaration of the pandemic;

and its USA state-to-state absence or presence for the same viral ecology on the same territory being
correlated with nursing home events and government actions rather than any known viral strain
discernment.

Given the above review of knowledge about seasonal viral respiratory diseases:

The robustly persistent and regular winter-burden patterns of all-cause mortality, across the modern era of
epidemiology, and across nations in two hemispheres;

The newfound (2010) understanding that transmissivity is controlled by absolute humidity, and that the
transmission vector is small aerosol particles taken deeply into the lungs;
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Figure 10: All-cause mortality by week for Texas, starting in

2013. The red vertical line indicates the date at which the WHO

declared the COVID-19 pandemic. The hatched or gray-fill areas

represent the all-cause winter-burden deaths for each year.



The increasing recognition of metabolic energy budgeting as the paradigm for understanding death from
infectious diseases with comorbidity conditions, while recognizing that the immune system has
hierarchical control over metabolic energy budgeting, second only to cognition of external imminent
danger;

and the increasing understanding of the dominant role of metabolic stress (including stress cognition,
perceived stress) in depressing immune system response capacity.

I postulate that the "COVID peak" represents an accelerated mass homicide of immune-vulnerable
individuals, and individuals made more immune-vulnerable, by government and institutional
actions, rather than being an epidemiological signature of a novel virus, irrespective of the degree to
which the virus is novel from the perspective of viral speciation.

Finally, my interpretation of the "COVID peak" as being a signature of mass homicide by government response
is supported by several institutional documents, media reports, and scientific articles, such as the following
examples. Two scientific articles are on-point:

Hawryluck et al. (2004), on posttraumatic stress disorder (PTSD) arising from medical quarantine.

Richardson et al. (2020), on statistical proof that mechanical ventilators killed critical COVID-19 patients.

*******

Media articles and institutional memos

"New study finds nearly all coronavirus patients put on ventilators died", News Break | The Hill 04-23, 23 April
2020.

"New health care data suggests that almost half of all coronavirus patients placed on ventilators die,
first reported by CNN. The data was gathered at Northwell Health, New York state's largest hospital
system. It revealed that about 20 percent of COVID-19 patients passed away, and 88 percent of those
placed on ventilators died."

"Daughter blames 'chaos' of COVID-19 pandemic for mother's rapid decline", by Arthur White-Crummey,
Regina Leader-Post, 29 May 2020.

"Sue Nimegeers's mother never had COVID-19, but she still counts her as a victim of the disease.
"She never tested positive, but the chaos of the pandemic itself around us, we feel, took her from us
just way too soon," Nimegeers told the board of the Saskatchewan Health Authority (SHA) on Friday."

"'Deeply disturbing' report into Ontario care homes released", BBC, 27 May 2020.

"Mr Ford said a full investigation has been launched into the allegations, which included claims that
facilities smelt of rotten food, infested with cockroaches and flies, and that elderly people were left for
hours "crying for help with staff not responding"."

"Nothing can justify this destruction of people's lives", Yoram Lass, former director of Israel's Health Ministry,
on the hysteria around Covid-19, sp!ked, 22 May 2020.

"Yoram Lass: It is the first epidemic in history which is accompanied by another epidemic - the virus of
the social networks. These new media have brainwashed entire populations. What you get is fear and
anxiety, and an inability to look at real data. And therefore you have all the ingredients for monstrous
hysteria. It is what is known in science as positive feedback or a snowball effect. The government is
afraid of its constituents. Therefore, it implements draconian measures. The constituents look at the
draconian measures and become even more hysterical."

"Cuomo downplays calls for federal probe into nursing home coronavirus deaths: 'Ask President Trump' ", by
Andrew O'Reilly | Fox News, 20 May 2020.



"New York Gov. Andrew Cuomo on Wednesday brushed off calls for the Department of Justice to
open an investigation into the massive number of deaths in the state's nursing homes during the
coronavirus pandemic - claiming he was only following guidelines from the Trump administration and
Centers for Disease Control and Prevention. While no formal probe has been announced, the
speculation comes amid scrutiny of his March 25 directive that required nursing homes to take on
new patients infected with COVID-19."

DATE: March 25, 2020
TO: Nursing Home Administrators, Directors of Nursing, and Hospital Discharge Planners
FROM: New York State Department of Health Advisory: Hospital Discharges and Admissions to Nursing
Homes (Removed from: coronavirus.health.ny.gov)

"During this global health emergency, all NHs must comply with the expedited receipt of residents
returning from hospitals to NHs. Residents are deemed appropriate for return to a NH upon a
determination by the hospital physician or designee that the resident is medically stable for return. [...]
No resident shall be denied re-admission or admission to the NH solely based on a confirmed or
suspected diagnosis of COVID-19. NHs are prohibited from requiring a hospitalized resident who is
determined medically stable to be tested for COVID-19 prior to admission or readmission."

"Nursing Homes & Assisted Living Facilities Account for 42% of COVID-19 Deaths: A startling statistic has
profound implications for the way we've managed the coronavirus pandemic", by Gregg Girvan, FREOPP, 7
May 2020.

"Based on a new analysis of state-by-state COVID-19 fatality reports, it is clear that the most
underappreciated aspect of the novel coronavirus pandemic is its effect on a specific population of
Americans: those living in nursing homes and assisted living facilities."

"Guilty - Of Breathing", by Tony Heller, Tony Heller YouTube Channel, 24 May 2020.

"Lockdowns were sold months ago on the idea of 'flattening the curve'. In most places there never
was much of a curve to flatten, yet the lockdowns are still in place. Tens of millions are now having
their lives destroyed - for the crime of breathing."

"The 'massacre' of Italy's elderly nursing home residents: Covid-19 patients in Italy's virus epicentre of
Lombardy were transferred to nursing homes by an official resolution with catastrophic consequences", by
Maria Tavernini and Alessandro Di Rienzo, TRT World, 20 April 2020.

"Hosting Covid-19 patients in nursing homes was like lighting a match in a haystack."

"Coronavirus Update: How shoring up hospitals for COVID-19 contributed to Canada's long-term care crisis",
by Jessie Willms and Hailey Montgomery, Globe & Mail, 20 May 2020.

"Most of the nursing- and retirement-home residents who have succumbed to COVID-19 in Canada
died inside the virus-stricken, understaffed facilities as hospital beds sat empty."

"There Is No Evidence Lockdowns Saved Lives. It Is Indisputable They Caused Great Harm", by Briggs,
wmbriggs.com, 14 May 2020.

"In the end, it does not come down to country- or even city-level statistics. It comes down to people.
Each individual catches the bug or not, lives or dies. Not because of their country, but because of
themselves, their health, their circumstances. Any given individual might have benefited from
self-quarantine and loss of job. Just as any given individual might have come to a bad end from a
lockdown."

"Hospitals get paid more to list patients as COVID-19", by Tom Kertscher, POLITIFACT, 21 April 2020.

"It's standard for Medicare to pay a hospital roughly three times as much for a patient who goes on a
ventilator, as for one who doesn't. Medicare is paying a 20% add-on to its regular hospital payments



for the treatment of COVID-19 victims. That's a result of a federal stimulus law."

"CDC: 80,000 people died of flu last winter in U.S., highest death toll in 40 years", by Associated Press, STAT
News, 26 September 2018.

"An estimated 80,000 Americans died of flu and its complications last winter — the disease's highest
death toll in at least four decades. The director of the Centers for Disease Control and Prevention, Dr.
Robert Redfield, revealed the total in an interview Tuesday night with The Associated Press."

Footnotes

'The immune system: Cells, tissues, function, and disease', medically reviewed by Daniel Murrell, MD on
January 11, 2018 — Written by Tim Newman, at medicalnewstoday.com, accessed on 1 June, 2020.

1. 

WHO Director-General's opening remarks at the media briefing on COVID-19 - 11 March 20202. 
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If Bill Gates Was President...If Bill Gates Was President...

Comment: Also by Dr Rancourt:

The Science is Conclusive: Masks and Respirators do NOT Prevent Transmission of Viruses

His analysis of this past winter's all-cause mortality rates, and his conclusion, is in line with ours:

Everything You Think You Know About Coronavirus

And so, to summarize the 'Covid-19 pandemic' once more...

For two/three months the WHO, the media, and whichever 'secret cabal' controls both, shoved in everyone's
faces the fact that old people die when they reach the end of their lives. In the process of 'making everyone
realize the horror' of this fact, irresponsible (and frankly pathological) elites willfully enjoined the general
population to accelerate the deaths of tens of thousands of elderly and immune-compromised people, who died
alone when separated from loved ones and abandoned by their regular healthcare practitioners.

Govt policy decisions - specifically, ONE 'central' govt policy decision, one followed by most Western govts,
along with a few others - generated a 'bottleneck of deaths' by temporarily lifting the normal healthcare options
available to society's most vulnerable. These vulnerable people then died in droves, earlier than they would
otherwise have done, and their deaths provided the media with images of 'overflowing morgues', crematoria,
etc. from around the world.

Ironically then, the declared purpose of the lockdown - to 'save the elderly' by 'flattening the curve' - produced
precisely the opposite outcome: the elderly were killed off, thereby artificially and precipitately spiking
the otherwise flatter regular winter season curve.



Dr. Dennis Rancourt, PhD
researchgate.net
Mon, 20 Apr 2020 20:47 UTC

Comment: The following review of the scientific literature on wearing surgical and other facemasks
as a means of preventing the transmission of SARS-CoV-2 and thus preventing contraction of
'Covid-19' was published a month ago. And absent some miraculous suspension of decades of
hard science on the transmission of viruses, it's settled...

Abstract

Masks and respirators do not work. There have been extensive randomized controlled trial (RCT)
studies, and meta-analysis reviews of RCT studies, which all show that masks and respirators do
not work to prevent respiratory influenza-like illnesses, or respiratory illnesses believed to
be transmitted by droplets and aerosol particles.

Furthermore, the relevant known physics and biology, which I review, are such that masks and
respirators should not work. It would be a paradox if masks and respirators worked, given what
we know about viral respiratory diseases: The main transmission path is long-residence-time
aerosol particles (< 2.5 μm), which are too fine to be blocked, and the minimum-
infective-dose is smaller than one aerosol particle.

The present paper about masks illustrates the degree to which governments, the mainstream
media, and institutional propagandists can decide to operate in a science vacuum, or select
only incomplete science that serves their interests. Such recklessness is also certainly the
case with the current global lockdown of over 1 billion people, an unprecedented experiment
in medical and political history.
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Here are key anchor points to the extensive scientific literature that establishes that wearing surgical
masks and respirators (e.g., "N95") does not reduce the risk of contracting a verified illness:

Jacobs, J. L. et al. (2009) "Use of surgical face masks to reduce the incidence of the common
cold among health care workers in Japan: A randomized controlled trial", American Journal of
Infection Control, Volume 37, Issue 5, 417 - 419.

N95-masked health-care workers (HCW) were significantly more likely to experience
headaches. Face mask use in HCW was not demonstrated to provide benefit in terms of cold
symptoms or getting colds.

Cowling, B. et al. (2010) "Face masks to prevent transmission of influenza virus: A systematic
review", Epidemiology and Infection, 138(4), 449-456. doi:10.1017/S0950268809991658

None of the studies reviewed showed a benefit from wearing a mask, in either HCW or
community members in households (H). See summary Tables 1 and 2 therein.

bin-Reza et al. (2012) "The use of masks and respirators to prevent transmission of influenza: a
systematic review of the scientific evidence", Influenza and Other Respiratory Viruses 6(4),
257-267.

"There were 17 eligible studies. [...] None of the studies established a conclusive relationship
between mask ⁄ respirator use and protection against influenza infection."

Smith, J.D. et al. (2016) "Effectiveness of N95 respirators versus surgical masks in protecting
health care workers from acute respiratory infection: a systematic review and meta-analysis",
CMAJ Mar 2016, cmaj.150835; DOI: 10.1503/cmaj.150835

"We identified 6 clinical studies ... In the meta-analysis of the clinical studies, we found no
significant difference between N95 respirators and surgical masks in associated risk of (a)
laboratory-confirmed respiratory infection, (b) influenza-like illness, or (c) reported work-place
absenteeism."

Offeddu, V. et al. (2017) "Effectiveness of Masks and Respirators Against Respiratory Infections
in Healthcare Workers: A Systematic Review and Meta-Analysis", Clinical Infectious Diseases,
Volume 65, Issue 11, 1 December 2017, Pages 1934-1942, https://doi.org/10.1093/cid/cix681

"Self-reported assessment of clinical outcomes was prone to bias. Evidence of a protective
effect of masks or respirators against verified respiratory infection (VRI) was not statistically
significant"; as per Fig. 2c therein:
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Radonovich, L.J. et al. (2019) "N95 Respirators vs Medical Masks for Preventing Influenza
Among Health Care Personnel: A Randomized Clinical Trial", JAMA. 2019; 322(9): 824-833.
doi:10.1001/jama.2019.11645

"Among 2862 randomized participants, 2371 completed the study and accounted for 5180
HCW-seasons. ... Among outpatient health care personnel, N95 respirators vs medical
masks as worn by participants in this trial resulted in no significant difference in the incidence
of laboratory-confirmed influenza."

Long, Y. et al. (2020) "Effectiveness of N95 respirators versus surgical masks against influenza:
A systematic review and meta-analysis", J Evid Based Med. 2020; 1- 9. https://doi.org/10.1111
/jebm.12381

"A total of six RCTs involving 9 171 participants were included. There were no statistically
significant differences in preventing laboratory-confirmed influenza, laboratory-confirmed
respiratory viral infections, laboratory-confirmed respiratory infection and influenza-like illness
using N95 respirators and surgical masks. Meta-analysis indicated a protective effect of N95
respirators against laboratory-confirmed bacterial colonization (RR = 0.58, 95% CI
0.43-0.78). The use of N95 respirators compared with surgical masks is not associated with
a lower risk of laboratory-confirmed influenza."

Conclusion regarding masks that do not work

No RCT study with verified outcome shows a benefit for HCW or community members in households
to wearing a mask or respirator. There is no such study. There are no exceptions. Likewise, no
study exists that shows a benefit from a broad policy to wear masks in public (more on this
below).

Furthermore, if there were any benefit to wearing a mask, because of the blocking power against
droplets and aerosol particles, then there should be more benefit from wearing a respirator (N95)
compared to a surgical mask, yet several large meta-analyses, and all the RCT, prove that there
is no such relative benefit. Masks and respirators do not work.

Precautionary Principle turned on its head with masks

In light of the medical research, therefore, it is difficult to understand why public-health
authorities are not consistently adamant about this established scientific result, since the
distributed psychological, economic and environmental harm from a broad recommendation
to wear masks is significant, not to mention the unknown potential harm from concentration
and distribution of pathogens on and from used masks.

In this case, public authorities would be turning the precautionary principle on its head (see below).

Physics and Biology of Viral Respiratory Disease, and why masks do not
work

In order to understand why masks cannot possibly work, we must review established knowledge about
viral respiratory diseases, the mechanism of seasonal variation of excess deaths from pneumonia and

Clinical Infectious Diseases, Volume 65, Issue 11, 1 December

2017, Pages 1934–1942, https://doi.org/10.1093/cid/cix681
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influenza, the aerosol mechanism of infectious disease transmission, the physics and chemistry of
aerosols, and the mechanism of the so-called minimum-infective-dose.

In addition to pandemics that can occur anytime, in the temperate latitudes there is an extra burden of
respiratory-disease mortality that is seasonal, and which is caused by viruses. For example, see the
review of influenza by Paules and Subbarao (2017). This has been known for a long time, and the
seasonal pattern is exceedingly regular.

For example, see Figure 1 of Viboud (2010), which has "Weekly time series of the ratio of deaths from
pneumonia and influenza to all deaths, based on the 122 cities surveillance in the US (blue line). The
red line represents the expected baseline ratio in the absence of influenza activity," here:

The seasonality of the phenomenon was largely not understood until a decade ago. Until recently, it
was debated whether the pattern arose primarily because of seasonal change in virulence of the
pathogens, or because of seasonal change in susceptibility of the host (such as from dry air causing
tissue irritation, or diminished daylight causing vitamin deficiency or hormonal stress). For example,
see Dowell (2001).

In a landmark study, Shaman et al. (2010) showed that the seasonal pattern of extra respiratory-
disease mortality can be explained quantitatively on the sole basis of absolute humidity, and
its direct controlling impact on transmission of airborne pathogens.

Lowen et al. (2007) demonstrated the phenomenon of humidity-dependent airborne-virus virulence in
actual disease transmission between guinea pigs, and discussed potential underlying mechanisms for
the measured controlling effect of humidity.

The underlying mechanism is that the pathogen-laden aerosol particles or droplets are neutralized
within a half-life that monotonically and significantly decreases with increasing ambient humidity. This
is based on the seminal work of Harper (1961). Harper experimentally showed that viral-pathogen-
carrying droplets were inactivated within shorter and shorter times, as ambient humidity was
increased.

Harper argued that the viruses themselves were made inoperative by the humidity ("viable decay"),
however, he admitted that the effect could be from humidity-enhanced physical removal or
sedimentation of the droplets ("physical loss"): "Aerosol viabilities reported in this paper are based on
the ratio of virus titre to radioactive count in suspension and cloud samples, and can be criticized on
the ground that test and tracer materials were not physically identical."



The latter ("physical loss") seems more plausible to me, since humidity would have a universal
physical effect of causing particle / droplet growth and sedimentation, and all tested viral pathogens
have essentially the same humidity-driven "decay". Furthermore, it is difficult to understand how a
virion (of all virus types) in a droplet would be molecularly or structurally attacked or damaged by an
increase in ambient humidity. A "virion" is the complete, infective form of a virus outside a host cell,
with a core of RNA or DNA and a capsid. The actual mechanism of such humidity-driven intra-droplet
"viable decay" of a virion has not been explained or studied.

In any case, the explanation and model of Shaman et al. (2010) is not dependant on the particular
mechanism of the humidity-driven decay of virions in aerosol / droplets. Shaman's quantitatively
demonstrated model of seasonal regional viral epidemiology is valid for either mechanism (or
combination of mechanisms), whether "viable decay" or "physical loss".

The breakthrough achieved by Shaman et al. is not merely some academic point. Rather, it has
profound health-policy implications, which have been entirely ignored or overlooked in the
current coronavirus pandemic.

In particular, Shaman's work necessarily implies that, rather than being a fixed number (dependent
solely on the spatial-temporal structure of social interactions in a completely susceptible population,
and on the viral strain), the epidemic's basic reproduction number (R0) is highly or
predominantly dependent on ambient absolute humidity.

For a definition of R0, see HealthKnowlege-UK (2020): R0 is "the average number of secondary
infections produced by a typical case of an infection in a population where everyone is susceptible."
The average R0 for influenza is said to be 1.28 (1.19-1.37); see the comprehensive review by
Biggerstaff et al. (2014).

In fact, Shaman et al. showed that R0 must be understood to seasonally vary between humid-summer
values of just larger than "1" and dry-winter values typically as large as "4" (for example, see their
Table 2). In other words, the seasonal infectious viral respiratory diseases that plague
temperate latitudes every year go from being intrinsically mildly contagious to virulently
contagious, due simply to the bio-physical mode of transmission controlled by atmospheric
humidity, irrespective of any other consideration.

Therefore, all the epidemiological mathematical modelling of the benefits of mediating
policies (such as social distancing), which assumes humidity-independent R0 values, has a
large likelihood of being of little value, on this basis alone. For studies about modelling and
regarding mediation effects on the effective reproduction number, see Coburn (2009) and Tracht
(2010).

To put it simply, the "second wave" of an epidemic is not a consequence of human sin
regarding mask wearing and hand shaking. Rather, the "second wave" is an inescapable
consequence of an air-dryness-driven many-fold increase in disease contagiousness, in a
population that has not yet attained immunity.

If my view of the mechanism is correct (i.e., "physical loss"), then Shaman's work further necessarily
implies that the dryness-driven high transmissibility (large R0) arises from small aerosol
particles fluidly suspended in the air; as opposed to large droplets that are quickly
gravitationally removed from the air.

Such small aerosol particles fluidly suspended in air, of biological origin, are of every variety and
are everywhere, including down to virion-sizes (Despres, 2012). It is not entirely unlikely that



viruses can thereby be physically transported over inter-continental distances (e.g.,
Hammond, 1989).

More to the point, indoor airborne virus concentrations have been shown to exist (in day-care facilities,
health centres, and onboard airplanes) primarily as aerosol particles of diameters smaller than 2.5 μm,
such as in the work of Yang et al. (2011):

"Half of the 16 samples were positive, and their total virus concentrations ranged from
5800 to 37 000 genome copies m−3. On average, 64 per cent of the viral genome copies
were associated with fine particles smaller than 2.5 µm, which can remain suspended for
hours. Modelling of virus concentrations indoors suggested a source strength of 1.6 ± 1.2
× 105 genome copies m−3 air h−1 and a deposition flux onto surfaces of 13 ± 7 genome
copies m−2 h−1 by Brownian motion. Over 1 hour, the inhalation dose was estimated to be
30 ± 18 median tissue culture infectious dose (TCID50), adequate to induce infection.
These results provide quantitative support for the idea that the aerosol route could be an
important mode of influenza transmission."

Such small particles (< 2.5 μm) are part of air fluidity, are not subject to gravitational sedimentation,
and would not be stopped by long-range inertial impact. This means that the slightest (even
momentary) facial misfit of a mask or respirator renders the design filtration norm of the
mask or respirator entirely irrelevant. In any case, the filtration material itself of N95 (average
pore size ~0.3−0.5 μm) does not block virion penetration, not to mention surgical masks. For
example, see Balazy et al. (2006).

Mask stoppage efficiency and host inhalation are only half of the equation, however, because the
minimal infective dose (MID) must also be considered. For example, if a large number of
pathogen-laden particles must be delivered to the lung within a certain time for the illness to take hold,
then partial blocking by any mask or cloth can be enough to make a significant difference.

On the other hand, if the MID is amply surpassed by the virions carried in a single aerosol particle
able to evade mask-capture, then the mask is of no practical utility, which is the case.

Yezli and Otter (2011), in their review of the MID, point out relevant features:

most respiratory viruses are as infective in humans as in tissue culture having optimal laboratory
susceptibility

it is believed that a single virion can be enough to induce illness in the host

the 50%-probability MID ("TCID50") has variably been found to be in the range 100−1000 virions

there are typically 103−107 virions per aerolized influenza droplet with diameter 1 μm − 10 μm

the 50%-probability MID easily fits into a single (one) aerolized droplet

For further background:

A classic description of dose-response assessment is provided by Haas (1993).

Zwart et al. (2009) provided the first laboratory proof, in a virus-insect system, that the action of a
single virion can be sufficient to cause disease.

Baccam et al. (2006) calculated from empirical data that, with influenza A in humans, "we
estimate that after a delay of ~6 h, infected cells begin producing influenza virus and continue to
do so for ~5 h. The average lifetime of infected cells is ~11 h, and the half-life of free infectious
virus is ~3 h. We calculated the [in-body] basic reproductive number, R0, which indicated that a



single infected cell could produce ~22 new productive infections."

Brooke et al. (2013) showed that, contrary to prior modeling assumptions, although not all
influenza-A-infected cells in the human body produce infectious progeny (virions), nonetheless,
90% of infected cell are significantly impacted, rather than simply surviving unharmed.

All of this to say that: if anything gets through (and it always does, irrespective of the mask),
then you are going to be infected. Masks cannot possibly work. It is not surprising, therefore,
that no bias-free study has ever found a benefit from wearing a mask or respirator in this
application.

Therefore, the studies that show partial stopping power of masks, or that show that masks can
capture many large droplets produced by a sneezing or coughing mask-wearer, in light of the above-
described features of the problem, are irrelevant. For example, see such studies as these: Leung
(2020), Davies (2013), Lai (2012), and Sande (2008).

Why there can never be an empirical test of a nationwide mask-wearing
policy

As mentioned above, no study exists that shows a benefit from a broad policy to wear masks in public.
There is good reason for this. It would be impossible to obtain unambiguous and bias-free results:

Any benefit from mask-wearing would have to be a small effect, since undetected in controlled
experiments, which would be swamped by the larger effects, notably the large effect from
changing atmospheric humidity.

Mask compliance and mask adjustment habits would be unknown.

Mask-wearing is associated (correlated) with several other health behaviours; see Wada (2012).

The results would not be transferable, because of differing cultural habits.

Compliance is achieved by fear, and individuals can habituate to fear-based propaganda,
and can have disparate basic responses.

Monitoring and compliance measurement are near-impossible, and subject to large errors.

Self-reporting (such as in surveys) is notoriously biased, because individuals have the
self-interested belief that their efforts are useful.

Progression of the epidemic is not verified with reliable tests on large population samples, and
generally relies on non-representative hospital visits or admissions.

Several different pathogens (viruses and strains of viruses) causing respiratory illness generally
act together, in the same population and/or in individuals, and are not resolved, while having
different epidemiological characteristics.

Unknown aspects of mask-wearing

Many potential harms may arise from broad public policies to wear masks, and the following
unanswered questions arise:

Do used and loaded masks become sources of enhanced transmission, for the wearer and
others?

Do masks become collectors and retainers of pathogens that the mask wearer would otherwise
avoid when breathing without a mask?

Are large droplets captured by a mask atomized or aerolized into breathable components? Can
virions escape an evaporating droplet stuck to a mask fiber?

What are the dangers of bacterial growth on a used and loaded mask?
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How do pathogen-laden droplets interact with environmental dust and aerosols captured on the
mask?

What are long-term health effects on HCW, such as headaches, arising from impeded breathing?

Are there negative social consequences to a masked society?

Are there negative psychological consequences to wearing a mask, as a fear-based behavioural
modification?

What are the environmental consequences of mask manufacturing and disposal?

Do the masks shed fibres or substances that are harmful when inhaled?

Conclusion

By making mask-wearing recommendations and policies for the general public, or by expressly
condoning the practice, governments have both ignored the scientific evidence and done the
opposite of following the precautionary principle.

In an absence of knowledge, governments should not make policies that have a hypothetical potential
to cause harm. The government has an onus barrier before it instigates a broad social-
engineering intervention, or allows corporations to exploit fear-based sentiments.

Furthermore, individuals should know that there is no known benefit arising from wearing a mask
in a viral respiratory illness epidemic, and that scientific studies have shown that any benefit must
be residually small, compared to other and determinative factors.

Otherwise, what is the point of publicly-funded science?

The present paper about masks illustrates the degree to which governments, the mainstream
media, and institutional propagandists can decide to operate in a science vacuum, or select
only incomplete science that serves their interests. Such recklessness is also certainly the case
with the current global lockdown of over 1 billion people, an unprecedented experiment in medical and
political history.
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Summary / Abstract 
 
 
Masks and respirators do not work. 
 
There have been extensive randomized controlled trial (RCT) studies, and meta-analysis reviews 
of RCT studies, which all show that masks and respirators do not work to prevent respiratory 
influenza-like illnesses, or respiratory illnesses believed to be transmitted by droplets and 
aerosol particles. 
 
Furthermore, the relevant known physics and biology, which I review, are such that masks and 
respirators should not work. It would be a paradox if masks and respirators worked, given what 
we know about viral respiratory diseases: The main transmission path is long-residence-time 
aerosol particles (< 2.5 μm), which are too fine to be blocked, and the minimum-infective-dose 
is smaller than one aerosol particle.  
 
The present paper about masks illustrates the degree to which governments, the mainstream 
media, and institutional propagandists can decide to operate in a science vacuum, or select only 
incomplete science that serves their interests.  Such recklessness is also certainly the case with 
the current global lockdown of over 1 billion people, an unprecedented experiment in medical 
and political history. 
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Review of the Medical Literature 
 
Here are key anchor points to the extensive scientific literature that establishes that wearing 
surgical masks and respirators (e.g., “N95”) does not reduce the risk of contracting a verified 
illness:  
 

Jacobs, J. L. et al. (2009) “Use of surgical face masks to reduce the incidence of the 
common cold among health care workers in Japan: A randomized controlled trial”, 
American Journal of Infection Control, Volume 37, Issue 5, 417 - 419. 
https://www.ncbi.nlm.nih.gov/pubmed/19216002  

N95-masked health-care workers (HCW) were significantly more likely to 
experience headaches. Face mask use in HCW was not demonstrated to provide 
benefit in terms of cold symptoms or getting colds.  

 
 

Cowling, B. et al. (2010) “Face masks to prevent transmission of influenza virus: A 
systematic review”, Epidemiology and Infection, 138(4), 449-456. 
doi:10.1017/S0950268809991658 
https://www.cambridge.org/core/journals/epidemiology-and-infection/article/face-
masks-to-prevent-transmission-of-influenza-virus-a-systematic-
review/64D368496EBDE0AFCC6639CCC9D8BC05  

None of the studies reviewed showed a benefit from wearing a mask, in either 
HCW or community members in households (H). See summary Tables 1 and 2 
therein. 

 
 

bin-Reza et al. (2012) “The use of masks and respirators to prevent transmission of 
influenza: a systematic review of the scientific evidence”, Influenza and Other 
Respiratory Viruses 6(4), 257–267. 
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1750-2659.2011.00307.x  

“There were 17 eligible studies. … None of the studies established a conclusive 
relationship between mask ⁄ respirator use and protection against influenza 
infection.” 

 
 

Smith, J.D. et al. (2016) “Effectiveness of N95 respirators versus surgical masks in 
protecting health care workers from acute respiratory infection: a systematic review and 
meta-analysis”, CMAJ Mar 2016, cmaj.150835; DOI: 10.1503/cmaj.150835 
https://www.cmaj.ca/content/188/8/567  

“We identified 6 clinical studies ... In  the  meta-analysis of the clinical studies, 
we found no significant  difference  between  N95  respirators  and surgical 
masks in associated risk of (a) laboratory-confirmed  respiratory  infection, (b) 
influenza-like illness,  or  (c)  reported  work-place absenteeism.” 

 

https://www.ncbi.nlm.nih.gov/pubmed/19216002
https://www.cambridge.org/core/journals/epidemiology-and-infection/article/face-masks-to-prevent-transmission-of-influenza-virus-a-systematic-review/64D368496EBDE0AFCC6639CCC9D8BC05
https://www.cambridge.org/core/journals/epidemiology-and-infection/article/face-masks-to-prevent-transmission-of-influenza-virus-a-systematic-review/64D368496EBDE0AFCC6639CCC9D8BC05
https://www.cambridge.org/core/journals/epidemiology-and-infection/article/face-masks-to-prevent-transmission-of-influenza-virus-a-systematic-review/64D368496EBDE0AFCC6639CCC9D8BC05
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1750-2659.2011.00307.x
https://www.cmaj.ca/content/188/8/567
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Offeddu, V. et al. (2017) “Effectiveness of Masks and Respirators Against Respiratory 
Infections in Healthcare Workers: A Systematic Review and Meta-Analysis”, Clinical 
Infectious Diseases, Volume 65, Issue 11, 1 December 2017, Pages 1934–1942, 
https://doi.org/10.1093/cid/cix681 
https://academic.oup.com/cid/article/65/11/1934/4068747  

“Self-reported assessment of clinical outcomes was prone to bias. Evidence of a 
protective effect of masks or respirators against verified respiratory infection 
(VRI) was not statistically significant”; as per Fig. 2c therein: 

 

 
 
 

Radonovich, L.J. et al. (2019) “N95 Respirators vs Medical Masks for Preventing 
Influenza Among Health Care Personnel: A Randomized Clinical Trial”, JAMA. 2019; 
322(9): 824–833. doi:10.1001/jama.2019.11645 
https://jamanetwork.com/journals/jama/fullarticle/2749214  

“Among 2862 randomized participants, 2371 completed the study and 
accounted for 5180 HCW-seasons. … Among outpatient health care personnel, 
N95 respirators vs medical masks as worn by participants in this trial resulted in 
no significant difference in the incidence of laboratory-confirmed influenza.” 

 
 

Long, Y. et al. (2020) “Effectiveness of N95 respirators versus surgical masks against 
influenza: A systematic review and meta-analysis”, J Evid Based Med. 2020; 1- 9. 
https://doi.org/10.1111/jebm.12381 
https://onlinelibrary.wiley.com/doi/epdf/10.1111/jebm.12381  

“A total of six RCTs involving 9 171 participants were included. There were no 
statistically significant differences in preventing laboratory-confirmed influenza, 
laboratory-confirmed respiratory viral infections, laboratory-confirmed 
respiratory infection and influenza-like illness  using N95 respirators and surgical 
masks. Meta-analysis indicated a protective effect of N95 respirators against 
laboratory-confirmed bacterial colonization (RR = 0.58, 95% CI 0.43-0.78). The 

https://academic.oup.com/cid/article/65/11/1934/4068747
https://jamanetwork.com/journals/jama/fullarticle/2749214
https://onlinelibrary.wiley.com/doi/epdf/10.1111/jebm.12381
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use of N95 respirators compared with surgical masks is not associated with a 
lower risk of laboratory-confirmed influenza.” 

 
 
 
Conclusion Regarding that Masks Do Not Work 
 
No RCT study with verified outcome shows a benefit for HCW or community members in 
households to wearing a mask or respirator. There is no such study. There are no exceptions. 
 
Likewise, no study exists that shows a benefit from a broad policy to wear masks in public 
(more on this below).  
 
Furthermore, if there were any benefit to wearing a mask, because of the blocking power 
against droplets and aerosol particles, then there should be more benefit from wearing a 
respirator (N95) compared to a surgical mask, yet several large meta-analyses, and all the RCT, 
prove that there is no such relative benefit. 
 
Masks and respirators do not work. 
 
 
 
Precautionary Principle Turned on Its Head with Masks 
 
In light of the medical research, therefore, it is difficult to understand why public-health 
authorities are not consistently adamant about this established scientific result, since the 
distributed psychological, economic and environmental harm from a broad recommendation to 
wear masks is significant, not to mention the unknown potential harm from concentration and 
distribution of pathogens on and from used masks. In this case, public authorities would be 
turning the precautionary principle on its head (see below). 
 
 
 
Physics and Biology of Viral Respiratory Disease and of Why Masks Do Not Work 
 
In order to understand why masks cannot possibly work, we must review established 
knowledge about viral respiratory diseases, the mechanism of seasonal variation of excess 
deaths from pneumonia and influenza, the aerosol mechanism of infectious disease 
transmission, the physics and chemistry of aerosols, and the mechanism of the so-called 
minimum-infective-dose. 
 
In addition to pandemics that can occur anytime, in the temperate latitudes there is an extra 
burden of respiratory-disease mortality that is seasonal, and that is caused by viruses. For 
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example, see the review of influenza by Paules and Subbarao (2017).  This has been known for a 
long time, and the seasonal pattern is exceedingly regular. 
 
For example, see Figure 1 of Viboud (2010), which has “Weekly time series of the ratio of 
deaths from pneumonia and influenza to all deaths, based on the 122 cities surveillance in the 
US (blue line). The red line represents the expected baseline ratio in the absence of influenza 
activity,” here: 

 
The seasonality of the phenomenon was largely not understood until a decade ago. Until 
recently, it was debated whether the pattern arose primarily because of seasonal change in 
virulence of the pathogens, or because of seasonal change in susceptibility of the host (such as 
from dry air causing tissue irritation, or diminished daylight causing vitamin deficiency or 
hormonal stress). For example, see Dowell (2001).  
 
In a landmark study, Shaman et al. (2010) showed that the seasonal pattern of extra 
respiratory-disease mortality can be explained quantitatively on the sole basis of absolute 
humidity, and its direct controlling impact on transmission of airborne pathogens. 
 
Lowen et al. (2007) demonstrated the phenomenon of humidity-dependent airborne-virus 
virulence in actual disease transmission between guinea pigs, and discussed potential 
underlying mechanisms for the measured controlling effect of humidity. 
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The underlying mechanism is that the pathogen-laden aerosol particles or droplets are 
neutralized within a half-life that monotonically and significantly decreases with increasing 
ambient humidity. This is based on the seminal work of Harper (1961). Harper experimentally 
showed that viral-pathogen-carrying droplets were inactivated within shorter and shorter 
times, as ambient humidity was increased.  
 
Harper argued that the viruses themselves were made inoperative by the humidity (“viable 
decay”), however, he admitted that the effect could be from humidity-enhanced physical 
removal or sedimentation of the droplets (“physical loss”): “Aerosol viabilities reported in this 
paper are based on the ratio of virus titre to radioactive count in suspension and cloud samples, 
and can be criticized on the ground that test and tracer materials were not physically identical.” 
 
The latter (“physical loss”) seems more plausible to me, since humidity would have a universal 
physical effect of causing particle / droplet growth and sedimentation, and all tested viral 
pathogens have essentially the same humidity-driven “decay”. Furthermore, it is difficult to 
understand how a virion (of all virus types) in a droplet would be molecularly or structurally 
attacked or damaged by an increase in ambient humidity. A “virion” is the complete, infective 
form of a virus outside a host cell, with a core of RNA or DNA and a capsid. The actual 
mechanism of such humidity-driven intra-droplet “viable decay” of a virion has not been 
explained or studied. 
 
In any case, the explanation and model of Shaman et al. (2010) is not dependant on the 
particular mechanism of the humidity-driven decay of virions in aerosol / droplets. Shaman’s 
quantitatively demonstrated model of seasonal regional viral epidemiology is valid for either 
mechanism (or combination of mechanisms), whether “viable decay” or “physical loss”.   
 
The breakthrough achieved by Shaman et al. is not merely some academic point. Rather, it has 
profound health-policy implications, which have been entirely ignored or overlooked in the 
current coronavirus pandemic.  
 
In particular, Shaman’s work necessarily implies that, rather than being a fixed number 
(dependent solely on the spatial-temporal structure of social interactions in a completely 
susceptible population, and on the viral strain), the epidemic’s basic reproduction number (R0) 
is highly or predominantly dependent on ambient absolute humidity.  
 
For a definition of R0, see HealthKnowlege-UK (2020): R0 is “the average number of secondary 
infections produced by a typical case of an infection in a population where everyone is 
susceptible.” The average R0 for influenza is said to be 1.28 (1.19–1.37); see the comprehensive 
review by Biggerstaff et al. (2014). 
 
In fact, Shaman et al. showed that R0 must be understood to seasonally vary between humid-
summer values of just larger than “1” and dry-winter values typically as large as “4” (for 
example, see their Table 2). In other words, the seasonal infectious viral respiratory diseases 
that plague temperate latitudes every year go from being intrinsically mildly contagious to 
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virulently contagious, due simply to the bio-physical mode of transmission controlled by 
atmospheric humidity, irrespective of any other consideration. 
 
Therefore, all the epidemiological mathematical modelling of the benefits of mediating policies 
(such as social distancing), which assumes humidity-independent R0 values, has a large 
likelihood of being of little value, on this basis alone. For studies about modelling and regarding 
mediation effects on the effective reproduction number, see Coburn (2009) and Tracht (2010). 
 
To put it simply, the “second wave” of an epidemic is not a consequence of human sin 
regarding mask wearing and hand shaking. Rather, the “second wave” is an inescapable 
consequence of an air-dryness-driven many-fold increase in disease contagiousness, in a 
population that has not yet attained immunity.  
 
If my view of the mechanism is correct (i.e., “physical loss”), then Shaman’s work further 
necessarily implies that the dryness-driven high transmissibility (large R0) arises from small 
aerosol particles fluidly suspended in the air; as opposed to large droplets that are quickly 
gravitationally removed from the air.  
 
Such small aerosol particles fluidly suspended in air, of biological origin, are of every variety and 
are everywhere, including down to virion-sizes (Despres, 2012). It is not entirely unlikely that 
viruses can thereby be physically transported over inter-continental distances (e.g., Hammond, 
1989). 
 
More to the point, indoor airborne virus concentrations have been shown to exist (in day-care 
facilities, health centres, and onboard airplanes) primarily as aerosol particles of diameters 
smaller than 2.5 μm, such as in the work of Yang et al. (2011): 
 

“Half of the 16 samples were positive, and their total virus 
concentrations ranged from 5800 to 37 000 genome copies m−3. On 
average, 64 per cent of the viral genome copies were associated with 
fine particles smaller than 2.5 µm, which can remain suspended for 
hours. Modelling of virus concentrations indoors suggested a source 
strength of 1.6 ± 1.2 × 105 genome copies m−3 air h−1 and a deposition 
flux onto surfaces of 13 ± 7 genome copies m−2 h−1 by Brownian motion. 
Over 1 hour, the inhalation dose was estimated to be 30 ± 18 median 
tissue culture infectious dose (TCID50), adequate to induce infection. 
These results provide quantitative support for the idea that the aerosol 
route could be an important mode of influenza transmission.”  

 
Such small particles (< 2.5 μm) are part of air fluidity, are not subject to gravitational 
sedimentation, and would not be stopped by long-range inertial impact. This means that the 
slightest (even momentary) facial misfit of a mask or respirator renders the design filtration 
norm of the mask or respirator entirely irrelevant.  In any case, the filtration material itself of 



8 
 

N95 (average pore size ~0.3−0.5 μm) does not block virion penetration, not to mention surgical 
masks. For example, see Balazy et al. (2006).  
 
Mask stoppage efficiency and host inhalation are only half of the equation, however, because 
the minimal infective dose (MID) must also be considered. For example, if a large number of 
pathogen-laden particles must be delivered to the lung within a certain time for the illness to 
take hold, then partial blocking by any mask or cloth can be enough to make a significant 
difference. 
 
On the other hand, if the MID is amply surpassed by the virions carried in a single aerosol 
particle able to evade mask-capture, then the mask is of no practical utility, which is the case.  
 
Yezli and Otter (2011), in their review of the MID, point out relevant features: 
 

• most respiratory viruses are as infective in humans as in tissue culture having optimal 
laboratory susceptibility 

• it is believed that a single virion can be enough to induce illness in the host 
• the 50%-probability MID (“TCID50”) has variably been found to be in the range 100−1000 

virions 
• there are typically 103−107 virions per aerolized influenza droplet with diameter 1 μm − 

10 μm 
• the 50%-probability MID easily fits into a single (one) aerolized droplet 

 
For further background:  
 

• A classic description of dose-response assessment is provided by Haas (1993).  
• Zwart et al. (2009) provided the first laboratory proof, in a virus-insect system, that the 

action of a single virion can be sufficient to cause disease.  
• Baccam et al. (2006) calculated from empirical data that, with influenza A in humans, 

“we estimate that after a delay of ~6 h, infected cells begin producing influenza virus 
and continue to do so for ~5 h. The average lifetime of infected cells is ~11 h, and the 
half-life of free infectious virus is ~3 h. We calculated the [in-body] basic reproductive 
number, R0, which indicated that a single infected cell could produce ~22 new 
productive infections.” 

• Brooke et al. (2013) showed that, contrary to prior modeling assumptions, although not 
all influenza-A-infected cells in the human body produce infectious progeny (virions), 
nonetheless, 90% of infected cell are significantly impacted, rather than simply surviving 
unharmed. 

 
All of this to say that: if anything gets through (and it always does, irrespective of the mask), 
then you are going to be infected. Masks cannot possibly work. It is not surprising, therefore, 
that no bias-free study has ever found a benefit from wearing a mask or respirator in this 
application. 
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Therefore, the studies that show partial stopping power of masks, or that show that masks can 
capture many large droplets produced by a sneezing or coughing mask-wearer, in light of the 
above-described features of the problem, are irrelevant. For example, such studies as these: 
Leung (2020), Davies (2013), Lai (2012), and Sande (2008). 
 
 
 
Why There Can Never Be an Empirical Test of a Nation-Wide Mask-Wearing 
Policy 
 
As mentioned above, no study exists that shows a benefit from a broad policy to wear masks in 
public. There is good reason for this. It would be impossible to obtain unambiguous and bias-
free results: 
 

• Any benefit from mask-wearing would have to be a small effect, since undetected in 
controlled experiments, which would be swamped by the larger effects, notably the 
large effect from changing atmospheric humidity. 

• Mask compliance and mask adjustment habits would be unknown. 
• Mask-wearing is associated (correlated) with several other health behaviours; see Wada 

(2012). 
• The results would not be transferable, because of differing cultural habits. 
• Compliance is achieved by fear, and individuals can habituate to fear-based propaganda, 

and can have disparate basic responses. 
• Monitoring and compliance measurement are near-impossible, and subject to large 

errors. 
• Self-reporting (such as in surveys) is notoriously biased, because individuals have the 

self-interested belief that their efforts are useful. 
• Progression of the epidemic is not verified with reliable tests on large population 

samples, and generally relies on non-representative hospital visits or admissions. 
• Several different pathogens (viruses and strains of viruses) causing respiratory illness 

generally act together, in the same population and/or in individuals, and are not 
resolved, while having different epidemiological characteristics. 

 
 
 
Unknown Aspects of Mask Wearing 
 
Many potential harms may arise from broad public policies to wear masks, and the following 
unanswered questions arise:  
 

• Do used and loaded masks become sources of enhanced transmission, for the wearer 
and others?  
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• Do masks become collectors and retainers of pathogens that the mask wearer would 
otherwise avoid when breathing without a mask?  

• Are large droplets captured by a mask atomized or aerolized into breathable 
components? Can virions escape an evaporating droplet stuck to a mask fiber? 

• What are the dangers of bacterial growth on a used and loaded mask?  
• How do pathogen-laden droplets interact with environmental dust and aerosols 

captured on the mask?  
• What are long-term health effects on HCW, such as headaches, arising from impeded 

breathing?  
• Are there negative social consequences to a masked society?  
• Are there negative psychological consequences to wearing a mask, as a fear-based 

behavioural modification? 
• What are the environmental consequences of mask manufacturing and disposal?  
• Do the masks shed fibres or substances that are harmful when inhaled? 

 
 
 
Conclusion 
 
By making mask-wearing recommendations and policies for the general public, or by expressly 
condoning the practice, governments have both ignored the scientific evidence and done the 
opposite of following the precautionary principle.  
 
In an absence of knowledge, governments should not make policies that have a hypothetical 
potential to cause harm. The government has an onus barrier before it instigates a broad social-
engineering intervention, or allows corporations to exploit fear-based sentiments. 
 
Furthermore, individuals should know that there is no known benefit arising from wearing a 
mask in a viral respiratory illness epidemic, and that scientific studies have shown that any 
benefit must be residually small, compared to other and determinative factors. 
 
Otherwise, what is the point of publicly funded science? 
 
The present paper about masks illustrates the degree to which governments, the mainstream 
media, and institutional propagandists can decide to operate in a science vacuum, or select only 
incomplete science that serves their interests.  Such recklessness is also certainly the case with 
the current global lockdown of over 1 billion people, an unprecedented experiment in medical 
and political history.  
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Suppose one of the most intense “safety practices”—wearing a mask—actually inflates the number of

COVID diagnoses?

Needless to say, it would be a bombshell. Suppose PCR and antibody tests turn out false positive results

because people are wearing masks every day?

How is that possible?

Actually, it’s quite simple. A person wearing a mask is breathing in his own germs all day long. He

breathes them out, as he should, but then he breathes them back in.

It seems evident that this unnatural process would increase the number and variety of germs circulating

and replicating in his body; even creating active infection.

Along with this, a decrease in oxygen intake, which occurs when a mask is worn, would allow certain

germs to multiply in the body—germs which would otherwise be routinely wiped out or diminished in

the presence of an oxygen-rich environment.

Here’s the key: Both the PCR and antibody tests are known for registering false-positive results, since

they cross-react with germs which have nothing to do with the reason for the test.

If wearing a mask increases the number and variety of germs replicating in the body, and also increases the

chance of developing an active infection…then the likelihood of a false-positive PCR or antibody test is

increased.

In other words, masks would promote the number of so-called COVID cases. This would, of course, have



alarming consequences.

People labeled “COVID” face all sorts of negative consequences. I don’t have to spell them out.

In past articles, I’ve shown that both PCR and antibody tests DO register false-positives because they

react with irrelevant germs.

For example, let’s consider the PCR: From the World Health Organization (WHO): “Coronavirus disease

(COVID-19) technical guidance: Laboratory testing for 2019-nCoV in humans”:

“Several assays that detect the 2019-nCoV have been and are currently under development, both in-house

and commercially. Some assays may detect only the novel virus [COVID] and some may also detect other

strains (e.g. SARS-CoV) that are genetically similar.”

Translation: Some PCR tests register positive for types of coronavirus that have nothing to do with

COVID—including plain old coronas that cause nothing more than a cold.

From a manufacturer of PCR test kit elements, Creative Diagnostics, “SARS-CoV-2 Coronavirus

Multiplex RT-qPCR Kit”:

“…non-specific interference of Influenza A Virus (H1N1), Influenza B Virus (Yamagata), Respiratory

Syncytial Virus (type B), Respiratory Adenovirus (type 3, type 7), Parainfluenza Virus (type 2),

Mycoplasma Pneumoniae, Chlamydia Pneumoniae, etc.”

Translation: Although this company states the test can detect COVID, it also states the test can read

FALSELY positive if the patient has one of a number of other irrelevant viruses in his body. What is the

test proving, then? Who knows? Flip a coin.

Now let’s consider the antibody test—

Business Insider, April 3, 202: “Some tests have demonstrated false positives, detecting antibodies to

much more common coronaviruses.”

Science News, March 27: “Science News spoke with…Charles Cairns, dean of the Drexel University

College of Medicine, about how antibody tests work and what are some of the challenges of developing

the tests.”

“Cairns: ‘The big question is: Does a positive response for the antibodies mean that person is actively



infected, or that they have been infected in the past? The tests need to be accurate, and avoid both false

positives and false negatives. That’s the challenge’.”

That’s just a sprinkling of sources on both the PCR and antibody tests—revealing that both of these tests

DO spit out false-positive results. Many of those false-positives are the result of cross reactions with

irrelevant germs.

And as I stated at the top of this article, if wearing masks increases the number and variety of germs

circulating and replicating in the body, then it’s quite likely that masks will, in fact, contribute to false

diagnoses of COVID.

Now, we come to a different angle on this story. Everyone is aware that governors and other politicians

are ramping up orders to wear masks to new insane levels. If indeed this order will result in more

diagnosed COVID cases…

How can we avoid looking at the financial incentives?

It turns out that the states are receiving federal money for EVERY COVID case.

The reference here is Becker’s CFO Hospital Report, April 14, 2020, “State-by-state breakdown of

federal aid per COVID-19 case”:

“HHS recently began distributing the first $30 billion of emergency funding designated for hospitals in

the Coronavirus Aid, Relief, and Economic Security Act…”

“Below is a breakdown of how much funding per COVID-19 case each state will receive from the first

$30 billion in aid. Kaiser Health News used a state breakdown provided to the House Ways and Means

Committee by HHS along with COVID-19 cases tabulated by The New York Times for its analysis.”

“Alabama

$158,000 per COVID-19 case

Alaska

$306,000

Arizona

$23,000



Arkansas

$285,000

California

$145,000

Colorado

$58,000

Connecticut

$38,000

Delaware

$127,000…”

The article goes on to list every state and the money it will receive for EACH DIAGNOSED COVID

CASE.

If mask wearing increases the likelihood of a COVID diagnosis, then: those states forcing new

widespread mask dictates will be multiplying their federal $$$.

And if you really want to cover the bases, every method of fake case-counting will have the same

ballooning $$$ effect for the states.

ALL the so-called containment measures—masks, quarantine, isolation, distancing, lockdowns,

economic destruction—bring on fear, stress, loneliness…lowering immune-system function…leading to

more infections…which means more germs replicating in the body…which means more false-positive

COVID diagnostic tests…and more human destruction…and more $$$ for the states.

SOURCE:

https://www.beckershospitalreview.com/finance/state-by-state-breakdown-of-federal-aid-per-covid-

19-case.html
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To readers: Contact Georgia Governor Brian Kemp with this information. He can use the ammunition.

He’s issued an order against mandatory masks. (404) 656-1776

by Jon Rappoport

July 20, 2020

(To join our email list, click here.)

Alert to citizens, governors, mayors, presidents, prime ministers, and public health officials—

You want science. You always state that. Well, here is your very own science.

The reference is: “Nonpharmaceutical Measures for Pandemic Influenza in Nonhealthcare Settings

—Personal Protective and Environmental Measures.” Published in: “Emerging Infectious Diseases,

Vol.26, No. 5, May 2020.” (That journal is published by the CDC.)

I quote from the abstract: “Here, we review the evidence base on the effectiveness of nonpharmaceutical

personal protective measures and environmental hygiene measures in non-healthcare settings and discuss

their potential inclusion in pandemic plans. Although mechanistic studies [*] support the potential effect

of hand hygiene or face masks, evidence from 14 randomized controlled trials of these measures did not

support a substantial effect on transmission of laboratory-confirmed influenza. We similarly found

limited evidence on the effectiveness of improved hygiene and environmental cleaning.”

Here are quotes from pages 970-972 of the review: “In our systematic review, we identified 10 RCTs

[randomized controlled trials] that reported estimates of the effectiveness of face masks in reducing

laboratory-confirmed influenza virus infections in the community from literature published during

1946–July 27, 2018. In pooled analysis, we found no significant reduction in influenza transmission with

the use of face masks…”

“Disposable medical masks (also known as surgical masks) are loose-fitting devices that were designed

to be worn by medical personnel to protect accidental contamination of patient wounds, and to protect the



wearer against splashes or sprays of bodily fluids… There is limited evidence for their effectiveness in

preventing influenza virus transmission either when worn by the infected person for source control or

when worn by uninfected persons to reduce exposure. Our systematic review found no significant effect

of face masks on transmission of laboratory-confirmed influenza.”

“In this review, we did not find evidence to support a protective effect of personal protective measures or

environmental measures in reducing influenza transmission.”

“We did not find evidence that surgical-type face masks are effective in reducing laboratory-confirmed

influenza transmission, either when worn by infected persons (source control) or by persons in the

general community to reduce their susceptibility…”

[*] In case you want to quibble about the value of what the authors refer to as “mechanistic studies,” the

authors are correctly setting those studies off to the side, in favor of the material they preferred to

examine: randomized controlled trials—which are widely considered to be more valuable, relevant, and

meaningful.

So there you have it.

Your science.

Take off your masks. Governors and mayors and presidents and prime ministers, cancel the orders to wear

masks. You’re non-scientific. In the extreme.

SOURCE:

https://wwwnc.cdc.gov/eid/article/26/5/19-0994_article

https://wwwnc.cdc.gov/eid/article/26/5/pdfs/19-0994.pdf

(Note the “wwwnc” — which is correct. It is not “www”.)
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Mask wearers of the world, take them off—you have nothing to lose but your insanity…

Journal of the American Medical Association, April 17, 2020, “Masks and Coronavirus Disease”:

“Unless you are sick, a health care worker, or caring for someone who has COVID-19, medical masks

(including surgical face masks and N95s) are not recommended.”

At Children’s Health Defense, JB Handley has written an excellent article, “LOCKDOWN LUNACY: The

Thinking Person’s Guide.” Here are two highlights from his section on masks:

“May 29, the World Health Organization announced that masks should only be worn by healthy people if

they are taking care of someone infected with COVID-19:”

“’If you do not have any respiratory symptoms such as fever, cough or runny nose, you do not need to

wear a mask,’ Dr. April Baller, a public health specialist for the WHO, says in a video on the world health

body’s website posted in March. ‘Masks should only be used by healthcare workers, caretakers or by

people who are sick with symptoms of fever and cough’.”

“…I often see this study from 2015 in the BMJ cited: ‘A cluster randomised trial of cloth masks

compared with medical masks in healthcare workers’, and it bears repeating, since MOST of the masks I

see people wearing in the community right now are cloth masks. Not only are these masks 100%

ineffective at reducing the spread of COVID-19, but they can actually harm you. As the researchers

explain:”

“’This study is the first RCT of cloth masks, and the results caution against the use of cloth masks. This is

an important finding to inform occupational health and safety. Moisture retention, reuse of cloth masks

and poor filtration may result in increased risk of infection…’”

Owner
Highlight

Owner
Highlight

Owner
Highlight

Owner
Highlight

Owner
Highlight



Of course, I understand that when people are conspiracy whackos wearing their masks, they don’t respond

well to facts, even when those facts come from the very organizations they believe in with religious

fervor.

Here is something else from the Washington State Nurses Association: “Reprocessing masks using toxic

chemicals is not a solution”:

“Nurses are reporting that respirators and face masks at WSNA repre-sented Providence facilities are

being collected for reprocessing using ethylene oxide to decontaminate. The EPA has concluded that

ethylene oxide is carcinogenic to humans and that exposure to ethylene oxide increases the risk of

lymphoid cancer and, for females, breast cancer.”

“WSNA sent a cease and desist demand to Providence facilities where our members work, demanding an

immediate halt to the reusing of any face masks, including N 95 and other respirators, that have been

decontaminated by the ethylene oxide cleaning process. In addition, WSNA is preparing complaints to be

filed with the Washington State Department of Occupational Safety and Health, highlighting this

workplace hazard.”

“WSNA believes that the reuse of face masks or respirators cleaned with ethylene oxide violates the

employer’s legal duty to ensure that nurses and other health care workers are afforded a safe and healthful

working environment. While hospitals have long used ethylene oxide to clean certain surgical equipment,

it should not be used to decontami-nate face masks or respirators, through which nurses and other health

care workers must breathe for many hours at a time.”

“…The CDC warns that ethylene oxide is carcinogenic and teratogenic, and that ‘inhalation of ethylene

oxide has been linked to neurologic dysfunction and may cause other harmful effects to the wearer’.”

“Prolonged exposure to ethylene oxide can hurt eyes and LUNGS, harm the brain and nervous system,

and potentially cause lymphomas, leukemia, and breast cancer. This extremely hazardous toxic chemical

poses a severe risk to human health.” [CAPS are mine.]

Is the use of toxic ethylene oxide to treat masks widespread? According to the Chicago Tribune, way back

in March, Medline Industries was reprocessing 100,000 medical masks a day. They applied to the FDA

for permission to use ethylene oxide. But wasn’t the horse already out of the barn? Weren’t they already

using the chemical? I’ve queried Medline to find out whether the FDA has approved their application.

And finally, I have a lone report about a person from the region of Piedmont, Italy, who checked out his

medical mask, which he’d received in the mail from the Department of Civil Protection. He discovered it

contained zinc pyrithione.
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If true, this is ominous. Consulting a simple safety data sheet on the chemical, from Cayman Chemical, I

found a succinct statement: “Toxic if inhaled.”

But of course, medical masks must be worn. The lockdown authorities tell us so. They know. They must

know because, well, they’re on television.

Keep breathing through that mask. It’s “safe and effective.”

SOURCES:

* https://www.chicagotribune.com/news/environment/ct-trump-medline-masks-ethlyene-oxide-cancer-

20200429-vyutifcyhvekljpn4rqxkpcl3i-story.html

* https://jamanetwork.com/journals/jama/fullarticle/2764955

* https://childrenshealthdefense.org/news/lockdown-lunacy-the-thinking-persons-guide/

* https://www.wsna.org/union/kadlec-medical-center/update/reprocessing-mask-using-toxic-chemicals-

is-not-a-solution

* https://www.caymanchem.com/msdss/29154m.pdf
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Dr. Joseph Mercola
Mercola.com
Sun, 19 Jul 2020 00:01 UTC

Denis Rancourt, Ph.D., a former full professor of physics, is a researcher with the Ontario Civil Liberties
Association in Canada. He's held that volunteer position since 2014, which has given him the opportunity to
dig into scientific issues that impact civil rights. He also did postdoctoral work in chemistry.

Here, we discuss the controversial topic of face masks. Should you wear one? When and where? Does it
protect you or not? There's a wide range of opinions on this even within the natural health community.

Early on in the COVID-19 pandemic, I endorsed the use of face masks based on the experience of some of
the Eastern European countries. The rationale of it seemed to make sense at the time. Since then, however,
I've started to question their use.

Unfortunately, the mainstream propaganda and government orders in many states in recent weeks have
reverted back toward mask wearing just about everywhere. You're not allowed into stores; you cannot fly or
take a cab, Uber or Lyft without one; you must wear one everywhere you go, even outdoors, and if you don't
you're vilified, sometimes aggressively attacked.

There's No Scientific Support for Mask-Wearing

Rancourt's investigation into mask wearing was part of his research for the Ontario Civil Liberties Association.
He did a thorough study of the scientific literature on masks, concentrating on evidence showing masks can
reduce infection risk, especially viral respiratory diseases.

What I found when I looked at all the randomized controlled trials with verified outcome,
meaning you actually measure whether or not the person was infected ... NONE of these



well-designed studies that are intended to remove observational bias ... found there was a
statistically significant advantage of wearing a mask versus not wearing a mask.

Likewise, there was no detectable difference between respirators and surgical masks. That to
me was a clear sign that the science was telling us they could not detect a positive utility of
masks in this application.

We're talking many really [high-]quality trials. What this means — and this is very important
— is that if there was any significant advantage to wearing a mask to reduce this [infection]
risk, then you would have detected that in at least one of these trials, [yet] there's no sign of
it.

That to me is a firm scientific conclusion: There is no evidence that masks are of any utility
either preventing the aerosol particles from coming out or from going in. You're not helping
the people around you by wearing a mask, and you're not helping yourself preventing the
disease by wearing a mask.

This science is unambiguous in that such a positive effect cannot be detected. So, that was
the first thing I publicized. I wrote a large review1,2 of the scientific literature about that.

But then I asked myself, as a physicist and as a scientist, why would that be? Why would masks not
work at all? And so, I looked into the biology and physics of how these diseases are transmitted.

The Importance of All-Cause Mortality Statistics

When trying to tease out whether an intervention works against COVID-19 or not, it's important to look at death
statistics. The number of deaths is really what's important, not the number of infected individuals, as many
may not even exhibit symptoms.

The problem is that assigning the cause of death in a situation where a viral infection taxes the immune
system and is confounded by comorbidities is tricky business. As noted by Rancourt, epidemiologists
have long known that you cannot reliably assign cause of death during a viral pandemic such as
this. There's tremendous bias involved.

To get around those problems, you have to look at all-cause mortality. The reason for this is because all-cause
mortality data are not affected by reporting bias.

So, Rancourt did a detailed study of the current data of all-cause mortality, showing that the
all-cause mortality this past winter was no different, statistically, from previous decades. In other
words, COVID-19 is not a killer disease, and this pandemic has not brought anything out of the
ordinary in terms of death toll.

Government Lockdown Orders Fueled Death Toll

He published this data in the paper,3 "All-Cause Mortality During COVID-19: No Plague and a Likely Signature
of Mass Homicide by Government Response." Rancourt explains:

It turns out that these curves, which show the winter burden deaths as humps every winter,
some of them, in some jurisdictions, have an additional very sharp peak. It doesn't represent
a ... huge amount of deaths by comparison to the total winter burden because it's a very
sharp peak, but it's an anomalous peak. It's not a natural peak.

And it happened in exact coincidence and time everywhere. In every jurisdiction that sees
this anomalous, unnatural peak ... the peak started exactly when the pandemic was declared
by the World Health Organization. And the World Health Organization at that time
recommended states prepare their hospitals for a huge influx of people with critical



conditions.

So, the government response to that World Health Organization recommendation is what
killed people, what accelerated the deaths. You can see that in the data, and you can also
understand it in terms of how immune-vulnerable people are affected by these kinds of
diseases.

What they did is they closed people into their institutional places of residence, they didn't allow
visitors. So, they isolated the most vulnerable parts of society that already had comorbidity
conditions who were in a fragile state.

So, they ensured that many people that were locked into these institutions would die from
this particular seasonal virus that causes the respiratory disease.

But the virus itself is not more virulent than other viruses. The total winter burden deaths is not
greater, but there is a signature of a sharp feature that lasts the full width at half maximum. This
feature is three or four or five weeks, which is extraordinarily rapid, never been seen before. And it
happens very late in the winter burdens season.

A sharp peak like this has never been seen this late in the season before, and it's happening
[synchronistically] everywhere, on every continent, at the same time in direct immediacy
after the declaration of the pandemic. To my eye, there is no doubt that there was an
acceleration of deaths of vulnerable people due to government responses ...

What really matters is the hard data, and the hard data is all-cause mortality in any
jurisdiction that you want to look at. And it has not been anomalous, statistically speaking,
no matter how you slice it.

The two graphs below show the number of deaths from all causes from 1972 until 1993, and 2014 until
present time in 2020.

Why Government Response Was Ill Advised

Rancourt goes on to qualify some of this data based on the mechanism of viral transmission, which also helps
explain why government responses have been ill advised, as they actually worsen transmission rather



than inhibit it. Infectious respiratory diseases primarily spread via very fine aerosol particles that are in
suspension in the air.

"We're talking about the small size fraction of aerosols, so typically smaller than 2 micrometers,"
Rancourt explains. "There are water droplets that bear these virions, the virus particles, and there can
be dozens or hundreds of these virions per very small droplet of this size.

Those are the droplets we're talking about. When you get down to those sizes, gravitational outtake is
very inefficient and they basically stay in suspension. And, as soon as you have currents or flow of air,
[the particles] are carried."

The aerosol particles stay in suspension when the absolute humidity is low. This is why influenza outbreaks
occur during the winter. Once absolute humidity rises, the aerosol particles become unstable. They
agglomerate, drop out of suspension and cease to be transmissible. "This is well known," Rancourt says. "It's
been known for a decade. It's been extraordinarily well-demonstrated by top scientists."

The mid-latitude band is where you find the dry weather and the temperature ideal for transmitting viral
respiratory diseases. Viral infections typically spread during the winter in the northern hemisphere, and in the
summer in the southern hemisphere.

"You see it in both hemispheres, but inverted," Rancourt says. "That is why, when you move down
towards the equator, transmission drops. You don't get transmission.

Likewise, if you go too far North, it also does not transmit, and that is not well understood. I'm an
expert in environmental nanoparticles and how they charge and what they do, so I have some ideas
about why that is, but it hasn't been studied in detail.

The point is the transmission band is very narrow. It's across Europe and North America
where you have temperatures between about zero and 10 degrees Celsius, and you have low
absolute humidity. That's where these aerosol particles that are the vector of transmission
are completely suspended as part of the fluid air.

They're really part of the fluid air, so any air that gets through, [the viral particles are also]
going to come through. That's why masks don't work. And these particles are in suspension
in the air and get trapped indoors.

That's why centers where you have sick people and you're not controlling the air environment are
centers of transmission. We're talking about old folks' homes, hospitals, even people's homes. This
entire class of diseases, this is how they're transmitted."

Why Masks Are Used During Surgery

Many firmly believe wearing a mask in public will protect themselves and/or others, and one of the reasons for



this is because they appear to work in some circumstances, such as operating rooms. If they don't work, why
do surgical staff and many health care workers use them on a regular basis?

As explained by Rancourt, the reason surgical masks are worn in the operating room is to prevent spittle from
accidentally falling into an open wound, which could lead to infection. Surgical masks have been shown to be
important in that respect.

Preventing microbes and bacteria from falling into an open wound is very different from preventing
the spread of viral particles, however. Not only are viruses much smaller than bacteria and many
other microbes found in saliva, they are, again, airborne. They're aerosolized and part of the fluid air.
Therefore, if air can penetrate the mask, these aerosol particles can also get through.

"The best randomized controlled trials with verified outcome — in other words, the only scientifically
designed studies that remove observational bias and that are valid and rigorous — are [done] in
clinical environments.

So, they're looking at health care workers treating people that potentially have a viral respiratory
infection, or treating people they know have such an infection and they're doing something that will
potentially generate a lot of aerosol particles by the treatment. Many, many trials have been done in
that environment and none of them find any advantage to the health care workers," Rancourt says.

Mask Wearing Does Not Protect Others Either

The video below is from Patrick Bet David, who has a very popular YouTube channel that I enjoy watching. His
message below is broken down into very simple terms and he presents valid arguments and good questions. I
encourage you to view it if you believe in wearing masks.

Now, one view is that, even though a mask may not protect the wearer against contracting an infection, it will
still protect others that the mask-wearer comes into contact with. But that's not what the science shows. The
measured outcome in most rigorous studies on this is the infection rate. Did anyone involved get infected?

Comparisons are made between health care workers wearing masks, respirators or nothing at all.
While this does not allow you to discern who is being protected — the mask wearer or others — the
studies show mask wearing does neither.

Since everyone is in close proximity to each other, and no differences in infection rates are found
regardless of what type of mask is worn, or none at all, it tells us that mask wearing protects no one
from viral infections.

"It makes no difference if everybody in your team is wearing a mask; it makes no difference
if one is and others aren't," Rancourt says. "Wearing a mask or being in an environment
where masks are being worn or not worn, there's no difference in terms of your risk of being
infected by the viral respiratory disease.



There's no reduction, period. There are no exceptions. All the studies that have been
tabulated, looked at, published, I was not able to find any exceptions, if you constrain
yourself to verified outcomes."

What's more, the results are the same for both N95 respirators and surgical masks. Respirators offer no
protective advantage when it comes to viral infections.

"In one of the randomized control trials, a big one that compared masks and N95 respirators among
health care workers, the only statistically significant outcome they discovered and reported on was
that the health care workers who wore the N95 respirators were much more likely to suffer from
headaches," Rancourt says.

"Now, if you've got a bunch of health care workers, which you're forcing to get headaches, how good
is the healthcare going to be?"

Why Masks Don't Prevent Viral Infections

As noted by Rancourt, it's important to separate scientific findings from possible mechanics that might explain
a certain outcome. Studies have conclusively proven masks do not prevent viral infections. Why, is another
question.

"I think it's important to recognize that no matter how clever your explanation is, it may not be right," he says.
That said, one commonsense explanation put forth by Rancourt is that masks don't work for this application
for the simple fact that they allow airflow:

I've come to the conclusion that the most prominent vector of transmission is these fine
aerosol particles. Those fine aerosol particles will follow the fluid air. In a surgical mask,
there is no way you're blocking the fluid air. When you breathe wearing a surgical mask, the
lowest impedance of airflow is through the sides and tops and bottoms of the mask.

In other words, very little of the airflow is going to be through the actual mask. The mask is
only designed and intended to stop your spitballs from coming out and hitting someone ... If
the flow of air is through the sides, whatever molecules or small particles are carried in the
air, are going to flow that way as well, and that's how you get infected.

If you're not stopping [the viral particles] coming in, you're not stopping them from coming
out either. They follow the flow, period. That's the way it is. So that's why there's an
equivalence between 'It doesn't protect you and it doesn't protect anyone else either.'

Ironically, some masks are even designed with out-vents, to facilitate breathing, which completely negate the
claim that mask-wearers are protecting others.

Why Masks Have No Impact on Viral Load

Rancourt also dismisses the argument that masks can reduce the total viral load by catching your spit. The
theory is that by minimizing the viral load someone is exposed to, their chances of the infection taking hold are
minimized.

The large droplets drop to the floor immediately and are not breathed in. So, they're not part of the
transmission mechanism. You can do a scientific study that demonstrates that viruses survive a fairly
long time on a surface ... These are called fomites, these surfaces where viruses can live and stay
active.

That does not mean that transmission occurs through surfaces. It only means that a scientist was
able to establish that a virus can survive a long time on a surface. It doesn't tell you anything about the
likely transmission mechanism of the disease. So, there are a lot of studies like this that are basically
irrelevant in terms of transmission mechanism.



[Infectious respiratory diseases] are transmitted by these fine aerosol particles that are in suspension
in the air. In a case like that, will a mask, will something that is preventing spitballs from coming out,
protect you or protect others? And the answer is no, it makes no measurable difference.

There are many studies that show how difficult it is to actually infect someone when you're
just trying to put something like a fluid or something you know is bearing the virus into their
eye or into their nose. It's hard to do this. That's what the studies show.

But if you take a fine aerosol and you breathe it in deeply, that's where the infection starts
and that's where the virus has evolved to be most effective. So, by breathing in aerosols
laden with these viruses, you're going to be infected. Try to do anything else, and it's going
to be difficult [to spread infection].

The most recent randomized controlled trial [published] this year basically concluded they
could find no evidence that masks, hand-washing and distancing, in terms of reducing the
risk of these types of diseases, were of any use. [They] didn't help.

So, there's this dissonance between what the science actually tells you when you measure
correctly, and what the health authorities tell you to do. They want you to be convinced that
you're in this dangerous environment and that if you follow their directives, you'll be safe.

Their purpose is to control your life and to give you directives, and you're going to accept
that. That's part of how they convince you that you absolutely need the state to save your
life. I think that's what's going on.

Mask-Wearing Is Not Without Its Risks

We've already mentioned that certain masks can increase your likelihood of headaches. Others believe masks
can cause lower partial pressure of oxygen, which could cause serious health problems. In the video above,
Peggy Hall with TheHealthyAmerican.org claims certain masks can result in low oxygen levels, thus violating
OSHA rules on oxygen requirements.

There are many admitted dangers to wearing masks," Rancourt says. "The World Health
Organization in its June 5 memo,4 where they reversed their position and decided that it was a good
idea to recommend mask use in the general population, in that document, they actually say you have
to consider the potential harms, and they list what they consider are all the potential harms.

They missed a lot. But one of the top ones is you're concentrating the pathogen laden material
onto this material near your face, nose, eyes and so on. And you're touching the mask all the
time, you're touching yourself, you're touching others.

It's not a controlled clinical environment, so there's potential for transmission in that way. You might
wear the mask more than once, you might store it at home and then wear it again. You might do all
kinds of things ...

What I find extraordinary is that they also have a list of what they call potential advantages.
And when I compare the two lists, the potential dangers far outweigh the potential
advantages. So, you have to ask yourself, what the heck are you doing?

How can you make these two columns and compare the advantages and disadvantages and
have one clearly outweigh the other and then conclude that therefore we recommend
masks? This is just nonsense. It's irrational. So, my association added our list5 of things that
they weren't even considering.

We went into the civil liberties aspect of it as well, because I think this is very important. One of the



fundamental aspects of a free and democratic society is that the individual is entitled to evaluate the
personal risk to themselves when they act in the world.

As noted by Rancourt, risk evaluation is a very personal thing. It involves your personality, your judgment, your
knowledge, your experience and your culture. It's a very personal thing that you're entitled to do for yourself. If
the state is forcing you to accept their evaluation of risk, then this fundamental precept is violated.
What's worse, they're currently forcing you to accept an evaluation of risk that cannot be
scientifically justified.

Mask Mandates Are Indicative of Rising Totalitarianism

In its letter6 to the WHO, the Ontario Civil Liberties Association also addressed the issue of mask mandates
as an instrument of totalitarianism.

In our letter, we put it this way. There's a recent scientific study7 that came out in 2019. The first
author is the executive director of the Ontario Civil Liberties Association that I do research for, and
he's a physicist also. He wrote an article with another physicist.

They looked at the conditions under which a society will gradually degrade towards a more
totalitarian state. What they found was that there were two major control parameters that
characterize the society that will tell you if that is likely to happen or not.

One of those control parameters is authoritarianism in the society. What they mean by that
is, how successful can an individual be to refuse something, like to refuse to wear a mask if
they protest? What is the chance that they'll succeed if they refuse? That would be related to
the degree of authoritarianism.

The other important parameter is the degree of violence in the society. How violent is the
repression if you disobey? So how big is the fine? Can you go to jail? How much
punishment will you be subjected to if you disobey a particular rule, for example, wearing of
a mask?

Those two parameters, they were able to establish what we call a phase diagram of societies
... And what they found is that in present society, if you would estimate the average value of
those two parameters for United States or Canada, we're in a state right now where the
society is very gradually evolving towards totalitarianism.

The way to slow that and prevent it is for people to object and to scale it back. As soon as
you agree with an irrational order, an irrational command that is not science-based, then you
are doing nothing to bring back society towards the free and democratic society that we
should have. You are allowing this slow march towards totalitarianism. That's how I would
explain the importance of objecting to this.

Mask Mandates Allow Government to Shirk Responsibility

Rancourt also points out that when government and health institutions convince people that masks are the
solution, they are effectively removing their duty of care toward you, because they're saying all you need to do
is wear a mask. This allows them to avoid the responsibility of actually preventing transmission in the primary
centers of transmission, such as hospitals, nursing homes and elsewhere.8

We don't have to manage the air in such a way that immune-vulnerable in this establishment will not
be at risk of dying and so on. They remove their duty of care responsibilities by saying, 'Well, we're
just not going to allow visitors, and we're going to force everyone to wear masks.'

You need to look at, scientifically, what is happening here. Why are people at risk? What is immune-
vulnerability due to? What can you do about it? And then you have to do something about it if you're
serious about your duty of care towards these people. So it has that side effect of letting them get



away with not taking care of the people that they're responsible for.

Calls for Peaceful Civil Disobedience Are Growing

The Ontario Civil Liberties Association has issued a press release9 calling for peaceful civil disobedience
against mandatory masking. The U.S. nonprofit Stand for Health Freedom is also calling for civil disobedience,
and has a widget you can use to contact your government representatives to let them know wearing a mask
must be a personal choice.

In the memo that was put out, we explain how best to perform that civil disobedience. We
explain that you should be calm and confident and not get into arguments and not try to
convince the authorities.

Just express your disobedience regarding this rule. And then we explain that they may want
to trespass you, they may want to give you a fine, that you can anticipate fighting that fine in
court. We go through the steps so that people can visualize how to do this.

We explain that some of their core shoppers or core citizens will be angry and aggressive,
and to not get into a fight and not to get into a war of words. Do not try to convince them.
Just stick to that you are not going to comply. Be very calm. This kind of civil disobedience
has been successful at various times in North American history.

There are risks involved, but it's often worth it to the individual to have that civil
disobedience because there are many individuals that don't know what to do that are very
angry because they're being forced to wear masks and they see it as absurd and a
constraint. So, we try to give them a view of a venue on how to resist this ...

We also recommend when people are practicing this kind of civil disobedience that they not
be isolated, that they try to form a grassroots group of support and that they don't do it
alone. Try to bring at least one person, one supporter, with them. Record the interaction with
the authorities and report back on social media and to their groups with details of what
happened and so on.

We hope to create kind of a smoother messaging that a lot of people, or at least some
people, do not believe this mask story and do not believe that they are at risk and are willing
to practice civil disobedience to make that point.

Sources and References

1 Vixra.org June 5, 2020
2 COVID Censorship at ResearchGate: Things Scientists Cannot Say
3 Technical Report June 2020 DOI: 10.13140/RG.2.24350.77125
4 WHO.int, Advice on the use of masks in the context of COVID-19 June 5, 2020 (PDF)
5, 6 OCLA.ca June 21, 2020
7 PLOS ONE January 29, 2019 DOI: 10.1371/journal.pone.0211403
8 Clinical Infectious Diseases July 6, 2020; ciaa939
9 Ontario Civil Liberties Association Press release: Civil disobedience against mandatory masking (PDF)
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They did it this time. A group of men and women executed a well thought out plan to drive the health of the
human race into the toilet. Attacking the very basics of life, they have deprived people, en mass, of the
life/health-giving rays of the sun (depressing vitamin D levels) with their lock-downs. And through wearing
masks, public health officials are forcing the public into hypoxic breathing conditions. Wearing a mask reduces
the oxygen we breathe in and increases the CO2 intake.

There was a video showing people testing masks for the quality of air in terms of oxygen and CO2. The video
has been removed (no surprise there) because it showed that wearing a mask is a health hazard. See details
below. And here is a video of Dr. Rashid Buttar giving a passionate presentation of the dangers of wearing
masks. His words are perhaps crude, but he hits the right points.

Of course, health officials are all for masks, and you better get used to them. One health expert is predicting
that masks will remain a facet of American life for years to come. Eric Toner, a senior scholar at the Johns
Hopkins Center for Health Security, said, "I think that mask-wearing and some degree of social
distancing, we will be living with — hopefully living with happily — for several years."

What will be the effect of depriving oxygen to billions of people for years? How happy will that make
people? Or inhaling dangerous amounts of CO2, what is that going to do to peoples' health after
several years or even after only a few weeks or months.

Decreasing the amount of oxygen people are breathing, by forcing people to wear masks, is cruel
and medically stupid, as Dr. Buttar points out. Under the mask, O2 readings drop from a regular 21 to
an unhealthy 17.5, ringing the alarm of the official OSHA devices that measure such things.



The usual amount of CO2 in the air is approximately 400 ppm, when measured around the nose of
mouth would be higher. But wear a mask and concentrations shoot up to 5,000. This is not healthy!
Carbon dioxide in the air we breathe usually is at 0.0390 percent. When we breathe out, it is 4.0
percent. It is not the concentration we want to be breathing in.

The minimum oxygen concentration in the air required for human breathing is 19.5 percent. Approximately 78
percent of the air we breathe is nitrogen gas, while only about 20.9 percent is oxygen. The Occupational
Safety and Health Administration, OSHA, determined the optimal range of oxygen in the air for humans runs
between 19.5 and 23.5 percent.

Not Enough Oxygen: Side Effects

Serious side effects can occur if the oxygen levels drop outside the safe zone. When oxygen
concentrations drop from 19.5 to 16 percent, and you engage in physical activity, your cells fail to
receive the oxygen needed to function correctly. So wearing masks is not indicated for any reason
because masks represent slow suffocation. Not quite as bad as strangling a person or killing them outright by
completely cutting off their breath, but across the board, health will be depressed, and death from all causes
will increase.

Healthy People Have Little Problem with Viruses

Viruses of all types will get out of control in people who are vitamin D and oxygen-deficient and who
are breathing back in their CO2. Add vitamin D deficiency to the mix, and we have a non-virus health
crisis in the making. Its clear, no death from the coronavirus at vitamin D blood concentrations
above 34 ng/ml. Light is essential; it is the backbone of life and can be used as a potent medicine against
COVID-19. So keeping people indoors would never be the answer for any wise doctor.

WHO - World Unhealth Organization

When will we realize that health officials are death officials and that the World Health Organization is the
World Unhealth Organization? Modern medicine is a death machine, and pharmaceutical terrorism has been
behind human misery on a breathtaking scale for more years than most of us have been alive. The heads of
the most prestigious medical journals in the world cannot trust the studies they publish, meaning the entire
edifice of pharmaceutical medicine stands on quicksand.

The authorities have decided to pull the plug on life as we know it. The coronavirus by itself is not a
problem for the majority, but the governmental and medical response to it will hurt everyone.
Lock-downs and the wearing of masks will take a sledgehammer to human health.

Nutritional status is also being depressed as the food system is compromised by the lock-down, and that
means immune systems are damaged. Starvation is an issue for millions more than before the lock-downs
began, so no one can say nutrition does not matter.

Conclusion

Health officials are pulling a fast one on the human race and are getting away with it. They have taken over the
world, taken away our freedoms, and are almost cheering as infection rates go up, and salivating waiting for
the increase in deaths that are supposed to follow.

Health officials were not prepared medically speaking (no idea how to treat this or other viruses), and complicit
in the creation of the virus. When the body count from starvation, increased suicides, and deaths from critical
patients, who stay at home out of fear of going to the hospitals, we have one thing. But when we deprive
humans of sunlight and oxygen while exposing them to dangerous levels of CO2, we might find ourselves
witnessing eventual genocide.
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Exceptionally Cruel and Insensitive Health Officials love scary predictions that do not come true and do not
want to listen to anyone who disagrees with their insensible plans to destroy human civilization. They are
destroyers of human existence, social activity, human happiness, and today we see even human health.
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Imagine a large grizzly bear is terrorizing your neighborhood. You have a powerful bear gun and potent bear
spray that will make the bear go away or allow you to eliminate it if it attacks you. But your government tells you
not to use those tools. Instead, they insist you camouflage yourself, hunker down, and hope the bear doesn't
get you.

That about sums up Covid-19 in America. We have powerful methods for getting rid of the virus if one
gets a bad infection, but instead we're told to wear masks and stay six feet apart. Oh, and no large
gatherings, either - unless you're protesting.

Let me first briefly discuss reliable tools for getting rid of a Covid infection, and then we'll examine the efficacy
of masks.

Tools for fighting a Covid infection

It is unfathomable to me the number of people who believe fear-mongering politicians and their media cohorts
who convey the idea that catching Covid is a death sentence.

To quote Dr. Vladimir Zelenko of New York:

"COVID is very real. But if we treat it early and the right way, it's nothing to fear. I saw early use of
zinc, hydroxychloroquine, and azithromycin result in an over 99% survival rate in my COVID
patients. Don't let professional scaremongers dictate the narrative."

The treatment Zelenko is talking about has become known as The Zelenko Protocol, which leads to a
100% survival rate in low-risk patients and a 99.3% survival rate in high-risk patients. What's a
high-risk patient? Zelenko says anyone age 60+ with symptoms and those under 60 with
comorbidities or shortness of breath.

The protocol's success comes from treating on clinical suspicion, which means not waiting for test results. If a
high-risk person presents with symptoms, start the protocol right away so the infection doesn't have time to get
a strong foothold.

And what is the protocol? It's a low-cost (usually $20) prescription.



Hydroxychloroquine 200mg 2x/daily for 5 days

Zinc sulfate 220mg 1x/daily for 5 days

Azithromycin 500mg 1x/daily for 5 days

Another tool gaining attention is using a nebulizer for inhaling the corticosteroid Budesonide. Normally used for
treating asthma and chronic obstructive pulmonary disease, Budesonide inhaled through a nebulizer combined
with zinc has produced a 100% Covid recovery rate for patients of Dr. Richard Bartlett of Midland, Texas. At
least one hospital has cleared its ICU of Covid patients by using Bartlett's protocol.

Bartlett wrote that he chose Budesonide over other corticosteroids because "it appears to block most of the
cytokine storm inflammatory chemicals that Covid-19 triggers." He also says, "100% of [his] patients appear to
be symptom-free following a course of inhaled Budesonide therapy." Bartlett has published a Case Study
Report for people to review.

The Mask Fiasco

While many doctors across the country are using these protocols successfully, other doctors - and even some
states - are refusing to shoot the bear. They just want us to use camouflage - to mask up and hope the virus
doesn't get us.

In ping pong-like fashion, we've heard conflicting stories on masks. We have video of Anthony Fauci telling us
that masks are useless for preventing viral spread, and then we have video of Fauci telling us facial coverings
will prevent the spread.

We have the World Health Organization telling us not to wear masks unless we're sick or caring for someone
who is, and then we have them telling us the public should wear masks.

A little digging revealed a likely reason for this change of advice: Neither the CDC nor the W.H.O. suggest
any Covid outpatient treatments. In other words, these agencies have zero suggested treatments for
Covid UNTIL an infected person lands in the hospital.

With this, one can understand why they started recommending masks. These organizations will make big
bucks once vaccines come out, so it makes no sense for them to promote the Zelenko Protocol or
Bartlett's Nebulizer Protocol. Yet because these treatments have been successful against Covid, the
powers that be had to do something.

Follow the money

If you'll recall, back in March the coronavirus task force told us everyone would be exposed to the virus, but by
closing non-essential businesses and staying home for two weeks, we would flatten the curve and not
overwhelm our healthcare systems. Of course, we now know that was a bait and switch.

Here's my translation of the 40,000-foot view:

Big pharma and other organizations will make big bank on vaccines, so any competing treatment must
be pooh-poohed.

1. 

The CDC, W.H.O. and big pharma don't have an outpatient treatment recommendation, but they still
need to look like they're doing something, so they changed their story on mask efficacy.

2. 

By making masks mandatory, multiple psychological effects are engaged, such as (a) people believe
non-mask wearers are spreading the infection and (b) if we'd all just obey the government, everything
would get better.

3. 

Which leads to, "Hurry, government - bring us a vaccine so we can go back to normal." (see # 1)4. 

Facts on mask efficacy
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Until recently, the overwhelming percentage of doctors recommended against masks for anyone who wasn't
sick or caring for someone who was.

Consider that on May 21 of this year, the highly respected New England Journal of Medicine stated, "We know
that wearing a mask outside health care facilities offers little, if any, protection from infection."

Consider the report by trauma & emergency physician Dr. Kelly Victory, who said, "[T]here's no scientific
justification for normal healthy people to be wearing masks."

Okay, those are statements. What about studies?

As I dug for scientific articles both in favor of and against the wearing of masks (I really do strive to understand
both sides of an issue), I came across a thorough meta-analysis of extant studies on mask efficacy. The work
was conducted by Denis G. Rancourt, Ph.D, and by reading his paper, "Masks Don't Work: A Review of
Science Relevant to Covid-19 Social Policy," you will save yourself hours of boring library research.

In an interview Rancourt did with Del Bigtree on The Highwire YouTube channel, Rancourt gave an overview of
his research, saying:

"If you use only proper studies - randomized, controlled trials with verified outcomes - they all unambiguously
say that there is no statistical evidence of a benefit in terms of reducing risk of getting a viral respiratory
disease. They all say it."

Rancourt also says the current narrative about wearing masks to prevent spreading Covid is simply "a river of
talk, it's a river of posturing, it's a river of policy statements." He says you can't just ask people in a study if
they had the sniffles last week. You have to determine if people really got sick.

"[I]f you look at those [studies]," Rancourt says, "and there have been many of them over the last decade,
none of them show a statistically significant advantage to wearing a mask compared to not wearing
a mask."

For those who want to dig deeper, Rancourt's article contains links to each randomized, controlled trial on
mask efficacy, and it's a recommended read.

Are there detriments to wearing masks?

Absolutely. Lower oxygen levels is one result. A 2006 study showed that reduction in blood oxygenation
(hypoxia) and/or an elevation in blood C02 (hypercapnia) can create painful headaches for people required to
wear masks all day. It should also be noted that people with asthma or hypotension are at a greater risk of
stroke, cardiac arrest, or an irregular heartbeat when suffering from hypoxia.

Consider what Jennifer Cabrera, Editor of a Florida newspaper did. She says, "I sent a pulse oximeter to work
with a 23-year-old man who works in an open kitchen over a grill." Here were the readings throughout the day:

Before shift: 99% O2

After 3.5 hours of wearing a mask: 93% O2

After 7 hours of wearing a mask (feeling dizzy): 88% O2

There's also psychological trauma that can be triggered by mandatory masks. People who have been robbed
at gunpoint by masked individuals are reporting traumatic reactions to masks, and women who have been
sexually assaulted are reporting the same.

States and health care systems are creating their own crisis

The point to remember is all the properly conducted studies - randomized, controlled trials with verified
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outcomes - all say there is no statistical evidence of a benefit in terms of reducing risk of getting a
viral respiratory disease.

But also remember the story about the bear. When weapons are available to fend off the bear but
people are either ignorant about them or told not to use them, people die unnecessarily.

Health care workers wear masks around Covid patients all the time, and yet health care workers get
infected. Tragically, some states have banned doctors from prescribing the Zelenko Protocol, and worse yet,
some doctors don't even know it exists. This is a travesty, because even health care workers are dying
unnecessarily.

It makes zero sense to hide behind a mask when tools for fending off the bear are readily available - but aren't
being used.

Daniel Bobinski, M.Ed. is a certified behavioral analyst, best-selling author, columnist, corporate trainer, and
keynote speaker. He's also a veteran and a self-described Christian Libertarian who believes in the principles
of free market capitalism - while standing firmly against crony capitalism.
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“Natural forces within us are 

 the true healers of disease.”  

“ Hippocrates”  

 

 

 

Introduction. 
 
Your face mask is working double duty to protect everyone: It keeps you from 
spreading your germs and can stop other germs from getting into you. However, if 
used thoughtlessly, the masks can also cause unwanted side effects.  
 
Noli Nocere !!!! 
 
 

Coronavirus Infection and  Side Effects of Wearing Face Masks. 

 
 
1.They Can Restrict Your Airflow. 
Face masks make breathing more difficult. For people with COPD"—that's chronic 
obstructive pulmonary disease, which causes a decreased air flow—"face masks 



are in fact intolerable to wear as they worsen their breathlessness. Moreover, a 
fraction of carbon dioxide previously exhaled is inhaled at each respiratory 
cycle. Those two phenomena increase breathing frequency and deepness, and 
hence they increase the amount of inhaled and exhaled air. 

2. They Can Spread Disease if Not Washed. 

 Walking around with a dirty face mask isn't doing you or anyone else any 
favors. They are meant to stop the spread of germs, not spread germs themselves. 

3. They Can Hurt Children Under Two—Or Others Who Are Incapacitated. 
 

Cloth face coverings should not be placed on young children under age 2, anyone 
who has trouble breathing, or is unconscious, incapacitated or otherwise unable to 
remove the mask without assistance. 

4. They Can Cause Skin Irritation. 
If you have sensitive skin, you may want to forgo the makeup under your mask 
altogether and to cleanse your face before and after wearing a mask," reports Cnet. 
"Not to mention, the foundation can also rub off on your mask, leading 
to decreased air filtration, making it harder to breathe. 

 

The two potential side effects that have already been acknowledged are: 

(1) Wearing a face mask may give a false sense of security and make people adopt 
a reduction in compliance with other infection control measures, including social 
distancing and hands washing. 

(2) Inappropriate use of face mask: people must not touch their masks, must 
change their single-use masks frequently or wash them regularly, dispose them 
correctly and adopt other management measures, otherwise their risks and those of 
others may increase. 

Other potential side effects that we must consider are: 

(3) The quality and the volume of speech between two people wearing masks is 
considerably compromised and they may unconsciously come closer. While one 
may be trained to counteract side effect n.1, this side effect may be more difficult 
to tackle. 

(4) Wearing a face mask makes the exhaled air go into the eyes. This generates an 
uncomfortable feeling and an impulse to touch your eyes. If your hands are 
contaminated, you are infecting yourself. 
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(5) Face masks make breathing more difficult. For people with COPD, face masks 
are in fact intolerable to wear as they worsen their breathlessness.[5] Moreover, a 
fraction of carbon dioxide previously exhaled is inhaled at each respiratory cycle. 
Those two phenomena increase breathing frequency and deepness, and hence they 
increase the amount of inhaled and exhaled air. This may worsen the burden of 
covid-19 if infected people wearing masks spread more contaminated air. This may 
also worsen the clinical condition of infected people if the enhanced breathing 
pushes the viral load down into their lungs. 

 

   If you have any questions  concerning “Coronavirus Infection and  Side Effects 

of Wearing Face Masks”,  interactive clinical pharmacology , or any other  

questions, please  inform  me .  

 

      Prof. Hayk S. Arakelyan 
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This is one of the most important posts I have ever made, so please read it. I have written a transcript of some
highlights from Dr. Margarite Griesz-Brisson's recent and extremely pressing video message, which was
translated from German into English by Claudia Stauber.

Original video by Griesz-Brisson



Dr. Margarite Griesz-Brisson MD, PhD is a Consultant Neurologist and Neurophysiologist with a PhD in
Pharmacology, with special interest in neurotoxicology, environmental medicine, neuroregeneration and
neuroplasticity. This is what she has to say about facemasks and their effects on our brains:

"The reinhalation of our exhaled air will without a doubt create oxygen deficiency and a flooding of
carbon dioxide. We know that the human brain is very sensitive to oxygen deprivation. There
are nerve cells for example in the hippocampus that can't be longer than 3 minutes without oxygen
- they cannot survive.

The acute warning symptoms are headaches, drowsiness, dizziness, issues in concentration,
slowing down of reaction time - reactions of the cognitive system.

However, when you have chronic oxygen deprivation, all of those symptoms disappear, because
you get used to it. But your efficiency will remain impaired and the under-supply of oxygen
in your brain continues to progress.

We know that neurodegenerative diseases take years to decades to develop. If today you forget
your phone number, the breakdown in your brain would have already started 20 or 30 years ago.

While you're thinking that you have gotten used to wearing your mask and rebreathing your own
exhaled air, the degenerative processes in your brain are getting amplified as your oxygen
deprivation continues.

The second problem is that the nerve cells in your brain are unable to divide themselves normally.
So in case our governments will generously allow as to get rid of the masks and go back to
breathing oxygen freely again in a few months, the lost nerve cells will no longer be
regenerated. What is gone is gone.

I do not wear a mask, I need my brain to think. I want to have a clear head when I deal with my
patients, and not be in a carbon dioxide-induced anaesthesia.

There is no unfounded medical exemption from face masks because oxygen deprivation is
dangerous for every single brain. It must be the free decision of every human being whether
they want to wear a mask that is absolutely ineffective to protect themselves from a virus.

For children and adolescents, masks are an absolute no-no. Children and adolescents have
an extremely active and adaptive immune system and they need a constant interaction with the
microbiome of the Earth. Their brain is also incredibly active, as it is has so much to learn. The
child's brain, or the youth's brain, is thirsting for oxygen. The more metabolically active the organ
is, the more oxygen it requires. In children and adolescents every organ is metabolically active.

To deprive a child's or an adolescent's brain from oxygen, or to restrict it in any way, is not only
dangerous to their health, it is absolutely criminal. Oxygen deficiency inhibits the development of
the brain, and the damage that has taken place as a result CANNOT be reversed.

The child needs the brain to learn, and the brain needs oxygen to function. We don't need a clinical
study for that. This is simple, indisputable physiology. Consciously and purposely induced oxygen
deficiency is an absolutely deliberate health hazard, and an absolute medical contraindication.

An absolute medical contraindication in medicine means that this drug, this therapy, this method or
measure should not be used, and is not allowed to be used. To coerce an entire population to use
an absolute medical contraindication by force, there must be definite and serious reasons for this,
and the reasons must be presented to competent interdisciplinary and independent bodies to be
verified and authorised.
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When, in ten years, dementia is going to increase exponentially, and the younger generations
couldn't reach their god-given potential, it won't help to say "we didn't need the masks".

How can a veterinarian, a software distributor, a businessman, an electrical car manufacturer and
a physicist decide on matters regarding the health of the entire population? Please, dear
colleagues, we all have to wake up.

I know how damaging oxygen deprivation is for the brain, cardiologists know how damaging it is for
the heart, pulmonologists know how damaging it is for the lungs. Oxygen deprivation damages
every single organ.

Where are our health departments, our health insurance, our medical associations? It would have
been their duty to be vehemently against the lockdown and to stop it and stop it from the very
beginning.

Why do the medical boards issue punishments to doctors who give people exemptions? Does the
person or the doctor seriously have to prove that oxygen deprivation harms people? What kind of
medicine are our doctors and medical associations representing?

Who is responsible for this crime? The ones who want to enforce it? The ones who let it happen
and play along, or the ones who don't prevent it?

It's not about masks, it's not about viruses, it's certainly not about your health. It is about much
much more. I am not participating. I am not afraid.

You can notice, they are already taking our air to breathe. The imperative of the hour is personal
responsibility. We are responsible for what we think, not the media. We are responsible for what
we do, not our superiors. We are responsible for our health, not the World Health Organisation.
And we are responsible for what happens in our country, not the government."

Comment: There is no scientific evidence for the efficacy of facemasks against airborne virus transmission,
but there is scientific evidence for the dangers of wearing facemasks.
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Helen Buyniski
RT
Fri, 24 Apr 2020 18:21 UTC

As fear and uncertainty swirl around the Covid-19 epidemic, an invisible evil potentially lurking anywhere, protective
measures like masks have taken on a talismanic quality, and a religion built on shaming 'heretics' is growing.

Unable to see the microscopic "enemy" and bereft of a scientifically proven cure, those seeking deliverance from the
new coronavirus are left with only their faith that the measures prescribed by health experts -our scientific priest class-
will work to keep it at bay. That's all well and good until those who buck the new orthodoxy are scapegoated for the
plague.

Comment: It's not that there aren't any safe, reliable, and effective treatments. It's that the media either won't talk
about them or they will actively campaign against their use, because they're looking for a particular kind of cure - a
vaccine. The silence, therefore, regarding effective treatments is not due to a lack of scientifically proven options. It is
merely a means of keeping the demand for a vaccine as high as possible to the detriment of the many for the benefit
of the few.

Face masks -the visual symbol of the Covid19 epidemic- have acquired the status of religious fetish for those concerned
over the many unknowns about the virus (the reliability of testing, whether 'recovered' patients are really cured for good,
and the many other question marks that come with a new disease). In a sea of uncertainty, the face mask is one
constant that can be relied upon.

But, while a growing number of locations have adopted orders mandating face coverings in crowded places or where
social distancing is impossible, it's hard not to notice those individuals so devoted to the mask-wearing ritual
that they sport the face-coverings in their own cars, with the windows rolled up, or when strolling through
epidemic-emptied streets.

Poor messaging is partly to blame - the US Centers for Disease Control and Prevention has repeatedly changed its
narrative on who should wear masks, from "sick people" to "only healthcare workers" to "everyone." But even flimsy
surgical masks that offer little to no protection from the coronavirus have taken on a talismanic quality, in the way that
garlic and a cross were supposed to ward off vampires in times past. One might feel a little silly driving around with a
mask on (or stringing a clove of garlic above one's window), but better safe than sorry.

Even the simplest, most scientifically-sound measures like hand-washing have taken on a ritualistic cast, as
the virus-fearing infuse them with terrified zeal. How else to explain the popularity of the dozens of "hand-
washing apps" available for smartphones but that the shock of the epidemic has caused us to question that which
we once took for granted? Just as peasants of a previous era might have been spooked into regular church attendance
by the specter of the Black Death, their descendants pore over videos of hand-washing on YouTube, determined to live a
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You don't have to be near people - or even alive! - to wear a

mask...
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"cleaner" life.

There's nothing wrong with clinging to ritual in a time of uncertainty, especially rituals like hand-washing and wearing
masks that come highly recommended by health agencies and have previously been shown to slow the spread of
contagion.

However, the science is far from settled on the effectiveness of social distancing and sweeping economic
shutdowns. While some experts swear they'll save us from the virus, the World Economic Forum has called the
stay-at-home orders that have confined more than half the world's population to their homes "the world's biggest
psychological experiment," warning "we will pay the price" in a secondary mental-illness epidemic. Loneliness and
vitamin D deficiency -two conditions exacerbated by prolonged indoor quarantine- lower the immunity of even healthy
people, rendering them more susceptible to the same virus the lockdowns are supposed to protect them from.

Mentioning any of this risks triggering the virus-fearing zealots. News outlets overflow with stories of "virus
deniers" punished for their heresy with a dose of Covid-19 - from rogue "spring breakers" to social-media showoffs
boasting about their rule-breaking. Public shaming of the 'Covidiots' who refuse to sit down, shut up, and stay indoors
has become wildly popular on social media, where some even argue that these people deserve to get sick and die for
contradicting prevailing orthodoxy.

John McDaniel, an Ohio man who criticized his governor for shutting down the state, reportedly died earlier this week of
coronavirus only for social media mobs to dance on his grave and use his death to attack other "doubters" (including -of
course- US President Donald Trump, whose insufficient reverence at the altar of the virus has Covid-19 zealots frothing
with rage).

CNN's Jake Tapper claimed that "practically every day" he read about a corona doubter succumbing to the virus,
blaming conservative media and politicians for their deaths - heresy, apparently, is as contagious as the virus.

Some outlets have even encouraged Covid-19 zealots not to wait for the virus to smite heretics. The Daily Mail
cheered on an elderly woman who threatened to "kick the ass" of a stranger for calling the pandemic a
"hoax." Populations are being trained to ritually shame and even snitch on their neighbors, with dedicated
tip-lines being set up from New Zealand to Washington.

When deviation from the so-called "new normal" is punishable by bodily harm or even death, society has
started down a slippery slope it won't climb back up easily. The medieval inquisition lasted centuries and killed
thousands, and those who think society has moved beyond such irrational groupthink-based barbarity have never been
the victim of a social media pile-on.

Religious zealotry understandably flourishes in times of uncertainty, and the Age of Coronavirus is no different. But can
we skip the witch burnings this time around, please?



Tom Pyman
Daily Mail
Sat, 29 Aug 2020 05:07 UTC

The evidence on face coverings 'is not very strong in either direction', England's deputy chief medical officer
has said, leaving Britons confused once again over experts' changing attitudes to masks.

Government guidance released late last night ahead of the return of children to classes next week said
teachers and students may need to wear face coverings in communal areas.

It follows existing rules which state masks must be worn on public transport, in hospitals and in many shops,
as well as leisure facilities such as cinemas, but not pubs or restaurants.

Experts' attitudes to face coverings have changed repeatedly since restrictions were first enforced
nearly five months ago, and Jenny Harries' latest comments caused further confusion.

In a Q&A with Boris Johnson yesterday, she said: 'The evidence on face coverings is not very strong in either
direction.

'At the moment the evidence is pretty stable, but it can be very reassuring in those enclosed
environments for children and for teachers as well, to know that people are taking precautions.'

Comment: In other words, the masks don't really help but they make people feel better. Maybe if the media
wasn't getting everyone terrified of a nonexistent threat, there would be no need for people to be reassured.

Dr Harries added that the advice could change in the future.

In response, one frustrated parent tweeted: 'So face masks may .. or may not .. have any benefit or protect
others in enclosed spaces .. Jenny Harries is undermining the message.. you're asking kids to wear face
masks in communal areas in schools, and on public transport .. which is it?'

The Government previously made a U-turn decision in saying that face coverings will not be



required to be worn in classrooms, either by teachers or pupils.

The Prime Minister reaffirmed this earlier decision, saying that wearing face masks make both
learning and teaching difficult.

He said: 'There is no need for it, indeed there is a need not to have it, because obviously it is very,
very difficult to teach or learn with a face mask on. And so that's out.'

Under 11s will not be required to wear face coverings at all in schools, with any restrictions only applying to
secondary school students.

In hotspot areas, where there is a local coronavirus spike, face masks may have to be worn in corridors, or
other areas where social distancing cannot be adhered to, in schools.

But Mr Johnson added that those who rely on lip reading, or those who have other sensory
disabilities, should be able to lip read and 'to live life as normally as possible'.

Dr Harries, meanwhile, urged people to be 'very kind' to those with disabilities who were 'struggling
with some of the divisions' around face coverings.

In the Q&A session, the Prime Minister was asked how safety measures in schools will protect staff who are
clinically vulnerable, or teachers who live with vulnerable people.

Mr Johnson assured parents that a number of measures have been put in place to ensure that schools remain
Covid secure, and that students are following safety regulations.

He said that schools have put in one-way systems and have installed hand gel stations 'everywhere that you
could imagine'.

Pupils are also being given basic instructions to help curb the spread of the virus, including being told to wash
their hands, try to avoid transmission and observe social distancing.

Dr Harries also stressed that transmission is relatively low in schools and reminded parents 'not to
think of this as flu'.

Dr Harries added: 'There is a lot of evidence accumulating that transmission in schools is low, it can
happen but it is not frequent.

'It is much more likely to be representing what is happening in your community than really being a
focus in the school.

'So, if there are cases in the community, you may occasionally see one in the school.'

She said that with community transmission rates remaining low, school is a safe place for pupils to be as it is a
'very controlled environment'.

It comes as parents and education leaders have slammed the timing of the Government's plan to tackle
coronavirus in schools after guidance was announced just ahead of the bank holiday weekend.

As well as the advice on face coverings, the proposals include a 'rota system' limiting the number of pupils
going to secondary schools at any one time for local lockdown zones.

The staggered approach will reduce how many people students come into contact with, helping to break
transmission chains by giving enough time at home for symptoms to become apparent, said the Department
for Education (DfE).
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If a coronavirus case is confirmed, every pupil in the affected person's class, or 'bubble', may have to
quarantine for two weeks, it added.

Education Secretary Gavin Williamson said any changes to school attendance 'will only ever be an absolute
last resort' but it was the timing of the announcement, just before the bank holiday weekend, which left school
leaders as well as families fuming.

Professor Carl Heneghan, director of the University of Oxford's centre for evidence-based medicine, said the
rota plan would mean employers would need to be flexible to help manage 'disruption' for parents, who took to
Twitter to express frustration.



Patrick Fagan
The Critic
Tue, 28 Jul 2020 06:28 UTC

In Joost Meerloo's analysis of false confessions and totalitarian regimes, The Rape of the Mind, he coins a
phrase for the 'dumbing down' of critical resistance - menticide. "In the totalitarian regime," he wrote, "the
doubting, inquisitive, and imaginative mind has to be suppressed. The totalitarian slave is only allowed to
memorise, to salivate when the bell rings."

Neolithic man had a similar problem dealing with his livestock. Homo sapiens' success has relied not
insignificantly on cattle - their dairy, meat, leather and manure. Yet the cow's ancestor, the auroch, was quite a
different beast. It was fast, aggressive and dangerous - hardly conducive to be corralled into predictable
channels of behaviour. So, about 10,500 years ago, man started to deliberately breed the most docile aurochs
for domestication.

The key word here is docile, which comes from the Latin docere, meaning "to teach" (as does, say, 'doctorate'
and 'document'). Being docile means being compliant and following commands, which means submitting to a
system of thought.

Whereas animals, however, typically need to be bred to have a higher level of reasoning to be taught
commands, human beings, already being quite smart, need to be dumbed down. You won't disobey
an order if you lack the cognitive ability to question it. This is particularly pertinent to the smooth running
of a modern world system which relies on millions of individual souls, each with their own nuanced life history
and perspective, thinking and acting in the same way.

The empirical literature has shown that compliance and suggestibility are negatively related to intelligence
(e.g., Gudjonsson, 1991). In consumer psychology, there is even a technique called 'disrupt-then-reframe':
bamboozle people first and they'll be more likely to buy what you're selling (Davis & Knowles, 1999).
Ultimately, the common denominator for increasing suggestibility is switching off executive function
in the prefrontal cortex - disabling the superego, the conscience, the internal monologue. Without
Jiminy Cricket on his shoulder, Pinocchio would never have become a real boy - he would have always
remained a puppet. Modern society is shot through with things that make us similarly dumb (literally, unable to
speak).

The effect of television, for example, as Meerloo wrote, is to "catch the mind directly, giving people no time for
calm, dialectical conversation with their own minds." The mind-numbing, irrational effect of visual
communication has been recognised throughout history. Not for nothing did religions talk about the word of
God and forbid graven images. Unsurprisingly, empirical studies showing that watching television makes you



stupid in both the short- and long-term (Hoang et al., 2016; Lillard & Peterson, 2011). This is to say nothing of
pornography, which is now consumed by 98% of men but known to inhibit the part of the brain dealing with
conscience and consciousness, the prefrontal cortex (Kuhn & Gallinat, 2014).

Moving from circuses to bread, alcohol, of course, reduces cognitive function in the short-term (Hindmarch &
Sherwood, 1991). Even at moderate levels of consumption, it accelerates cognitive decline in older age
(Topiwala et al., 2017). Junk food, likewise, makes it harder to think in the short-term (Barnes & Joyner, 2012)
and harms cognitive ability in the long-term (Reichelt & Rank, 2017).

Fluoride has become something of a cliché of conspiracy theorists; being added to the public water supply in
multiple countries around the world, ostensibly to reduce tooth decay. However, the evidence supporting the
dental benefits of fluoridated water is poor, while many studies have shown it can damage tooth aesthetics via
fluorosis (McDonagh et al., 2000). Many more studies have found that fluoridated water lowers the
population's intelligence (e.g., Borman & Fyfe, 2013; Green et al., 2019; Lu et al., 2000; Rocha-
Amador et al., 2007; Wang et al., 2008).

Which brings us to face masks.

Face masks can now be added to the list of mandates that make you stupid. As if Piers Morgan
feverishly promoting them weren't evidence enough, here are the facts on why you absolutely, categorically
should not wear a face mask. They make you suggestible; they make you more likely to follow
someone else's direction and do things you wouldn't otherwise do. In short, they switch off your
executive function - your conscience.

A great example comes from a study by Mathes and Guest (1976), who asked participants how willing they
would be, and how much they would have to be paid, to carry a sign around the university cafeteria reading
"masturbation is fun" (this being 1976, doing such a thing would be considered embarrassing; these days it
will probably earn you a course credit!). The results showed that when people wore a mask, they were
more likely to carry the sign and required less money to do so ($30 compared to $48, on average).

Meanwhile, Miller and Rowold (1979) presented Halloween trick-or-treaters with a bowl of chocolates and told
them they were allowed to take only two each. When the children thought they weren't being watched, they
helped themselves. Children without a mask broke the rule, taking more chocolates, 37% of the time,
compared to 62% for masked children. The authors concluded that masks "lead to lower restraints on
behaviour".

The effect has similarly been found online: the online disinhibition effect refers to the tendency for people to
act antisocially when anonymous online (Suler, 2004). There is even an infamous trolling movement calling
itself Anonymous and using a mask as its symbol.

The disinhibiting effects of wearing a mask are described by psychologists in terms of a suspension of the
superego's control mechanisms, allowing subconscious impulses to take over. Saigre (1989) wrote that
masks 'short-cut' conscious defence systems and encourage "massive regression" to a more
primitive state; Castle (1986) wrote that eighteenth century masquerades allowed mask-wearers to release
their repressed hedonistic and sexual impulses; and Caillois (1962) similarly wrote about European masked
carnivals involving libidinal activities including "indecencies, jostling, provocative laughter, exposed breasts,
mimicking buffoonery, a permanent incitement to riot, feasting and excessive talk, noise and movement". In the
12th Century, Pope Innocent III banned masks as part of his fight against immorality; and in 1845, New York
State made it illegal for more than two people to wear masks in public, after farmers wore masks to attack their
landlords.

From a neuroimaging perspective, masks are known to inhibit identity and impulse control - both
associated with executive function in the prefrontal cortex (e.g., Glannon, 2005; Tacikowski, Berger
& Ehrsson, 2017). In other words, masks silence the Jiminy Cricket in the brain.

It is little wonder that covering our mouths would 'shut us up' psychologically. Studies have shown that



clothing has a powerful effect on how we think (or not), via a principal known as enclothed
cognition: wearing a lab coat enhances cognitive function (Adam & Galinsky, 2012), wearing a nurse's
scrubs increases empathy (López-Pérez et al., 2016), and wearing counterfeit brands increases the likelihood
of cheating in a test (Gino, Norton & Ariely, 2010). Similarly, in the world of body language, someone putting
their hand over their mouth is a sign that they are listening intently: they are ready to receive information, not to
question it.

While no studies have looked at the effect of masks on verbal reasoning, it is fairly safe to assume that priming
a 'shutting up' would have a cognitive effect. For example, extraverts are less compliant than introverts (Cohen
et al., 2004; Gudjonsson et al., 2004); the development of conscience in humans is heavily linked to that of
language (e.g., Arbib, 2006); and inner speech is highly related to cognitive functions (Alderson-Day &
Fernyhough, 2015). Crucially, verbal reasoning is strongly correlated with moral reasoning (e.g.,
Hayes, Gifford & Hayes, 1998): being unable to 'speak' makes one less able to deduce what is moral
and immoral behaviour.

There is also a more basic reason masks might make you stupid: decreasing oxygen flow to the brain.
Face veils reduce ventilatory function in the long-term (Alghadir, Aly & Zafar, 2012), and surgical
masks may reduce blood oxygenation among surgeons (Beder et al., 2008): believe it or not, covering
your mouth makes it harder to breathe. Reviewing the N95 face mask, a 2010 study (Roberge et al.)
concluded that "carbon dioxide and oxygen levels were significantly above and below, respectively, the ambient
workplace standards" inside the mask. A post-COVID study found that 81% of 128 previously-fit
healthcare workers developed headaches as a result of wearing personal protective equipment (Ong
et al., 2020).

Not only do face masks make it hard to breathe, but the evidence that they even work to stop the spread of
coronavirus is limited at best. A popular brand of mask even carries a warning on its packaging that it "will not
provide any protection against COVID-19"; as for preventing carriers from spreading the disease, a
meta-analysis found, for example, that of eight randomised control trial studies, six found no difference in
transmission rates between control and intervention groups (while one found that a combination of masks and
handwashing is more effective than education alone, and the other found that N95 masks are more effective
than standard surgical masks; bin-Reza et al., 2012). Non-surgical masks, such as scarfs and cloths, are
almost useless (Rengasamy et al., 2010). Masks may even be unhealthy, causing a build-up of bacteria
around the face (Zhiqing et al., 2018).

The fact that masks likely don't even work brings us to the final reason that wearing one inculcates stupidity
and compliance: through a bombardment of lies, contradictions, and confusion, the state overwhelms your
ability to reason clearly.

As Theodore Dalrymple wrote, "In my study of communist societies, I came to the conclusion that the
purpose of communist propaganda was not to persuade or convince, not to inform, but to humiliate;
and therefore, the less it corresponded to reality the better. When people are forced to remain silent
when they are being told the most obvious lies, or even worse when they are forced to repeat the
lies themselves, they lose once and for all their sense of probity. To assent to obvious lies is in
some small way to become evil oneself. One's standing to resist anything is thus eroded, and even
destroyed. A society of emasculated liars is easy to control."

The point of face masks is not to protect humans, but to diminish humanity - to rob people of their ego, their
identity, and their autonomy. Masks are worn by disposable horror movie villains and ignorable background
dancers; they make people less-than-human.

Dehumanisation is rarely followed by anything good. Face masks are another worrying portent of what's to
come, alongside a seismic shift in mainstream discourse. In an analysis of the Rwandan genocide, one of the
first linguistic predictors was the tendency to look backwards, to blame, and to focus on past wrongs and
injustices (Donohue, 2012), which will sound familiar to anyone unfortunate enough to have read The BBC or
The Guardian recently. Similarly, where the Tutsis were referred to as cockroaches by the Hutus, and the
Nazis depicted the Jews as rats, Nancy Pelosi recently promised to "fumigate" President Trump out of the
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White House.

It is hard to predict how the wheel of life will revolve in the coming years, but all signs point to trouble. During
the crisis years of a generational cycle, only one thing can be guaranteed: the importance of a clear mind. To
that end, allow yourself the dignity, identity and Logos of being human - and never, ever wear a mask.

Comment: See also:
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With the advent of the so-called COVID-19 pandemic, we have seen a number of medical practices that have
little or no scientific support as regards reducing the spread of this infection. One of these measures is the
wearing of facial masks, either a surgical-type mask, bandana or N95 respirator mask. When this pandemic
began and we knew little about the virus itself or its epidemiologic behavior, it was assumed that it would
behave, in terms of spread among communities, like other respiratory viruses. Little has presented itself after
intense study of this virus and its behavior to change this perception.

This is somewhat of an unusual virus in that for the vast majority of people infected by the virus, one
experiences either no illness (asymptomatic) or very little sickness. Only a very small number of people are at
risk of a potentially serious outcome from the infection — mainly those with underlying serious medical
conditions in conjunction with advanced age and frailty, those with immune compromising conditions and
nursing home patients near the end of their lives. There is growing evidence that the treatment protocol issued
to treating doctors by the Center for Disease Control and Prevention (CDC), mainly intubation and use of a
ventilator (respirator), may have contributed significantly to the high death rate in these select individuals.

As for the scientific support for the use of face mask, a recent careful examination of the literature,
in which 17 of the best studies were analyzed, concluded that, "None of the studies established a
conclusive relationship between mask/respirator use and protection against influenza infection."1

Keep in mind, no studies have been done to demonstrate that either a cloth mask or the N95 mask
has any effect on transmission of the COVID-19 virus. Any recommendations, therefore, have to be
based on studies of influenza virus transmission. And, as you have seen, there is no conclusive
evidence of their efficiency in controlling flu virus transmission.

It is also instructive to know that until recently, the CDC did not recommend wearing a face mask or
covering of any kind, unless a person was known to be infected, that is, until recently. Non-infected
people need not wear a mask. When a person has TB we have them wear a mask, not the entire
community of non-infected. The recommendations by the CDC and the WHO are not based on any
studies of this virus and have never been used to contain any other virus pandemic or epidemic in
history.

Now that we have established that there is no scientific evidence necessitating the wearing of a face mask for
prevention, are there dangers to wearing a face mask, especially for long periods? Several studies have indeed
found significant problems with wearing such a mask. This can vary from headaches, to increased airway
resistance, carbon dioxide accumulation, to hypoxia, all the way to serious life-threatening
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complications.

There is a difference between the N95 respirator mask and the surgical mask (cloth or paper mask) in terms
of side effects. The N95 mask, which filters out 95% of particles with a median diameter >0.3 µm2 , because it
impairs respiratory exchange (breathing) to a greater degree than a soft mask, and is more often associated
with headaches. In one such study, researchers surveyed 212 healthcare workers (47 males and 165 females)
asking about presence of headaches with N95 mask use, duration of the headaches, type of headaches and if
the person had preexisting headaches.2

They found that about a third of the workers developed headaches with use of the mask, most had
preexisting headaches that were worsened by the mask wearing, and 60% required pain medications
for relief. As to the cause of the headaches, while straps and pressure from the mask could be
causative, the bulk of the evidence points toward hypoxia and/or hypercapnia as the cause. That is,
a reduction in blood oxygenation (hypoxia) or an elevation in blood C02 (hypercapnia). It is known
that the N95 mask, if worn for hours, can reduce blood oxygenation as much as 20%, which can lead
to a loss of consciousness, as happened to the hapless fellow driving around alone in his car
wearing an N95 mask, causing him to pass out, and to crash his car and sustain injuries. I am sure
that we have several cases of elderly individuals or any person with poor lung function passing out,
hitting their head. This, of course, can lead to death.

A more recent study involving 159 healthcare workers aged 21 to 35 years of age found that 81% developed
headaches from wearing a face mask.3 Some had pre-existing headaches that were precipitated by the
masks. All felt like the headaches affected their work performance.

Unfortunately, no one is telling the frail elderly and those with lung diseases, such as COPD,
emphysema or pulmonary fibrosis, of these dangers when wearing a facial mask of any kind —
which can cause a severe worsening of lung function. This also includes lung cancer patients and
people having had lung surgery, especially with partial resection or even the removal of a whole
lung.

While most agree that the N95 mask can cause significant hypoxia and hypercapnia, another study of surgical
masks found significant reductions in blood oxygen as well. In this study, researchers examined the blood
oxygen levels in 53 surgeons using an oximeter. They measured blood oxygenation before surgery as well as
at the end of surgeries.4 The researchers found that the mask reduced the blood oxygen levels (pa02)
significantly. The longer the duration of wearing the mask, the greater the fall in blood oxygen levels.

The importance of these findings is that a drop in oxygen levels (hypoxia) is associated with an
impairment in immunity. Studies have shown that hypoxia can inhibit the type of main immune cells
used to fight viral infections called the CD4+ T-lymphocyte. This occurs because the hypoxia
increases the level of a compound called hypoxia inducible factor-1 (HIF-1), which inhibits
T-lymphocytes and stimulates a powerful immune inhibitor cell called the Tregs. This sets the stage
for contracting any infection, including COVID-19 and making the consequences of that infection
much graver. In essence, your mask may very well put you at an increased risk of infections and if
so, having a much worse outcome.5,6,7

People with cancer, especially if the cancer has spread, will be at a further risk from prolonged hypoxia as the
cancer grows best in a microenvironment that is low in oxygen. Low oxygen also promotes inflammation
which can promote the growth, invasion and spread of cancers.8,9 Repeated episodes of hypoxia has
been proposed as a significant factor in atherosclerosis and hence increases all cardiovascular
(heart attacks) and cerebrovascular (strokes) diseases.10

There is another danger to wearing these masks on a daily basis, especially if worn for several hours. When a
person is infected with a respiratory virus, they will expel some of the virus with each breath. If they are
wearing a mask, especially an N95 mask or other tightly fitting mask, they will be constantly rebreathing the
viruses, raising the concentration of the virus in the lungs and the nasal passages. We know that people who



have the worst reactions to the coronavirus have the highest concentrations of the virus early on. And this
leads to the deadly cytokine storm in a selected number.

It gets even more frightening. Newer evidence suggests that in some cases the virus can enter the brain.11,12

In most instances it enters the brain by way of the olfactory nerves (smell nerves), which connect directly with
the area of the brain dealing with recent memory and memory consolidation. By wearing a mask, the exhaled
viruses will not be able to escape and will concentrate in the nasal passages, enter the olfactory nerves and
travel into the brain.13

It is evident from this review that there is insufficient evidence that wearing a mask of any kind can have a
significant impact in preventing the spread of this virus. The fact that this virus is a relatively benign
infection for the vast majority of the population and that most of the at-risk group also survive, from
an infectious disease and epidemiological standpoint, by letting the virus spread through the
healthier population we will reach a herd immunity level rather quickly that will end this pandemic
quickly and prevent a return next winter. During this time, we need to protect the at-risk population by
avoiding close contact, boosting their immunity with compounds that boost cellular immunity and in general,
care for them.

One should not attack and insult those who have chosen not to wear a mask, as these studies suggest that is
the wise choice to make.
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On May 26, Virginia's Gov. Ralph Northam announced that wearing masks outside one's home will be
mandatory effective May 29. He first hinted he might issue a masking order a week ago, likely to test
the water.

A new refrain in public discourse is growing in volume by the day: "Things will never be the same."
The certainty with which we are assured of this pre-determined future is perplexing. Whether or not
"things" will ever be the same is not at all clear, but that some people hope things will never be the
same is certain.

To those looking to benefit politically from emergencies, COVID presents an opportunity to advance
plans targeted to transform American freedom and the American way of life. Mandatory-masking
policies provide a valuable foundation to weaponize the virus against American liberty —
now and in the future.

Demanding Freedoms Helps Ensure Them

Much of our freedom is maintained by the collective resistance of the American mood. When the
Minnesota governor excluded churches from his Phase I reopening plan, Catholic and Lutheran
leadership announced, through counsel, that their churches would reopen with or without the state's
blessing.

The governor's resulting about-face was probably not due to a legal epiphany. Rather, he understood
he'd pushed the envelope too far. Minnesotans wouldn't put up with any further abuse of their religious
freedoms.

Would Virginians, outside of the blue D.C. suburbs, be willing to accept a masking order? To take
our freedom from us, people with anti-American agendas have to mobilize some initial
quorum of consent from the population.

© U.S. Air Force photo/Trevor Cokley



Masking Is Meant to Build an Opinion Cascade

Mandatory masking seeks to build that consent. In addition to extending the fiction that we are in an
emergency sufficient to trigger the extra-constitutional authority of local and state executives,
mandatory masking acts as a peer pressure-fueled signal that encourages conformity to our
coming "new normal."

An April 18 article in the Washington Post underscores the strategy, presenting the mask controversy
as a left versus right debate. People resisting mandatory mask policies are, per usual, painted as
unreasonable, headstrong, and backward — displaying ignorant American bravado while rejecting
science and good sense. (That caricature is itself a tool to mock, marginalize, and silence dissent.)

The most telling passage of the article is this one:

For Trump's supporters, declining to wear a mask is a visible way to demonstrate "that 'I'm a
Republican,' or 'I want businesses to start up again,' or 'I support the president,' " said Robert
Kahn, a law professor at the University of St. Thomas in Minneapolis who has studied
Americans' attitudes toward masks. 'Masks will quickly become the new normal in blue
states, but if social distancing continues through 2022, the mentality among Republicans
could well change, too: If I can go to work and the cost of marginal improvement in my life is
wearing a mask, maybe Americans of both parties do accommodate ourselves to it.'

And that's the key. If we want to marginally improve our lives, we will submit. The masks aren't the
endgame. The point of the masks is to teach the American people that if we want to get some sense
of normal, we have to accept abnormality.

If everyone is wearing a mask, it telegraphs a society-wide acceptance that the status quo
has changed, and with that consensus other changes can come, too. Society will be primed
to accept measures that most normal Americans would reject in any other time. Our new
normal will include a permanent expansion of the bureaucracy and alarming new COVID-
related regulations.

Masks Are of Limited Benefit

The truth is you aren't irrational or obdurate if you are skeptical about masks. The "experts" have
admitted that masks' efficacy is usually negligible. Dr. Anthony Fauci himself, in a "60
Minutes" interview early in this pandemic, dismissed masks as essentially useless.

"There is no reason to be walking around wearing a mask. When you are in the middle of an
outbreak, wearing a mask might make people feel better, and might even block a droplet," he
said with almost an eyeroll, "but it's not providing the perfect protection people think it is,
and often there are unintended consequences..."

Fauci may have changed his tune, but plenty of sensible doctors are still speaking up. Last week, a
doctor in the Wall Street Journal pointed out that cloth masks — the type worn by the overwhelming
majority of the population — are not very effective, echoing Fauci's earlier admission. The WSJ author
noted that even the N95 masks fall short: "They're considered effective at blocking coronavirus
particles only when they're form fitted and tested to make sure there isn't any leakage."

In short, cloth masks are largely symbolic. The science hasn't changed, but the agenda has.
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Implementing mandatory mask policies across a society of 300 million because it makes some people
feel better is absurd on its face. But the policy makes a lot of sense if you understand its purpose a
usefulness to shift the American mindset.

Mandatory masks are a critical predicate conditioning us to accept abuses of our liberty.
Mandatory masking provides the foundation on which governments continue to justify
emergency measures and rule by executive fiat, and it creates a national mood of consent
that America will accept indefinite government expansion because we face a "new normal."
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As I walked around the sun-dappled streets of Amsterdam, something felt strange in this world swept by fear
and pandemic. There was laughter coming from barges sliding along the famous canals, clusters of cyclists
clogged the streets, shoppers dipped into chic boutiques, the barber shops seemed busy and cafes served
couples chatting over coffee.

I heard many voices of tourists in bars and restaurants, while even the seedier sides of this
celebrated Dutch city had people strolling through them. It took me a moment to realise what was so
weird. Then it struck me. It felt like I had stepped back in time, returning to the pre-pandemic
normality of a bustling city filled with human beings whose faces were not covered by cloth.

For while 120 countries in the world, including much of Europe, have ordered citizens to wear masks in public
places to prevent the spread of Covid-19, the Dutch are doing things differently.

The nation's top scientists, having examined key data and research, have declared there is no firm evidence to
back the use of face coverings. Indeed, they argue that wearing the wretched things may actually hamper the
fight against disease.

'Face masks in public places are not necessary, based on all the current evidence,' said Coen
Berends, spokesman for the National Institute for Public Health and the Environment. 'There is no
benefit and there may even be negative impact.'

This is a bold but highly controversial stance - especially as fears grow of a second wave sweeping through
Europe. Last week, Downing Street joined the global stampede to enforce face masks in public spaces such
as shops, supermarkets and stations, following Scotland, Spain and France, along with Holland's
neighbouring nations of Belgium and Germany.

While 120 countries in the world ordered citizens to wear

masks in public places to prevent the spread of Covid-19, the

Dutch are doing things differently. Pictured, people enjoying a

drink in Amsterdam



'We think masks have a great deal of value,' said Boris Johnson. 'Scientific evaluation of face coverings an
their importance in stopping aerosol droplets has been growing. People should wear them in shops.'

But the Dutch disagree - to the delight of all the citizens I spoke with in Amsterdam. 'I hate wearing
them,' said Aicha Meziati, 29, in the hip fashion store Das Werk Haus. 'They are horrible. People look
like they have nappies on their faces.'

Margriet, a 24-year-old sales assistant in a pop-up drink shop, said it was hard to read people's facial
expressions when they wore masks. 'You make contact with people better without them and it is
easier to talk to them in the store.'

Holland's position is based on assessments by the Outbreak Management Team, a group of experts advising
the government. It first ruled against masks in May and has re-evaluated the evidence several times, including
again last week.

It believes they detract from a clear three-pronged message that has kept deaths from coronavirus
down to less than half the rate in Britain: wash hands regularly, maintain social distancing of 1.5
metres and stay at home if suffering any symptoms.

The one exception outside of the medical frontline has been on public transport, where masks are mandatory
on the basis it is difficult to stay apart on crowded buses, ferries and trains. 'We have seen this approach
works,' said Christian Hoebe, a professor of infectious diseases in Maastricht and member of the advisory
team. 'Face masks should not be seen as a magic bullet that halts the spread.

'The evidence for them is contradictory. In general, we think you must be careful with face masks because
they can give a false sense of security. People think they're immune from disease or stop social distancing.
That is very negative.'

Hoebe, head of infectious disease control in Zuid-Limburg, the region hit hardest when the pandemic struck
Holland, pointed to a Norwegian study showing 200,000 people must wear surgical masks for one week to
stop a single Covid-19 case.

Yet few people have medical masks - in Britain they are rightly preserved for the NHS - while wearers routinely
misuse or contaminate their coverings by fitting them incorrectly, failing to change them and touching their
faces.

'I was in Belgium recently and saw many people putting them beneath their noses, upside down or under
chins', says Hoebe. 'Others stuffed them in their pockets. The effectiveness also depends on the right fabric
and the mask being worn very close to the nose.'

Studies by one membrane specialist at Eindhoven University found that while the coronavirus particles are
caught by an electrostatic layer in medical masks, they can penetrate bigger pores found in cotton and even
vacuum cleaner bags.

The World Health Organisation has also been sceptical, warning that 'widespread use of masks by
healthy people in the community setting is not yet supported by high-quality or direct scientific
evidence'.

Although changing its advice in June to back the encouragement of mask wearing in some settings,
the WHO lists 11 'potential harms' that range from discomfort through to self-contamination and
lower compliance with more critical preventative measures.

As in some other European countries, Holland has seen an alarming recent rise in reported infections, which
have almost doubled to 1,329 cases over the past two weeks, combined with marginally higher rates of
hospitalisation and fatality.



Yet the cabinet's advisory team says this was driven by clusters of people infecting each other at family
gatherings and parties, where they would not have worn masks regardless of any changes to rules about
public spaces.

Another outbreak came from a bar in Hillegom, near Amsterdam, where the owners told customers they could
sit close together, shake hands and hug since the virus was dormant. 'We know what we are doing,' they wrote
on Facebook. They were quickly proved wrong, however, after 39 cases were traced to the bar. It has since
been closed and the social media post removed.

Holland, a country of 17 million people, has seen 6,147 pandemic deaths after adopting what it called
'intelligent lockdown', which imposed significantly fewer restrictions than Britain and relied more on trusting
citizens to behave sensibly.

Although two recent polls claim a majority backing use of face masks for indoor public spaces, I found people
on Amsterdam's busy shopping streets supported their government's stand and seemed very aware of the
simple rules.

'I like it when people can decide for themselves,' said Jesus Garcia, wielding the clippers in
Barbershop Jordaan filled with mask-free staff and customers. 'You would have to really educate
people how to use them properly for safety.'

He said he had worn masks during a trip to Spain. 'I did not feel it was really helping since people
were wearing them all wrong, putting them in their pockets, placing them under their noses. It
defeats the purpose.' One customer having a trim agreed. 'I find face masks absolutely awful.
They're claustrophobic and don't work,' said Mark Casey, corporate finance partner at a major
accountancy firm.

Coriem Warmenhoven, serving in a flower shop, said she was glad they did not have to wear masks. 'I'm
afraid it will become necessary,' she said. 'We must deal with the virus but it is best to be intelligent and give
people responsibility.'

She is right to be nervous. The mayors of Amsterdam and Rotterdam, the nation's two biggest cities, have
been pressing for more power to impose mask-wearing in crowded areas, which was granted last week.
Amsterdam mayor Femke Halsema, alarmed by throngs of tourists and young people making parts of her city
too crowded, is insisting on compulsory masks for anyone aged over 13 in the Red Light District and two
popular shopping streets.

Warmenhoven told me she was going to holiday in Holland after discussing with her husband where
to go. 'He said he didn't want to go anywhere abroad that you have to wear masks,' she said. This
bears out the hunch of the Netherlands Board of Tourism and Conventions, which has commissioned
research to find out if freedom from face masks gives their country an edge in the struggle to entice dwindling
numbers of tourists.

Ben Coates, the author of Why The Dutch Are Different, who lives in central Holland, said the speed with
which normal life had returned in the country was remarkable.

'When you walk around, you are hard-pressed to see much difference now,' he said.

He added that while Dutch citizens tended to trust their governments, they also had strong
libertarian instincts. 'People don't like being told what to do, so they will cycle without helmets and
sleep with whom they want.'

The one family I found wandering along the canals clad in face masks turned out to be holidaying Italians from
near Milan. 'We have been wearing them all the time for five months, so they don't feel uncomfortable any
more,' said Michaele Muller. He added that they had been astonished when they arrived in Holland. 'We drove
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through Switzerland, where everyone has a mask, then in Germany, where it is also mandatory. Then we
crossed the border and suddenly no one was wearing them.'

Later, I came across a British accent belonging to a scientist who had just moved from Milton
Keynes to a new job in the city. 'It feels very different from the UK,' said Jenny White. 'It feels much
more normal here. You can almost forget about the disease.'
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Face masks must be worn in the UK on public transport (to begin with) by order of the State. We will explore
the reasons why people might comply or resist this diktat. What reasons are there to wear a face mask, do
they make sense and what does our compliance or resistance say about us?

The State Is A State Of Mind

The State is a belief system. It is a faith, rather like a religion. There's nothing intrinsically wrong with faith. It
doesn't necessarily mean the belief itself is "wrong." Faith can be a powerful force for good. It all depend upon
what the belief is.

If your faith dictates that you treat all with love, compassion and respect then your belief is "right." If you live in
accordance with your faith then you are living in the truth, regardless of which deity you follow.

However, if your faith teaches you that you are better than "non believers," that yours in the only true way and
that those who don't follow your beliefs, or your deity, deserve to be punished, you are "wrong." You are not
living in harmony with the truth.

People who believe in the State are called statists. Those who don't, broadly come under the umbrella term
anarchists. For statists, the anarchist is despised. Life without their State is unimaginable, therefore those who
wish to live without it must be evil. The anarchist has long been reviled by statists as the dangerous
subversive.

Despite the perpetual myth that "anarchy" is synonymous with "chaos," that is not what anarchy means.
Anarchy encompasses a broad range of political, economic and sociological perspectives with one
commonality. The State is considered both harmful and unnecessary.

For statists an absence of the State must mean "chaos." A free for all with no law, no social security, no
healthcare, no infrastructure and mob rule. This is the opposite of anarchy. Anarchy is not society without
rules. It is society without rulers.

© engin akyurt / Unsplash



All religions have their representatives. There are cardinals, bishops, imams and and rabbi's etc. They are
perhaps the leading voices, but they aren't the only representatives. There are envoys, missionaries, TV
evangelists, religious correspondents and so on.

The State is no different. We have politicians and governmental advisers, as the leading voices, but there are
also NGO spokespersons, union officials, the academic & scientific orthodoxy, lords and ladies, multinational
CEO's, central bankers, business leaders and more. Of these, the most powerful, in terms of their ability to
shape public opinion are the mainstream media (MSM.)

The core tenet of the statist's faith is that a small group of people are best placed to tell all the other people
what to do. This is a belief in absolute hierarchical authority.

There's nothing wrong with hierarchical authority. It is difficult to see how we could ever organise anything
more than a barbecue without it. It is over the issue of how we authorise it where the statists and the
anarchists diverge.

When you need to see a doctor you temporarily cede your authority to them. You trust that they know more
about medical science than you do, so you allow them to make decisions about your health and follow their
advice.

However, outside of your healthcare, you don't permanently give your authority away to your doctor. When you
buy a car you don't phone your GP to ask their permission.

Generally in life we cede our authority to others on a case by case basis. Our authority, in all other decisions,
remains otherwise intact. We retain our individual sovereignty.

Most people understand this. We can become defensive, even aggressive, if we feel someone else is telling
us what to do when we haven't given them our specific authority to do so.

Yet for some reason, when it comes to the State, statists give this group of people absolute authority
over every aspect of, not only their own, but everyone's lives. Just as religion is often based upon a
belief in supreme beings, who have power or influence over the devotee's life, so statism accepts that special
"selected" people have power and influence over the every aspect of the statist's life.

In most religions you offer prayers to your deity, acknowledging your faith. Statists offer votes to cede their
individual sovereignty and autonomy to the State. This isn't a temporary arrangement. Whoever you vote for
you get the permanent State.

The State's authority comes entirely from the statist. Without their belief it would be nothing. Regardless of any
other competing ideologies statists may follow, a trust in the legitimacy of absolute hierarchical authority is
universal.

This trust is not shared by the anarchist. Power corrupts absolutely, in the anarchists view, and history
demonstrates it. Much better to retain your own sovereignty and temporarily devolve authority, depending upon
your needs at the time. Just as we do nearly every day.



Anarchy is already the way we order society in our day to day lives. We don't need an overarching State to
control who we meet, where we go, who we work for, trade with or take advice from. We can and do order our
society despite interference from the State, not because of it.

The State takes money from us by force so that it can spend it on its priorities. If we need to build a road, the
State uses our money to employ a private contractor to build it. Why do we need the middle men, ask the
anarchists. So they can take their cut?

The State doesn't just take our money to build roads and hospitals. Absolute hierarchical authority over
everything leads to nothing but corruption, oppression and war. We know this, history teaches us this fact. Yet
we still persist with the idea that if we just vote harder next time it won't happen again.

It is beyond ironic that the statist will often chide the anarchist for, what they see as, their naive perception of
human nature. Statists claim that it is inevitable that the corrupt, the violent and the unworthy will seek and
exploit power. Precisely the point made by anarchists, who suggest that not freely giving away your authority to
the power crazed might therefore be a good idea.

The British like to think their modern democratic society has evolved to produce some sort of egalitarian
meritocracy. It hasn't.

Relative inequality is as bad as it's ever been while, at the same time, a tiny clique of carefully
selected people rule us. We never escaped the rule of the aristocracy. It's just that we now think we
elect them. We don't. We just elect their representatives.

Why Are You Really Wearing A Face Mask

And so we come to the State's decree that we should all wear face masks on public transport (initially.)
Ostensibly, both to protect others from our own transmission of SARS-CoV-2 and to stop us catching the
deadly virus. It is perhaps worth noting, according to official statistics, despite the UK Lockdown regime
producing one of the worst infection and mortality rates in the world, we are talking about a disease that has
supposedly affected 0.45% and led to the deaths of 0.06% of the UK population.



If there are health risks associated with wearing face masks, and there are, this notion of protectio
rapidly becomes a nonsense. However, people must have their reasons to wear a face mask. So what are
they?

The first could be that you are a statist. You believe that the state representatives (government officials) know
more about reality than you do. You trust them to tell you what to do. You accept their claim that they have
special knowledge and have your best interests, and those of your fellow citizens, at heart.
You gave them your authority to control your life, and the lives of
everyone else, when you participated in the ordination ritual. You did
this by putting a cross on a piece of paper some time ago.

In all likelihood you didn't actually vote for your nominal rulers. The
2019 UK general election turnout was 67.25% of the eligible vote.
Boris Johnson's Conservatives received 43.6% of that total. Just over
29.3% of the British electorate voted for their representative
government. Nearly 71% didn't.

Seventy percent of the British people do not want Boris Johnson or the
Conservatives to force them to obey their rules. However, all conform
because we think we live in a democracy. For statists this is how it
should be.

It doesn't matter that by using the supposed democratic system,
less than a third of the population determine what more than two
thirds can do and say. It's the principle that matters. The principle appears to be mob rule.

The second reason, one shared by many statists and anarchists alike, is that you are forced to do as you are
told. With a monopoly on the use of force, the State is the only body in society that can initiate force and get
away with it.

While nearly everyone in the UK would say it is morally indefensible to use physical force to make someone do
whatever you tell them, it is surprising how many think it's OK for a tiny group of people in Westminster,
Holyrood, The Senned and Stormont to use physical force, or the threat of it, to control millions. Cognitive
dissonance exemplified.

Nonetheless, it is what it is. If you need to take the bus or the train to work you are now forced to wear a face
mask. Not because you believe there's any point to it, but because you won't be able to get to work and feed
your family otherwise.

So, if we are honest with ourselves, unless convinced by the science, we will wear a face mask on public
transport for two reasons. We are either happy to accept that special people we've never met have sole
authority to tell us what to do, as a slave owner would command a willing slave, or we are scared
that they will use force to punish or harm us if we don't comply. We call this a free and open
democratic State.

The Science Behind Wearing A Face Mask

The final reason you might elect to wear a face mask is that you are convinced by the scientific evidence. You
believe that donning a cheap or homemade face mask will protect you and others from a disease which you
have a 0.45% chance of contracting and a 99.94% chance of surviving.

Why you would imagine that the science shows that wearing a crappy face mask will stave off the minuscule
threat of infection is difficult to say. For many, perhaps it is because that is what the mainstream media (an
organ of the State) told them. However, the State has said other things at other times.

The ordination ritual



On the 4th March the State's Chief Medical Officer, Chris Whitty, said:

In terms of wearing a mask our advice is clear, that wearing a mask if you don't have an infection
really reduces the risk almost not at all."

On the 23rd April the State's Chief Scientific Adviser, Patrick Vallance said:

The evidence on face masks has always been quite variable, quite weak. It's quite difficult to know
exactly, there's no real trials on it."

On the 24th April the State's Health Secretary, Matt Hancock, said:

The evidence around the use of masks by the general public, especially outdoors, is extremely
weak."

On the 28th April the State's Ministry of Defence Chief Scientific Adviser, Dame Angela McLean, representing
the Scientific Advisory Group for Emergencies (SAGE), said:

The recommendation from SAGE is completely clear, which is there is weak evidence of a small
effect in which a face mask can prevent a source of infection going from somebody who is infected to
the people around them."

An unusually clear and consistent message from the State. On the 4th of June the UK State's Secretary of
Transport, Grant Shapps, told us that we did have to wear face-masks on public transport? Shapps said:

That doesn't mean surgical masks, which we must keep for clinical settings. It means the kind of face
covering you can easily make at home....wearing a face covering offers some - albeit limited -
protection against the spread of the virus."

Wearing a clinical N95 face mask is frowned upon by the State. Better to wrap a scalf around your head, a
bandanna, old handkerchief or one of those paper face masks you used to be able to buy from the market
before the State put all the stall holders out of business.

Begging the question, what new scientific breakthrough emerged between the 29th April and 4th June to
convince the State that wearing a torn T shirt on your face will save you and others from COVID 19? Albeit
limited.

Obviously N95 standard face masks are better suited to the task than a bit of rag. So what is the scientific
evidence that N95 masks could protect you, or someone else, from a viral respiratory infection.

Jacobs, J. L. et al. (2009) concluded:

N95-masked health-care workers (HCW) were significantly more likely to experience headaches.
Face mask use in HCW was not demonstrated to provide benefit in terms of cold symptoms or
getting colds."

Cowling, B. et al. (2010) found:

None of the studies reviewed showed a benefit from wearing a mask, in either HCW or
community members in households (H)."

bin-Reza et al. (2012) meta analysis discovered:

There were 17 eligible studies. ... None of the studies established a conclusive relationship
between mask ⁄ respirator use and protection against influenza infection."

Smith, J.D. et al. (2016) undertook further meta analysis of the available studies on face masks. They stated:

We identified 6 clinical studies ... In the meta-analysis of the clinical studies, we found no



significant difference between N95 respirators and surgical masks in associated risk of (a)
laboratory-confirmed respiratory infection, (b) influenza-like illness, or (c) reported
work-place absenteeism."

Radonovich, L.J. et al. (2019) undertook a study of healthcare workers to assess the relative effectiveness of
face masks and respirators:

Among 2862 randomized participants, 2371 completed the study and accounted for 5180
HCW-seasons. ... Among outpatient health care personnel, N95 respirators vs medical masks as
worn by participants in this trial resulted in no significant difference in the incidence of
laboratory-confirmed influenza."

Long, Y. et al. (2020) looked at six randomised clinical trials (RCT's) of face masks to ascertain if they
protected either the wearer or others around them from any viral respiratory illness. They didn't:

A total of six RCTs involving 9171 participants were included. There were no statistically
significant differences in preventing laboratory-confirmed influenza, laboratory-confirmed
respiratory viral infections, laboratory-confirmed respiratory infection and influenza-like
illness using N95 respirators and surgical masks....The 4 use of N95 respirators compared with
surgical masks is not associated with a lower risk of laboratory-confirmed influenza."

Face masks work well for surgeons who want to avoid dribbling or sneezing into their patients, but are useless
when it comes to stopping viral infections. In terms of preventing the spread of COVID 19 there is no
evidence that they achieve anything at all.

As far as anyone knows viruses spread through tiny long residence time aerosol particles. The virions - the
spiky ball we are all now familiar with - are much, much, smaller than the weave in the fabric, even of N95
clinical face masks.

If your hope is to protect yourself against a viral respiratory infection, covering your face with with a face mask
you bought online is about as useful as concrete lifebuoy. So how do the State justify their silly policy? It
seems analysis released by the Royal Society DELVE Initiative on 4th May, convinced SAGE to change their
advice.

There are no RCT studies anywhere in the analysis which show any protective benefit of face masks
for stopping viral respiratory infections. This is because there aren't any.

However, it does cite some MSM articles, a number of studies about water droplets spread when you exhale,
which are obviously stopped when you cover your face, and some statements from the U.S. Center for
Disease Control. None of which is relevant to demonstrating that face masks protect against viral respiratory
infections.

It also cites some studies which again found no benefit from face masks.

Brainard et al. (2020) stated:

The evidence is not sufficiently strong to support widespread use of face masks as a protective
measure against COVID-19."

The Royal DELVE also cite studies with no conclusions:

The lack of statistical power prevents us to draw formal conclusion regarding effectiveness of face
masks in the context of a seasonal epidemic."
Canini et al. (2010)

It is impossible to see how the Royal Society concluded from their analysis that face masks should be widely
worn. Which is probably why they didn't. Ultimately they offered no conclusion at all:



Face masks could offer an important tool for contributing to the management of community
transmission of Covid19."

They could, but they almost certainly don't. Nor is there any reason to think they will.

Wearing A Face Mask Because Reasons

If you find yourself sat on a bus struggling to breath through your mum's tea towel, please take a moment to
rationalise why you are doing it. Are you doing it because you believe the State's Transport Secretary has
some special insight into 'da science?'

Less than a third of your fellow citizens devolved their authority to him. Whether you were among that number
or not, if you voted at all, you only have yourself to blame. By doing so you legitimised his power and now you
are suffering the consequences.

Are you wearing it because you recognise that not doing so could result in a fine, non payment of which could
potentially place you behind bars?

If so, perhaps it's time to acknowledge that you are doing it under duress. The threat of violence is
clear and you have acquiesced. It's an offer you can't refuse because you need to go to work.
They've got you, and there's nothing you can do about it. Remember that next time they ask you to vote
for your wannabe ruler.

Are you wearing it because you have been told that the policy is led by the science? The mainstream media
said the science was settled and you believed it?

This would suggest that you mistakenly believe it will protect you from a disease that not only presents virtually
no threat to you at all (if you are of working age) it is disappearing so quickly vaccine developers are running
out of test subjects (not that they need any.)

From your perspective maybe you should accept that you are wearing a face mask because reasons. There
really isn't any more to it than that.

The State, on the other hand, has some very clear ambitions and ordering you to muzzle yourself is
an important part of your operant conditioning. By wearing your face mask for no reason, you are
demonstrating your obedience to the State. If you behave correctly some aspects of the lockdown may be
lifted. If you don't, well...

As the State forges ahead with the Great Reset, there is going to be significant economic disruption.

As usual, times are going to be tough for the majority but multinational corporations are going to do very well
out of it. If you think about it, this might make you angry. Therefore, your blind faith in your representative
leaders matters a great deal to the State.

As the situation deteriorates, through necessity, people are going to resist. Controlling the statist majority,
through fear, is vital for the high priesthood of the State to maintain their illegitimate claims to the moral high
ground.

Comically, the MSM propaganda machine insist all this devastation is due to the impact of coronavirus. Of
course it isn't. It is entirely a result of the State's deliberate lockdown policy decisions.
These are intended to create the permanent, abnormal future State being sold to you as the new normal. Ripe
for the Great Reset.

The deliberate destruction of the economy, the implosion of local communities, the removal of civil liberties,
termination of small businesses, eradication of the high street and establishing deterrents to stop you
socialising and interacting with others, would not have been possible had we not all been scared witless.



Something which SAGE were clear about from the outset.

In their discussion on March 23rd, SAGE's behavioural science
sub-group SPI-B presented a paper which has clearly influenced
the State's lockdown policy agenda.

This appears to be the only policy aspect that has been led by
the science.

But it isn't virology or epidemiology, it's behavioural science
aimed at your behaviour modification. SPI-B stated.

A substantial number of people still do not feel sufficiently
personally threatened...The perceived level of personal threat
needs to be increased among those who are complacent."

Complacency, as far as the State is concerned, is not unquestioningly believing everything they tell you. If you
don't accept their narrative, if you reject their edicts and have no faith in their authority, then you are
'complacent.' The State's way is the only way. This is not a tolerant religion.

Instilling fear in millions of people, to ensure they comply, requires a mass propaganda campaign. SAGE were
clear on the MSM's role. One they have dutifully fulfilled.

In Appendix B of the paper, SPI-B recommended the following:

Use media to increase sense of personal threat."

Your sense of personal threat is key for the State to get you to accept the Great Reset. What better
way to convince you than to cover everyone's face?

Fearful of disease, mistrusting and confused, the State is showing you a glimpse of hell. Only total
supplication will deliver your salvation in the form of a vaccine, immunity passports and universal basic income
in a cashless society. Everything your are, everything you do and everything you believe controlled by the
State.

Not everyone wants this, though it seems the majority do. So the next time you see someone refusing to
wear a face mask, don't assume that you are doing the right thing and they're not, simply because
you are the one wearing the mask.

If they resist the call to be afraid, if they refuse to social distance and reject the behaviour change that does not
mean they don't care about you or vulnerable people.

In all likelihood they care deeply. Perhaps you should ask them why they refuse to wear the State's face mask.

Comment: See also:
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The Dutch government is unyielding on masks.

While Europeans almost everywhere else have been required to wear masks in public places to stop the
spread of the coronavirus, they're considered an annoyance in the Netherlands.

"From a medical point of view, there is no evidence of a medical effect of wearing face masks, so we
decided not to impose a national obligation," said Dutch Medical Care Minister Tamara van Ark late
Wednesday, after a meeting with health experts and mayors.

The meeting comes after the mayors of Amsterdam and Rotterdam called last week for a compulsory mask
rule in some busy areas, following a recent rise in the number of infections in those cities.

Van Ark said that cities are free to "experiment with a toolbox of measures," including mandatory masks, if
deemed necessary.

The Dutch announcement stands in stark contrast to the growing consensus across Europe that masks
should be worn in places where social distancing is difficult. Last week, Belgium announced plans to mandate
face masks in more public places, and in England they have become compulsory in shops.

Even U.S. President Donald Trump has since done an about-turn and urged Americans to wear face masks.

However, in the Netherlands, masks are mandatory only on public transport, with some experts in the country,
such as Anne Wensing, a virologist at the University Medical Center Utrecht, asking whether masks would
"actually contribute anything extra."

The Dutch government insists that it's strictly following the advice of the experts in the so-called
Outbreak Management Team, which doesn't believe in the general use of masks.

As a case in point: Virologist Jaap van Dissel from the National Institute for Public Health and the
Environment (RIVM) said on Wednesday that masks can lead to a false sense of security because
people keep less distance. Many people might wear it incorrectly and touch it with dirty hands,
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thereby increasing the risk of infection, he added.

Moreover, legal experts in the country are skeptical about the legality of compulsory masks. One law
professor, Jan Brouwer, told NRC that a widespread mask mandate goes against the constitution.
According to Brouwer and other experts, there needs to be a separate law on masks to make this regulation
possible.

But critics charge that the evidence is sufficient to implement masks in places such as hairdressers, reports
NOS. In a letter to Prime Minister Mark Rutte and Health Minister Hugo de Jonge, a group of experts,
including epidemiologist Arnold Bosman, called for quick action.

Belgian virologist Marc Van Ranst, meanwhile, warned the Dutch government on Wednesday that it will have
to make masks mandatory in crowded places if the Dutch want to avoid a complete lockdown.

"As in Belgium, the corona curve in the Netherlands has been increasing since July 10," he told local media.
"If the number of infections continues to rise, you will not be able to avoid a face mask obligation."

As in many other countries around Europe, the number of coronavirus cases has been growing in the
Netherlands. Over the past week, almost 1,400 new COVID-19 cases were reported, or 342 more than the
week before.

The science around wearing a face mask in the community has evolved during the pandemic. In March, the
World Health Organization said that masks don't need to be worn by healthy people, unless they are
caring for someone who is ill.

Then, in early April, the WHO shifted gears, saying that in countries where other preventive measures are
hard to adopt, the widespread use of masks can be useful.

Shortly thereafter, the European Centre for Disease Prevention and Control issued new recommendations,
signaling increased support for masks. Finally, in June, the WHO issued advice suggesting that masks in
public places have a potential benefit for source control.

Some countries, such as the Czech Republic and Slovakia, took action early on in the pandemic, mandating
masks in March. In April and May, countries such as Greece, Spain and Germany mandated masks in spaces
where social distancing is difficult, such as shops and public transport.

Sarah Wheaton contributed reporting.

Comment: See also: "No proven effectiveness": Dutch government will NOT force public to wear masks -
Minister for Medical care
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Key Research Question: What is the effectiveness of wearing medical masks, including 
home-made masks, to reduce the spread of COVID-19 in the community? [Updated June 
19, 2020] 

 
Key Messages from the Evidence Summary  

• As medical masks are often bundled with other IPC interventions and have variable compliance, 
clinical trials on the effectiveness of medical masks have been challenging. Systematic reviews 
of randomized controlled trials in health care settings have not demonstrated a significant 
reduction in acute respiratory infections, (ARIs), ILIs or laboratory confirmed viral infections with 
medical mask use although it is acknowledged there were methodological flaws and smaller 
underpowered studies in the data analyzed. 

• There is a paucity of clinical evidence in favor of using medical masks in the community, with 
multiple randomized trials demonstrating mixed results which when pooled demonstrate no 
significant reduction in acute respiratory infections (ARIs), ILIs or laboratory confirmed viral 
infections. There are some lower quality studies showing a reduction in viral infection rates in 
households, in transmission of viral respiratory infections in the context of mass gatherings, and 
in university residences when combined with hand hygiene interventions.  

• However, while systematic reviews of randomized clinical trials fail to show significant benefit 
with medical mask use in community settings, more observational and case-control studies 

Context 
• On June 5th, 2020, the WHO, despite a limited evidence base, provided guidance on the 

continuous use of medical masks by health workers and caregivers in areas of known or 
suspected community transmission regardless of whether direct care to COVID-19 patients is 
being provided. In addition they provided guidance to decision makers using a risk based 
approach for the use of masks in areas with community transmission of COVID-19 when 
physical distancing is difficult (ie. public transit, shops, or other confined or crowded spaces).  

• On May 20, 2020, the Public Health Agency of Canada recommended that non-medical masks 
be used in settings where it is not possible to maintain a 2-metre physical distance. The federal 
transportation minister then mandated mask use on planes, rail transport, and ships.  

• The government of Alberta has initiated distribution of 20 million, single-use non-medical masks 
to the community which appear to be of high grade (with a 3 layer design, purporting a 96% 
filtration rate for particles up to 3 um and Delta-R 1.7 which would meet FFP2 requirements).  

• Community mask use is now either encouraged or mandatory in over 80 countries, with many 
jurisdictions encouraging but not mandating the use of cloth masks; however, some countries 
such as Australia and New Zealand continue to not recommend community masking and have 
achieved low rates of COVID activity despite the lack of this particular intervention.  

• Shortages of medical (procedure, surgical masks) masks and N95 masks for health care 
workers persist globally and nationally. 

• With a focus on recovery and relaxation of social distancing in the context of the stabilization of 
the initial wave of the pandemic, the general population is returning to community and 
workplace settings where social distancing will not always be possible, which is driving interest 
in, and controversies around the use of cloth and home-made masks.     



Research Question • 2 
 

(both at higher risk of bias), have suggested that masks are protective. 
• The reasons for the lack of significant reduction for ARIs in the randomized trials is complex and 

may include: study design, setting, and human factors associated with wearing masks including 
low compliance with mask wearing, lack of concomitant hand hygiene, inoculation via the 
conjunctiva, frequent facial touching and mask adjustment leading to inoculation events, risk 
compensation behaviours, and self-contamination with inappropriate mask doffing. These 
possibilities have not been rigorously assessed.   

• Laboratory studies investigating the efficacy of masks in filtering viral particles as well as studies 
in medical settings with laboratory based endpoints for bacterial respiratory pathogens 
(Pseudomonas aeruginosa and Mycobacterium tuberculosis) point to a theoretical benefit to 
medical mask use as a form of source control (protecting others from the wearer). There are no 
laboratory studies with SARS-CoV-2 and only one looking at other human coronaviruses.  

• There are modelling studies and ecological data suggesting a benefit to medical mask use in 
the community via a reduction in viral transmission rates (R0) across wide ranges of community 
transmission levels. While these models are suggestive, they have significant inherent bias 
based on multiple assumptions including assumptions around mask efficacy in preventing 
transmission, and bundled interventions. 

• Based on lab-based bioaerosol and NaCl aerosol studies, medical masks are superior to 
homemade cloth masks, but non-medical masks and optimally constructed home-made masks 
may offer some protection in reducing dispersion of droplets. Laboratory-based studies are of 
highly variable quality, with only a few studies using industry approved filtration efficiency testing 
methods.  

• The newly released guidance from the World Health Organization suggests decision makers 
advising on non-medical mask use should take into consideration features of filtration efficiency 
(FE), breathability, number (and combination) of materials used, shape, coating and 
maintenance of cloth masks. The WHO suggests minimum Q (filter quality factor) score of the 
material chosen of 3 (three) based on expert consensus and engineering science and industry 
standards. They further suggest an optimal combination of material for non-medical masks 
should include three layers: 

1) an innermost layer of a hydrophilic material (e.g. cotton or cotton blends);  

2), an outermost layer made of hydrophobic material (e.g., polypropylene, polyester, or their 
blends) and  

3) a middle hydrophobic layer of synthetic non-woven material such as polypropylene, or a 
cotton layer which may enhance filtration or retain droplets 

• There is limited evidence of harms related to community mask wearing with no studies identified 
that have systematically looked at potential harms. Such harms could include behavioral 
modifications such as risk compensation/non-adherence to social distancing or optimal hand 
hygiene practices, self-contamination, induction of facial rashes, and increasing real or 
perceived breathing difficulties. There are also concerns about poor compliance or tolerance of 
masks in children or those with cognitive challenges and communication difficulties. 

• The only clinical study to examine cloth mask efficacy in preventing repiratory virus transmission 
was in a healthcare setting, comparing continuous cloth or medical masks use to usual practice. 
Among the comparator (usual practice) group, a large percentage of individuals used medical 
masks for part of the time. The study had significant methodological issues but did demonstrate 



Research Question • 3 
 

a significantly higher respiratory viral infection event rate of HCW using a 2-ply cotton cloth 
masks when compared with the use of standard practice. (Macintyre et al, 2015) 

• Pre-symptomatic transmission and asymptomatic transmission of SARS-CoV-2 have been 
described but the degree to which they contribute to community spread is unclear, At this point, 
there is no direct evidence that the use of a medical or homemade cloth mask or the wider use 
of masks in the community significantly reduces this risk. For more information, refer to the 
Asymptomatic Transmission of SARS-CoV-2 rapid review. 

Committee Discussion 
There was agreement that although the evidence base is poor, the use of masks in the community is 
likely to be useful in reducing transmission from community based infected persons, particularly those 
with symptomatic illness. One member was very concerned, and there was some agreement, that a 
focus on mask-use could lead to a reduced sense of personal risk, i.e. risk compensation. There is 
some evidence demonstrating less attention to social distancing and hand hygiene as the mainstays of 
prevention in a community setting. It was noted that while there is evidence from observational studies 
that medical masks may reduce ARIs and ILIs in health care settings, that there is no clinical trial 
evidence that use of non-medical or medical masks in the community reduces viral transmission.  

There was agreement that there is insufficient information to make a firm recommendation for the use 
of home-made (non-medical) masks in the community. In the face of difficulties in quantifying risk of 
asymptomatic transmission and potential benefit outweighing the harms of wider use of home-made 
masks in the community, several committee members felt strongly that we should carefully balance the 
recommendation for community use to reflect the precautionary principle as well as evidence gaps. 
One member felt that to achieve the maximum population benefit, the majority of people should be 
wearing masks in settings where physical distancing cannot be maintained. To account for these 
controversies, which were mostly based on uncertainties in the evidence, a Research Gaps section has 
been added.  

There was concern that we may be over-emphasizing the potential harm associated with the use of 
non-medical masks in the community, and there was general but not unanimous agreement to reduce 
this emphasis and focus on the need for systematic research looking at benefits and harms with clinical 
outcomes.  

This update was predominantly based on the WHO revised advice, but it was noted that there is little 
new evidence aside from information on filtration efficiency of different home-made masks since our 
last update. There remains a lack of data demonstrating benefit of cloth masks as currently used in the 
community, beyond lab based filtration studies. There remains a significant disconnect between RCTs 
and observational study results of community mask use, and significant confounding and bias in 
ecologic trials. Since the last version of this review, there is very little new data except new syntheses 
of previous studies, new modeling studies, and some new collations of cloth filtration characteristics. 
One reviewer commented on the system level issues with supporting medical and non-medical mask 
use in the community as important elements in addition to the patient level harms. 

One reviewer highlighted the importance of identifying specific level of guidance and evidence provided 
by the updated advice from the WHO. As little additional evidence was highlighted in this review, the 
emphasis of the WHO report was discussed: “the process of interim guidance development during 
emergencies consists of a transparent and robust process of evaluation of the available evidence on 
benefits and harms, synthesized through expedited systematic reviews and expert consensus-building 
facilitated by methodologists. This process also considers, as much as possible, potential resource 
implications, values and preferences, feasibility, equity, ethics and research gaps” (WHO, June 5, 
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2020). Therefore more specific description of the document, recommendations and the risk-based 
approach to community mask use with consideration of local epidemiology has been incorporated.  
(https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-
healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak) 
 
Lastly, committee members felt that the research gaps section should better highlight the remaining 
uncertainties regarding mask use in the community, and how they might be addressed. This would 
include better information about optimal mask construction, as well as more robust evidence about their 
impact on clinically relevant measures of benefit and harm. Finally, additional details about compliance 
with medical and non-medical mask use in the community would be helpful.   
 
Recommendations 

1. In light of concerns around PPE shortages, medical masks should continue to be prioritized for 
HCWs in direct patient care roles. HCWs should continue to wear medical masks whenever 
providing direct patient care and whenever social distancing is not possible in health care 
settings. 

2. In the community, medical mask use should be prioritized for those with any symptoms 
suggestive of COVID-19, as a form of source control. Community caregivers of potentially 
infectious COVID-19 patients and care providers for those who are more vulnerable to severe 
infection in the household setting should also wear medical or well-constructed non-medical 
masks as a form of protection.  

3. In settings where social distancing cannot be maintained, medical masks or high-quality non-
medical masks should be encouraged as a form of protection for those vulnerable to severe 
COVID-19 infection outcomes. Vulnerable populations include those over 60 and those with 
comorbidities or immunosuppression. 

4. Evaluation of the extent of community transmission of SARS-CoV-2 is required to continually 
assess the risks and benefits of community mask use in various situations, although there is 
insufficient evidence to recommend specific epidemiologic thresholds for this purpose. This is 
consistent with WHO guidance which advises decision makers to apply a risk-based approach 
focusing on specific criteria when considering or encouraging the use of masks for the general 
public that incorporates consideration of local epidemiology. The WHO encourages use of a 
well-constructed non-medical mask, designed according to the available evidence from 
materials engineering science, as a possible method of reducing risk of transmission of COVID-
19 when social distancing is not possible. Situations where this may be particularly relevant 
include: on public transportation, workplaces necessitating close proximity to other workers or 
the public, or when entering and exiting public buildings. 

5. In light of widespread interest in masks and anecdotal evidence of potentially harmful, 
inappropriate use by the public, health officials should widely communicate the need for both 
optimal mask construction and mask “etiquette”. It is important to strengthen the messaging that 
their use not replace the need for maintaining social distancing and hand hygiene as more 
important strategies to prevent transmission of COVID-19; and the need to not touch the mask, 
to replace when soiled or wet and ensure appropriate laundering. Current advice on when and 
how to wear home-made or non-medical masks is available at: 
https://www.albertahealthservices.ca/topics/Page16997.aspx#prev 

https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.albertahealthservices.ca/topics/Page16997.aspx#prev
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Research Gaps 

1. While there is some additional evidence, there is a need for further research into the optimal 
construction and fabric composition of home-made or non-medical masks and their efficacy in 
protection against transmission or acquisition of SARS-CoV-2. 

2. Currently, we only have theoretical benefit demonstrated in laboratory studies of the filtration 
capabilities of cloth masks. Further studies assessing population benefits and harms of home-
made (non-medical) masks are urgently required. These studies should include RCTs that 
assess clinical outcomes. 

3. Studies evaluating the frequency and compliance of mask use by individuals in clinical and 
community settings, potentially using longitudinal surveys and/or contact tracing data would be 
of benefit while awaiting more rigorous trial results. 

 
Summary of Evidence 
Since the last update on April 21, 2020, the World Health Organization has provided new guidance on 
the use of masks in the community. There has also been a significant number of new studies examining 
their use. However, there is only one new clinical study. The remainder of the studies have been 
multiple new systematic reviews and meta-analyses of previously published clinical studies, modelling 
studies, and laboratory-based studies of various homemade materials. 
 
International guidelines and practices for use of masks in the community setting: 
 
World Health Organization guidance on the use of masks in the community 
 
On June 5th, the WHO provided an update to prior guidance from April 6th. 2020. 
The process of interim guidance development during emergencies consists of a transparent and robust 
process of evaluation of the available evidence on benefits and harms, synthetized through expedited 
systematic reviews and expert consensus-building facilitated by methodologists. This process also 
considers, as much as possible, potential resource implications, values and preferences, feasibility, 
equity, ethics and research gaps (https://www.who.int/publications/i/item/advice-on-the-use-of-masks-
in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-
(2019-ncov)-outbreak). 
 
The primary differences with this update included: 
Updated information on transmission from symptomatic, pre-symptomatic and asymptomatic people 
infected with COVID-19, as well as an update of the evidence of all sections of this document;  
• New guidance on the targeted continuous use of medical masks by health workers working in clinical 
areas in health facilities in geographical areas with community transmission1 of COVID-19;  
• Updated guidance and practical advice for decision-makers on the use of medical and non-medical 
masks by the general public using a risk-based approach;  
• New guidance on non-medical mask features and characteristics, including choice of fabric, number 
and combination of layers, shape, coating and maintenance. (WHO, June 2020) 
 (see Table 1 in the Appendix).  
 
As it relates to the: Targeted continuous medical mask use by health workers in areas of known 
or suspected COVID-19 community transmission, the updated WHO guidance document 
suggests the following guidance: (WHO, June 5, 2020) 
 
In the context of locations/areas with known or suspected community transmission or intense outbreaks 

https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
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of COVID-19, WHO provides the following guidance:  
• Health workers, including community health workers and caregivers, who work in clinical areas should 
continuously wear a medical mask during their routine activities throughout the entire shift; apart from 
when eating and drinking and changing their medical mask after caring for a patient who requires 
droplet/contact precautions for other reasons;  
• According to expert opinion, it is particularly important to adopt the continuous use of masks in 
potential higher transmission risk areas including triage, family physician/GP practices, outpatient 
departments, emergency rooms, COVID-19 specified units, haematological, cancer, transplant units, 
long-term health and residential facilities;  
• When using medical masks throughout the entire shift, health workers should make sure that:  

• the medical mask is changed when wet, soiled, or damaged;  
• the medical mask is not touched to adjust it or displaced from the face for any reason; if this 

happens, the mask should be safely removed and replaced; and hand hygiene performed;  
• the medical mask (as well as other personal protective equipment) is discarded and 

changed after caring for any patient on contact/droplet precautions for other pathogens;  
• Staff who do not work in clinical areas do not need to use a medical mask during routine activities 
(e.g., administrative staff);  
• Masks should not be shared between health workers and should be appropriately disposed of 
whenever removed and not reused;  
• A particulate respirator at least as protective as a US National Institute for Occupational Safety and 
Health-certified N95, N99, US FDA surgical N95, European Union standard FFP2 or FFP3, or 
equivalent, should be worn in settings for COVID-19 patients where AGPs are performed (see WHO 
recommendations above). In these settings, this includes its continuous use by health workers 
throughout the entire shift, when this policy is implemented.  
 
To be fully effective, continuous wearing of a medical mask by health workers, throughout their entire 
shift, should be implemented along with other measures to reinforce frequent hand hygiene and 
physical distancing among health workers in shared and crowded places where mask use may be 
unfeasible such as cafeterias, dressing rooms, etc.  
 
The following potential harms and risks should be carefully taken into account when adopting this 
approach of targeted continuous medical mask use, including:  
• self-contamination due to the manipulation of the mask by contaminated hands;  
• potential self-contamination that can occur if medical masks are not changed when wet, soiled or 
damaged;  
• possible development of facial skin lesions, irritant dermatitis or worsening acne, when used 
frequently for long hours  
• masks may be uncomfortable to wear; 
• false sense of security, leading to potentially less adherence to well recognized preventive measures 
such as physical distancing and hand hygiene;  
• risk of droplet transmission and of splashes to the eyes, if mask wearing is not combined with eye 
protection;  
• disadvantages for or difficulty wearing them by specific vulnerable populations such as those with 
mental health disorders, developmental disabilities, the deaf and hard of hearing community, and 
children;  
• difficulty wearing them in hot and humid environments.(WHO, June 5, 2020) 
 
 



Research Question • 7 
 
As it relates to the WHO updated Advice to decision makers on the use of masks for the general 
public  
 
WHO advises decision makers to apply a risk-based approach focusing on the following criteria when 
considering or encouraging the use of masks for the general public: 
 
Taking into account the available studies evaluating pre- and asymptomatic transmission, a growing 
compendium of observational evidence on the use of masks by the general public in several countries, 
individual values and preferences, as well as the difficulty of physical distancing in many contexts, 
WHO has updated its guidance to advise that to prevent COVID-19 transmission effectively in areas of 
community transmission, governments should encourage the general public to wear masks in specific 
situations and settings as part of a comprehensive approach to suppress SARS-CoV-2 transmission .  
WHO advises decision makers to apply a risk-based approach focusing on the following criteria when 
considering or encouraging the use of masks for the general public:  
 

1. Purpose of mask use: if the intention is preventing the infected wearer transmitting the virus 
to others (that is, source control) and/or to offer protection to the healthy wearer against 
infection (that is, prevention).  
2. Risk of exposure to the COVID-19 virus:  
- due to epidemiology and intensity of transmission in the population: if there is community 
transmission and there is limited or no capacity to implement other containment measures such 
as contact tracing, ability to carry out testing and isolate and care for suspected and confirmed 
cases.  
- depending on occupation: e.g., individuals working in close contact with the public (e.g., social 
workers, personal support workers, cashiers).  
3. Vulnerability of the mask wearer/population: for example, medical masks could be used by 
older people, immunocompromised patients and people with comorbidities, such as 
cardiovascular disease or diabetes mellitus, chronic lung disease, cancer and cerebrovascular 
disease.  
4. Setting in which the population lives: settings with high population density (e.g. refugee 
camps, camp-like settings, those living in cramped conditions) and settings where individuals 
are unable to keep a physical distance of at least 1 metre (3.3 feet) (e.g. public transportation).  
5. Feasibility: availability and costs of masks, access to clean water to wash non-medical 
masks, and ability of mask wearers to tolerate adverse effects of wearing a mask.  
6. Type of mask: medical mask versus non-medical mask  

 
Based on these criteria, (Table 1 in appendix) provides practical examples of situations where the 
general public should be encouraged to wear a mask and it indicates specific target populations and 
the type of mask to be used according to its purpose. The decision of governments and local 
jurisdictions whether to recommend or make mandatory the use of masks should be based on the 
above criteria, and on the local context, culture, availability of masks, resources required, and 
preferences of the population. 
 
Masking recommendations 
The following link provides a list of countries recommending or requiring community use of masks: 
https://masks4all.co/what-countries-require-masks-in-public/  
It is updated daily.  
 

https://masks4all.co/what-countries-require-masks-in-public/
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Mask provision 
Foreseeing impending medical mask shortages, Taiwan enlisted multiple interventions to try to prevent 
them. These included: state-controlled production and distribution of medical masks with daily, 
individual, name-based rations of masks (at modest cost) distributed at local drugstore and free 
provision of masks for school-aged children. South Korea also implemented state control over 
manufacturing and now provides a weekly ration of two masks 
(https://www.nytimes.com/2020/04/01/opinion/covid-face-mask-shortage.html).  

In Japan (https://english.kyodonews.net/news/2020/04/67ad0dfcd954-delivery-of-cloth-masks-from-
govt-starts.html), Hong Kong (https://www.qmask.gov.hk/about/), and Singapore 
(https://www.gov.sg/article/when-should-i-wear-a-mask) mass-manufactured, re-usable, cloth masks 
are being provided to citizens. In Hong Kong, pre-registered, low-income families may also receive 5 
disposable medical masks per week for 10 weeks at vending machine dispensers 
(https://finance.yahoo.com/news/world-development-mask-dispensers-live-133000505.html).  

The city of Los Angeles is providing garment manufacturers with crude guidelines on sewing non-
medical masks (https://www.dropbox.com/s/x9myr2t9mhxd4zo/COVID_Mask-Manufacturer-
Packet.pdf?dl=0) that can then be sold to the public. 

Current evidence on COVID-19 Transmission: 
It is accepted that SARS-CoV-2 is transmitted via droplets (<5 μm) expelled when a patient sneezes or 
coughs. However, the exact distance droplets can travel has been called into question (Bourouiba, 
2020). Others have also posited the possibility of SARS-CoV-2 transmission through ordinary speech 
(Asadi S et al, 2020). There is also increasing concern regarding pre-symptomatic, pauci-symptomatic, 
or rarely, asymptomatic transmission of COVID-19, wherein individuals have RT-PCR detectable 
SARS-CoV-2 from nasal or throat swabs prior to or without development of symptoms (Bai et al. 2020, 
Chan et al. 2020, Pan et al. 2020, Kimball et al. 2020, Wei et al. 2020, and Li et al. 2020). It also 
appears that viral loads are highest during the early symptomatic phase (To et al. 2002, Wolfel et al. 
2020, and Bai et al. 2020) or even the pre-symptomatic stage. Indeed, He et al. 2020 infer that 
infectiousness may peak on or before symptom onset and through modelling, estimate that up to 44% 
of secondary cases were infected during the index cases’ pre-symptomatic stage. Therefore, the main 
theoretical benefit of masks during the COVID-19 pandemic would be as a form of source control to 
minimize dispersion of the expelled viral particles from individuals unknowingly transmitting disease.  
 
For more information, refer to the Asymptomatic Transmission of SARS-CoV-2 Rapid Review. 
 
Clinical studies and systematic reviews examining use of medical masks to prevent 
transmission of COVID-19:  
One new clinical study has examined masks for prevention of COVID-19 transmission in the 
community, specifically, in the household setting. Wang Y et al, 2020 undertook a retrospective study 
of 335 people (124 families) to determine characteristics and practices of both the source case and 
their contacts that were predictors of secondary transmission. They determined that if one or more 
members of the household (either the primary case or their contacts) wore a mask before development 
of symptoms, there was a 79% reduction in transmission (OR=0.21, 95% CI: 0.06 to 0.79). In another 
study of 105 cases (imported from Wuhan to other centres) and 392 household contacts, the overall 
attack rate in households was 16.9%, but was 0% in households of 14 index patients who reportedly 
self isolated (used masks, dining separately, and residing alone within the home) upon (not before) 
symptom development (Wei Li et al, 2020). 
 

https://www.nytimes.com/2020/04/01/opinion/covid-face-mask-shortage.html
https://english.kyodonews.net/news/2020/04/67ad0dfcd954-delivery-of-cloth-masks-from-govt-starts.html
https://english.kyodonews.net/news/2020/04/67ad0dfcd954-delivery-of-cloth-masks-from-govt-starts.html
https://www.qmask.gov.hk/about/
https://www.gov.sg/article/when-should-i-wear-a-mask
https://finance.yahoo.com/news/world-development-mask-dispensers-live-133000505.html
https://www.dropbox.com/s/x9myr2t9mhxd4zo/COVID_Mask-Manufacturer-Packet.pdf?dl=0
https://www.dropbox.com/s/x9myr2t9mhxd4zo/COVID_Mask-Manufacturer-Packet.pdf?dl=0
https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-rapid-response-asymptomatic-transmission.pdf
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Clinical evidence for the use of medical masks in mixed settings (clinical and community) prior to 
COVID-19 has been well summarized in three separate systematic reviews and meta-analyses 
(Jefferson et al. 2011, Offeddu et al. 2017, Saunders-Hastings et al, 2017). Offeddu et al. focused 
only on health-care settings, Jefferson et al. 2011 and Saunders-Hasting et al. 2017 looked at mixed 
settings. All three reviews reported methodologic concerns related to the randomized trials that were 
often under-powered and prone to reporting biases. Offeddu et al, did a meta-analysis of RCTs 
comparing any mask (medical or N95) to no masks. They found that masks conferred significant 
protection against self-reported clinical respiratory illness (RR = 0.59; 95% CI: 0.46–0.77) and 
influenza-like illness (RR = 0.34; 95% CI: 0.14–0.82) but only a non-statistically significant effect 
against laboratory-confirmed viral infections. A meta-analysis of observational studies noted a 
protective effect of medical masks vs. no mask (OR = 0.13; 95% CI: 0.03–0.62) against SARS. 
Jefferson et al, 2011 undertook a meta-analysis of seven case-control studies (~50% of participants 
were not health care workers) with 3216 participants and found fewer acute respiratory infections with 
medical mask use, OR 0.32, 95% CI 0.26 to 0.39. Of all physical interventions (including hand hygiene, 
gowns and gloves), masks were the most effective. In a meta-analysis of three case-control studies 
(19% of the participants being in a household setting), Saunders-Hastings et al. found that medical 
masks provided a non-significant protective effect against pandemic influenza (OR = 0.53; 95% CI 
0.16–1.71; I 2 = 48%).  
 
Clinical evidence for the use of masks in the community setting (only) has also been examined, with 
three systematic reviews by Brainard et al, 2020 (preprint), MacIntyre et al, 2015, and Barasheed et 
al, 2016. Brainard et al, 2020 identified 31 different studies (including pre-post, cross-sectional, case-
control, observational, and randomized controlled trials). 12 studies were RCTs. These authors found 
the evidence to be of low to very low certainty and concluded that “the evidence is not sufficiently 
strong to support widespread use of facemasks as a protective measure against COVID-19. However, 
there is enough evidence to support the use of facemasks for short periods of time by particularly 
vulnerable individuals when in transient higher risk situations.” MacIntyre et al. 2015, identified 9 RCTs 
of facemasks in diverse settings (households and community), and with varied designs and 
interventions (ie. combination hand washing and facemasks). Due to the heterogeneity, no meta-
analysis was undertaken. The results were inconclusive. A copy of the table summarizing these 9 
articles is provided in Table 2 of the Appendix. In general, the RCTs included use of a surgical grade 
facemask but the observational studies did not provide adequate description of the types of masks 
used.  
Barasheed et al. 2016, pooled the results of 13 heterogeneously designed studies examining the 
effectiveness of medical masks at preventing variably defined acute respiratory infection endpoints 
arising during the Hajj pilgrimage. Based on studies which the authors deemed to be of “average” 
quality, they found a small, statistically significant benefit (RR 0.89, 95% CI 0.84-0.94). However, 
pooling of studies of vastly different design may be considered inappropriate from an analytic 
perspective and it is possible this small difference disappears when a more appropriate pooling is done.  
 
Since the completion of the last review, multiple new systematic reviews, with or without meta-
analyses, have been completed. They almost exclusively re-examined the studies already included in 
the reviews mentioned above. 
Any setting: 

• Chu et al, 2020 did a systematic review and meta-analysis of observational studies (using 
frequentist, Bayesian meta-analysis, and random effects meta-regressions) to look at the impact 
of physical distancing, masks, and eye protection. Their analysis was limited to studies of 
coronaviruses (SARS-CoV-2, SARS-CoV, and MERS-CoV). They did not identify any 
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randomized controlled trials. They found any masks (N95, medical mask, or 12-16 layer cotton) 
reduced risk of infection (unadjusted n=10,170, RR 0.34, 95% CI 0.26-0.45; adjusted studied 
n=2647, aOR 0.15, 95% CI 0.07-0.34) when compared to no mask. When only medical or 12-16 
layer cotton masks were compared with no mask, the protective effect was diminished but 
persisted (aOR 0·33, 95% CI 0·17–0·61). There was no comparison of medical masks to cotton 
masks. When only the 3 community-based studies were included, masks remained protective 
(RR 0.56, 95% CI 0.40-0.79). Using the GRADE category of evidence, the findings were 
deemed to be of low certainty. This study was limited by the observational nature of the studies 
included which are subject to significant bias.  

• Jefferson et al, 2020 (pre-print) updated their previous review looking at physical interventions 
to stop the spread of respiratory viruses, this time focusing only on randomized and cluster 
randomized trials. 14 trials assessed the impact of mask wearing. Looking at general 
population, there was no reduction in ILI cases (RR 0.93, 9% CI 0.83 to 1.05) nor in laboratory-
confirmed influenza (RR 0.84, 95% CI 0.61-1.17). No benefit was identified in health care 
workers either.  

• Liang et al. (pre-print) examined use of any type of mask in any setting in preventing 
respiratory virus transmission. In the subgroup of non-HCW, a protective effect was found with a 
pooled OR of 0.53 (95% CI=0.36 - 0.79), this effect persisted in both household (OR=0.60, 95% 
CI=0.37-0.97) and the non-household settings (OR=0.44, 95% CI=0.33-0.59). The RCTs 
included in this study scored 3 or 4/5 on the Jadad scale, but it should be noted that this a 
quality assessment tool whose use is discouraged by the Cochrane Collaboration with concerns 
of its ability to detect bias. 

• MacIntyre R and Chughtai AA, 2020 looked only at randomized controlled trials. Including 
eight trials in community settings, and concluded that when masks were used by ill individuals, 
their well contacts were protected. Of note, these findings were dissimilar from many others in 
that among health care workers in clinical settings, they found that only continual use of 
respirators was beneficial, with medical masks found to be less effective and cloth masks were 
even less effective than medical masks.  

Community settings only: 
• Wei et al. (pre-print) did a systematic review and meta-analysis of 8 RCTs examining any type 

of mask in the community setting. Masks lowered the risk of developing ILI (pooled RR=0.81, 
95% CI: 0.70-0.95).  

• In a pre-registered, rapid review using Bayseian analysis, Pereski et al. (pre-print) identified 21 
studies examining incidence of ILI (variably reported) in the community. All masks types were 
considered. 1/11 RCTs and 6/10 observational studies found that masks reduced incidence of 
ILI. They found that while RCTs showed a moderate likelihood of a small effect of wearing 
medical masks in the community to reduce self-reported ILI, the risk of reporting bias was high. 
The evidence for reduction of clinically or lab-confirmed infection was equivocal. By contrast, 
observational studies showed that masks reduced incidence of ILI but there was a high risk of 
confounding and reporting bias. The difference in the findings between RCTs and observational 
studies was also noted previously by Brainard et al.  

Cloth masks only: 
• Mondal et al. (pre-print) looked at the utility of cloth masks in any setting. They included both 

clinical and non-clinical studies, in what can be more accurately described as a scoping review. 
They found two clinical studies, only one of which assessed the clinical effectiveness of cloth 
masks. This was the study by MacIntyre et al, 2015 which is discussed later in this review. In 
the laboratory studies, cloth mask filtration efficiency was highly variable, between 3-95%, likely 
reflecting the highly variable materials and measurement techniques.  
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Laboratory based studies examining use of medical masks to prevent transmission of COVID-
19: 
Given the challenges of clinical studies, another approach has been to directly measure the efficacy of 
medical masks in both filtering exhaled respiratory viruses and in providing a barrier to entrance of 
pathogens. 

In the only laboratory study to look at coronaviruses, Leung et al, April 2020 found that coronaviruses 
could be detected in respiratory droplets (>5um) and aerosols (<5 uM) in 3/10 (30%) and 4/10 
(40%) of samples collected without medical masks, respectively. They did not detect any virus in 
respiratory droplets or aerosols collected from participants wearing medical masks.  

Multiple other studies have examined the use of masks for preventing spread of other respiratory 
pathogens. Milton et al, 2013 found that medical masks reduced influenza viral copy numbers in 
exhaled samples by ~3-25 fold (depending on the size of the particle). Johnson et al, 2009 could 
detect influenza in all samples of exhaled breath where a mask was not worn but detected no influenza 
virus by RT-PCR with medical masks. In two separate studies medical masks reduced the release of 
Pseudomonas aeruginosa in patients with cystic fibrosis both when worn for short (Stockwell et 
al, 2018) and longer durations (Stockwell et al, 2018). Dharmadhikari et al, 2012, examined the 
benefit of medical masks as a form of source control on a multi-drug resistant tuberculosis ward 
where exhaust air from patients is delivered to guinea pig exposure chambers. Compared to 
patients who did not wear a masks, patients who did wear a mask infected 56% fewer guinea-pigs 
(36/90 vs 69/90 infected guinea pigs).  

Two studies have examined the effectiveness of medical masks to protect the wearer, as a barrier 
against viral bioaerosols. Ma et al, 2020 found that compared with one-layer of polyester, medical 
masks blocked 97.15% of avian influenza viral bioaerosols while a 4-layer homemade mask blocked 
95.15%. The high efficacy rates of the masks may have been related to the unrealistically tight seals in 
the model used. Makison-Booth et al, 2013 realistically adhered masks to the face of a mannequin 
and then measured the amount of viable live influenza virus from the air in front and behind of five 
different types of surgical masks. They found that medical masks reduced exposure to aerosolized 
influenza virus by approximately 6-fold. 
Thus, the preponderance of lab-based studies (Milton et al 2013, Johnson et al, 2009, Stockwell et al. 
2018, Stockwell et al. 2018, Dharmadhikari et al, 2012, and Leung et al, 2020) suggest the benefit of a 
mask is as a method of source control with reduction of the amount of respiratory virus released by 
exhaled particles. That is, the public would be protected from respiratory spread of infection from the 
mask wearer. 

Other studies (modelling, ecological, anecdotal, etc) examining use of medical masks to prevent 
transmission of COVID-19: 
 
Influenza transmission models:  
Brienen et al, 2010 developed a population transmission model to explore the impact of population-
wide mask use on an influenza pandemic. They assumed that the reduction in infection risk would be 
proportional to the reduction in exposure to the virus based on particle retention by the mask and mask 
coverage (number of people appropriately wearing masks). It is unknown if this assumption is valid. 
They concluded that masks could lower the basic reproduction number, at least delaying, if not 
containing, an influenza outbreak. A detailed transmission model by Trachet et al, 2009; however was 
less optimistic, concluding that while 10% of the population using N95 masks could result in a 20% 
reduction in H1N1, even 50% of the population wearing medical masks would only results in a 6% 
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reduction in number of cumulative cases. In their model, Yan et al, 2019, found that at a population-
level compliance of 50%, all types of masks—except low-filtration surgical mask—could reduce 
prevalence of influenza outbreak to <5%. At a compliance rate of 80%, low-filtration surgical masks (not 
otherwise defined) could reduce prevalence by 50%.  
 
COVID-19 models: In a model assessing various local interventions, Tian et al, 2020 (preprint) 
estimated reductions in the basic reproduction number R0 of SARS-CoV-2 with different interventions. 
Assuming masks reduce R0 by a factor (1 − epm)2, where e is the efficacy of trapping viral particles 
inside the mask, and pm is the percentage of the population that wears masks – for example, if 50% of 
the population wears a mask and the mask has a 50% efficacy at trapping particles, R0 could drop to 
1.35 (down from ~2.4). It is unknown if this assumption is valid.  
 
Eikenberry et al. 2020 developed a mathematical model that adapted the SEIR model of Breinen et al. 
and Trachet et al. to the COVID19 pandemic epidemiologic parameters and then looked at the impact 
of varying mask efficacy and compliance rates on transmissions and epidemiologic outcomes (death, 
hospitalizations). They found that 80% coverage of masks that are only 20% effective could still reduce 
the effective transmission rate by 1/3. Applied to a case study of Washington state, this could translate 
into a reduction in mortality of 24-65%. Javid et al, 2020 (pre-print) created a simple, proof of 
principle, SIR model, assuming that masks reduced transmission by 8-16%. Like Eikenberry et al. 
where there was more mortality benefit seen in areas of lower transmission, Javid et al. noted a more 
substantial reduction on deaths when the effective R approached 1. Finally, Worby et al, 2020 (pre-
print) created a SEIRD model to test various strategies for mask allocation (ie. different percentage of 
allocation to symptomatic vs asymptomatic individuals; or to the elderly population). First, they found 
that the more effective the mask, the lower the population uptake required. That is, deaths could be 
reduced by 65% with 15% coverage of a highly effective mask (75%) whereas they would be reduced 
by only 10% with 30% coverage with a low effectiveness mask (25% containment). In terms of mask 
allocation, they identified that prioritizing the elderly and maintaining a supply for identified infectious 
cases is a superior strategy to random distribution.  
 
It should be noted that all the modelling studies listed vary the effectiveness of masks in the model; 
however, they do not assume that masks can carry harms that could outweigh benefits.  
 
In an ecologic study, Lo JY et al, 2005 found that in the setting of “community hygienic measures” 
promotion during the SARS 2003 epidemic in Hong Kong, where ~76% of individuals were wearing 
masks, the proportion of positive specimens of other respiratory viruses dropped significantly in 2003. A 
similar finding has been noted in Hong Kong since February 2020, where again mask use has 
increased with the COVID19 outbreak (Leung et al, 2020). Kenyon et al. (pre-print) compared 
countries who had implemented mask use vs no-mask use (as a binary outcome). At the time of the 
analysis, 8/49 countries promoted universal mask use. After adjusting for date of the first COVID-19 
diagnosis in the country and testing intensity, they found that masking resulted in an average decrease 
of 326 cases per 1,000,000 inhabitants (linear coefficient -326, -601 to -51, p=0.021). These studies do 
not allow the effect of masks to be separated from other community measures, including social 
distancing with school closure, public space closures, hand hygiene, and household hygiene 
campaigns. When undertaking ecological comparisons, it should be noted that countries such as New 
Zealand, Australia, Denmark, and Switzerland have had success at containment of their epidemics 
without the use of universal masking.  
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There are also two case cluster reports outlining the benefits of community mask use. It is unclear if 
medical or non-medical masks were used. Zhang et al, 2013 assessed transmission of influenza A 
virus on two flights from the United States to China. None of the 9 influenza-infected passengers, 
compared with 47% (15/32) of control-passengers wore a face mask. Unfortunately, this report does 
not include any information regarding the location of the other passenger relative to the index case. Liu 
et al, 2020 report a case of a SARS-CoV-2 infected male who took two separate buses to return to his 
hometown. On the first 2-hour bus ride, he did not wear a mask and 5/39 passengers were infected. By 
contrast, on his second ride, a 50-minute ride, he wore a mask and 0/14 passengers were infected. 
While Schwartz et al. 2020 do not focus on the use of a mask by the source case, the source case 
was masked during a flight from China to Toronto where no SARS-CoV-2 transmissions were identified.  
 

Studies of cloth masks: 
 
Clinical studies 
The only clinical study of cloth masks is a cluster randomized trial of cloth masks at all times vs medical 
masks at all times (2 masks/8h) vs a standard practice arm in hospitals in Vietnam (Macintyre et al, 
2015). In this study, cloth mask users had higher rates of ILI compared with the control arm, RR=6.64, 
95% CI 1.45 to 28.65 and more laboratory-confirmed virus, RR=1.72, 95% CI 1.01 to 2.94. Compared 
to medical masks, the RR for ILI was 13.25 in the cloth mask arm and 3.8 in the control (mixed) arm. A 
possible hypothesis for the worse outcome with cloth masks is that when they become wet, they are 
more likely to trap viral particles. Alternatively, there may be inadequate washing of the masks.  
 
However, a methodologic concern was that the control arm consisted of high rates of mask wear. 
Specifically, in the control arm, (170/458) 37% used medical masks and (245/458) 53% used a 
combination of medical masks and cloth masks, with 24% of control arm participants wearing masks for 
more than 70% of working hours (versus 57% of participants in the other 2 arms adherent to masks for 
>70% of working hours). This renders the comparison to have been consistent cloth mask use, to 
consistent medical mask use, to inconsistent use of any mask type. Therefore, while the study may 
have conclusively shown the superiority of medical masks to cloth masks in preventing infection 
acquisition in a health-care setting, it cannot be used to reliably evaluate cloth masks to no masks in a 
community setting. Given the sudden interest in cloth-mask use, the authors published a response to 
their own article on March 30, 2020 (MacIntyre et al. 2020) wherein they state that HCW should not 
work without adequate PPE but if they choose to work with a cloth masks, thorough and daily 
disinfection is required to prevent potential harms. In another commentary, the same author (MacIntyre 
CR and Hasanain SJ, 2020) supports universal masking, stating “There is more evidence supporting 
face mask use in the community than hand hygiene including in RCTs which compare both 
interventions directly, so it is inconsistent to advocate hand hygiene as a sound principle but not 
masks.” 
 
Laboratory based studies 
Several contemporary and historical studies have looked at whether homemade masks are able to 
reduce the physical spread of droplets by the mask wearer. In a laser-light scattering experiment, 
Anfinrud et al. 2020, qualitatively showed that while regular speech resulted in droplets ranging in size 
from 20 to 500 µm, a slightly damp washcloth over the mouth could decrease these forward moving 
particles. After assessing the filtration performance of a variety of household fabrics (using NaCl 
aerosols of smaller size than droplets), Rangesamy et al, 2010 concluded that while markedly 
inferior to N95 respirators, the filtration rate of some household materials was comparable to 
surgical masks. Davies et al, 2013 found that masks made from cotton t-shirt fabric had a filtration 
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efficiency of viral particles of ~50% as compared to ~90% for medical masks and that medical masks 
were 3 times more effective in blocking transmission than homemade masks. Dato et al. 2006, also 
found some protection against an aerosol challenge with the use of a homemade cotton mask.  
 
We identified two studies examining the theoretical benefit of homemade masks in reducing 
personal risk of exposure to particles. As previously noted, Ma et al. 2020, found a homemade 
mask of one polyester cloth layer and 4 layers of kitchen paper to be as effective as medical 
masks in providing protection against avian influenza virus bioaerosols. However, an artificially 
tight seal may have been present in this model. van der Sande et al, 2008 found that medical masks 
provided about twice as much protection as homemade masks against the entrance of particles. 
Notably and unlike other groups, they did not find that masks significantly prevented outward dispersal.  
 
Since the last update, we identified multiple other laboratory-based studies investigating filtration 
efficiency, 3 of which were completed since the last update.  
Historical studies 

• Greene et al, 1961 had volunteers wear muslin and flannel masks (the standard for medical 
masks at the time) in a contained chamber. Bacterial recovery on agar sedimentation plates 
was dramatically reduced (by 88% to >99% depending on the particle size).  

• Quesnel et al, 1975 used a similar chamber to Green et al. and volunteers were asked to try 4 
disposable medical masks and one cotton mask. The filtration efficiency of the cotton mask 
(after 30 minutes of wear) for larger droplets (>3 μm) >99%.  

Air pollution and fine particulate matter (aerosol) studies (<2.5 μm) 

• A study by Shakya et al. 2017, that was assessing filtration potential of cloth masks for fine 
particulate matter (air pollution related study) noted that the filtration efficiency of three particle 
sizes (30, 100, and 500 nm) ranged from 15% to 57%, thus they felt that cloth masks would be 
of limited utility for particles<2.5 μm. 

• Jung et al, 2014, also assessed a variety of masks for protection against aerosols. Their testing 
adhered to the Korean Food and Drug Administration (KFDA) [similar to the European Union 
(EU) protocol] and the National Institute for Occupational Safety and Health (NIOSH) protocols. 
44 different types of masks were tested. On average, the aerosols used for testing were less 
than 2.5 μm. The filtration efficiency of medical masks was only about 60% and only in the 2-
12% range for cloth handkerchiefs. Pressure drop was also measured. They found that “general 
masks” and handkerchiefs provided little protection against aerosols.  

• Jang et al, 2015 [only available in Korean; abstract was reviewed], using polydisperse NaCl 
aerosols (0.3~10 μm), compared five commercial cloth masks vs. a respirator. The filtration 
efficiencies varied from 9.5-28.5% as compared with 91% by the respirator but increased by 
1.7-6.8 times after folding to create multiple layers. Washing once reduced filtration efficiency. 
The authors warned that cloth masks were inadequate in protecting against particulate matter.  

Bioaerosol and polydisperse NaCl aerosol studies 

• Rodriguez-Palacios et al, 2020 (pre-print) used household spray bottles filled with a bacterial 
suspension to see whether various textiles could prevent dispersion of the bacterial solution 
(which they said mimicked a sneeze) onto agar containing Petri dishes. All the fabrics used, 
even in one layer, reduced droplet dispersion to <30cm. As a double layer, they were as 
effective as medical masks and reduced droplet dispersion to <10cm. The relevance of this 
model is questionable. 
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• Wang et al, 2020 (pre-print) used industry approved standardized tests to compare 17 different 
fabrics against approved medical masks. Testing pressure difference (breathability), particle 
filtration efficiency, bacterial filtration efficiency, and resistance to surface wetting, they found 
that only 3 materials would pass industry standards. The results showed that three double-layer 
materials including double-layer medical non-woven fabric (example, polypropylene) medical 
non-woven fabric plus non-woven shopping bag, and medical non-woven fabric plus granular 
tea towel could meet all the standards of breathability, particle filtration efficiency (>30%), and 
resistance to surface wetting, and were close to the standard of the bacterial filtration efficiency 
(>95%). 

• Aydin et al, 2020 (preprint) compared one brand of medical mask to a variety of homemade 
fabrics to assess for: efficiency of blocking droplets, breathability, weight, hydrophilicity, and 
texture. To measure droplet blockage (or filtration) efficiency, they used a metered-dose inhaler 
(MDI) loaded with fluorescent beads, of similar size to SARS-CoV-2 virus (70-100nm). A petri 
dish covered with the various materials was then held 36mm and 300mm away from the MDI 
and the number of fluorescent beads penetrating through to the petri dish were measured. In 
this study, even one layer of a 100% cotton t-shirt had 91% efficiency. And while a blend of 
cotton and polyester had only 40% efficiency, this increased to 99.98% with 3 layers. They 
concluded that multiple fabrics were comparable to a medical mask in terms of filtration and 
breathability. However, a 2-3 layer cotton/polyester blend was the closest; despite being far less 
hydrophobic. Of note, the materials appear to have been tightly adhered to the petri dish. 

• Konda et al, 2020 also tested a variety of household materials. They introduced a polydisperse 
NaCl aerosol into a mixing chamber, where it passed through the material being tested (held 
down tightly by a clamp). They analyzed particle size with two different particle analyzers and 
followed the protocol used for testing face respirators in compliance with the NIOSH 42 CFR 
Part 84 test protocol. For droplets >300nm, several materials had filtration efficiency equivalent 
to a medical mask (>95% efficiency), including even one layer of a high thread count cotton. 
However, the authors recommended a hybrid fabric (cotton + silk) that could leverage both 
mechanical and electrostatic properties. Furthermore, the authors found that even small gaps 
(hole of 1% surface area) could reduce filtration efficiency by 60%, highlighting the importance 
of a tight fit  

• Zhao et al, 2020 evaluated common materials using a modified version of the NIOSH standard 
test procedure for N95 respirator approval. They used NaCl aerosols (0.075 ± 0.02 μm), without 
taking real-world leakage from around the mask into account, to identify the material with the 
highest filtration quality factor (Q) – a metric that results from a high filtration efficiency (low 
penetration) with low pressure drop. They identified that polypropylene spunbound, a material 
commonly found in reusable bags, had the optimal Q. While the filtration efficiency was ~6-10% 
(which was similar to the other fabrics tested), if it were triboelectrically charged or multiple 
layers were added, its filtration efficiency improved without a concomitant increase in pressure. 
In fact, as compared with the medical masks they tested (~19-33% filtration efficiency), the five-
layer polypropylene had a filtration efficiency of ~50% with a lower pressure drop.  

Though there are now many different laboratory studies to draw from, the variability of the 
methodology of the studies and the variability in their findings make their interpretation challenging. 
Taken together, these studies suggest that non-medical masks can act as a barrier to outward 
dispersion of droplets (but not particles <2.5 μm). For that reason, WHO states that non-medical 
masks “should only be considered for source control (used by infected persons) in community 
settings and not for prevention”.  
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Despite the challenges of interpreting non-medical mask studies, a non-medical mask standard has 
been developed by the French Standardization Association (AFNOR Group) 
(https://www.afnor.org/en/faq-barrier-masks/). AFNOR Group defines minimum performance in 
terms of filtration (minimum 70% solid particle filtration or droplet filtration) and breathability 
(maximum pressure difference of 0.6 mbar/cm2 or maximum inhalation resistance of 2.4 mbar and 
maximum exhalation resistance of 3 mbar). 
 
In addition, in its latest interim guidance report (https://www.who.int/publications/i/item/advice-on-
the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-
the-novel-coronavirus-(2019-ncov)-outbreak), WHO has now provided guidance on the optimal 
composition and construction of non-medical masks. They advise that when decision-makers are 
providing recommendations on masks, they should take filtration efficiency, breathability, number 
and combination of materials used, shape, coating and maintenance into account. Using the filter 
quality factor “Q” metric, which is a function of filtration efficiency and breathability (with higher 
values being better), they advise the following mask composition:  
a) Inner layer of a hydrophilic material (cotton or cotton blend) 
b) Outer layer of a hydrophilic material (ie. polypropylene, polyester or blend) 
c) Middle hydrophobic layer of a synthetic non-material such as polypropylene or a cotton layer 
 

Table 3 in the Appendix provides a list of different materials with their corresponding filter quality factor 
as well as filtration efficiency and breathability.  
 
In terms of fit, they also recommend a tightly-fitted flat-fold or duckbill shape.  
(WHO, June 5, 2020) 
 
Theoretical sociological benefits and harms of mask use in COVID-19: 
 
From a sociologic perspective, some have noted that if mask wearing were widespread and not just 
limited to those who are feeling ill, it would reduce the stigma associated with their use and increase the 
likelihood of their use in ill individuals. Similarly, mask use may act as a visual cue reminding individuals 
to maintain physical distance and act as visible signal of social solidarity (preprint, Howard et al. 2020). 
In terms of acting as a visual cue, Seres et al, 2020 undertook a field experiment where they 
randomized 300 individuals to “exposure” to an individual wearing a mask vs no-mask. Specifically, the 
experimenter was randomly assigned to wear a mask or not. Then, they took the last position in line-
ups (ie. a supermarket, store) and noted the distance with which the subsequent customer would stand. 
Individuals kept a statistically significantly further distance when someone was wearing a mask. 
Subsequent survey data suggested this was because it was perceived that a masked person preferred 
more distance.  

Finally, it is becoming increasingly clear that racial minorities are disproportionately impacted by 
COVID-19 (Hooper et al, 2020). In addition to underlying co-morbidities and structural inequalities (ie. 
lack of access to healthcare), this discrepancy may be attributed to living conditions and employment. 
As Yang, 2020 stated “social distancing is a privilege”. For instance, outside of LTC outbreaks, most 
outbreaks in Calgary, Alberta are occurring at warehouses and workplaces 
(https://www.alberta.ca/covid-19-alberta-data.aspx#toc-1) where social distancing either cannot be or is 
not being enforced. Mandatory masking, with provision of masks and targeted education about mask 
hygiene, may be particularly helpful in such settings.  

https://www.afnor.org/en/faq-barrier-masks/)
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.alberta.ca/covid-19-alberta-data.aspx#toc-1
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There are also several possible harms associated with widespread mask use. There is concern that 
moisture retention could increase the risk of infection which is one possible interpretation of the 
McIntyre study. Masks may also increase the frequency with which individuals touch their face. There is 
also concern regarding self-contamination of the hands or face with improper donning and doffing 
technique. In an observational study of ~10,000 pedestrians in Hong Kong in February 2020, 94% of 
individuals wore masks (84% of which were medical masks). However, 13% of individuals wore them 
incorrectly, with 5% wearing them inside out or upside-own and 5% wearing them too low (Tam et al, 
2020).  
 
The importance of risk-compensation in population-level health interventions has been called into 
question (B Pless, 2016). However, the potential harms of masks in creating a false sense of security 
and consequent neglect of physical distancing or hand hygiene is raised by the World Health 
Organization (WHO, 2020). A recent study by Yan et al, 2020 (pre-print) used smart device location 
data to determine the time spent at home and at various public locations before and after mask 
mandates were implemented in 36 different states. They accounted for weather patterns, re-openings 
orders, and time since stay-at-home orders were implemented. They found that masks mandates were 
associated with an increase of 4% (20-30 minutes) of time outside the home per day and they 
specifically noted more trips to restaurants. This suggests that for mask to be beneficial, their efficacy in 
reducing transmission needs to exceed the increased risk associated with a 4% increase in time away 
from home.  

Another concern is related to the environmental impact of mass use of medical masks. For instance, 
the sheer numbers of disposable masks that would be required in China would be around 900 million 
daily and would pose significant disposal challenges (Wang MW et al, 2020). Safe disposal concern 
are already arising throughout Asia (https://www.bangkokpost.com/opinion/opinion/1924908/face-mask-
crisis-of-another-design) 
 
Another major concern is the risk of PPE shortages for HCW who are more frequently exposed to 
SARS-CoV-2 than the general public. Indeed, there have been shortages globally, with some countries 
banning or threatening to ban export of medical masks (https://www.cnbc.com/2020/04/03/coronavirus-
trump-to-ban-export-of-protective-gear-after-slamming-3m.html), and with reports of hoarding and price 
gouging. 
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Appendix 

The literature search was conducted by Lauren Seal from the AHS Knowledge Resource 
Service. The literature search was last updated on May 14, 2020.  

Medline/PubMed 

1     exp Coronavirus/ or exp Coronavirus Infections/ or coronaviru*.mp. or "corona virus*".mp. 
or ncov*.mp. or n-cov*.mp. or COVID-19.mp. or COVID19.mp. or COVID-2019.mp. or 
COVID2019.mp. or SARS-COV-2.mp. or SARSCOV-2.mp. or SARSCOV2.mp. or 
SARSCOV19.mp. or Sars-Cov-19.mp. or SarsCov-19.mp. or SARSCOV2019.mp. or Sars-
Cov-2019.mp. or SarsCov-2019.mp. or "severe acute respiratory syndrome cov 2".mp. or 
"2019 ncov".mp. or "2019ncov".mp. (18987) 

2     Masks/ (4203) 

3     mask.mp. (28586) 

4     masks.mp. (15768) 

5     facemask.mp. (1101) 

6     "face-mask".mp. (2557) 

7     (face adj2 mask*).mp. (3254) 

8     2 or 3 or 4 or 5 or 6 or 7 (37583) 

9     homemade.mp. (2899) 

10     home-made.mp. (2094) 

11     "home made".mp. (2094) 

12     handmade.mp. (505) 

13     "hand made".mp. (346) 

14     hand-made.mp. (346) 

15     handcraft*.mp. (335) 

16     hand-craft*.mp. (321) 

17     "hand craft*".mp. (321) 

18     9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 (6424) 

19     8 and 18 (32) 
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20     8 or 19 (37583) 

21     1 and 20 (140) 

22     limit 21 to last year (19) 

 

CINAHL 

S1 (MH "Coronavirus+")  

S2 (MH "Coronavirus Infections+")  

S3 coronaviru*  

S4 "corona virus"  

S5 ncov*  

S6 n-cov*  

S7 COVID-19 OR COVID19 OR COVID-2019 OR COVID2019  

S8 SARS-COV-2 OR SARSCOV-2 OR SARSCOV2 OR 
SARSCOV19 OR SARS-COV-19 OR SARSCOV-19 OR SARSCOV2019 OR SARS-COV-
2019 OR SARSCOV-2019  

S9 "severe acute respiratory syndrome cov 2" OR "severe acute 
respiratory syndrome coronavirus*"  

S10 "2019 ncov" OR 2019ncov OR Hcov*  

S11 S1 OR S2 OR S3 OR S4 OR S5 OR S6 OR S7 OR S8 OR S9 OR 
S10  

S12 (MH "Masks") 2,140 

S13 mask OR masks OR facemask OR face-mask OR face N2 mask 
OR medical N2 mask OR face N2 cover* 10,693 

S14 S12 OR S13 10,693 

S15 homemade OR home-made OR "home made" OR handmade OR 
hand-made OR "hand made" OR handcraft* OR hand-craft* OR "hand craft*" 2,013 

S16 S14 AND S15  10 

S17 S14 OR S16 10,693 

S18 S11 AND S17  87 

S19 S11 AND S17 Limiters - Published Date: 20190101-20201231 
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TRIP Pro/Google Scholar/Google/ LitCovid/CEBM/ /Twitter/WHO/Stanford 
Medicine/REACTing/Nebraska Medicine COVID-19 resources/CAIC-RT – COVID-19 
Capacity Tool/NEJM/ The Oakes Academy Coronavirus Clinical 
Collaboration/CochraneLibrary 

("covid-19" OR coronavirus OR COVID19 OR “corona virus” OR ncov OR “n-cov” OR “covid-
2019” OR covid2019 OR “SARS-COV-2” OR “sarscov-2” OR sarscov2 OR sarscov19 OR 
“sars-cov-19” or “sarscov-19” OR sarscov2019 OR “sars-cov-2019” OR “severe acute 
respiratory syndrome”) AND (mask OR facemask OR “face-mask” OR “face mask” OR “face 
cover” OR “face covering” OR “homemade mask” OR “home-made mask” OR “handmade 
mask” OR “hand-made mask” OR “handcrafted mask” OR “hand-crafted mask”)  

(mask OR facemask OR “face-mask” OR “face mask” OR “face cover” OR “face covering” OR 
“homemade mask” OR “home-made mask” OR “handmade mask” OR “hand-made mask” OR 
“handcrafted mask” OR “hand-crafted mask”) 

mask 

facemask 

face covering 

 
Critical Appraisal 
Table 2. Summary of quality assessment results for articles included in this review  

    Mixed Methods 
Appraisal Tool 
Criteria: 

 Reference Peer 
reviewed? 

Type of 
evidence 

Are 
there 
clear 
research 
question
s or a 
clearly 
identified 
issue? 

Is the 
collected 
data or 
presented 
evidence 
appropriat
e to 
address 
the 
research 
questions 
or issue? 

1
. 

Jefferson T, Del Mar CB, Dooley L, Ferroni E, Al-Ansary LA, 
Bawazeer GA, van Driel ML, Nair S, Jones MA, 
Thorning S, et al. 2011. Physical interventions to 
interrupt or reduce the spread of respiratory viruses. 
The Cochrane Database of Systematic Reviews. 
2011(7):CD006207. 

 

☒ Yes Systematic 
review and 
meta-analysis 

☒ Yes ☒ Yes 
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2
. 

Offeddu V, Yung CF, Low MSF, Tam CC. 2017. 
Effectiveness of masks and respirators against 
respiratory infections in healthcare workers: A 
systematic review and meta-analysis. Clinical 
Infectious Diseases : An Official Publication of the 
Infectious Diseases Society of America. 65(11):1934-
42. 

 

☒ Yes Systematic 
review and 
meta-analysis 

☒ Yes ☒ Yes 

3 Saunders-Hastings P, Crispo JAG, Sikora L, Krewski D. 
2017. Effectiveness of personal protective measures in 
reducing pandemic influenza transmission: A 
systematic review and meta-analysis. Epidemics. 
20(C):1-20. 

 

☒ Yes Systematic 
review and 
meta-analysis 

☒ Yes ☒ Yes 

4 Brainard J ea. 2020. Facemasks and similar barriers to 
prevent respiratory illness such as 
COVID-19: A rapid systematic review. 

☐ No (pre-
print) 

Systematic 
review and 
meta-analysis 

☒ Yes ☒ Yes 

5 WHO. Advice on the use of masks in the context of 
COVID19. Available at: 
https://www.who.int/publications-detail/advice-on-the-
use-of-masks-in-the-community-during-home-care-
and-in-healthcare-settings-in-the-context-of-the-novel-
coronavirus-(2019-ncov)-outbreak . 

 

 WHO 
guidelines 

  

6 MacIntyre CR, Chughtai AA. 2015. Facemasks for the 
prevention of infection in healthcare and community 
settings. BMJ : British Medical Journal. 350(apr09 
1):h694. 

 

☒ Yes Review article ☒ Yes ☒ Yes 

7 MacIntyre CR, Seale H, Dung TC, Hien NT, Nga PT, 
Chughtai AA, Rahman B, Dwyer DE, Wang Q. 2015. A 
cluster randomised trial of cloth masks compared with 
medical masks in healthcare workers. BMJ Open. 
5(4):e006577. 

☒ Yes Cluster 
randomzied 
trial 

☒ Yes ☒ Yes 

8 Leung, N.H.L., Chu, D.K.W., Shiu, E.Y.C. et al. Respiratory 
virus shedding in exhaled breath and efficacy of face 
masks. Nat Med (2020). 
https://doi.org/10.1038/s41591-020-0843-2 

☒ Yes Randomzied 
lab-based trial 

☒ Yes ☒ Yes 

9 Davies A, Thompson K, Giri K, Kafatos G, Walker J, Bennett 
A. 2013. Testing the efficacy of homemade masks: 
Would they protect in an influenza pandemic? Disaster 
Medicine and Public Health Preparedness. 7(4):413-8. 

 

☒ Yes Laboratory ☒ Yes ☒ Yes 

1
0 

Makison Booth C, Clayton M, Crook B, Gawn JM. 2013. 
Effectiveness of surgical masks against influenza 
bioaerosols. Journal of Hospital Infection. 84(1):22-6. 

☒ Yes Laboratory ☒ Yes ☒ Yes 

https://www.who.int/publications-detail/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications-detail/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications-detail/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications-detail/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
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APPENDIX 

Table 1: Situations and types of masks recommended for use in the community (from 
the World Health Organization, June 2020 interim guidance “Advise on the use of masks 
in the context of COVID-19”) 

https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-
home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-
outbreak 

 
 

https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
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Table 2. Summary of high level evidence (GRADE guidelines) on facemasks in the 
household setting (from: Raina MacIntyre, and Abrar Ahmad Chughtai BMJ 
2015;350:bmj.h694) 
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Table 3. Non-medical mask filtration efficiency, pressure drop and filter quality factor* 
(from the World Health Organization, June 2020 interim guidance “Advise on the use of 
masks in the context of COVID-19” Adapted from Jung et al, 2014 and Zhao et al, 2020) 

https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-
home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-
outbreak 

 
 

 

 

 

 

 

 

 

 

 

 

 

https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
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Medical professionals have warned that people with chronic asthma who use face masks, especially the
surgical and clothing type, are exposing themselves to hypoxia.

Hypoxia is a condition in which the body or a region of the body is deprived of adequate oxygen supply at the
tissue level.

The World Health Organisation described asthma as a common lung condition that causes sporadic breathing
difficulties, adding that its strongest risk factors are inhaled substances and particles that may provoke allergic
reactions or irritate the airways.

Speaking exclusively with PUNCH HealthWise, Senior Registrar, Paediatric Department of Massey Street
Children Hospital, Lagos, Dr. Mary Uche-Iwuh, explained that, except for social gatherings, asthmatics may
not necessarily need to wear face masks.

"They may have to wear face masks at gatherings as well as ensure hand washing and avoiding touching the
mouth, nose and eye. But when they are alone in their car or room, they can remove the face mask," she said.

President of Atayese Health Network, Dr. Adeolu Olusodo, also shared this view.

He said someone living with lung-related diseases that demand high level oxygen supply should not
be seen using face mask for long because masks reduce oxygen supply to the brain after a period.

Comment: Obviously no one should be starving their brain of oxygen. However this risk is never mentioned
when governments are enforcing mandatory mask wearing.

"It is preferable they have a handkerchief to use any time they nurse fear of being compromised.

"It is advisable for asthmatics and others with related conditions to stay away as much as possible from
the public during this COVID-19 pandemic.

"They should also be discouraged from going to hospitals for now except when very necessary," he cautioned.



Another physician, Dr. Olusola Adeyelu, however, argued that people living with asthma should not be denie
wearing of face mask.

"They are like every other person but with marginal increase in risk.

"On the other hand, if afflicted by COVID-19, the proportion of asthmatics that will die will outnumber
regular patients.

Comment: Those with comorbidities are vulnerable to all kinds of diseases and infections healthy people
are not.

"I think they should just reduce unnecessary movement into enclosures," he said.

Adeyelu, a pulmonologist with the Federal Medical Centre, Abeokuta, counselled that people with the condition
should further be encouraged to avoid wearing cloth or surgical masks, adding that they should,
instead, opt for biodegradable masks like N95 (FFP series) since both sides are protected.

"Masks do not protect the wearer but the other party because it reduces the quantity of organisms
spreadable," he observed.

Meanwhile, the founder of Asthma and Chest Foundation, Prof. Gregory Erhabor, said the fundamental basis
for using masks was to prevent those who are infected with the novel coronavirus from infecting the
community.

He said it was imperative to wear face masks because some people can be COVID-19 carriers without
being symptomatic.

Comment: The vast majority, actually. How else could the 'cases' be in the hundreds of thousands in any
given, locked down city and yet hospital admissions be little different to the usual?

"For asthmatics, they could react to some of the materials used for making the masks, which could
serve as irritants to their airway and possibly provoke an (allergic) attack. This could be
idiosyncratic and patients may react in different ways.

"Secondly, some asthmatics can be claustrophobic and if they are also breathless, putting on a
tight-fitted mask will worsen their condition.

"Thirdly, if asthmatics who have moderate-to-severe asthma put on masks, it may result in hypoxia,
with subsequent development of difficulty in breathing," he said.

The professor of medicine recommended that asthmatics should be given priority in testing for COVID-19,
stressing that if they test negative, wearing a mask is not of import for them.

"In these days of COVID-19, asthmatics should stay indoors as much as possible, avoid irritants, and avoid
things that could trigger their condition.

"They should also be on their regular, daily anti-inflammatory medications and use the rescue medications
when necessary.
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"In case they have to go outdoors, social distancing is preferable than putting on a mask.

"If masks are made compulsory, they should have a letter from their physician indicating reasons
why masks will be uncomfortable for them.

"If they have to put it on, they should wear it sparingly and stay more indoors," he urged.



Melkorka Licea
New York Post
Wed, 05 Aug 2020 21:00 UTC

Some bad breath just can't be covered up.

Now that dentists have reopened their doors, they're having patients show up with a nasty set of symptoms,
which the doctors have dubbed "mask mouth."

The new oral hygiene issue — caused by, you guessed it, wearing a mask all the time to prevent the
spread of the coronavirus — is leading to all kinds of dental disasters like decaying teeth, receding
gum lines and seriously sour breath.

"We're seeing inflammation in people's gums that have been healthy forever, and cavities in people
who have never had them before," says Dr. Rob Ramondi, a dentist and co-founder of One
Manhattan Dental. "About 50% of our patients are being impacted by this, [so] we decided to name it
'mask mouth' — after 'meth mouth.' "

The term "meth mouth" is widely used by dentists to describe the dental problems that arise among
methamphetamine users. Addicts often end up with cracked, black- and brown-stained teeth because the
stimulant causes sugar cravings, teeth grinding and jaw clenching. They also often neglect their oral hygiene.

While mask mouth isn't quite as obvious, if left untreated, the results could be equally harmful.

"Gum disease — or periodontal disease — will eventually lead to strokes and an increased risk of heart
attacks," says Dr. Marc Sclafani, another co-founder of One Manhattan Dental.

He says the stinky syndrome is triggered by face coverings, since wearing a mask increases
dryness of the mouth — and a buildup of bad bacteria.

"People tend to breathe through their mouth instead of through their nose while wearing a mask,"
says Sclafani. "The mouth breathing is causing the dry mouth, which leads to a decrease in saliva —
and saliva is what fights the bacteria and cleanses your teeth."

He adds that "saliva is also what neutralizes acid in the mouth and helps prevent tooth decay and gum
disease."

© Getty Images/iStockphoto
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People's tendency to drink less water while masked up, as well as consume more coffee and alcohol
during lockdown, have also added to the widespread dehydration he's seeing.

On the bright side, the dentists say that they're packing in breath-conscious patients who might otherwise
neglect their dental health during the pandemic.

"Patients are coming into us like, 'Wow, my breath smells, I need a cleaning.' [But] when you smell the bad
breath, you either already have periodontal disease or you have a lot of bacteria that's sitting on
your tongue because of dry mouth," says Sclafani.

While masks are not negotiable given the times, Sclafani says there are things wearers can do to avoid their
grossest side effect: drink more water, cut down on caffeine, snag a humidifier (to "help moisten the air"), use
an alcohol-free mouthwash, scrape your tongue and don't smoke.

And If all else fails? "Just breathe through your nose!"

Comment: See also:

Wearing masks - A sledgehammer to health

Masked Threats? Studies Reveal NO Benefits to Global COVID-19 Facemasks-for-all Policy

WHO admits: No direct evidence masks prevent viral infection



lovebreedsaccountability.com
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I'll try to keep this respectful but it's not easy because the masks that so many of you are so proudly wearing
are the pinnacle of stupidity and I just don't know how to be nice about communicating that.

I know we're all desperate to stay positive. And I know most Americans don't have the time or energy to really
look past the top-line news they see and hear. And I know the media, academia and Hollywood are very
effective at shaping our impressions of social and political goings-on. And I know politicians on both sides of
the aisle are congratulating you for "doing your part" to help beat the COVID-19 virus. And I know that makes
you feel good at a time we could all really use some lifting up.

It's a powerful cocktail of forces especially when virtually everyone you know is 100% bought in, too. But as
every good parent will at some point tell their children: just because everyone else is doing it, doesn't make it
right.

YOUR MASK IS MAKING YOU MEANER

Because you're wearing one, you're mad at anyone else who isn't. You can't say with any real certainty or
evidence that you know you're right to wear one, or that the other person is wrong not to. But that's what you
were told, and you believed it. So you decided to get a mask and wear it and yes it's a pain but you believe it's
part of a noble, collective effort to work together and do something big. And I say it's a pain but let's be honest:
a good chunk of you excitedly see your masks as fashion accessories that make you look cooler, hotter or just
more "woke." But whether you love or hate wearing it, when you see someone who isn't you take it personally.

You've been told that that person doesn't care about your health and safety. And you believed it.
And so you see the person who isn't wearing a mask as a bad person; one who isn't willing to chip
in, as you are, for the collective greater good. And worse, you see someone who doesn't care if he or she
puts others in harm's way. You're wrong. And I'll explain why shortly. But that hostility you feel for those
not wearing masks is both unhealthy and unfounded. Your mask is making you meaner.

YOUR MASK IS MAKING YOU DUMBER

You've decided to become a "joiner" without doing even the smallest amount of research. You've ignored the
exhaustive list of things the experts have gotten wrong about COVID-19. You've barely glanced at
the totality of the social, economic and health-related collateral damage that those experts' failures
have cost you, your family and our country. You were really worried about toilet paper a few months back

© EFE

Owner
Highlight

Owner
Highlight



but as soon as you got a decent supply, you just kind of accepted everything else that came after it. You've got
toilet paper. You're good. But man those jobless claims are hard to see. And man that tanking economy and
the businesses that are suffering or shuttering are a tough pill to swallow. Having the kids out of school is
uncomfortably taxing on you, and them. Not being able to go out to eat or hang out with your friends, it's all
super rough. But what can you do? We just gotta grin and bear it and listen to the experts. Right? Wrong.

You don't have to look far to realize the experts' response to this thing was wildly overblown. Everything they
advised was to "flatten the curve" so we wouldn't overburden hospitals. And now hospitals are firing
people just so they can stay afloat. Why? Because the experts scared, and in many cases mandated,
anyone who didn't have COVID-19 out of treating their other health problems. So instead of getting
help people are suffering and dying at home. and the hospitals are so thinned out that they can no longer pay
their own bills. Great job! Sweden kept everything open and went straight for herd immunity, and their per
capita numbers are effectively the same as everyone else's with one important exception: they're light years
ahead of everyone else in terms of truly beating this thing. These aren't opinions. These are facts. And you
don't have to look far to substantiate them.

But at some point very early on in this whole national humiliation you decided you weren't going to
do any research of your own. You were just going to accept everything you were told. And you were
told to be terrified. And you were told to stay home. And you were told never to go within 6 feet of
anyone. And now you're told to wear a mask. And you applied exactly zero critical thinking to any of
what you were being told, and instead just accepted it because that's what everyone else was doing
and you lacked the confidence or courage to look more closely or assert even a shred of
independent thought. And now you're walking around with a mask on, and you're mad at anyone you see
who isn't wearing one. You haven't spent a full 20 seconds washing your hands in over a month. In fact you're
not even really washing your hands with any more diligence or regularity than you were before COVID-19
arrived. You're touching your face without giving it a second thought. Those staples of common sense viral risk
mitigation are out the window, because you didn't really invest any of yourself in understanding their application
or merit. You just listened to what you were told. And you're not told those things so much anymore, so you
basically forgot about them. But now you're told to wear a mask. So you're eagerly doing it. Because
doing what you're told is easier than thinking about things. Your mask is making you dumber.

YOUR MASK IS MAKING YOU MORE AFRAID

You feel good about your mask because you believe you're making a positive difference. You're part of
something bigger now. You're doing your part to help really beat this thing once and for all. That's how you feel.
That's what you tell yourself. That's what you believe. But as human beings, we have something called
subconscious. Your subconscious is where deeply meaningful impressions are forged psychologically that
manifest in your thoughts and actions yet are completely undetected by your overt feelings or awareness. And
while you tell yourself your mask is a badge of nobility that means you're doing your part to help
save lives, you're subconsciously reinforcing a constant fear of the entire world that exists beyond
the confines of your own home. Everywhere you go, you only see masks. When you don't see
masks, you're offended and angry at the people not wearing them. You believe masks are saving
lives, and the absence or inefficiency of masks means lives are at risk. And it's constant. And it's all
around you, all the time.

You wanted to get back to normal. You wanted to stop being afraid. You were told that masks were the best
way to do that. But now masks are the new normal. And that means fear — ubiquitous, perpetual,
constant fear — is the new normal. You don't realize it because you're so proud to be doing your small part
to help those around you. You think about your fear and deem it appropriate given the dangerous environment
that lurks all around you. But your mask, more than anything else, is what's reinforcing the belief that a
dangerous environment lurks all around you. And I'm here to tell you you're wrong. A dangerous
environment doesn't lurk all around you, at least no more than usual anyway. Your mask is making
you more afraid.

YOUR MASK IS MAKING YOU LESS SAFE



One of the cooler things about evolution is that nature provided a vaccine that's built in automatically. It's called
"herd immunity." And while the experts who want to scare you in to perpetual submission are pretending tha
"herd immunity" is some farcical phenomenon that only crazy people talk about, it is in reality our only current
shot at actually beating COVID-19. The alternative to herd immunity is simple: stay home, keep the economy
shut down, continue turning away any patient who doesn't have COVID-19, and twiddle our thumbs for a year
or two while our nation and its people rot away waiting for a vaccine to be found, approved, and delivered to
everyone in America.

And I'm guessing some of you, because you're so bought into the fear, would say "Hey man, if that's what it
takes, so be it!" You're insane. There isn't a ventilator big enough to save the USA if we did that, and you're so
spoiled by all the comforts and security this nation has given you that you don't even realize the irresponsibility
of what you're suggesting. The stupidity is eclipsed only by the sanctimony. One of the only things we
know for sure about COVID-19 is that the overwhelming majority of people who get it will either have
very mild symptoms or no symptoms at all. So for the love of all that's holy if you're not elderly or
immunocompromised, go do everything you can to contract COVID-19. Because the sooner you get it,
the sooner you'll develop antibodies that will prevent you from getting it again. And that means you won't be
able to spread it. And when enough of us get it and can no longer spread it, do you know what happens? It
stops spreading. That's the goal. That's where we want to be. That, if you were truly wanting to do something
noble and contribute in a meaningful way to beating this, would be your goal. But because the experts have
you so bought into the fear, and because they're talking to you about things like "Phase 1" and "Phase 2" and
convincing you that means they have a real plan other than herd immunity (they don't), you're instead walking
around with a mask — meaner, dumber, more afraid — and doing everything you can to make sure we don't
develop herd immunity. Your mask is making you less safe.

CONCLUSION

Again, I wanted to be respectful but it's very frustrating to watch. Most of you don't appreciate that the
social, economic and health-related collateral damage caused by our overblown response to this far
eclipses anything the virus itself could've done with or without our "flatten the curve" measures.
Most of you don't realize that the data you're being given is massively flawed across every metric
and it's all going in the same direction: toward prolonging the fear and collateral destruction, and
away from calm and actual mitigation. Most of you are so convinced that you're doing the right thing,
because most of you are wonderful people who care deeply not just about your own health but your neighbors',
and your parents', and your grandparents', and really — at a time so beset by fear and perceived danger —
even your worst enemy's. You're setting everything else aside because you want to help and do good. And I get
that. But I'm telling you, your mask isn't the way to do that. And I don't expect you to take a stand with me and
try to convince your friends and family and local leaders that the media and academia have been hyping this
from the start and have actually been wrong about virtually all of it and have caused a lot more damage than
they've prevented. But I had to at least try to make this case to you because if nothing else, I want you to be a
little less judgmental of the people you see who aren't wearing masks. I want you to be a little less
sanctimonious, and mean, and uninformed, and afraid, and counter-productive with respect to our
shared goal of beating this with as little pain as possible. And I want you to seriously consider investing
in getting a serology (antibody) test. Because if you already got it and can no longer spread it, like tens of
millions of Americans undoubtedly have, you deserve to know that instead of living in constant fear that is
actually doing more to prolong the misery than to mitigate it.

AUTHOR'S NOTE: And because "mob mentality" is now considered a virtue while "herd immunity" is
considered a vice, I realize anyone who says anything that goes against the COVID-19 grain will be accused
of callously not caring if people live or die. For that reason I'm inclined to include this video as often as possible
at the end of one of my pieces. If you've never watched it, you should. It's under 2 minutes and provides some
much needed perspective with regard to the sanctimony and intellectual dishonesty of the "YOU WANT
PEOPLE TO DIE!" crowd.
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UPDATE, 5/4/20 at 8:46AM ET: Seeing and hearing feedback that Sweden's numbers are allegedly higher
than everyone else's. That feedback, like so much else that people are wrong about, is predicated on garbage
numbers that the experts are pushing to help keep people afraid. The numbers they're using assume nobody
else in Sweden caught COVID-19 except those who went through their systems and were formally diagnosed
with it. That is, of course, nonsense as one thing we know for sure about COVID-19 is that many or even the
vast majority of us will have either mild symptoms or no symptoms at all, and are thus not being counted in the
coveted "confirmed cases" numbers that Johns Hopkins and others are tallying and the media is amplifying. I
explain in more detail in reply to a Sweden-related comment below, and will write about this later today.

UPDATE, 5/4/20 at 12:21PM ET: As promised, here's a link to the piece specifically about Sweden.
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Henning Bundgaard, DMSc

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), the cause of

coronavirus disease 2019 (COVID-19), has infected more than 54 million

persons (1, 2). Measures to impede transmission in health care and community

settings are essential (3). The virus is transmitted person-to-person, primarily

through the mouth, nose, or eyes via respiratory droplets, aerosols, or fomites

(4, 5). It can survive on surfaces for up to 72 hours (6), and touching a

contaminated surface followed by face touching is another possible route of

transmission (7). Face masks are a plausible means to reduce transmission of

respiratory viruses by minimizing the risk that respiratory droplets will reach

wearers' nasal or oral mucosa. Face masks are also hypothesized to reduce face

touching (8, 9), but frequent face and mask touching has been reported among

health care personnel (10). Observational evidence supports the efficacy of face

masks in health care settings (11, 12) and as source control in patients infected

with SARS-CoV-2 or other coronaviruses (13).

An increasing number of localities recommend masks in community settings on

the basis of this observational evidence, but recommendations vary and

controversy exists (14). The World Health Organization (WHO) and the U.S.

Centers for Disease Control and Prevention (15) strongly recommend that



persons with symptoms or known infection wear masks to prevent transmission

of SARS-CoV-2 to others (source control) (16). However, WHO

acknowledges that we lack evidence that wearing a mask protects healthy

persons from SARS-CoV-2 (prevention) (17). A systematic review of

observational studies reported that mask use reduced risk for SARS, Middle

East respiratory syndrome, and COVID-19 by 66% overall, 70% in health care

workers, and 44% in the community (12). However, surgical and cloth masks

were grouped in preventive studies, and none of the 3 included non–health care

studies related directly to COVID-19. Another systematic review (18) and

American College of Physicians recommendations (19) concluded that

evidence on mask effectiveness for respiratory infection prevention is stronger

in health care than community settings.

Observational evidence suggests that mask wearing mitigates SARS-CoV-2

transmission, but whether this observed association arises because masks

protect uninfected wearers (protective effect) or because transmission is

reduced from infected mask wearers (source control) is uncertain. Here, we

report a randomized controlled trial (20) that assessed whether a

recommendation to wear a surgical mask when outside the home among others

reduced wearers' risk for SARS-CoV-2 infection in a setting where public

health measures were in effect but community mask wearing was uncommon

and not recommended.

Trial Design and Oversight

DANMASK-19 (Danish Study to Assess Face Masks for the Protection Against

COVID-19 Infection) was an investigator-initiated, nationwide, unblinded,

randomized controlled trial (ClinicalTrials.gov: NCT04337541). The trial

protocol was registered with the Danish Data Protection Agency (P-2020-311)

(Part 10 of the Supplement) and published (21). The researchers presented the

protocol to the independent regional scientific ethics committee of the Capital



Region of Denmark, which did not require ethics approval (H-20023709) in

accordance with Danish legislation (Parts 11 and 12 of the Supplement). The

trial was done in accordance with the principles of the Declaration of Helsinki.

Participants and Study Period

During the study period (3 April to 2 June 2020), Danish authorities did not

recommend use of masks in the community and mask use was uncommon

(<5%) outside hospitals (22). Recommended public health measures included

quarantining persons with SARS-CoV-2 infection, social distancing (including

in shops and public transportation, which remained open), limiting the number

of persons seen, frequent hand hygiene and cleaning, and limiting visitors to

hospitals and nursing homes (23, 24). Cafés and restaurants were closed during

the study until 18 May 2020.

Eligible persons were community-dwelling adults aged 18 years or older

without current or prior symptoms or diagnosis of COVID-19 who reported

being outside the home among others for at least 3 hours per day and who did

not wear masks during their daily work. Recruitment involved media

advertisements and contacting private companies and public organizations.

Interested citizens had internet access to detailed study information and to

research staff for questions (Part 3 of the Supplement). At baseline, participants

completed a demographic survey and provided consent for researchers to access

their national registry data (Parts 4 and 5 of the Supplement). Recruitment

occurred from 3 through 24 April 2020. Half of participants were randomly

assigned to a group on 12 April and half on 24 April.

Intervention

Participants were enrolled and data registered using Research Electronic Data

Capture (REDCap) software (25). Eligible participants were randomly

assigned 1:1 to the mask or control group using a computer algorithm and

were stratified by the 5 regions of Denmark (Supplement Table 1). Participants



were notified of allocation by e-mail, and study packages were sent by courier

(Part 7 of the Supplement). Participants in the mask group were instructed to

wear a mask when outside the home during the next month. They received 50

three-layer, disposable, surgical face masks with ear loops (TYPE II EN 14683

[Abena]; filtration rate, 98%; made in China). Participants in both groups

received materials and instructions for antibody testing on receipt and at 1

month. They also received materials and instructions for collecting an

oropharyngeal/nasal swab sample for polymerase chain reaction (PCR) testing

at 1 month and whenever symptoms compatible with COVID-19 occurred

during follow-up. If symptomatic, participants were strongly encouraged to

seek medical care. They registered symptoms and results of the antibody test in

the online REDCap system. Participants returned the test material by prepaid

express courier.

Written instructions and instructional videos guided antibody testing,

oropharyngeal/nasal swabbing, and proper use of masks (Part 8 of the

Supplement), and a help line was available to participants. In accordance with

WHO recommendations for health care settings at that time, participants were

instructed to change the mask if outside the home for more than 8 hours. At

baseline and in weekly follow-up e-mails, participants in both groups were

encouraged to follow current COVID-19 recommendations from the Danish

authorities.

Antibody and Viral PCR Testing

Participants tested for SARS-CoV-2 IgM and IgG antibodies in whole blood

using a point-of-care test (Lateral Flow test [Zhuhai Livzon Diagnostics])

according to the manufacturer's recommendations and as previously described

(26). After puncturing a fingertip with a lancet, they withdrew blood into a

capillary tube and placed 1 drop of blood followed by 2 drops of saline in the

test chamber in each of the 2 test plates (IgM and IgG). Participants reported

IgM and IgG results separately as “1 line present” (negative), “2 lines present”

(positive), or “I am not sure, or I could not perform the test” (treated as a



negative result). Participants were categorized as seropositive if they had

developed IgM, IgG, or both. The manufacturer reported that sensitivity was

90.2% and specificity 99.2%. A previously reported internal validation using

651 samples from blood donors before November 2019 and 155 patients with

PCR-confirmed SARS-CoV-2 infection estimated a sensitivity of 82.5% (95%

CI, 75.3% to 88.4%) and specificity of 99.5% (CI, 98.7% to 99.9%) (26). We

(27) and others (28) have reported that oropharyngeal/nasal swab sampling for

SARS-CoV-2 by participants, as opposed to health care workers, is clinically

useful. Descriptions of RNA extraction, primer and probe used, reverse

transcription, preamplification, and microfluidic quantitative PCR are detailed

in Part 6 of the Supplement.

Data Collection

Participants received 4 follow-up surveys (Parts 4 and 5 of the Supplement) by

e-mail to collect information on antibody test results, adherence to

recommendations on time spent outside the home among others, development

of symptoms, COVID-19 diagnosis based on PCR testing done in public

hospitals, and known COVID-19 exposures.

Outcomes

The primary outcome was SARS-CoV-2 infection, defined as a positive result

on an oropharyngeal/nasal swab test for SARS-CoV-2, development of a

positive SARS-CoV-2 antibody test result (IgM or IgG) during the study

period, or a hospital-based diagnosis of SARS-CoV-2 infection or COVID-19.

Secondary end points included PCR evidence of infection with other

respiratory viruses (Supplement Table 2).

Sample Size Calculations

The sample size was determined to provide adequate power for assessment of

the combined composite primary outcome in the intention-to-treat analysis.



Authorities estimated an incidence of SARS-CoV-2 infection of at least 2%

during the study period. Assuming that wearing a face mask halves risk for

infection, we estimated that a sample of 4636 participants would provide the

trial with 80% power at a significance level of 5% (2-sided α level).

Anticipating 20% loss to follow-up in this community-based study, we aimed

to assign at least 6000 participants.

Statistical Analysis

Participants with a positive result on an antibody test at baseline were excluded

from the analyses. We calculated CIs of proportions assuming binomial

distribution (Clopper–Pearson).

The primary composite outcome (intention-to-treat) was compared between

groups using the χ2 test. Odds ratios and confidence limits were calculated

using logistic regression. We did a per protocol analysis that included only

participants reporting complete or predominant use of face masks as instructed.

A conservative sensitivity analysis assumed that participants with a positive

result on an antibody test at the end of the study who had not provided antibody

test results at study entrance had had a positive result at entrance. To further

examine the uncertainty of loss to follow-up, we did (post hoc) 200

imputations using the R package smcfcs, version 1.4.1 (29), to impute missing

values of outcome. We included sex, age, type of work, time out of home, and

outcome in this calculation.

Prespecified subgroups were compared by logistic regression analysis. In a post

hoc analysis, we explored whether there was a subgroup defined by a

constellation of participant characteristics for which a recommendation to wear

masks seemed to be effective. We included sex, age, type of work, time out of

home, and outcome in this calculation.

Two-sided P values less than 0.05 were considered statistically significant.



Analyses were done using R, version 3.6.1 (R Foundation).

Role of the Funding Source

An unrestricted grant from the Salling Foundations supported the study, and the

BESTSELLER Foundation donated the Livzon tests. The funders did not

influence study design, conduct, or reporting.

Participants

A total of 17 258 Danish citizens responded to recruitment, and 6024

completed the baseline survey and fulfilled eligibility criteria. The first

participants (group 1; n = 2995) were randomly assigned on 12 April 2020 and

were followed from 14 to 16 April through 15 May 2020. Remaining

participants (group 2; n = 3029) were randomly assigned on 24 April 2020 and

were followed from 2 to 4 May through 2 June 2020. A total of 3030

participants were randomly assigned to the recommendation to wear face

masks, and 2994 were assigned not to wear face masks (Figure); 4862

participants (80.7%) completed the study. Table 1 shows baseline

characteristics, which were well balanced between groups. Participants

reported having spent a median of 4.5 hours per day outside the home.



Figure. Study flow diagram.

Inclusion and exclusion criteria are described in the Methods section, and criteria

for completion of the study are given in the Supplement. SARS-CoV-2 = severe

acute respiratory syndrome coronavirus 2.

Table 1. Characteristics of Participants Completing the Study

Adherence

Based on the lowest adherence reported in the mask group during follow-up,

46% of participants wore the mask as recommended, 47% predominantly as

recommended, and 7% not as recommended.

Primary Outcome

The primary outcome occurred in 42 participants (1.8%) in the mask group and

53 (2.1%) in the control group. In an intention-to-treat analysis, the

between-group difference was −0.3 percentage point (CI, −1.2 to 0.4

percentage point; P = 0.38) (odds ratio [OR], 0.82 [CI, 0.54 to 1.23]; P =

0.33) in favor of the mask group (Supplement Figure 1). When this analysis

was repeated with multiple imputation for missing data due to loss to

follow-up, it yielded similar results (OR, 0.81 [CI, 0.53 to 1.23]; P = 0.32).

Table 2 provides data on the components of the primary end point, which were

similar between groups.

Table 2. Distribution of the Components of the Composite Primary Outcome

In a per protocol analysis that excluded participants in the mask group who

reported nonadherence (7%), SARS-CoV-2 infection occurred in 40

participants (1.8%) in the mask group and 53 (2.1%) in the control group

(between-group difference, −0.4 percentage point [CI, −1.2 to 0.5 percentage

point]; P = 0.40) (OR, 0.84 [CI, 0.55 to 1.26]; P = 0.40). Supplement Figure 2

provides results of the prespecified subgroup analyses of the primary

composite end point. No statistically significant interactions were identified.



In the preplanned sensitivity analysis, those who had a positive result on an

antibody test at 1 month but had not provided antibody results at baseline were

considered to have had positive results at baseline (n = 18)—that is, they were

excluded from the analysis. In this analysis, the primary outcome occurred in

33 participants (1.4%) in the face mask group and 44 (1.8%) in the control

group (between-group difference, −0.4 percentage point [CI, −1.1 to 0.4

percentage point]; P = 0.22) (OR, 0.77 [CI, 0.49 to 1.22]; P = 0.26).

Three post hoc (not preplanned) analyses were done. In the first, which included

only participants reporting wearing face masks “exactly as instructed,”

infection (the primary outcome) occurred in 22 participants (2.0%) in the face

mask group and 53 (2.1%) in the control group (between-group difference,

−0.2 percentage point [CI, −1.3 to 0.9 percentage point]; P = 0.82) (OR, 0.93

[CI, 0.56 to 1.54]; P = 0.78). The second post hoc analysis excluded

participants who did not provide antibody test results at baseline; infection

occurred in 33 participants (1.7%) in the face mask group and 44 (2.1%) in the

control group (between-group difference, −0.4 percentage point [CI, −1.4 to

0.4 percentage point]; P = 0.33) (OR, 0.80 [CI, 0.51 to 1.27]; P = 0.35). In the

third post hoc analysis, which investigated constellations of patient

characteristics, we did not find a subgroup where face masks were effective at

conventional levels of statistical significance (data not shown).

A total of 52 participants in the mask group and 39 control participants

reported COVID-19 in their household. Of these, 2 participants in the face

mask group and 1 in the control group developed SARS-CoV-2 infection,

suggesting that the source of most observed infections was outside the home.

Reported symptoms did not differ between groups during the study period

(Supplement Table 3).

Secondary Outcomes

In the mask group, 9 participants (0.5%) were positive for 1 or more of the 11



respiratory viruses other than SARS-CoV-2, compared with 11 participants

(0.6%) in the control group (between-group difference, −0.1 percentage point

[CI, −0.6 to 0.4 percentage point]; P = 0.87) (OR, 0.84 [CI, 0.35 to 2.04]; P =

0.71). Positivity for any virus, including SARS-CoV-2, occurred in 9 mask

participants (0.5%) versus 16 control participants (0.8%) (between-group

difference, −0.3 percentage point [CI, −0.9 to 0.2 percentage point]; P = 0.26)

(OR, 0.58 [CI, 0.25 to 1.31]; P = 0.19).

In this community-based, randomized controlled trial conducted in a setting

where mask wearing was uncommon and was not among other recommended

public health measures related to COVID-19, a recommendation to wear a

surgical mask when outside the home among others did not reduce, at

conventional levels of statistical significance, incident SARS-CoV-2 infection

compared with no mask recommendation. We designed the study to detect a

reduction in infection rate from 2% to 1%. Although no statistically significant

difference in SARS-CoV-2 incidence was observed, the 95% CIs are

compatible with a possible 46% reduction to 23% increase in infection among

mask wearers. These findings do offer evidence about the degree of protection

mask wearers can anticipate in a setting where others are not wearing masks

and where other public health measures, including social distancing, are in

effect. The findings, however, should not be used to conclude that a

recommendation for everyone to wear masks in the community would not be

effective in reducing SARS-CoV-2 infections, because the trial did not test the

role of masks in source control of SARS-CoV-2 infection. During the study

period, authorities did not recommend face mask use outside hospital settings

and mask use was rare in community settings (22). This means that study

participants' exposure was overwhelmingly to persons not wearing masks.

The observed infection rate was similar to that reported in other large Danish

studies during the study period (26, 30). Of note, the observed incidence of

SARS-CoV-2 infection was higher than we had estimated when planning a



sample size that would ensure more than 80% power to detect a 50% decrease

in infection. The intervention lasted only 1 month and was carried out during a

period when Danish authorities recommended quarantine of diagnosed patients,

physical distancing, and hand hygiene as general protective means against

SARS-CoV-2 transmission (23). Cafés and restaurants were closed through 18

May, but follow-up of the second randomized group continued through 2 June.

The first randomized group was followed while the Danish society was under

lockdown. Reopening occurred (18 May 2020) during follow-up of the second

group of participants, but it was not reflected in the outcome because infection

rates were similar between groups (Supplement Figure 2). The relative

infection rate between mask wearers and those not wearing masks would most

likely be affected by changes in applied protective means or in the virulence of

SARS-CoV-2, whereas the rate difference between the 2 groups would

probably not be affected solely by a higher—or lower—number of infected

citizens.

Although we saw no statistically significant difference in presence of other

respiratory viruses, the study was not sufficiently powered to draw definite

conclusions about the protective effect of masks for other viral infections.

Likewise, the study had limited power for any of the subgroup analyses.

The primary outcome was mainly defined by antibodies against SARS-CoV-2.

This definition was chosen because the viral load of infected patients may be

only transiently detectable (31, 32) and because approximately half of persons

infected with SARS-CoV-2 are asymptomatic (33, 26). Masks have been

hypothesized to reduce inoculum size (34) and could increase the likelihood

that infected mask users are asymptomatic, but this hypothesis has been

challenged (35). For these reasons, we did not rely solely on identification of

SARS-CoV-2 in oropharyngeal/nasal swab samples. As mentioned in the

Methods section, an internal validation study estimated that the point-of-care

test has 82.5% sensitivity and 99.5% specificity (26).



The observed rate of incident SARS-CoV-2 infection was similar to what was

estimated during trial design. These rates were based on thorough screening of

all participants using antibody measurements combined with PCR, whereas the

observed official infection rates relied solely on PCR test–based estimates

during the period. In addition, authorities tested only a small subset of

primarily symptomatic citizens of the entire population, yielding low incidence

rates. On this basis, the infection rates we report here are not comparable with

the official SARS-CoV-2 infection rates in the Danish population. The

eligibility requirement of at least 3 hours of exposure to other persons outside

the home would add to this difference. Between 6 April and 9 May 2020, we

found a similar seroprevalence of SARS-CoV-2 of 1.9% (CI, 0.8% to 2.3%) in

Danish blood donors using the Livzon point-of-care test and assessed by

laboratory technicians (36). Testing at the end of follow-up, however, may not

have captured any infections contracted during the last part of the study period,

but this would have been true in both the mask and control groups and was not

expected to influence the overall findings.

The face masks provided to participants were high-quality surgical masks with

a filtration rate of 98% (37). A published meta-analysis found no statistically

significant difference in preventing influenza in health care workers between

respirators (N95 [American standard] or FFP2 [European standard]) and

surgical face masks (38). Adherence to mask use may be higher than observed

in this study in settings where mask use is common. Some mask group

participants (14%) reported adverse reactions from other citizens (Supplement

Table 4). Although adherence may influence the protective effect of masks,

sensitivity analyses had similar results across reported adherence.

How SARS-CoV-2 is transmitted—via respiratory droplets, aerosols, or (to a

lesser extent) fomites—is not firmly established. Droplets are larger and rapidly

fall to the ground, whereas aerosols are smaller (≤5 μm) and may evaporate and

remain in the air for hours (39). Transmission of SARS-CoV-2 may take place

through multiple routes. It has been argued that for the primary route of



SARS-CoV-2 spread—that is, via droplets—face masks would be considered

effective, whereas masks would not be effective against spread via aerosols,

which might penetrate or circumnavigate a face mask (37, 39). Thus, spread of

SARS-CoV-2 via aerosols would at least partially explain the present findings.

Lack of eye protection may also have been of importance, and use of face

shields also covering the eyes (rather than face masks only) has been advocated

to halt the conjunctival route of transmission (40, 41). We observed no

statistically significant interaction between wearers and nonwearers of

eyeglasses (Supplement Figure 2). Recent reports indicate that transmission of

SARS-CoV-2 via fomites is unusual (42), but masks may alter behavior and

potentially affect fomite transmission.

The present findings are compatible with the findings of a review of

randomized controlled trials of the efficacy of face masks for prevention (as

personal protective equipment) against influenza virus (18). A recent

meta-analysis that suggested a protective effect of face masks in the non–health

care setting was based on 3 observational studies that included a total of 725

participants and focused on transmission of SARS-CoV-1 rather than

SARS-CoV-2 (12). Of 725 participants, 138 (19%) were infected, so the

transmission rate seems to be higher than for SARS-CoV-2. Further, these

studies focused on prevention of infection in healthy mask wearers from

patients with a known, diagnosed infection rather than prevention of

transmission from persons in their surroundings in general. In addition,

identified comparators (control participants) not wearing masks may also have

missed other protective means. Recent observational studies that indicate a

protective association between mandated mask use in the community and

SARS-CoV-2 transmission are limited by study design and simultaneous

introduction of other public health interventions (14, 43).

Several challenges regarding wearing disposable face masks in the community

exist. These include practical aspects, such as potential incorrect wearing,

reduced adherence, reduced durability of the mask depending on type of mask

and occupation, and weather. Such circumstances may necessitate the use of



multiple face masks during the day. In our study, participants used a mean of

1.7 masks per weekday and 1.3 per weekend day (Supplement Table 4).

Wearing a face mask may be physically unpleasant, and psychological barriers

and other side effects have been described (44). “Face mask policing” between

citizens might reinforce use of masks but may be challenging. In addition, the

wearer of a face mask may change to a less cautious behavior because of a false

sense of security, as pointed out by WHO (17); accordingly, our face mask

group seemed less worried (Supplement Table 4), which may explain their

increased willingness to wear face masks in the future (Supplement Table 5).

These challenges, including costs and availability, may reduce the efficacy of

face masks to prevent SARS-CoV-2 infection.

The potential benefits of a community-wide recommendation to wear masks

include combined prevention and source control for symptomatic and

asymptomatic persons, improved attention, and reduced potential

stigmatization of persons wearing masks to prevent infection of others (17).

Although masks may also have served as source control in SARS-CoV-

2–infected participants, the study was not designed to determine the

effectiveness of source control.

The most important limitation is that the findings are inconclusive, with CIs

compatible with a 46% decrease to a 23% increase in infection. Other

limitations include the following. Participants may have been more cautious

and focused on hygiene than the general population; however, the observed

infection rate was similar to findings of other studies in Denmark (26, 30).

Loss to follow-up was 19%, but results of multiple imputation accounting for

missing data were similar to the main results. In addition, we relied on patient-

reported findings on home antibody tests, and blinding to the intervention was

not possible. Finally, a randomized controlled trial provides high-level

evidence for treatment effects but can be prone to reduced external validity.

Our results suggest that the recommendation to wear a surgical mask when



outside the home among others did not reduce, at conventional levels of

statistical significance, the incidence of SARS-CoV-2 infection in mask

wearers in a setting where social distancing and other public health measures

were in effect, mask recommendations were not among those measures, and

community use of masks was uncommon. Yet, the findings were inconclusive

and cannot definitively exclude a 46% reduction to a 23% increase in infection

of mask wearers in such a setting. It is important to emphasize that this trial did

not address the effects of masks as source control or as protection in settings

where social distancing and other public health measures are not in effect.

Reduction in release of virus from infected persons into the environment may

be the mechanism for mitigation of transmission in communities where mask

use is common or mandated, as noted in observational studies. Thus, these

findings do not provide data on the effectiveness of widespread mask wearing

in the community in reducing SARS-CoV-2 infections. They do, however, offer

evidence about the degree of protection mask wearers can anticipate in a setting

where others are not wearing masks and where other public health measures,

including social distancing, are in effect. The findings also suggest that persons

should not abandon other COVID-19 safety measures regardless of the use of

masks. While we await additional data to inform mask recommendations,

communities must balance the seriousness of COVID-19, uncertainty about the

degree of source control and protective effect, and the absence of data

suggesting serious adverse effects of masks (45).

This article was published at Annals.org on 18 November 2020
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Sweden's senior medical official has argued the data on the effectiveness of mask-wearing amid the Covid-19
pandemic is thus far inconclusive. The country's academy of sciences, meanwhile, says the opposite is true.

"The use of masks is a controversial issue. The state of knowledge on this is uncertain," Karin
Tegmark Wisell, who leads the microbiology department at the state-run Public Health Agency of
Sweden, told reporters on Thursday.

"In Sweden, we aim to use social distancing as the number one tool. We don't see that we are at a point
where we might recommend using masks on public transport."

"Masks shouldn't be used as an excuse not to keep a distance," Wisell said. She reiterated that there was
"divided opinion" on when mask-wearing would be effective, adding that the government will continue to
"actively" monitor new and relevant data.

At the same time, the official admitted the situation was "very serious," as the government was seeing the
"consequences" of the recent spike in cases for the healthcare system.

Wisell's tone on masks is in contrast with recommendations by the Royal Swedish Academy of Sciences,
which were also published on Thursday. The institution, which awards the Nobel prizes in physics, chemistry,
and economics, said that masks remain an important method of reducing the spread of the virus indoors and
on public transport.

"Today, there is new experimental and epidemiological evidence that masks reduce the risk of airborne
transmission, and none that it might have the opposite effect," said microbiologist Staffan Normark, the head
of the academy's Covid-19 expert group.

Comment: Meanwhile a recent Danish study concluded the contrary and that 'there is insufficient
evidence to suggest wearing a mask as you go about daily errands will protect you from infection'.

© Reuters / TT News Agency / Fredrik Sandberg

People walk at the Drottninggatan shopping street in central

Stockholm, Sweden. November 2020.
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"Of course, it is just as important to follow the recommendations made by the Public Health Agency
of Sweden. But in order to quickly bring down the infection rate, we need to use all the tools in the toolbox,
and that includes masks and ventilation."

During the early stages of the pandemic, Sweden chose a starkly different approach from most
European nations. Stockholm relied heavily on voluntary social distancing and self-isolation, as opposed to
a strict nationwide lockdown and mandating everyone to wear masks. The 'Swedish model' has
garnered much attention worldwide and sparked debates at home and abroad.

Sweden has a higher per capita Covid-19 death rate than its Nordic neighbors. More than 6,300 people have
died in the country due to the coronavirus as of Thursday. Earlier in November, Stockholm's top health official,
Bjorn Eriksson, told local media there had been a 60 percent increase in the number of patients hospitalized
with Covid-19 in just a week.

Comment: Sweden had a lower death rate than Britain and Spain that did lockdown, and the death rate was
only 10% more than the average flu season.

The situation prompted Prime Minister Stefan Lofven to ban public gatherings of more than eight people
starting from November 24. He also advised people not to attend parties and to refrain from visiting gyms and
cinemas.
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Print this article and hand it to frightened mask wearers who have believed the alarmist media,
politicians and Technocrats in white coats. Masks are proven ineffective against coronavirus and
potentially harmful to healthy people and those with pre-existing conditions.

My wife and I dined out last night in a very empty restaurant and the young waitress was required
to wear a cloth mask. I asked her how she was doing with the mask and if there were any side
effects. She related that was consistently short of breath (when away from the table, she lowered
the mask below her nose) and that she had actually passed out because of it a few days earlier,
taking her straight to the floor. Fortunately, she was not hurt. - TN Editor

At this writing, there is a recent surge in widespread use by the public of facemasks when in public places,
including for extended periods of time, in the United States as well as in other countries. The public has been
instructed by media and their governments that one's use of masks, even if not sick, may prevent others from
being infected with SARS-CoV-2, the infectious agent of COVID-19.

A review of the peer-reviewed medical literature examines impacts on human health, both immunological, as
well as physiological. The purpose of this paper is to examine data regarding the effectiveness of facemasks,
as well as safety data. The reason that both are examined in one paper is that for the general public as a
whole, as well as for every individual, a risk-benefit analysis is necessary to guide decisions on if and when to
wear a mask.

© Adobe Stock



Are masks effective at preventing transmission of respiratory pathogens?

In this meta-analysis, face masks were found to have no detectable effect against transmission of viral
infections. (1) It found: "Compared to no masks, there was no reduction of influenza-like illness cases or
influenza for masks in the general population, nor in healthcare workers."

This 2020 meta-analysis found that evidence from randomized controlled trials of face masks did not
support a substantial effect on transmission of laboratory-confirmed influenza, either when worn by
infected persons (source control) or by persons in the general community to reduce their
susceptibility. (2)

Another recent review found that masks had no effect specifically against Covid-19, although facemask use
seemed linked to, in 3 of 31 studies, "very slightly reduced" odds of developing influenza-like illness. (3)

This 2019 study of 2862 participants showed that both N95 respirators and surgical masks "resulted in no
significant difference in the incidence of laboratory confirmed influenza." (4)

This 2016 meta-analysis found that both randomized controlled trials and observational studies of
N95 respirators and surgical masks used by healthcare workers did not show benefit against
transmission of acute respiratory infections. It was also found that acute respiratory infection
transmission "may have occurred via contamination of provided respiratory protective equipment
during storage and reuse of masks and respirators throughout the workday." (5)

A 2011 meta-analysis of 17 studies regarding masks and effect on transmission of influenza found that "none
of the studies established a conclusive relationship between mask/respirator use and protection against
influenza infection." (6) However, authors speculated that effectiveness of masks may be linked to early,
consistent and correct usage.

Face mask use was likewise found to be not protective against the common cold, compared to controls without
face masks among healthcare workers. (7)

Airflow around masks

Masks have been assumed to be effective in obstructing forward travel of viral particles. Considering those
positioned next to or behind a mask wearer, there have been farther transmission of virus-laden fluid particles
from masked individuals than from unmasked individuals, by means of "several leakage jets, including intense
backward and downwards jets that may present major hazards," and a "potentially dangerous leakage jet of up
to several meters." (8) All masks were thought to reduce forward airflow by 90% or more over wearing no
mask. However, Schlieren imaging showed that both surgical masks and cloth masks had farther brow jets
(unfiltered upward airflow past eyebrows) than not wearing any mask at all, 182 mm and 203 mm respectively,
vs none discernible with no mask. Backward unfiltered airflow was found to be strong with all masks compared
to not masking.

For both N95 and surgical masks, it was found that expelled particles from 0.03 to 1 micron were
deflected around the edges of each mask, and that there was measurable penetration of particles
through the filter of each mask. (9)

Penetration through masks

A study of 44 mask brands found mean 35.6% penetration (+ 34.7%). Most medical masks had over 20%
penetration, while "general masks and handkerchiefs had no protective function in terms of the aerosol
filtration efficiency." The study found that "Medical masks, general masks, and handkerchiefs were
found to provide little protection against respiratory aerosols." (10)

It may be helpful to remember that an aerosol is a colloidal suspension of liquid or solid particles in a gas. In



respiration, the relevant aerosol is the suspension of bacterial or viral particles in inhaled or exhaled breath.

In another study, penetration of cloth masks by particles was almost 97% and medical masks 44%.
(11)

N95 respirators

Honeywell is a manufacturer of N95 respirators. These are made with a 0.3 micron filter. (12) N95 respirators
are so named, because 95% of particles having a diameter of 0.3 microns are filtered by the mask forward of
the wearer, by use of an electrostatic mechanism. Coronaviruses are approximately 0.125 microns in
diameter.

This meta-analysis found that N95 respirators did not provide superior protection to facemasks against viral
infections or influenza-like infections. (13) This study did find superior protection by N95 respirators when they
were fit-tested compared to surgical masks. (14)

This study found that 624 out of 714 people wearing N95 masks left visible gaps when putting on their own
masks. (15)

Surgical masks

This study found that surgical masks offered no protection at all against influenza. (16) Another study found
that surgical masks had about 85% penetration ratio of aerosolized inactivated influenza particles and about
90% of Staphylococcus aureus bacteria, although S aureus particles were about 6x the diameter of influenza
particles. (17)

Use of masks in surgery were found to slightly increase incidence of infection over not masking in a
study of 3,088 surgeries. (18) The surgeons' masks were found to give no protective effect to the
patients.

Other studies found no difference in wound infection rates with and without surgical masks. (19) (20)

This study found that "there is a lack of substantial evidence to support claims that facemasks protect either
patient or surgeon from infectious contamination." (21)

This study found that medical masks have a wide range of filtration efficiency, with most showing a 30% to
50% efficiency. (22)

Specifically, are surgical masks effective in stopping human transmission of coronaviruses? Both
experimental and control groups, masked and unmasked respectively, were found to "not shed
detectable virus in respiratory droplets or aerosols." (23) In that study, they "did not confirm the
infectivity of coronavirus" as found in exhaled breath.

A study of aerosol penetration showed that two of the five surgical masks studied had 51% to 89% penetration
of polydisperse aerosols. (24)

In another study, that observed subjects while coughing, "neither surgical nor cotton masks effectively filtered
SARS-CoV-2 during coughs by infected patients." And more viral particles were found on the outside
than on the inside of masks tested. (25)

Cloth masks

Cloth masks were found to have low efficiency for blocking particles of 0.3 microns and smaller. Aerosol
penetration through the various cloth masks examined in this study were between 74 and 90%. Likewise, the
filtration efficiency of fabric materials was 3% to 33% (26)



Healthcare workers wearing cloth masks were found to have 13 times the risk of influenza-like
illness than those wearing medical masks. (27)

This 1920 analysis of cloth mask use during the 1918 pandemic examines the failure of masks to impede or
stop flu transmission at that time, and concluded that the number of layers of fabric required to prevent
pathogen penetration would have required a suffocating number of layers, and could not be used for
that reason, as well as the problem of leakage vents around the edges of cloth masks. (28)

Masks against Covid-19

The New England Journal of Medicine editorial on the topic of mask use versus Covid-19 assesses the matter
as follows:

"We know that wearing a mask outside health care facilities offers little, if any, protection from infection. Public
health authorities define a significant exposure to Covid-19 as face-to-face contact within 6 feet with a patient
with symptomatic Covid-19 that is sustained for at least a few minutes (and some say more than 10 minutes or
even 20 minutes). The chance of catching Covid-19 from a passing interaction in a public space is
therefore minimal. In many cases, the desire for widespread masking is a reflexive reaction to
anxiety over the pandemic." (29)

Are masks safe?

During walking or other exercise

Surgical mask wearers had significantly increased dyspnea after a 6-minute walk than non-mask wearers. (30)

Researchers are concerned about possible burden of facemasks during physical activity on pulmonary,
circulatory and immune systems, due to oxygen reduction and air trapping reducing substantial carbon dioxide
exchange. As a result of hypercapnia, there may be cardiac overload, renal overload, and a shift to
metabolic acidosis. (31)

Risks of N95 respirators

Pregnant healthcare workers were found to have a loss in volume of oxygen consumption by 13.8%
compared to controls when wearing N95 respirators. 17.7% less carbon dioxide was exhaled. (32)
Patients with end-stage renal disease were studied during use of N95 respirators. Their partial
pressure of oxygen (PaO2) decreased significantly compared to controls and increased respiratory
adverse effects. (33) 19% of the patients developed various degrees of hypoxemia while wearing the
masks.

Healthcare workers' N95 respirators were measured by personal bioaerosol samplers to harbor influenza virus.
(34) And 25% of healthcare workers' facepiece respirators were found to contain influenza in an
emergency department during the 2015 flu season. (35)

Risks of surgical masks

Healthcare workers' surgical masks also were measured by personal bioaerosol samplers to harbor for
influenza virus. (36)

Various respiratory pathogens were found on the outer surface of used medical masks, which could result in
self-contamination. The risk was found to be higher with longer duration of mask use. (37)

Surgical masks were also found to be a repository of bacterial contamination. The source of the
bacteria was determined to be the body surface of the surgeons, rather than the operating room
environment. (38) Given that surgeons are gowned from head to foot for surgery, this finding should
be especially concerning for laypeople who wear masks. Without the protective garb of surgeons,



laypeople generally have even more exposed body surface to serve as a source for bacteria to
collect on their masks.

Risks of cloth masks

Healthcare workers wearing cloth masks had significantly higher rates of influenza-like illness after four weeks
of continuous on-the-job use, when compared to controls. (39)

The increased rate of infection in mask-wearers may be due to a weakening of immune function
during mask use. Surgeons have been found to have lower oxygen saturation after surgeries even
as short as 30 minutes. (40) Low oxygen induces hypoxia-inducible factor 1 alpha (HIF-1). (41) This in turn
down-regulates CD4+ T-cells. CD4+ T-cells, in turn, are necessary for viral immunity. (42)

Weighing risks versus benefits of mask use

In the summer of 2020 the United States is experiencing a surge of popular mask use, which is frequently
promoted by the media, political leaders and celebrities. Homemade and store-bought cloth masks and
surgical masks or N95 masks are being used by the public especially when entering stores and other publicly
accessible buildings. Sometimes bandanas or scarves are used. The use of face masks, whether cloth,
surgical or N95, creates a poor obstacle to aerosolized pathogens as we can see from the
meta-analyses and other studies in this paper, allowing both transmission of aerosolized pathogens
to others in various directions, as well as self-contamination.

It must also be considered that masks impede the necessary volume of air intake required for
adequate oxygen exchange, which results in observed physiological effects that may be
undesirable. Even 6- minute walks, let alone more strenuous activity, resulted in dyspnea. The volume of
unobstructed oxygen in a typical breath is about 100 ml, used for normal physiological processes. 100 ml O2
greatly exceeds the volume of a pathogen required for transmission.

The foregoing data show that masks serve more as instruments of obstruction of normal breathing, rather than
as effective barriers to pathogens. Therefore, masks should not be used by the general public, either by
adults or children, and their limitations as prophylaxis against pathogens should also be considered
in medical settings.
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Facemasks, Lies, Damn Lies, And Public Health Officials: "A Growing Body of Evidence"

The Science is Conclusive: Masks and Respirators do NOT Prevent Transmission of Viruses
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I was drawn to science and medicine because of all human endeavors, ours is one where smart people can

say, "I don't know." We don't stop there. We run a study or experiment that helps us know more. That is

what makes what we do different than other human endeavors.

I start then with a humility as I take on the Danish Mask Study, published on Wednesday in the Annals of

Internal Medicine. This is a 4,800-person randomized trial that took place in the spring and early

summer in Denmark. The trial was run at a time where most Danes did not wear masks when they left

their house. It told participants to practice social distancing and randomly assigned them with the

advice to wear a mask (and even gave them 50 surgical masks), advising them to change it after

every 8 hours of use, or gave them no advice to wear mask, and followed them to see how many

acquired SARS-CoV-2 by PCR or antibody testing. The answer was a nearly identical proportion -- 42

of 2,393 people (1.8%) in the mask group and 53 of 2,470 (2.1%) in the no-mask group. The difference

was not statistically significant.

Before I tell you what the study showed and didn't, we have to consider some criticism that is rapidly

emerging.

Was the trial underpowered? The trial was powered to test its hypothesis of a 50% reduction in

SARS-CoV-2 from mask wearing in a setting where the baseline risk was approximately 2%. The trial

anticipated a 20% loss to follow-up. By these measures the trial was adequately powered to test its

hypothesis, but let's be honest, the authors could not possibly have known at the outset the exact rate of

COVID-19. While 2% was a terrific guess, it so easily could have been 22%. SARS-CoV-2 is a fat-tail

probability event: meaning that it is possible for extremely bad scenarios to occur. Instead of California,

Denmark could have been South Dakota! For this reason, I don't judge them harshly for power.

Was adherence poor? Among participants, 46% wore the mask as recommended and 47% wore it

"predominantly as recommended," for a total of 93%. Anyone who has walked around any city or store in

America can attest: that is actually pretty good! To my eye, one in four noses are seen protruding, and one

in eight masks are worn as a chin strap.

Even low adherence would not be a problem, as it's part of what is being tested. A cake is both the batter

and the temperature of the oven, and a public health recommendation is both the recommendation itself

and whether people follow it. You should be judged for both things.

What does the trial show exactly? The Danish trial shows that this specific mask recommendation (plus



a box of masks) made during the SARS-CoV-2 pandemic, with background rates of 2% PCR acquisition,

failed to show that mask wearing reduces risk by 50%. In places where there is modest SARS-CoV-2

transmission (like Denmark during these months), there is insufficient evidence to suggest wearing a

mask as you go about daily errands will protect you from infection. That is good to know!

What doesn't the trial show? The trial is not able to assess the claim, "My mask protects you, not

me." The way to test this claim would be to randomize clusters or groups of people. Perhaps by city or

county, and ask if mask mandates slow spread across all folks who live in that area. To my knowledge

there has never been such a study, and while this message is popular and plausible, we should be

willing to say, "I don't know for sure if it is true." By the way, we have done so many cluster randomized

controlled trials in medicine, that a colleague and I studied them here.

What the trial really means? Above all else, the Danish trial shows randomized trials are possible, and

desperately needed. We need these studies now more than ever. Let's be honest. Masks have become a

hot-button political issue. They are increasingly a badge symbolizing who one voted for. This is a terrible

consequence of bad leadership and caustic, polarized social media posts -- yes, unfortunately, by both

proponents and opponents of masks.

The trials we need right now are cluster randomized trials to test messaging strategies. Is SARS-CoV-2

transmission slowed in counties/cities where we (a) advise people to wear a cloth mask because it's the

patriot thing to do (b) advise them to wear a cloth mask because it may protect others (c) advise people to

wear surgical masks and distribute households a box (d) advise masks indoors only, but no need to wear a

mask outdoors, or (e) no additional comments made by officials. There are many important testable

questions.

Should the trial have been published? Some have turned to social media to ask why a trial that may

diminish enthusiasm for masks and may be misinterpreted was published in a top medical journal.

Woah! First, of all, I am prepared to die on the hill that science means publishing the results of truthful

experiments no matter what they show. We can acknowledge limits, but we can never suppress results.

Second, in today's environment of rampant conspiracy theories, watching doctors openly discuss not

publishing results seems to be ... I can't think of a polite word.

Don't make masks more political than they have become! Experts on twitter do not realize what they are

doing. The more one's social media feed becomes a mix of posts claiming Trump is stupid, Biden is great,

and masks are awesome, the more those become wedded together, as a single package deal. If one wishes to

be a public health expert for all Americans, one cannot be a naked political actor online.

Why so much criticism? I think we have to consider why we have such strong emotions toward masks.

Amongst all the non-pharmacologic things one can do to potentially slow the spread of SARS-CoV-2,

masks dominate the conversation. Handwashing has faded entirely from the discussion. One possibility is

that masks are a clear and visible symbol, and handwashing is invisible. We have to consider the fact



that we are reacting to this study on an emotional level, and those emotions are also preventing us from

doing additional trials (such as the cluster trials I describe above) that might yield useful insights.

Final thoughts? I have a few. Masks are not parachutes. Their effect size at best is going to be modest.

Every time you muster the breath to advise someone to wear a mask, advise handwashing, distancing, and

avoiding indoor gatherings too. Next, have some perspective on masks. Whether or not they work indoors

with prolonged contact among adults is one thing, but they surely do nothing if children are outdoors

playing in the rain. And yet, the state of Washington has mandated that youth sports wear masks when

playing outside in the Seattle winter at all times. No one would even do a randomized trial of this

strategy, as it is openly foolish. The moment the mask gets wet, it's useless and that is just one of the

problems. Let us save our breath for the recommendations that matter.

In short, the Danish mask study doesn't answer every question, but it was well done, thoughtful, useful,

and what we need more of. I commend Christine Laine, MD, MPH, and her fellow editors at the Annals

of Internal Medicine for publishing it. The investigators will not get the praise they deserve, but I will

praise them. They are scientists, and there are still a few of us left breathing who can recognize that.

Vinay Prasad, MD, MPH, is a hematologist-oncologist and associate professor of medicine at the

University of California San Francisco, and author of Malignant: How Bad Policy and Bad Evidence

Harm People With Cancer.
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Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), the cause of coronavirus disease 2019

(COVID-19), has infected more than 54 million persons (1, 2). Measures to impede transmission in

health care and community settings are essential (3). The virus is transmitted person-to-person, primarily

through the mouth, nose, or eyes via respiratory droplets, aerosols, or fomites (4, 5). It can survive on

surfaces for up to 72 hours (6), and touching a contaminated surface followed by face touching is

another possible route of transmission (7). Face masks are a plausible means to reduce transmission of

respiratory viruses by minimizing the risk that respiratory droplets will reach wearers' nasal or oral

mucosa. Face masks are also hypothesized to reduce face touching (8, 9), but frequent face and mask

touching has been reported among health care personnel (10). Observational evidence supports the

efficacy of face masks in health care settings (11, 12) and as source control in patients infected with

SARS-CoV-2 or other coronaviruses (13).

An increasing number of localities recommend masks in community settings on the basis of this

observational evidence, but recommendations vary and controversy exists (14). The World Health

Organization (WHO) and the U.S. Centers for Disease Control and Prevention (15) strongly recommend

that persons with symptoms or known infection wear masks to prevent transmission of SARS-CoV-2 to

others (source control) (16). However, WHO acknowledges that we lack evidence that wearing a mask

protects healthy persons from SARS-CoV-2 (prevention) (17). A systematic review of observational

studies reported that mask use reduced risk for SARS, Middle East respiratory syndrome, and COVID-19

by 66% overall, 70% in health care workers, and 44% in the community (12). However, surgical and

cloth masks were grouped in preventive studies, and none of the 3 included non–health care studies

related directly to COVID-19. Another systematic review (18) and American College of Physicians

recommendations (19) concluded that evidence on mask effectiveness for respiratory infection prevention

is stronger in health care than community settings.

Observational evidence suggests that mask wearing mitigates SARS-CoV-2 transmission, but whether

this observed association arises because masks protect uninfected wearers (protective effect) or because

transmission is reduced from infected mask wearers (source control) is uncertain. Here, we report a

randomized controlled trial (20) that assessed whether a recommendation to wear a surgical mask when

outside the home among others reduced wearers' risk for SARS-CoV-2 infection in a setting where public



health measures were in effect but community mask wearing was uncommon and not recommended.

Methods

Trial Design and Oversight

DANMASK-19 (Danish Study to Assess Face Masks for the Protection Against COVID-19 Infection)

was an investigator-initiated, nationwide, unblinded, randomized controlled trial (ClinicalTrials.gov:

NCT04337541). The trial protocol was registered with the Danish Data Protection Agency (P-2020-311)

(Part 10 of the Supplement) and published (21). The researchers presented the protocol to the

independent regional scientific ethics committee of the Capital Region of Denmark, which did not require

ethics approval (H-20023709) in accordance with Danish legislation (Parts 11 and 12 of the

Supplement). The trial was done in accordance with the principles of the Declaration of Helsinki.

Participants and Study Period

During the study period (3 April to 2 June 2020), Danish authorities did not recommend use of masks in

the community and mask use was uncommon (<5%) outside hospitals (22). Recommended public health

measures included quarantining persons with SARS-CoV-2 infection, social distancing (including in

shops and public transportation, which remained open), limiting the number of persons seen, frequent

hand hygiene and cleaning, and limiting visitors to hospitals and nursing homes (23, 24). Cafés and

restaurants were closed during the study until 18 May 2020.

Eligible persons were community-dwelling adults aged 18 years or older without current or prior

symptoms or diagnosis of COVID-19 who reported being outside the home among others for at least 3

hours per day and who did not wear masks during their daily work. Recruitment involved media

advertisements and contacting private companies and public organizations. Interested citizens had internet

access to detailed study information and to research staff for questions (Part 3 of the Supplement). At

baseline, participants completed a demographic survey and provided consent for researchers to access

their national registry data (Parts 4 and 5 of the Supplement). Recruitment occurred from 3 through 24

April 2020. Half of participants were randomly assigned to a group on 12 April and half on 24 April.

Intervention

Participants were enrolled and data registered using Research Electronic Data Capture (REDCap)

software (25). Eligible participants were randomly assigned 1:1 to the mask or control group using a

computer algorithm and were stratified by the 5 regions of Denmark (Supplement Table 1). Participants

were notified of allocation by e-mail, and study packages were sent by courier (Part 7 of the Supplement).

Participants in the mask group were instructed to wear a mask when outside the home during the next

month. They received 50 three-layer, disposable, surgical face masks with ear loops (TYPE II EN 14683

[Abena]; filtration rate, 98%; made in China). Participants in both groups received materials and



instructions for antibody testing on receipt and at 1 month. They also received materials and instructions

for collecting an oropharyngeal/nasal swab sample for polymerase chain reaction (PCR) testing at 1

month and whenever symptoms compatible with COVID-19 occurred during follow-up. If symptomatic,

participants were strongly encouraged to seek medical care. They registered symptoms and results of the

antibody test in the online REDCap system. Participants returned the test material by prepaid express

courier.

Written instructions and instructional videos guided antibody testing, oropharyngeal/nasal swabbing, and

proper use of masks (Part 8 of the Supplement), and a help line was available to participants. In

accordance with WHO recommendations for health care settings at that time, participants were instructed

to change the mask if outside the home for more than 8 hours. At baseline and in weekly follow-up

e-mails, participants in both groups were encouraged to follow current COVID-19 recommendations

from the Danish authorities.

Antibody and Viral PCR Testing

Participants tested for SARS-CoV-2 IgM and IgG antibodies in whole blood using a point-of-care test

(Lateral Flow test [Zhuhai Livzon Diagnostics]) according to the manufacturer's recommendations and as

previously described (26). After puncturing a fingertip with a lancet, they withdrew blood into a capillary

tube and placed 1 drop of blood followed by 2 drops of saline in the test chamber in each of the 2 test

plates (IgM and IgG). Participants reported IgM and IgG results separately as “1 line present” (negative),

“2 lines present” (positive), or “I am not sure, or I could not perform the test” (treated as a negative

result). Participants were categorized as seropositive if they had developed IgM, IgG, or both. The

manufacturer reported that sensitivity was 90.2% and specificity 99.2%. A previously reported internal

validation using 651 samples from blood donors before November 2019 and 155 patients with

PCR-confirmed SARS-CoV-2 infection estimated a sensitivity of 82.5% (95% CI, 75.3% to 88.4%) and

specificity of 99.5% (CI, 98.7% to 99.9%) (26). We (27) and others (28) have reported that

oropharyngeal/nasal swab sampling for SARS-CoV-2 by participants, as opposed to health care workers,

is clinically useful. Descriptions of RNA extraction, primer and probe used, reverse transcription,

preamplification, and microfluidic quantitative PCR are detailed in Part 6 of the Supplement.

Data Collection

Participants received 4 follow-up surveys (Parts 4 and 5 of the Supplement) by e-mail to collect

information on antibody test results, adherence to recommendations on time spent outside the home

among others, development of symptoms, COVID-19 diagnosis based on PCR testing done in public

hospitals, and known COVID-19 exposures.

Outcomes

The primary outcome was SARS-CoV-2 infection, defined as a positive result on an oropharyngeal/nasal



swab test for SARS-CoV-2, development of a positive SARS-CoV-2 antibody test result (IgM or IgG)

during the study period, or a hospital-based diagnosis of SARS-CoV-2 infection or COVID-19.

Secondary end points included PCR evidence of infection with other respiratory viruses (Supplement

Table 2).

Sample Size Calculations

The sample size was determined to provide adequate power for assessment of the combined composite

primary outcome in the intention-to-treat analysis. Authorities estimated an incidence of SARS-CoV-2

infection of at least 2% during the study period. Assuming that wearing a face mask halves risk for

infection, we estimated that a sample of 4636 participants would provide the trial with 80% power at a

significance level of 5% (2-sided α level). Anticipating 20% loss to follow-up in this community-based

study, we aimed to assign at least 6000 participants.

Statistical Analysis

Participants with a positive result on an antibody test at baseline were excluded from the analyses. We

calculated CIs of proportions assuming binomial distribution (Clopper–Pearson).

The primary composite outcome (intention-to-treat) was compared between groups using the χ2 test.

Odds ratios and confidence limits were calculated using logistic regression. We did a per protocol

analysis that included only participants reporting complete or predominant use of face masks as

instructed. A conservative sensitivity analysis assumed that participants with a positive result on an

antibody test at the end of the study who had not provided antibody test results at study entrance had had a

positive result at entrance. To further examine the uncertainty of loss to follow-up, we did (post hoc) 200

imputations using the R package smcfcs, version 1.4.1 (29), to impute missing values of outcome. We

included sex, age, type of work, time out of home, and outcome in this calculation.

Prespecified subgroups were compared by logistic regression analysis. In a post hoc analysis, we explored

whether there was a subgroup defined by a constellation of participant characteristics for which a

recommendation to wear masks seemed to be effective. We included sex, age, type of work, time out of

home, and outcome in this calculation.

Two-sided P values less than 0.05 were considered statistically significant. Analyses were done using R,

version 3.6.1 (R Foundation).

Role of the Funding Source

An unrestricted grant from the Salling Foundations supported the study, and the BESTSELLER

Foundation donated the Livzon tests. The funders did not influence study design, conduct, or reporting.



Results

Participants

A total of 17 258 Danish citizens responded to recruitment, and 6024 completed the baseline survey and

fulfilled eligibility criteria. The first participants (group 1; n = 2995) were randomly assigned on 12 April

2020 and were followed from 14 to 16 April through 15 May 2020. Remaining participants (group 2;

n = 3029) were randomly assigned on 24 April 2020 and were followed from 2 to 4 May through 2 June

2020. A total of 3030 participants were randomly assigned to the recommendation to wear face masks,

and 2994 were assigned not to wear face masks (Figure); 4862 participants (80.7%) completed the study.

Table 1 shows baseline characteristics, which were well balanced between groups. Participants reported

having spent a median of 4.5 hours per day outside the home.

Figure. Study flow diagram.

Inclusion and exclusion criteria are described in the Methods section, and criteria for completion of the study

are given in the Supplement. SARS-CoV-2 = severe acute respiratory syndrome coronavirus 2.

Table 1. Characteristics of Participants Completing the Study

Adherence

Based on the lowest adherence reported in the mask group during follow-up, 46% of participants wore

the mask as recommended, 47% predominantly as recommended, and 7% not as recommended.

Primary Outcome

The primary outcome occurred in 42 participants (1.8%) in the mask group and 53 (2.1%) in the control

group. In an intention-to-treat analysis, the between-group difference was −0.3 percentage point (CI, −1.2

to 0.4 percentage point; P = 0.38) (odds ratio [OR], 0.82 [CI, 0.54 to 1.23]; P = 0.33) in favor of the

mask group (Supplement Figure 1). When this analysis was repeated with multiple imputation for

missing data due to loss to follow-up, it yielded similar results (OR, 0.81 [CI, 0.53 to 1.23]; P = 0.32).



Table 2 provides data on the components of the primary end point, which were similar between groups.

Table 2. Distribution of the Components of the Composite Primary Outcome

In a per protocol analysis that excluded participants in the mask group who reported nonadherence (7%),

SARS-CoV-2 infection occurred in 40 participants (1.8%) in the mask group and 53 (2.1%) in the

control group (between-group difference, −0.4 percentage point [CI, −1.2 to 0.5 percentage point]; P =

0.40) (OR, 0.84 [CI, 0.55 to 1.26]; P = 0.40). Supplement Figure 2 provides results of the prespecified

subgroup analyses of the primary composite end point. No statistically significant interactions were

identified.

In the preplanned sensitivity analysis, those who had a positive result on an antibody test at 1 month but

had not provided antibody results at baseline were considered to have had positive results at baseline (n =

18)—that is, they were excluded from the analysis. In this analysis, the primary outcome occurred in 33

participants (1.4%) in the face mask group and 44 (1.8%) in the control group (between-group

difference, −0.4 percentage point [CI, −1.1 to 0.4 percentage point]; P = 0.22) (OR, 0.77 [CI, 0.49 to

1.22]; P = 0.26).

Three post hoc (not preplanned) analyses were done. In the first, which included only participants

reporting wearing face masks “exactly as instructed,” infection (the primary outcome) occurred in 22

participants (2.0%) in the face mask group and 53 (2.1%) in the control group (between-group

difference, −0.2 percentage point [CI, −1.3 to 0.9 percentage point]; P = 0.82) (OR, 0.93 [CI, 0.56 to

1.54]; P = 0.78). The second post hoc analysis excluded participants who did not provide antibody test

results at baseline; infection occurred in 33 participants (1.7%) in the face mask group and 44 (2.1%) in

the control group (between-group difference, −0.4 percentage point [CI, −1.4 to 0.4 percentage point];

P = 0.33) (OR, 0.80 [CI, 0.51 to 1.27]; P = 0.35). In the third post hoc analysis, which investigated

constellations of patient characteristics, we did not find a subgroup where face masks were effective at

conventional levels of statistical significance (data not shown).

A total of 52 participants in the mask group and 39 control participants reported COVID-19 in their

household. Of these, 2 participants in the face mask group and 1 in the control group developed

SARS-CoV-2 infection, suggesting that the source of most observed infections was outside the home.

Reported symptoms did not differ between groups during the study period (Supplement Table 3).

Secondary Outcomes

In the mask group, 9 participants (0.5%) were positive for 1 or more of the 11 respiratory viruses other

than SARS-CoV-2, compared with 11 participants (0.6%) in the control group (between-group

difference, −0.1 percentage point [CI, −0.6 to 0.4 percentage point]; P = 0.87) (OR, 0.84 [CI, 0.35 to

2.04]; P = 0.71). Positivity for any virus, including SARS-CoV-2, occurred in 9 mask participants

(0.5%) versus 16 control participants (0.8%) (between-group difference, −0.3 percentage point [CI, −0.9



to 0.2 percentage point]; P = 0.26) (OR, 0.58 [CI, 0.25 to 1.31]; P = 0.19).

Discussion

In this community-based, randomized controlled trial conducted in a setting where mask wearing was

uncommon and was not among other recommended public health measures related to COVID-19, a

recommendation to wear a surgical mask when outside the home among others did not reduce, at

conventional levels of statistical significance, incident SARS-CoV-2 infection compared with no mask

recommendation. We designed the study to detect a reduction in infection rate from 2% to 1%. Although

no statistically significant difference in SARS-CoV-2 incidence was observed, the 95% CIs are

compatible with a possible 46% reduction to 23% increase in infection among mask wearers. These

findings do offer evidence about the degree of protection mask wearers can anticipate in a setting where

others are not wearing masks and where other public health measures, including social distancing, are in

effect. The findings, however, should not be used to conclude that a recommendation for everyone to

wear masks in the community would not be effective in reducing SARS-CoV-2 infections, because the

trial did not test the role of masks in source control of SARS-CoV-2 infection. During the study period,

authorities did not recommend face mask use outside hospital settings and mask use was rare in

community settings (22). This means that study participants' exposure was overwhelmingly to persons

not wearing masks.

The observed infection rate was similar to that reported in other large Danish studies during the study

period (26, 30). Of note, the observed incidence of SARS-CoV-2 infection was higher than we had

estimated when planning a sample size that would ensure more than 80% power to detect a 50% decrease

in infection. The intervention lasted only 1 month and was carried out during a period when Danish

authorities recommended quarantine of diagnosed patients, physical distancing, and hand hygiene as

general protective means against SARS-CoV-2 transmission (23). Cafés and restaurants were closed

through 18 May, but follow-up of the second randomized group continued through 2 June.

The first randomized group was followed while the Danish society was under lockdown. Reopening

occurred (18 May 2020) during follow-up of the second group of participants, but it was not reflected in

the outcome because infection rates were similar between groups (Supplement Figure 2). The relative

infection rate between mask wearers and those not wearing masks would most likely be affected by

changes in applied protective means or in the virulence of SARS-CoV-2, whereas the rate difference

between the 2 groups would probably not be affected solely by a higher—or lower—number of infected

citizens.

Although we saw no statistically significant difference in presence of other respiratory viruses, the study

was not sufficiently powered to draw definite conclusions about the protective effect of masks for other

viral infections. Likewise, the study had limited power for any of the subgroup analyses.

The primary outcome was mainly defined by antibodies against SARS-CoV-2. This definition was chosen



because the viral load of infected patients may be only transiently detectable (31, 32) and because

approximately half of persons infected with SARS-CoV-2 are asymptomatic (33, 26). Masks have been

hypothesized to reduce inoculum size (34) and could increase the likelihood that infected mask users are

asymptomatic, but this hypothesis has been challenged (35). For these reasons, we did not rely solely on

identification of SARS-CoV-2 in oropharyngeal/nasal swab samples. As mentioned in the Methods

section, an internal validation study estimated that the point-of-care test has 82.5% sensitivity and 99.5%

specificity (26).

The observed rate of incident SARS-CoV-2 infection was similar to what was estimated during trial

design. These rates were based on thorough screening of all participants using antibody measurements

combined with PCR, whereas the observed official infection rates relied solely on PCR test–based

estimates during the period. In addition, authorities tested only a small subset of primarily symptomatic

citizens of the entire population, yielding low incidence rates. On this basis, the infection rates we report

here are not comparable with the official SARS-CoV-2 infection rates in the Danish population. The

eligibility requirement of at least 3 hours of exposure to other persons outside the home would add to

this difference. Between 6 April and 9 May 2020, we found a similar seroprevalence of SARS-CoV-2 of

1.9% (CI, 0.8% to 2.3%) in Danish blood donors using the Livzon point-of-care test and assessed by

laboratory technicians (36). Testing at the end of follow-up, however, may not have captured any

infections contracted during the last part of the study period, but this would have been true in both the

mask and control groups and was not expected to influence the overall findings.

The face masks provided to participants were high-quality surgical masks with a filtration rate of 98%

(37). A published meta-analysis found no statistically significant difference in preventing influenza in

health care workers between respirators (N95 [American standard] or FFP2 [European standard]) and

surgical face masks (38). Adherence to mask use may be higher than observed in this study in settings

where mask use is common. Some mask group participants (14%) reported adverse reactions from other

citizens (Supplement Table 4). Although adherence may influence the protective effect of masks,

sensitivity analyses had similar results across reported adherence.

How SARS-CoV-2 is transmitted—via respiratory droplets, aerosols, or (to a lesser extent) fomites—is

not firmly established. Droplets are larger and rapidly fall to the ground, whereas aerosols are smaller (≤5

μm) and may evaporate and remain in the air for hours (39). Transmission of SARS-CoV-2 may take

place through multiple routes. It has been argued that for the primary route of SARS-CoV-2 spread—that

is, via droplets—face masks would be considered effective, whereas masks would not be effective against

spread via aerosols, which might penetrate or circumnavigate a face mask (37, 39). Thus, spread of

SARS-CoV-2 via aerosols would at least partially explain the present findings. Lack of eye protection

may also have been of importance, and use of face shields also covering the eyes (rather than face masks

only) has been advocated to halt the conjunctival route of transmission (40, 41). We observed no

statistically significant interaction between wearers and nonwearers of eyeglasses (Supplement Figure 2).

Recent reports indicate that transmission of SARS-CoV-2 via fomites is unusual (42), but masks may

alter behavior and potentially affect fomite transmission.



The present findings are compatible with the findings of a review of randomized controlled trials of the

efficacy of face masks for prevention (as personal protective equipment) against influenza virus (18). A

recent meta-analysis that suggested a protective effect of face masks in the non–health care setting was

based on 3 observational studies that included a total of 725 participants and focused on transmission of

SARS-CoV-1 rather than SARS-CoV-2 (12). Of 725 participants, 138 (19%) were infected, so the

transmission rate seems to be higher than for SARS-CoV-2. Further, these studies focused on prevention

of infection in healthy mask wearers from patients with a known, diagnosed infection rather than

prevention of transmission from persons in their surroundings in general. In addition, identified

comparators (control participants) not wearing masks may also have missed other protective means.

Recent observational studies that indicate a protective association between mandated mask use in the

community and SARS-CoV-2 transmission are limited by study design and simultaneous introduction of

other public health interventions (14, 43).

Several challenges regarding wearing disposable face masks in the community exist. These include

practical aspects, such as potential incorrect wearing, reduced adherence, reduced durability of the mask

depending on type of mask and occupation, and weather. Such circumstances may necessitate the use of

multiple face masks during the day. In our study, participants used a mean of 1.7 masks per weekday and

1.3 per weekend day (Supplement Table 4). Wearing a face mask may be physically unpleasant, and

psychological barriers and other side effects have been described (44). “Face mask policing” between

citizens might reinforce use of masks but may be challenging. In addition, the wearer of a face mask may

change to a less cautious behavior because of a false sense of security, as pointed out by WHO (17);

accordingly, our face mask group seemed less worried (Supplement Table 4), which may explain their

increased willingness to wear face masks in the future (Supplement Table 5). These challenges, including

costs and availability, may reduce the efficacy of face masks to prevent SARS-CoV-2 infection.

The potential benefits of a community-wide recommendation to wear masks include combined

prevention and source control for symptomatic and asymptomatic persons, improved attention, and

reduced potential stigmatization of persons wearing masks to prevent infection of others (17). Although

masks may also have served as source control in SARS-CoV-2–infected participants, the study was not

designed to determine the effectiveness of source control.

The most important limitation is that the findings are inconclusive, with CIs compatible with a 46%

decrease to a 23% increase in infection. Other limitations include the following. Participants may have

been more cautious and focused on hygiene than the general population; however, the observed infection

rate was similar to findings of other studies in Denmark (26, 30). Loss to follow-up was 19%, but results

of multiple imputation accounting for missing data were similar to the main results. In addition, we

relied on patient-reported findings on home antibody tests, and blinding to the intervention was not

possible. Finally, a randomized controlled trial provides high-level evidence for treatment effects but can

be prone to reduced external validity.

Our results suggest that the recommendation to wear a surgical mask when outside the home among



others did not reduce, at conventional levels of statistical significance, the incidence of SARS-CoV-2

infection in mask wearers in a setting where social distancing and other public health measures were in

effect, mask recommendations were not among those measures, and community use of masks was

uncommon. Yet, the findings were inconclusive and cannot definitively exclude a 46% reduction to a

23% increase in infection of mask wearers in such a setting. It is important to emphasize that this trial did

not address the effects of masks as source control or as protection in settings where social distancing and

other public health measures are not in effect.

Reduction in release of virus from infected persons into the environment may be the mechanism for

mitigation of transmission in communities where mask use is common or mandated, as noted in

observational studies. Thus, these findings do not provide data on the effectiveness of widespread mask

wearing in the community in reducing SARS-CoV-2 infections. They do, however, offer evidence about

the degree of protection mask wearers can anticipate in a setting where others are not wearing masks and

where other public health measures, including social distancing, are in effect. The findings also suggest

that persons should not abandon other COVID-19 safety measures regardless of the use of masks. While

we await additional data to inform mask recommendations, communities must balance the seriousness of

COVID-19, uncertainty about the degree of source control and protective effect, and the absence of data

suggesting serious adverse effects of masks (45).

This article was published at Annals.org on 18 November 2020



John C. A. Manley
Global Research
Sat, 23 Jan 2021 00:58 UTC

Nine Potential and Proven Dangers to Muzzling Yourself

1. Cavities: New York dentists are reporting that half their patients are suffering decaying teeth, receding gum
lines and seriously sour breath from wearing masks. "We're seeing inflammation in people's gums that have
been healthy forever, and cavities in people who have never had them before," Dr. Rob Ramondi told FOX
News.

2. Facial Deformities: Masking children triggers mouth breathing which as been shown to cause "long,
narrow faces, narrow mouths, high palatal vaults, dental malocclusion, gummy smiles, and many other
unattractive facial features," according to the Journal of General Dentistry.

3. Acne Vulgaris: Moisture and germs collecting in the mask cause "facial skin lesions, irritant dermatitis... or
worsening acne" (according to Public Health Ontario) which stresses the immune system, can lead to
permanent scarring and has been linked to depression and suicidal thoughts (according to the Journal
of Dermatologic Clinics). Children also develop impetigo, a bacterial infection that produces red sores and can
lead to kidney damage (according to the Mayo Clinic).

4. Increased Risk of COVID-19: "Mask use by the general public could be associated with a theoretical
elevated risk of COVID-19 through... self-contamination," states Public Health Ontario in Wearing Masks in
Public and COVID-19. "By wearing a mask, the exhaled viruses will not be able to escape and will
concentrate in the nasal passages, enter the olfactory nerves and travel into the brain," theorizes
nationally recognized board-certified neurosurgeon, Dr. Russell Blaylock, MD (in an article at The Centre for
Research on Globalization).

5. Bacterial Pneumonia: At an Oklahoma Press Conference, Dr. James Meehan, MD testified: "Reports
coming from my colleagues all over the world are suggesting that the bacterial pneumonias are on the rise" as
a result of moisture collecting in face masks.

6. Immune Suppressing: Masks are often worn by criminals trying to hide their identity while perpetuating an
offence (theft, violence, rape, murder, etc.). They produce subconscious anxiety and fear. Fear and anxiety
activate the fight-or-flight nervous system which down-regulates the immune system, as shown in a
study by the American Psychological Association.

7. Germophobia: Masks create an irrational fear of germs and a false sense of protection from disease,
leading to antisocial (or even hostile) behaviour towards those not wearing a mask. (See the paper in the
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Journal of Obsessive-Compulsive and Related Disorders titled "COVID-19, obsessive-compulsive disord
and invisible life forms that threaten the self").

8. Toxic: Many (if not most) masks and face coverings (including cloth) are made with toxic and carcinogenic
chemicals including fire retardant, fibreglass, lead, NFE, phthalates, polyfluorinated chemicals and
formaldehyde that will outgas and be inhaled by the wearer. (See "5 main hazardous chemicals in clothing
from China named" by Fashion United).

9. Psychologically Harmful: "I believe the real threat right now is what we're doing to sabotage the mental,
emotional and physical health of... our children, whose development is dependent on social interactions,
physical contact and facial expressions," writes Dr. Joseph Mercola of Mercola.com. "Between mask
wearing and social distancing, I fear the impact on children in particular may be long-term, if not
permanent."

Six Proofs Masks Do Not Reduce Infections

1. Insubstantial: A CDC-funded review on masking in May 2020 came to the conclusion: "Although
mechanistic studies support the potential effect of hand hygiene or face masks, evidence from 14 randomized
controlled trials of these measures did not support a substantial effect on transmission of laboratory-confirmed
influenza... None of the household studies reported a significant reduction in secondary laboratory-confirmed
influenza virus infections in the face mask group." If masks can't stop the regular flu, how can they stop
SAR-CoV-2?

2. Unreasonable: "Evidence that masking as a source [of] control results in any material reduction in
transmission was scant, anecdotal, and, in the overall, lacking... [and mandatory masking] is the exact
opposite of being reasonable," ruled a hospital arbitrator in a dispute between The Ontario Nurses' Association
and the Toronto Academic Health Science Network.

3. Ineffective: "Oral masks in healthy individuals are ineffective against the spread of viral infections," write
Belgian medical doctors in an open letter published in The American Institute of Stress, September 24, 2020.

4. Unsanitary: "It has never been shown that wearing surgical face masks decreases postoperative wound
infections," writes Göran Tunevall, M.D. in the World Journal of Surgery. "On the contrary, a 50% decrease
[in bacterial infection] has been reported after omitting face masks."

5. No Protection: "There were 17 eligible studies.... None of the studies established a conclusive relationship
between mask ⁄ respirator use and protection against influenza infection," concludes a research review in the
journal Influenza and Other Respiratory Viruses.

6. Unproven: Dutch Minister for Medical Care, Tamara van Ark, asserted that "from a medical perspective
there is no proven effectiveness of masks" after a review by the National Institute for Health on July 29, 2020
(according to Reuters).

Five Ways Forced Masking is Immoral

1. Reckless: "By making mask-wearing recommendations and policies for the general public, or by expressly
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See Also:

Best of the Web:Best of the Web: Robert F. Kennedy, Jr.: Are all the vaccine deaths a coincidence? Robert F. Kennedy, Jr.: Are all the vaccine deaths a coincidence?
At least twenty-three people die in Norway within days of receiving Pfizer coronavirus vaccineAt least twenty-three people die in Norway within days of receiving Pfizer coronavirus vaccine
27-year-old mother suffers seizures, is hospitalized after taking COVID vaccine27-year-old mother suffers seizures, is hospitalized after taking COVID vaccine

condoning the practice, governments have both ignored the scientific evidence and done the opposite of
following the precautionary principle," writes Denis Rancourt, PhD in his 2020 paper Masks Don't Work.

2. Manipulative: Dr. Andreas Voss, member of the World Health Organization expert team and head of
microbiology at a Dutch hospital in Nijmegen, on July 24, 2020, told I Am Expat that masks were made
mandatory "not because of scientific evidence, but because of political pressure and public opinion."

3. Fear-Mongering: "In fact, there is no study to even suggest that it makes any sense for healthy individuals
to wear masks in public," write Drs. Karina Reiss, Phd and Dr. Sucharit Bakdi, MD in Corona, False Alarm?
"One might suspect that the only political reason for enforcing the measure is to foster fear in the
population."

4. Totalitarian: "If you look at the history of totalitarian regimes... they all do the same thing, which is they try
to crush culture, and crush any evidence of self-expression..." explains Robert F. Kennedy, Jr. in an interview
regarding face masks. "And what is the ultimate vector for self-expression? It's your facial expressions....
[Yet] we've all been told to put on the burqa and be obedient."

5. Virtue-Signalling: "Masks are utterly useless," testified Dr. Roger Hodkinson, a pathologist, certified with
the Royal College of Physicians and Surgeons of Canada, at a city council meeting. "...masks are simply
virtue-signalling... It's utterly ridiculous seeing these unfortunate, uneducated people — I'm not saying that in a
pejorative sense — walking around like lemmings, obeying without any knowledge base, to put the
mask on their face."

About The Author

John C. A. Manley has spent over a decade ghostwriting for medical doctors, naturopaths and
chiropractors. Since March 2020, he has been writing articles that question and expose the
contradictions in the COVID-19 narrative and control measures. He is also completing a novel,
"Much Ado About Corona: A Dystopian Love Story". You can visit his website at
MuchAdoAboutCorona.ca.

Comment: See also: The Science of Masks
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GreenMedInfo
Sat, 02 Jan 2021 12:59 UTC

A German study involving over 25,000 children reveals that major negative impacts on the physical,
psychological, and behavioral health of children may be far more widespread than reported in the media and by
government officials -- affecting approximately 68% and contributing to 24 distinct health complaints,
according to parent submitted observations.

A concerning study conducted in Germany has been posted online as a preprint (not yet
peer-reviewed) titled, "Corona children studies "Co-Ki": First results of a Germany-wide registry on
mouth and nose covering (mask) in children," describing the results of 17,854 parent submitted
reports on health complaints or impairments experienced as a result of wearing masks by their
25,930 children.

The study was designed to both explore the accumulating narratives reported by parents, educators, and
doctors about increasing problems and health complaints in children and adolescents wearing masks, as well
as to provide the first known online registry where parents, doctors, teachers, and others can enter their
first-hand observations. The registry and the questionnaire can be found online at www.co-ki-masken.de

The study authors stated:

There are no manufacturer-independent studies on the use of masks for children and adolescents
that are certified as medical products for occupational safety in professional applications. In addition,
due to the unknown materials used, there are no findings on the potential protective effects or side
effects of the often home-made "everyday masks" worn by the majority of children. In view of the
ongoing measures to contain the COVID-19 pandemic, and in particular the varying obligations for
children and adolescents to wear masks in school over a longer period of time, there is an urgent
need for research.

On October 20th, 2020, 363 doctors were asked to make entries and inform parents and teachers of the
existence of the registry.

The data recorded in the registry included information regarding the role of the registrant, demographic data,
previous illnesses, situation and duration of mask wearing, type of mask, existence of complaints from the
child about an impairment via the mask, symptoms, behavioral problems, and the respondent's personal
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attitude to corona protection measures of the government.

On average, children wore masks for 270 minutes a day, with impairments being reported at nearly the sa
rate by the children (67.7%) as the parents (66.1%).

The study results were summarized as follows:

By 26.10.2020 the registry had been used by 20,353 people. In this publication we report the results
from the parents, who entered data on a total of 25,930 children. The average wearing time of the
mask was 270 minutes per day. Impairments caused by wearing the mask were reported by 68% of
the parents. These included irritability (60%), headache (53%), difficulty concentrating (50%),
less happiness (49%), reluctance to go to school/kindergarten (44%), malaise (42%) impaired
learning (38%) and drowsiness or fatigue (37%).

The children's' complaints were reported across 24 distinct symptoms as follows:
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See Also:

Stolen Pfizer/BioNTech Covid-19 vaccine data leaked; UPDATE: EMA says leaked data was 'manipulated'Stolen Pfizer/BioNTech Covid-19 vaccine data leaked; UPDATE: EMA says leaked data was 'manipulated'
Pfizer vaccine 'less effective than presented' - Israel's coronavirus chiefPfizer vaccine 'less effective than presented' - Israel's coronavirus chief
Best of the Web:Best of the Web: Tip of the iceberg? Thousands of COVID vaccine injuries and 13 US deaths reported in Tip of the iceberg? Thousands of COVID vaccine injuries and 13 US deaths reported in
December aloneDecember alone

The table below shows the parents' point of view on behavior changes in their children as a result of wearing
masks:

The authors of the ended their report with the following concluding remarks:

Many children are subject to great challenges and families try to master these as best they can. While
the proportion of people tested positive for SARS-CoV-2 and also the number of intensive care
patients in Germany is high in many places, we report here on a relatively small, unrepresentative
problem: several thousand children who seem to suffer from wearing the mask or who may experience
health problems from the mask. Our study provides the basis for a representative survey on which a
precise benefit-risk analysis of mask wearing in children can be built.

© January 2, 2021 GreenMedInfo LLC. This work is reproduced and distributed with the permission of
GreenMedInfo LLC. Want to learn more from GreenMedInfo? Sign up for the newsletter here
//www.greenmedinfo.com/greenmed/newsletter.
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Makia Freeman
The Freedom Articles
Thu, 21 May 2020 20:50 UTC

Dehumanizing masks have sadly become a part of the new normal in
many states and nations around the world. Many local and state
governments are forcing people to wear them, and many businesses
are dutifully toeing the official line and refusing entry to customers who
don't wear them. Apart from the obvious truth that widespread mask
usage has a deliberately dehumanizing effect (in line with the
transhumanist synthetic agenda), many scientific studies show that
masks serve no useful medical purpose for healthy people. Masks
weaken you by causing hypercapnia (increased carbon dioxide) and
hypoxia (decreased oxygen). They are designed for surgeons (so they
don't accidentally transmit bodily fluids like saliva into a patient they are operating on) or for sick people (so
they don't infect others via large respiratory droplets). Scientifically-speaking, they don't stop healthy people
from getting infected! Below is the evidence showing this. This will leave you with the inescapable conclusion
that these masks are not about protecting health - but rather about control, dehumanization and the
destruction of health.

Masks Lead to Under-Oxygenation, a Forerunner to Fatigue, Weakness and
Serious Diseases Like Cancer

It is a commonsense scientific fact that wearing a mask blocks your airways and therefore leads to both
hypercapnia (an increase in and accumulation of carbon dioxide in the body from breathing in exhaled air)
and hypoxia (a lack of oxygen in the tissues). Symptoms of hypercapnia include dizziness, drowsiness,
excessive fatigue, headaches, feeling disoriented, flushing of the skin and shortness of breath. Symptoms of
hypoxia include anxiety, restlessness, confusion, changes in the color of skin, cough, rapid breathing,
shortness of breath and sweating. Not surprisingly, both conditions are similar, since they are both
characterized by a lack of oxygen. In addition, hypoxia has been shown to lead to impaired immunity in
general, and to be a forerunner to serious diseases such as atherosclerosis, stroke and heart attack. It is also
the necessary precondition for the development of cancer (as I covered in my series on natural cancer
cures). Dr. Russell Blaylock highlights how wearing a mask is actually putting you at more risk of
infection because you are lowering your overall health, strength and immunity by under-
oxygenation:

"It is known that the N95 mask, if worn for hours, can reduce blood oxygenation as much as 20%,
which can lead to a loss of consciousness, as happened to the hapless fellow driving around alone
in his car wearing an N95 mask, causing him to pass out, and to crash his car and sustain injuries
... A more recent study involving 159 healthcare workers aged 21 to 35 years of age found that
81% developed headaches from wearing a face mask. Some had pre-existing headaches that
were precipitated by the masks. All felt like the headaches affected their work performance." [...]

"The importance of these findings is that a drop in oxygen levels (hypoxia) is associated with
an impairment in immunity. Studies have shown that hypoxia can inhibit the type of main
immune cells used to fight viral infections called the CD4+ T-lymphocyte. This occurs because the
hypoxia increases the level of a compound called hypoxia inducible factor-1 (HIF-1), which inhibits
T-lymphocytes and stimulates a powerful immune inhibitor cell called the Tregs. This sets the
stage for contracting any infection, including COVID-19 and making the consequences of
that infection much graver. In essence, your mask may very well put you at an increased
risk of infections and if so, having a much worse outcome."
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Blaylock also emphasizes how wearing masks is dangerous from a health perspective - it encourages th
recycling (rather than the expulsion) of viruses and bacteria, some of which can enter the brain with
potentially lethal consequences:

"It gets even more frightening. Newer evidence suggests that in some cases the virus can enter
the brain. In most instances it enters the brain by way of the olfactory nerves (smell nerves), which
connect directly with the area of the brain dealing with recent memory and memory consolidation.
By wearing a mask, the exhaled viruses will not be able to escape and will concentrate in
the nasal passages, enter the olfactory nerves and travel into the brain."

Public Health Agency of Canada Admits "Little Evidence" Masks Protect Healthy
People

This document from the Public Health Agency of Canada (PHAC) openly admits there is little evidence that, if
you are well or healthy, wearing a mask will somehow protect you. This flies in the face of the propaganda
going around that "my mask protects you, your mask protects me" since the only point (if you are not
someone like a surgeon) is for already sick people to wear them to block the escape of large
respiratory droplets. It is standard medical practice that masks are worn by the infected not the
uninfected (as in the case when someone has TB), just as it is standard medical practice that quarantine is
for the sick or immuno-compromised not the whole infected community. The definition of quarantine is "a
state, period, or place of isolation in which people or animals that have arrived from elsewhere or been
exposed to infectious or contagious disease are placed" so, ipso facto, the lockdown of an entire society is
not quarantine but outright tyranny. Remember, Operation Coronavirus is not about medical common
sense or logic; it's about control. The PHAC document states:

"Little evidence exists as to how effectively the wearing of a mask by well individuals will prevent
them from becoming infected ... For masks to be effective, individuals must wear them consistently
and correctly; these actions can be challenging. Masks must be worn only once, never shared and
always changed when soiled or wet. If not used properly, masks may lead to a greater risk of
pandemic influenza transmission because of contamination, or they may make the user
overconfident and hence neglectful of other personal protective measures, such as hand hygiene,
respiratory etiquette and self-isolation when ill - measures that have been deemed important
complementary actions to the use of masks for the reduction of disease transmission. Finally,

Notice how masks are worn by the NWO criminals to their
secret Satanic rituals, and also by necessity used by robots.
Coincidence? No. Masks subliminally suggest the synthetic

agenda. They are entraining you. Masks are a step along the way
to full-blown transhumanism.
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given that masks cannot be used when eating and drinking and may make communication difficult,
wearing them for prolonged periods may be impractical and ineffective."

Harboring Bacteria and Viruses

The masks many people are wearing - homemade from cloth, bandannas, etc. - are a joke if you think they will
stop a virus which is measured in nanometers (nanometer = 10-9 meters, or 0.000000001 meters). They
won't stop a virus but they will assuredly become a hotbed for microbes to develop due to the warm
and humid conditions. This article quotes some Indian doctors:

He pointed out that masks are a potential source of bacteria and viruses. "The moisture from
exhalation inside the mask, when in constant contact with the 37 degrees Celsius warm human
body, becomes ideal place for virus and bacteria to thrive," he said. "This could result in the
growth of microbes on masks and aid the spread of airborne diseases like influenza."

"The N95 or N99 mask varieties have been traditionally used in hospitals to prevent tuberculosis
and other infections during flu season," said Dr KK Aggarwal, president of the Indian Medical
Association. "They can block particulate matter only if you completely prevent air-leaks, and that is
not possible." ... Aggarwal said such comfort from wearing a mask "is only psychological"
and warned against using masks without doctor's recommendations."

Only psychological indeed. That's what Operation Coronavirus is: a psychological game of perception
management.

Masks Make People "Feel" Safer

We are in the middle of a perception war. In perception, often it is emotion not reason which plays a
driving role. At the level of the psychopath setting the agenda, the NWO (New World Order)
manipulators cleverly exploit this by demanding governments enforce stupid and ineffectual rules
like mandatory mask-wearing. At the level of the idiot carrying out the agenda, local and state governmental
officials proclaim everyone must wear a mask, so these low-level officials CYA (cover their asses), pacify the
population and make it look they are being decisive by taking action. But it's all a sham, because the masks
offer no protection, as this study - The surgical mask is a bad fit for risk reduction - states:

I propose that the surgical mask is a symbol that protects from the perception of risk by offering
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nonprotection to the public while causing behaviours that project risk into the future ... In an annex
to the Canadian pandemic influenza preparedness plan covering public health measures, the
Public Health Agency of Canada (PHAC) does not recommend the use of masks by well
individuals in pandemic situations, acknowledging that the mask has not been shown to be
effective in such circumstances ... The same annex on public health measures refers to the "false
sense of security" that a mask can psychologically provide, but the converse is the real risk posed
to a government unable to mollify its population."

Final Thoughts

Mandatory mask-wearing orders are just another way in which NWO conspirators are testing how far they
can push people and seeing how much they can get away with. Just like the unscientific social
distancing rules (1 meter, 1.5 meters, 2 meters, 6 feet or something else depending upon where you live),
masks are symbolic of this entire fake pandemic operation. It's not about reason or logic; it's about
fear and conditioning. They are training you to obey, training you to question whether you are following all
the rules for every minute of your existence, training people to snitch on each other, training people to accept
isolation and training people to fear each other (just as with the manmade climate change hoax).

Now we can't even see people's faces when we interact with them! People of the Earth - WAKE UP!

This is mass conditioning. The degree to which healthy people willingly endorse and obey mask-wearing
orders is directly proportional to their level of ignorance and fear. No interventions such as masks or vaccines
can come close to the importance of living healthfully and developing your inner terrain (and hence your
immune system) so that you are less susceptible to disease. It's time to 'unmask' the truth and use this crisis
to educate ourselves and others about the true nature of viruses, the immune system, health and disease.

About the author

Makia Freeman is the editor of alternative media / independent news site The Freedom Articles
and senior researcher at ToolsForFreedom.com. Makia is on Steemit and FB.
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