The Great Barrington Declaration

The Great Barrington Declaration - As infectious disease epidemiologists and public
health scientists we have grave concerns about the damaging physical and mental
health impacts of the prevailing COVID-19 policies, and recommend an approach we
call Focused Protection.

Coming from both the left and right, and around the world, we have devoted our
careers to protecting people. Current lockdown policies are producing devastating
effects on short and long-term public health. The results (to name a few) include lower
childhood vaccination rates, worsening cardiovascular disease outcomes, fewer cancer
screenings and deteriorating mental health - leading to greater excess mortality in
years to come, with the working class and younger members of society carrying the
heaviest burden. Keeping students out of school is a grave injustice.

Keeping these measures in place until a vaccine is available will cause irreparable
damage, with the underprivileged disproportionately harmed.

Fortunately, our understanding of the virus is growing. We know that vulnerability to
death from COVID-19 is more than a thousand-fold higher in the old and infirm than
the young. Indeed, for children, COVID-19 is less dangerous than many other harms,
including influenza.

As immunity builds in the population, the risk of infection to all - including the
vulnerable - falls. We know that all populations will eventually reach herd immunity -
i.e. the point at which the rate of new infections is stable ~ and that this can be
assisted by (but is not dependent upon) a vaccine. Our goal should therefore be to
minimize mortality and social harm until we reach herd immunity.

The most compassionate approach that balances the risks and benefits of reaching
herd immunity, is to allow those who are at minimal risk of death to live their lives



normally to build up immunity to the virus through natural infection, while better
protecting those who are at highest risk. We call this Focused Protection.

Adopting measures to protect the vulnerable should be the central aim of public health
responses to COVID-19. By way of example, nursing homes should use staff with
acquired immunity and perform frequent testing of other staff and all visitors. Staff
rotation should be minimized. Retired people living at home should have groceries and
other essentials delivered to their home. When possible, they should meet family
members outside rather than inside. A comprehensive and detailed list of measures,
including approaches to multi-generational households, can be implemented, and is
well within the scope and capability of public health professionals.

Those who are not vulnerable should immediately be allowed to resume life as normal.
Simple hygiene measures, such as hand washing and staying home when sick should be
practiced by everyone to reduce the herd immunity threshold. Schools and universities
should be open for in-person teaching. Extracurricular activities, such as sports, should
be resumed. Young low-risk adults should work normally, rather than from home.
Restaurants and other businesses should open. Arts, music, sport and other cultural
activities should resume. People who are more at risk may participate if they wish,
while society as a whole enjoys the protection conferred upon the vulnerable by those
who have built up herd immunity.

On October 4, 2020, this declaration was authored and signed in Great Barrington,
United States, by:

Dr. Martin Kulldorff, professor of medicine at Harvard University, a biostatistician, and
epidemiologist with expertise in detecting and monitoring infectious disease outbreaks
and vaccine safety evaluations.

Dr. Sunetra Gupta, professor at Oxford University, an epidemiologist with expertise in
immunology, vaccine development, and mathematical modeling of infectious diseases.

Dr. Jay Bhattacharya, professor at Stanford University Medical School, a physician,



SIGN THE
DECLARATION

Co-signers
Medical and Public Health Scientists and Medical Practitioners

Dr. Alexander Walker, principal at World Health Information Science Consultants,
former Chair of Epidemiology, Harvard TH Chan School of Public Health, USA

Dr. Andrius Kavaliunas, epidemiologist and assistant professor at Karolinska Institute,
Sweden

Dr. Angus Dalgleish, oncologist, infectious disease expert and professor, St. George's
Hospital Medical School, University of London, England

Dr. Anthony J Brookes, professor of genetics, University of Leicester, England

Dr. Annie Janvier, professor of pediatrics and clinical ethics, Université de Montréal
and Sainte-Justine University Medical Centre, Canada

Dr. Ariel Munitz, professor of clinical microbiology and immunology, Tel Aviv
University, Israel

Dr. Boris Kotchoubey, Institute for Medical Psychology, University of Tiibingen,
Germany

Dr. Cody Meissner, professor of pediatrics, expert on vaccine development, efficacy,
and safety. Tufts University School of Medicine, USA

Dr. David Katz, physician and president, True Health Initiative, and founder of the Yale
University Prevention Research Center, USA



Dr. David Livermore, microbiologist, infectious disease epidemiologist and professor,
University of East Anglia, England

Dr. Eitan Friedman, professor of medicine, Tel-Aviv University, Israel

Dr. Ellen Townsend, professor of psychology, head of the Self-Harm Research Group,
University of Nottingham, England

Dr. Eyal Shahar, physician, epidemiologist and professor (emeritus) of public health,
University of Arizona, USA

Dr. Florian Limbourg, physician and hypertension researcher, professor at Hannover
Medical School, Germany

Dr. Gabriela Gomes, mathematician studying infectious disease epidemiology,
professor, University of Strathclyde, Scotland

Dr. Gerhard Krénke, physician and professor of translational immunology, University
of Erlangen-Nuremberg, Germany

Dr. Gesine Weckmann, professor of health education and prevention, Europaische
Fachhochschule, Rostock, Germany

Dr. Giinter Kampf, associate professor, Institute for Hygiene and Environmental
Medicine, Greifswald University, Germany

Dr. Helen Colhoun, professor of medical informatics and epidemiology, and public
health physician, University of Edinburgh, Scotland
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Dr. Laura Lazzeroni, professor of psychiatry and behavioral sciences and of biomedical
data science, Stanford University Medical School, USA

Dr. Lisa White, professor of modelling and epidemiology, Oxford University, England

Dr. Mario Recker, malaria researcher and associate professor, University of Exeter,
England

Dr. Matthew Ratcliffe, professor of philosophy, specializing in philosophy of mental
health, University of York, England

Dr. Matthew Strauss, critical care physician and assistant professor of medicine,
Queen’s University, Canada

Dr. Michael Jackson, research fellow, School of Biological Sciences, University of
Canterbury, New Zealand

Dr. Michael Levitt, biophysicist and professor of structural biology, Stanford
University, USA.
Recipient of the 2013 Nobel Prize in Chemistry.

Dr. Mike Hulme, professor of human geography, University of Cambridge, England

Dr. Motti Gerlic, professor of clinical microbiology and immunology, Tel Aviv
University, Israel

Dr. Partha P. Majumder, professor and founder of the National Institute of Biomedical
Genomics, Kalyani, India

Dr. Paul McKeigue, physician, disease modeler and professor of epidemiology and
public health, University of Edinburgh, Scotland



Dr. Rodney Sturdivant, infectious disease scientist and associate professor of
biostatistics, Baylor University, USA

Dr. Salmaan Keshavjee, professor of Global Health and Social Medicine at Harvard
Medical School, USA

Dr. Simon Thornley, epidemiologist and biostatistician, University of Auckland, New
Zealand

Dr. Simon Wood, biostatistician and professor, University of Edinburgh, Scotland

Dr. Stephen Bremner,professor of medical statistics, University of Sussex, England

Dr. Sylvia Fogel, autism provider and psychiatrist at Massachusetts General Hospital
and instructor at Harvard Medical School, USA

Tom Nicholson, Associate in Research, Duke Center for International Development,
Sanford School of Public Policy, Duke University, USA

Dr. Udi Qimron, professor of clinical microbiology and immunology, Tel Aviv
University, Israel

Dr. Ulrike Kdmmerer, professor and expert in virology, immunology and cell biology,
University of Wiirzburg, Germany

Dr. Uri Gavish, biomedical consultant, Israel

Dr. Yaz Gulnur Muradoglu, professor of finance, director of the Behavioural Finance
Working Group, Queen Mary University of London, England



Why Was The Declaration Written?

how did the great barrington
declaration come about?

Why was the Declaration written?

The Declaration was written from a global public health and humanitarian
perspective, with special concerns about how the current COVID-19
strategies are forcing our children, the working class and the poor to carry
the heaviest burden. The response to the pandemic in many countries
around the world, focused on lockdowns, contact tracing and isolation,
imposes enormous unnecessary health costs on people. In the long run, it
will lead to higher COVID and non-COVID mortality than the focused
protection plan we call for in the Declaration.

Who is the intended audience?

This is an international declaration, written with concerns for the entire
world. It was written for the public, fellow scientists, and government
officials.

Who wrote the Declaration?

The Declaration was written by Dr. Jay Bhattacharya, Dr. Sunetra Gupta and
Dr. Martin Kulldorff. A family member and a journalist helped with
phrasing, grammar, and proof reading. Nobody else saw the declaration
before it was completed in its final form.



When was the Declaration written, signed and released?

The Declaration was written from October 2 to October 4, 2020. It was
signed on October 4, after which it was sent to scientific colleagues. It was
released to the public on October 5.

Who injtiated the Declaration?

Dr Kulldorff invited Dr Bhattacharya and Dr Gupta to Massachusetts to
record a video outlining an alternative to the current COVID-19 strategy.
While meeting, the three spontaneously decided to also write a short
Declaration to summarize the thinking.

Why was the Declaration signed in Great Barrington?

The Declaration was written and signed at the American Institute for
Economic Research, located in Great Barrington, Massachusetts. The
Institute kindly offered to help with the video recording, providing a
location, equipment and a camera man pro bono.

How were the co-signers selected?

After finishing the Declaration, the three authors emailed a few colleagues
asking them if they would co-sign. Most agreed. These original 30+ co-
signers are listed on the front page, together with others that were added
later.

Can anyone sign the Declaration?

Yes. Through the online form,

Are all the online signatures real?

No. Some pranksters added fake signatures such as Dr. Johnny Bananas,
Prof. Spon'Ge’Bob SQ.UarePants, Dr. Neal Ferguson, Prof. Ware Thamask,



and Dr. Person Fakename. In a strange twist, one journalist bragged on
Twitter about adding fake names, after which other journalists criticized
the Declaration for having fake signatures. Anyhow, the fake signatures are
less than 1% of the total, and most have been removed from the count
tracker.

Was anyone paid to write or sign the Declaration?

None of the authors or co-signers received any money, honoraria, stipend,
or salary from anyone for either the Declaration or the video recording.

Do the three authors have any conflicts of interest?

Dr. Kulldorff works on research grants from the National Institutes of
Health, the Centers for Disease Control and Prevention, the Food and Drug
Administration and the non-profit Fund for Public Health in New York City,
some of which is related to COVID-19. He has never accepted or received
any funding from pharmaceutical companies, nor from any other large
corporation.

Dr. Bhattacharya research funding over the past 22 years of his career has
come almost entirely from grants from the National Institutes of Health,
the National Science Foundation, the US Department of Agriculture, and
participation on contracts with the Center for Medicare and Medicaid
Services (CMS) and the Food and Drug Administration (FDA) via a
government contracting research group, Acumen, LLC. He has never
accepted or received any funding from pharmaceutical companies, nor
from any other large corporation.

Dr. Gupta’s research funding over the last 30 years has principally been
through fellowships and investigator awards from the Wellcome Trust and
the European Research Council. She has also received funding from the
UKRI, the Royal Society, the Leverhulme Trust, the Emily and Georg von
Opel Foundation and the Oxford Martin School. She and Dr. Craig
Thompson have developed a novel method for producing a universal



influenza vaccine (derived from a mathematical model) and this has now
been licensed and is going through early testing. She does not hold any
consultancy contracts or stock shares in any commercial company.
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Focused Protection: The Middle Ground between Lockdowns and "Let it Rip."

Jay Bhattacharya, Sunetra Gupta, Martin Kulldorff
November 25, 2020

Both COVID-19 itself and the lockdown policy reactions have had enormous adverse
consequences for patients in the US and around the world. While the harm from COVID-19
infections are well represented in news stories every day, the harms from lockdowns themselves
are less well advertised, but no less important. The patients hurt by missed medical visits and
hospitalizations due to lockdowns are as worthy of attention and policy response as are patients
afflicted by COVID-19 infection.

In a recent JAMA sponsored COVID-19 debate with infectious disease epidemiologist Prof. Marc
Lipsitch, Dr. Jay Bhattacharya argued against lockdowns and its collateral damage on medical
care and public health.! At the conclusion of the debate, the moderator, JAMA editor Dr, Howard
Bauchner asked whether there may exist a middle ground in COVID policy. That is the right
question. Is there a middle ground between lockdowns — with school, business and office
closures, curfews, and isolation — and a laissez-faire "let it rip" approach?

In the Great Barrington Declaration, co-signed now by many thousand medical scientists and
practitioners, we laid out such a middle-ground alternative, with greatly improved focused
protection of older people and other high-risk groups.? The aim of focused protection is to
minimize overall mortality from both COVID-19 and other diseases by balancing the need to
protect high-risk individuais from COVID-19 while reducing the harm that lockdowns have had
on other aspects of medical care and public health. It recognizes that public health is concerned
with the health and well-being of populations in a broader way than just infection control.?

This may surprise some readers given the unfortunate caricature of the Declaration, where some
media outlets and scientists have falsely characterized it as a "herd immunity strategy" that aims
to maximize infections among the young or as a laissez-faire approach tc let the virus rip through
society. On the contrary, we believe that everyone should take basic precautions to avoid
spreading the disease and that no one should intentionally expose themselves to COVID-19
infection. Since zero COVID is impossible, herd immunity is the endpoint of this epidemic
regardless of whether we choose lockdowns or focused protection to address it.

The premise of the Declaration lies on two scientific facts. First, while anyone can get infected,
there is more than a thousand-fold difference in COVID-19 mortality*® between the oldest and
youngest. Children have lower mortality from COVID-19° than from the annual influenza.” For
people under the age of 70, the infection survival rate is 99.95%.2 We now have good evidence
on the relative risk posed by the incidence of chronic conditions, so we know that among
common conditions, age is the single most important risk factor. For instance, a 65-year-old
obese individual has about the same COVID-19 mortality risk conditional upon infection as a 70-
year-old non-obese individual.®



Second, the harms of the lockdown are manifold and devastating, including plummeting
childhood vaccination rates!?, worse cardiovascular disease outcomes??, less cancer screening!?,
and deteriorating mental health!3, to name a few. The social isolation induced by lockdown has
led to a sharp rise in opioid and drug-related overdoses!, similar to the "deaths of despair" that
occurred in the wake of the 2008 Great Recession.!s Social isolation of the elderly has contributed
to a sharp rise in dementia-related deaths around the country.1® For children, the cessation of in-
person schooling since the spring has led to "catastrophic" learning losses!’, with severe
projected adverse consequences for affected students' life spans.1® According to a CDC estimate,
one in four young adults seriously considered suicide this past June.!® Among 25 to 44-year olds,
the CDC reports a 26% increase in excess all-cause mortality relative to past years, though fewer
than 5% of 2020 deaths have been due to COVID-19.2% 2

The harms of lockdown are unequally distributed. Economists have found that only 37% of jobs
in the US can be performed wholly on-line, and high-paying jobs are overrepresented among that
set.2? By declaring janitors, store clerks, meat packers, postal workers, and other blue-collar
workers as "essential”" workers in most states, regardless of whether they qualify as high COVID
mortality risk, the lockdowns have failed to shield the vulnerable in these occupations. The
economic dislocation from the lockdowns has increased the number of households where young
adults who have lost their jobs co-reside with vulnerable older parents??, which may increase the
risk of COVID-related death.?* In addition, school closures have contributed to shortages of
nurses and other medical personnel who stay home to care for their children rather than work.?®
Very clearly, exposing people to the medical and psychological harms from the lockdowns is
ethically fraught,28

The two main planks of focused protection and the Great Barrington Declaration follow logicaily
from these two facts. For older people, COVID-19 is a deadly disease that should be met with
overwhelming resources aimed at protecting them wherever they are, whether in nursing homes,
at their own home, in the workplace, or in multi-generational homes. For the non-vulnerable,
who face far greater harm from the lockdowns than they do from COVID-18 infection risk, the
lockdowns should be lifted and — for those who so decide — normal life resumed.

Lockdown proponents assert without evidence that the only way to protect the older vulnerable
population is to limit general community transmission, in effect arguing that focused protection
is impossible. We disagree. Standard public health practice regularly seeks creative ways to
protect vulnerable people from a host of diseases and conditions that threaten them, and COVID-
19 should not be an exception. In many publications?”282° and at the Great Barrington
Declaration site itself3?, we have delineated many practical policies to this end. These include,
e.g., frequent on-site testing and limiting staff rotations in nursing homes, free home delivery of
groceries for the home-bound vulnerable, providing disability job accommodations for older
vulnerable workers, and temporary accommodations for older people living in multi-generational
homes. The prospect of effective and safe COVID-19 vaccines offer an additional avenue for



improved focused protection of high-risk individuals, both directly and by vaccinating caregivers.
Still, better protection of the elderly cannot and should not wait until a vaccine is widely available.

Inconsistent with the standard pandemic preparedness plans that existed before the COVID-19
epidemic, lockdowns are, and have always been, a radical approach to infection control.3!
Focused protection is the middie ground that will end the pandemic with the least harm to the
vulnerable and non-vulnerable alike.
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FREQUENTLY ASKED QUESTIONS

lockdowns and collateral damage
How do you define lockdowns?

Lockdowns consist of a variety of measures, such as schools and
universities that are closed for in-person teaching, hybrid schools, closed
or partially closed restaurants and other businesses, restrictions on sports
and cultural events, extraordinary travel restrictions, work-from-home
orders, cancelled medical and dental visits, curfews, quarantine regulations,
etc.

Do lockdowns have a successful history against infectious diseases?

Basic epidemiological theory indicates that lockdowns do not reduce the
total number of cases in the long run and have never in history led to the
eradication of a disease. At best, lockdowns delay the increase of cases for
a finite period and at great cost.

Are governments still using lockdowns?

At the end of 2020, governments around the world, including many states
in the US, continue to restrict normal activities, and some are introducing
additional lockdown restrictions. Many schools remain closed to regular in-
person teaching, while many businesses, concert halls, and churches are
closed or only permitted to operate at partial capacity. Lockdown remains a
primary tool used by many governments to address the pandemic.



What are the physical health impacts of lockdowns?

There are many physical health harms from lockdowns. Medical care visits

have plummeted, with people avoiding needed medical care. This includes
lower childhood vaccination rates, less cancer screening, skipped cancer

treatments, fewer preventive cardiovascular disease visits, just to name a

few. Many of the consequences of these missed visits will not show up in
the mortality statistics for this year, but is something that we will have to
live - and die - with for a long time.

What are the mental health impacts of lockdowns?

Humans have many needs, including a need for community and fernormal
social interactions with one another. Mental health has deteriorated due to

lockdowns and the fear caused by public health messaging. For example, in
Massachusetts, emergency departments have seen about four times more
children and teens in psychiatric crisis than usual. One in four young adults

in the US seriously considered suicide this past June. Extending the
lockdown over an indefinite period of time will multiply these harms.

What are the harms from closing schools to in-person instruction?

All children have a right to a high-quality education. Adults have a moral
obligation to make this happen, and it is morally wrong to ask children to
bear a disproportionate burden of the costs of the epidemic. Yet the
lockdown policy, and especially school closures, guarantees that children
are especially harmed.

Online learning is not a good substitute for in-person teaching. For normal
development, children have a strong need to socialize with other children,
to make friends, and to play with one another. Schools are also the main
point of contact with care systems and provide a refuge for disadvantaged
children. Furthermore, the risk from dying from becoming infected by
COVID-19 is for children is very low - lower than the risk of dying from the



seasonal flu. Schools do not close due to influenza, and neither should they
close because of COVID-19.

How do lockdowns specifically harm the working class?

Lockdowns especially harm the working class. As essential workers, or just
to survive, they must work and be exposed to COVID even if they are at
high-risk, building the population immunity that will eventually protect
everyone. This, while low-risk coliege students and young professional
lawyers, bankers, journalists and scientists are protected by working from
home. Less wealthy people also lack a financial safety net, and food
shortages-and house evictions lead to excess deaths. Working class children
are also disproportionately harmed by school closings, as their parents are
less likely to afford tutors, pod schools or private schools. Poorer people
also have less access to high quality medical care services, when they
become ill, with lockdowns tending to decrease health care access

differentially more for the poor. Thus, lockdowns both cause excess overall
mortality and increase societal inequality.

How do lockdowns harm the developing world?

The lockdowns are causing devastating harm to both mental and physical
health worldwide. A UN reportestimates that an additional 80 to 130 million
poor people will suffer from-hunger. Of these, it is estimated that lockdown
restrictions have led to 10,000 children starving to death each month.
Moreover, an additional 400,000 people willmay die from inadequate

tuberculosis treatment as a consequence of the COVID-19 strategies.
Vaccination campaigns in poor countries that address diseases like measles
and polio have been suspended due to the lockdowns, with devastating
measles outbreaks as a result. The list could be extended endlessly, with
both short- and long-term consequences.

covid-19 risk

How Dangerous is the SARS-CoV-2 virus and the COVID-19 disease?



[t is important to distinguish between the risk of infection and the risk of
death. Anyone can get infected, but there is more than a thousand-fold
difference in the risk of death between the oldest and youngest. For old
people, COVID-19 is more dangerous than the annual influenza. For
children, the COVID-19 mortality risk is less than for the annual influenza.

With schools closed, how can you say that the mortality risk to children
is low?

To scientifically answer that question, we must look at the only major
western country that did not close schools during the height of the
pandemic. That is Sweden, who kept day-care and schools open for
children ages 1 to 15. Among its 1.8 million children in this age range, there
were exactly zero deaths from COVID-19 during this time-period, and only
a handful of hospitalizations. During this time, symptomatic children were
told to stay home, or sent home if they came to school, but there were no
masks used or physical distancing at school.

Why are so many people afraid of COVID-19?

Unfortunately, the public health messaging about COVID-19 around the
world has created many misperceptions that have spread fear. While older
people underestimate their risk of COVID-19 mortality, young people
greatly overestimate their mortality risk. Better public health messaging
that does not spread unfounded fears based on anecdotes would help
correct this situation.

protecting the old and other high-
risk groups

How can one separate younger and older generations to ensure that the
latter are not infected by the former?



It is not possible to do 100%, but, just as the strategies to date have
managed to “successfully” shift infection risk from the professional class to
the working class it is also possible to shift infection risk from high-risk
older adults to low-risk younger adults. The latter will result in fewer

deaths overall.

Don't the current age-wide lockdown strategies properly protect the
old?

No, on the contrary. There have been many unnecessary deaths, and
especially among the urban working class. Current lockdown policies have
failed to protect the vulnerable. Concrete examples of these failures
include:

* Requiring older “essential” workers and members of the working
class that cannot afford not to work to be put in work situations
where they may be exposed to the virus.

* Failure to protect nursing home residents from exposure to the virus
from staff members, visitors, and other residents.

* No provision for elderly people living in multi-generational homes to
be shielded should a family member be exposed to the virus.

How do we protect the elderly in nursing homes and other care
settings?

A focused protection strategy would include frequent testing of nursing
home staff members that are not already immune, testing of visitors, and
less staff rotation so that residents only interact with a limited number of
staff people. COVID-19 infected individuals should not be sent to nursing
homes, and all new residents should be tested. Sequestering of care home
residents who have COVID-19 is also important. (Note: Originally the
Declaration specified “PCR testing] but we have changed that to “testing’
as there are other tests available.)

How do we protect older people living at home?



During high transmission times, older people should be offered home
delivery of groceries and other essentials. When seeing friends and
relatives, it is best to do it outdoors. Testing should be available for
relatives and friends who want to visit. Free N95 masks should be provided
for when they cannot avoid potential exposure.

How do we protect older people still in the work force?

People in their 60s are at somewhat high risk, and many are still in the
workforce. Those that can work from home should be allowed to do so. For
example, teachers in their 60s could teach online courses, or help fellow
teachers with grading exams, essays and homework. Those that cannot
work from home should be funded to take a 3 to 6-month sabbatical. In
addition, workplace disability laws should require employers to provide
reasonable accommodations to protect high COVID19 risk workers without
losing their jobs.

How do we protect older people in multigenerational homes?

University closures and the economic displacement caused by lockdowns
has led millions of young adults to live with older parents, increasing
regular close interactions across generations. We know that older people
living with working-age adults have higher COVID-19 risk than older people
living with other older people. There is no further excess risk if also living
with children though. This is the toughest challenge, and family specific
solutions must be found. If the working-age household members can work
from home, they can isolate together. If that is not possible, the older family

member might temporarily be able to live with an older friend or sibling,
with whom they can self-isolate together during the height of community
transmission. As a last resort, empty hotel rooms could be used for
temporary housing.

How about younger people with risk factors?



People with comorbidity risk factors should take the same precautions as
somewhat older people without those risk factors.

For how long must high-risk individuals be careful and /or self-isolate?

When herd immunity is reached, they can live normally again with minimal
risks. How long that takes depends on the strategy used. If age-wide
lockdown measures are used to try and suppress the disease, it could take a
year or two or three, making it very difficult for older people to protect
themselves for that long. If focused protection is used, it will likely only
take 3 to 6 months.

How can older people know when to be extra careful?

It is essential for public health departments to monitor disease
transmission at the local level and continuously communicate this to the
public. High-risk individuals can make decisions and take precautions
accordingly. This should ideally be done using random population surveys.
Information on hospitalizations and mortality should also be tracked. Any
monitoring system based on positive test results must account for
geographical and temporal variation in testing practices. This type of
COVID-19 monitoring is performed in, e.g., New York City.

This information should be conveyed to the population in a nuanced way
that does not induce panic but instead provides the basis for an accurate
assessment of each person’s risk based on their age and comorbid
conditions. The goal should be that vulnerable people do not underestimate
their risk from COVID-19 infection, and less vulnerable people do not
overestimate their risk. Concrete recommendations should accompany the
information - including perhaps recommendations to avoid crowds, hand
washing, social distancing, and masks when their application to the
situation is backed by sound science ~ that different people might take to
reduce their infection risk.



herd immunity
What is herd immunity?

Herd immunity occurs when enough people have immunity so that most
infected people cannot find new uninfected people to infect, leading to the
end of the epidemic/pandemic. This means that the epidemic/pandemic
will end before everyone is infected, although it will continue in endemic
form with low rates of infections.

Do you believe in herd immunity?

Yes. Herd immunity is a scientifically proven phenomenon. To ask an
epidemiologist if they believe in herd immunity is like asking a physicist if
they believe in gravity. Those who deny herd immunity may also wish to
join the flat-earth society.

With COVID-19, can herd immunity be avoided?

No. Sooner or later, herd immunity will be reached either through natural
infection or through a combination of vaccinations and natural infection.

Is the Great Barrington Declaration advocating a ‘herd immunity
strategy'?

No. Those making such claims in the media have either (i) not read the
document, (ji) do not understand the basic principles of infectious disease
epidemiology, or (iii) are willfully distorting the public health message for
political purposes. For COVID-19, all strategies lead to herd immunity,
making it nonsensical to denote one specific approach as a herd immunity
strategy just as it does not make sense for airplane pilots to talk about a
“gravity strategy” for safely landing a plane. The Declaration advocates a
strategy that minimizes mortality until herd immunity is reached. That is
done by minimizing the number of older high-risk people in the group that



get infected while maximizing them among those that are still uninfected
when herd immunity arrives.

Does the Great Barrington Declaration advocate for “Letting the virus
run free"?

No, that is a false characterization, as it advocates the opposite. The central
tenet of the declaration is Focused Protection, where older people and
other high-risk groups are better protected than they have been, to ensure
that they are not exposed to the virus. Neither does it encourage
intentionally exposing anyone to the virus. Letting children and young
adults live their lives without lockdown restrictions does not mean that we
are letting them die from the virus, just like we do not accuse politicians for
letting people die in car accidents when a new road is built. On the
contrary, the GBD reduces the considerable collateral damage for less
vulnerable people who face more danger from lockdown than they do from
COVID-19 infection.

For COVID-19, what percent of the population needs to be immune to
have herd immunity?

That is impossible to know right now. No respectable epidemiologist will
mention a specific percentage needed. It also varies by geography, with a
higher percentage needed in urban versus rural areas. It also depends on
the strategy used. If people with more contacts are immune, such as
traveling salesmen, cab drivers, politicians or party goers, then the
percentage is lower.

What are the current levels of immunity against COVID-19? Is it enough
for herd immunity?

The current levels of immunity vary by location. We know that is more
prevalent than the percentage of the population that has antibodies, but we
do not know how much more. The time course of the epidemic in several



regions of the world indicate that immunity in the population is playing a
substantial role in controlling the spread.

Should people deliberately get infected to generate herd immunity?
No.

Antibodies fade after COVID-19 infection. Does that mean natural
immunity fades? How strong will vaccine induced immunity be?

That the antibody response fades over time after COVID infections was
already known from a large body of literature.

However, it is also true that antibody response is not the only response our
immune systems have in response to infection, and these other immune
responses (e.g. the production of specific T-cells) appears to be quite long
lasting. You can see this in the fact that that despite an estimated 750
million worldwide to date after 10 months living with the virus, we have
seen only a handful of reinfections. If the virus is like other corona viruses
in its immune response, recovery from infection will provide lasting
protection against reinfection, either complete immunity or protection that
makes a severe reinfection less likely.

Vaccine immune responses tend to less strong than natural immune
response, but there are exceptions to that rule. Even after a vaccine is
approved for use, we will have to wait a long while (probably at least ten
months and longer) to see how long lasting and complete the immunity
provided by the COVID-19 vaccines will be. Focused protection is the right
way to manage the epidemic while we wait for the vaccine and after.

standard public health practice

Isn't Focused Protection too risky an experiment?



No. Focused protection is based on the risk-based strategies outlined in the
many pandemic preparedness plans that different countries had developed
during the past decades. Surprisingly, except for Sweden, all countries
threw their pandemic plans out the window when this pandemic started.

How were prior pandemics dealt with?

The focused protection strategy proposed by the Great Barrington
declaration is indeed the standard way that societies have dealt with prior
epidemics. Letting people who face very little risk from viral infection (but
would suffer from the lockdowns) live their lives normally while taking
precautions when they interact with more vulnerable people makes
intuitive sense - they are harmed by the lockdowns and lifting the
restrictions helps them. At the same time, better focused protection for
the vulnerable is a moral necessity. Over time, population immunity will
build up among the non-vulnerable until the vulnerable will no longer be at
high risk of COVID-19 when engaging in normal activities.

Have contact tracing, testing and isolation been successful against
infectious diseases?

Yes. Contact tracing is of critical importance for many infectious diseases.
They do not work for widely spread diseases such as annual influenza, pre-
vaccine measles, COVID-19, or, by definition, against any pandemic.

Is it not better to pursue a ZeroCOVID strategy like New Zealand and
South Korea?

In New Zealand and South Korea, who locked down soon after the virus
arrived, a zero-COVID strategy is feasible in the short run through a
combination of lockdowns and national quarantine. Since the world is
connected, countries that have successfully achieved a zero-COVID goal
will need to disconnect themselves from physical exposure - through
international travel limitations and required quarantining - for an indefinite
period of time. A key decision for them is whether to wait for a vaccine,



that will arrive somewhere between 2 months from now and never, or open
the country, at which time the infection will return. Since they have few
domestic cases, they are dependent on other countries to develop and
evaluate the efficacy of the vaccines they need.

Most countries never had that option, with the virus already being too
widespread to achieve a temporary national eradication. Pursuing a zero-
COVID policy through lockdowns is then futile, leading to collateral damage
with devastating effects on the health of millions around the world.

What is the role of vaccines in focused protection?

If wisely used, COVID-19 vaccines are an important additional tool for
focused protection. The key is to vaccinate older high-risk people as well as

their care givers, such as hospital and nursing home staff. Those who have
already had COVID-19 do not need to be vaccinated.
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Signatures

As infectious disease epidemiologists and public heaith scientists we have grave concerns about the damaging physical
and mental health impacts of the prevailing COVID-19 policies, and recommend an approach we call Focused
Protection.
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WUHAN VIRUS

The Great Barrington
Declaration Is A Spark of
Sanity In A Mad World

The Great Barrington Declaration offers a way forward, but do most Americans
have the courage to risk their sense of security to maintain enduring liberty?

In an era in which every dubious decision is “due to COVID-19,” we hear
policymakers repeating the same mantra: “If just one life is saved,” it's worth
relinquishing our freedoms, our sanity, and possibly our future. More often than
not, this ethical dilemma is presented without mentioning the obvious trade-
offs or long-term consequences.

Imagine you're an administrative dictator. If you could “save just one life” — or
even thousands — by crippling the youth, vaporizing a million careers, wiping
out small businesses, crushing your nation'’s civic culture, severing the ancient
continuity of religious rites, forcing healthy people into paranoid

isolation, traumatizing an entire generation with viral terror, ending hugs and
handshakes, depriving the elderly of intimate care in their final days, wrecking
the national economy, unleashing a dystopian surveillance state, and turning
your neighbors into neurotic germaphobes, would it be worth it? It's a serious
question. What if that “one life” was your grandpa?

If my own grandfather had lived to see the destructive madness surrounding
the Wuhan virus crisis, he’d no doubt light a Doral 100 and say, “Good Lord, just
let me die.”

The Great Barrington Declaration

As it happens, | was in Great Barrington, Massachusetts, when this germ
hysteria got started. As things progressed, the sleepy ski town was suddenly
overrun by panicked New Yorkers who escaped to their summer cottages and

SHARES
never went back. Being typicil urban scolds, they’.. show up at the local snops



and shriek about other customers not wearing masks or small children
standing too close to them. The locals accused these uptight yuppies of carrying
the city’s plague to the countryside.

In this idyllic setting of cultural neurosis and mutual disdain, the now-infamous
Great Barrington Declaration was drafted by three leading experts in the fields
of biostatistics, immunology, and public health policy. These doctors advocate
for a return to traditional wisdom: Quarantine the sick, isolate the vulnerable,
and allow the young and healthy to proceed with caution. Alongside Sweden'’s
courageous example, the document will go down in history as a bold assertion
of vitality in a withering world.

The declaration was authored and signed on Oct. 4 by Dr. Martin Kulldorff,
professor of medicine at Harvard; Dr. Sunetra Gupta, a distinguished Oxford
epidemiologist; and Dr. Jay Bhattacharya of Stanford University Medical School.
To date, more than 13,000 medical professionals have added their signatures,
along with more than 176,000 members of the public, with thousands more
every hour. This concise manifesto is strong medicine for a sick society:

As infectious disease epidemiologists and public health scientists we have grave
concerns about the damaging physical and mental health impacts of the prevailing
COVID-19 policies, and recommend an approach we call Focused Protection. ...
Fortunately, our understanding of the virus is growing. We know that vulnerability
to death from COVID-19 is more than a thousand-fold higher in the old and infirm
than the young. Indeed, for children, COVID-19 is less dangerous than many other
harms, including influenza.

The authors call for an end to blanket, one-size-fits-all restrictions.

Current lockdown policies are producing devastating effects on short and long-
term public health ... leading to greater excess mortality in years to come, with the
working class and younger members of society carrying the heaviest burden.
Keeprieg students out of scho ! is a grave injustice.



Keeping these measures in place until a vaccine is available will cause irreparable
damage, with the underprivileged disproportionately harmed.

Let’s pause to consider all the white-collar office jockeys, tenured college
professors, and coddled trust fund babies who snuggled up on cushy sofas,
glued themselves to laptops, and dismissed the protests of those who were laid
off, locked down, and muzzled against their will. “What's so hard about wearing
a mask?” they'd scoff, despite the evidence that, all factors considered, healthy
people have little reason to do so. “Stay home and stay safe!” they yelped, before
moving on to the next Amazon 1-Click order.

The Swedish Approach to Herd Immunity

Meanwhile, in Sweden, the heirs to Beowulf did what any intrepid society
would do — they kept living their lives, albeit with greater caution. The rare
visitor is astounded to find these naked-face Swedes going about business as

usual.

What did they do differently? The country’s lead epidemiologist, Anders
Tegnel, simply provided public health guidelines in good faith, rather than
sending armed police to break up children’s playdates or deploying Chinese
drones to bark orders at pedestrians. No mask mandates, no fearmongering
rhetoric, no lockdowns.

Besides, what choice did he have? The Swedish constitution prohibits the
government from restricting its citizens' freedom of movement. Unlike the
yellow dogs of the Anglosphere, Swedes clearly take their freedoms seriously.

Tegnell's strategy was to achieve herd immunity, meaning allowing the virus to
run its course until enough healthy people are immune to stop the spread to
more vulnerable populations. While it's unknown how many people have to
acquire COVID-19 immunity to halt the spread, an analysis published at Nature
Reviews Immunology estimates a threshold between 50 percent to 67 percent
of tiegbulation.



The study’s wary authors speculate that attempting to achieve herd immunity
in America, without the aid of a vaccine, would come at a staggering cost of life.
It's certainly possible. The infection fatality ratio used in their calculation (0.3-
1.3 percent), however, clearly isn't based on a deliberate policy of exposing
young, healthy citizens (whose estimated infection fatality ratio is well below
0.01 percent, according to recent CDC models), nor does it reflect the successful
isolation of the vulnerable, nor recent advances in therapeutics. As usual, the
analysts don't weigh potential coronavirus deaths against the lives that will be
lost to soaring suicide rates, overdoses, economic ruin, neglected health, or
other "deaths of despair” if current restrictions continue.

So is the Swedish response actually working? The strongest indication is that
for over two months now, their coronavirus-related deaths have stabilized at
one or two a day. What did it take to get there?

Detractors of the whale-hunters’ approach frequently compare their death rates
(roughly 582 per million) to their Scandinavian neighbors — such as Norway
(~51/mil), Finland (~62/mil), and Denmark (~115/mil) — all of which locked
down and masked up. The problem is that this is a one-dimensional measure.

When we look at current infection rates, the Swedish numbers are well below
their peak in June, while their neighbors’ new cases have surged back to
springtime levels and beyond, despite continuous precautions. This supports
the argument that heavy-handed restrictions merely prolong the inevitable.

After a harrowing ordeal, today only a tiny number of Swedes are dying from
the virus. As it stands, their death toll is just under 5,900 in a nation of 10.3
million people. Nearly half of those deaths were in nursing homes or assisted
living facilities. The Swedes’ sacrifices have not been insignificant, but their
experience was hardly the disaster scornful critics predicted. In the long run,
the fact that Swedes have maintained their society and their sanity might well
be the most important result.

SHARES



Adapting to a Dangerous Environment

The Great Barrington Declaration’s plan resembles Sweden'’s arguably
successful experiment:

I The most compassionate approach that balances the risks and benefits of reaching
herd immunity, is to allow those who are at minimal risk of death to live their lives
normally to build up immunity to the virus through natural infection, while better
protecting those who are at highest risk. We call this Focused Protection.

Those who are not vulnerable should immediately be allowed to resume life as

I normal. ... Schools and universities should be open for in-person teaching, ... Young
low-risk adults should work normally, rather than from home. ... People who are
more at risk may participate if they wish, while society as a whole enjoys the
protection conferred upon the vulnerable by those who have built up herd

immunity.

That sounds far more reasonable than California Gov. Gavin Newsom urging
diners to pull down their masks to take bites and pull them back up to chew, but
of course, no plan is foolproof.

Microbiologist Simon Clarke voiced one of the stronger arguments against the
declaration, warning that the quest for herd immunity is plagued with
uncertainty. He rightly noted that we don’t know how long immunity to the
coronavirus actually lasts. We also don’t know what the long-term damage
might be, even to healthy people, and it's questionable whether it’s ethical to
segregate those deemed "vulnerable” from germ-ridden public spaces.

Fair enough, but how is it more ethical to straitjacket the entire culture,
indefinitely, for the sake of a vulnerable minority’s already-limited freedom?

If fear of the unknown drives the skepticism toward herd immunity, explain to
me how it’s acceptable for our leaders to implement six months of bizarre social
experimentation fraught with unintended consequences. So far, they've
empleyed forced isolation, mask mandates, vicious <ocial shaming, and media-



induced germaphobia. This approach has no Western precedent, except
perhaps medieval superstition, and its proponents offer no feasible projections
of holistic outcomes beyond hypothetical “saved lives.”

If one principle has remained constant during this crisis, it's that the numbers
frequently follow the politics, rather than the reverse. For instance, back in
August, Biden began pushing for a nationwide mask mandate, insisting it would
save 40,000 lives. Come September, Biden'’s scientific sources had upped that
number to a whopping 100,000 lives.

At this rate, by Election Day, a draconian mask mandate will save more than a
million lives. Who knows? Maybe if we cover with burkas made out of personal
protective equipment until the inauguration, God will withhold his eternal
wrath, and no one will ever die again.

Our newly minted social engineers are absolutely obsessed with “the numbers.”
These insidious numbers are always rising, or about to rise, or once rising and
sure to rise again, but how do our esteemed experts quantify a loss of dignity?
How do they calculate the degradation of social health? How do they weigh
hypothetical saved lives against the observable lost souls?

Perhaps these people have nothing to lose. For those of us who do, a cautious
but deliberate path toward herd immunity offers a sane alternative to perpetual
neurotic terror. The question is whether most Americans have the will and the
courage to risk their sense of security to maintain enduring liberty.

Joe Allen is a writer and fellow primate who wonders why we ever
came down from the trees. A lifelong student of religion and science,
he has kept his hands dirty as a land surveyor, communal farm hand,
kitchen servant, and for over a decade, climbing steel as an arena
rigger. His work appears in various outlets from left to right because

he prefers liberty to security. Daily interjections: @EvoPsychosis.
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