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Purpose 
The purpose of this analysis is to test the claims made by government and medical officials in relation to the effectiveness of mass vaccination 

to reduce cases/infections, hospitalisations, Intensive Care Unit (ICU) admissions, deaths (CHID’s) and transmission in Australia by validating 

those claims against the real-world data. We will be producing a separate forensic report in relation to the safety impacts of the mass 

vaccination rollout in Australia.  

Method 
1. Identify the information relied upon in Australia, and more specifically in New South Wales (NSW), to justify the push towards vaccine 

mandates. In this report, we will focus on the Doherty Modelling Institute Report.  

2. Present the percentage of positive tests out of total tests at different peak dates during alleged pandemic. 

3. Present COVID-19 deaths per million at peak dates in 2020, 2021 and 2022 (so far). 

4. Calculate prevalence of COVID-19 in Australia based on overall cases/infections. 

5. Determine peak vaccination dates in total population in Australia. 

6. Determine peak 7-day rolling average for confirmed cases and confirmed deaths pre and post vaccination rollout date of 22 February 

2021.  

7. Determine average daily hospitalisations and daily ICU admissions pre and post vaccination rollout date of 22 February 2021.  

8. Compare Australian winter 2021 figures with summer 2021/22 figures in relation to both 7-day rolling average for confirmed cases 

and confirmed deaths and daily hospitalisations and daily ICU admission. 

9. In relation to NSW surveillance reports, extract the numbers of CHID’s. 

10. Closely examine the changing definitions of ‘fully vaccinated’, ‘partially vaccinated’, ‘under investigation’, ‘one effective dose’, ‘two 

effective doses’, ‘three or more effective doses’ and the inconsistent reporting on the numbers based on these changing definitions. 

11. Calculate the actual aggregate number of people labelled as ‘no effective dose’, ‘under investigation’, ‘one effective dose’ and two or 
more effective doses for the period of 26 November 2021 until 15 January 2022. 

12. Analyse any correlation between reproductive rates and levels of testing. 

13. Analyse impact on reduced genomic sequencing sampling and determining variants of dominance. 

14. Ascertain relationship between COVID-19 deaths and co-morbidities. 

15. Analyse all-cause mortality rate in Australia and any correlation to the vaccination rollout peak dates. 

16. Present the Infection Fatality Rates and Infection Survival Rates; and life expectancy impacts. 

17. Analyse more generally adverse events reported due to COVID-19 vaccinations. 

18. Explore other epidemiological factors other than vaccination to explain elevated cases. 
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19. Review all-cause mortality statistics for changes in patterns during the COVID-19 pandemic. 

Data sources 
COVID-19 related data used in this report is sourced from Our World In Data (1).  When more granular, geographically-specific or qualitative 

data was required, New South Wales Weekly Surveillance reports (2) and Critical Intelligence Unit (3) reports were used. All-cause Mortality 

data has been taken from the Australian Bureau of Statistics provisional mortality report to 31 October 2021. 

These data sets provided access to explore COVID-19 CHID’s and vaccination data for Australia. 

Executive Summary 
1. The Doherty Modelling Report has been used as a key document to justify the push towards vaccine mandates, despite the Report 

not anticipating the emergence of a variant like Omicron, and the significant breakthrough infections, hospitalisations and deaths we 

are now seeing. 

2. There is no clear definition of a what a pandemic is. 

3. The world narrative has taken a substantial shift in relation to both the intended purpose of a vaccine and the contents of a vaccine. 

4. The significant increase in testing by December 2021 and throughout January 2022 has also matched the significant increase in 

COVID-19 deaths. 

5. As of 6 February 2022, COVID-19 prevalence in Australia is 4.39%. 

6. Having regard to the low prevalence of COVID-19 in Australia, asymptomatic testing in general can yield both false positives and false 

negatives. Australia has predominantly engaged in asymptomatic testing campaigns. 

7. ‘Vaccine induced COVID-19’ is currently not being reported, despite being recognised as a category by medical officials. Instead, the 

data reported is being distorted by declassifying vaccinated individuals as ‘no effective dose’ if they have a ‘known exposure to 

COVID-19’ within a specified period of time. 

8. There are no clear definitions as to what constitutes ‘known exposure to COVID-19’. 
9. Potentially, vaccinated individuals who have met with severe outcomes are being reported as unvaccinated by the media and other 

reporting agencies. 

10. Vaccine effectiveness has been primarily measured in Australia against reduction in severe symptoms of COVID-19, rather than 

reduction in risk of infection and transmission.  

11. Vaccine effectiveness has waned significantly after the rollout of the vaccines that were meant to reduce severity of disease, even to 

subsequent SARS-CoV-2 variants. 

12. A perpetual cycle of boosters may deplete immunity and likely to trigger further illness and susceptibility to disease. 

https://www.abs.gov.au/statistics/health/causes-death/provisional-mortality-statistics/latest-release
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13. The label ‘unvaccinated’ has never been defined in the NSW surveillance reports. 
14. By purporting that the ‘no effective dose’ label is equivalent to being unvaccinated, the government has obfuscated the data to 

purport that the vaccines reduce severity of the disease in the vaccinated as compared to the unvaccinated when, in reality, 

individuals in the ‘no effective dose’ label have, in many cases, been vaccinated and declassified due to COVID-19 exposure.  

15. To make matters even more complicated, the government has amended the definition of the ‘fully vaccinated’ and ‘partially 

vaccinated’. With the addition now of boosters and ‘third or more effective doses’, interpreting the reports will be problematic. The 

lack of data controls through the introduction of subjective definitions will result in compromised data integrity, making it almost 

impossible to decipher the statistics reported.  

16. Genomic sequencing sampling for the purpose of ascertaining the dominant variant at the time has significantly dropped over the 

past six months making it difficult to conclude with certainty that most infections/cases are due to Omicron. 

17. From the real-world data on CHID’s, we are seeing a clear upward trend that correlates to the increase in vaccination rates. Even 

during summer months when flu-like viruses don’t typically increase, these numbers have surged. 
18. Vaccinated patients now make up the majority of CHID’s, meaning any claim these vaccines reduce severity is unfounded. 

19. All-cause mortality has increased and the Our World in Data algorithm provides a very concerning prediction for the last two months 

of data yet to be reported. 

COVID-19 Timeline 
This report references critical dates using the COVID Base AU (4) as a source for all important events relevant to Australia. 

Key Dates 

1. 5/1/2020 – new virus identified in Wuhan, China 

2. 13/01/2020 - First Confirmed Case by date of illness onset –  

3. 21/01/2020 - NSW Health noted COVID-19 as a notifiable disease and recommended contact tracing become necessary 

4. 25/01/2020 - First Confirmed Cases in VIC and NSW  

5. 30/1/2020 – World Health Organisation (WHO) declared outbreak of a novel coronavirus a Public Health Emergency of International 

Concern 

6. 11/2/2020 – WHO name virus COVID-19 

7. 1/3/2020 – First death occurred  

8. 18/3/2020 – Commonwealth officially declares pandemic 

9. 22/2/21 – First vaccine administered 

10. 21/3/21 – Therapeutics Goods Administration (TGA) approves onshore production of AstraZeneca 
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11. 8/4/21 – Federal Government suspends AstraZeneca for under 50s after reports of blood clots, with the Pfizer becoming the 

preferred vaccine for this age group 

12. 13/4/21 – Australia records first covid-19 death since October 2020 

13. 11/5/21 – TGA grants provisional approval for Pfizer for use in age 12+ 

14. 16/6/21 – First case of Delta strain detected in Australia was in New South Wales 

15. 16/7/21 – Australia reaches 3.7% fully vaccinated across entire population 

16. 14/10/21 – Australia reaches 70% fully vaccinated across entire population 

17. 28/11/21 – Two return travellers test positive for Omicron variant  

18. 3/12/21 – First case of community transmission of Omicron variant 

19. 23/1/22 – Australia reaches 78% Fully Vaccinated across entire population  
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Covid-19 mortality and morbidity claims 
Preface 

It is important to look at mortality and morbidity in relation to COVID-19 to see who is at high-risk of severity, to ensure proper pandemic 

preparedness is isolated and appropriate measures that target high risk groups are given priority. We look at what the World Health 

Organisation says about COVID-19 and explore the Doherty Modelling used to assist in the National Plan. 

The generic claim is as stated by the World Health Organisation (5):  

“Most people infected with the virus will experience mild to moderate respiratory illness and recover without requiring special 

treatment. However, some will become seriously ill and require medical attention. Older people and those with underlying medical conditions 

like cardiovascular disease, diabetes, chronic respiratory disease, or cancer are more likely to develop serious illness. Anyone can get sick with 

COVID-19 and become seriously ill or die at any age.” 

Doherty Modelling 
At the request of the National Cabinet (6) on 2 July 2021, The Doherty Modelling Report (7) (here-on referred to as ‘the report) was 

produced, to formulate a National Plan to transition Australia’s COVID response. Models of COVID-19 infection and vaccination were used to 

define a target level of vaccine coverage for transition to Phase B of the National Plan.  

The Report became a benchmark for States and Territories in justifying their push towards vaccine mandates.  

It is important to note that the report is a planning document and is not a scientific paper to advance our knowledge and understanding of 

whether, and to what extent, vaccines reduce transmission of COVID infections, or whether vaccines alone can end the pandemic. In short, 

the report centres around vaccination combined with test, trace, isolate, quarantine measures, as a key to suppressing the virus. It fails to 

explore any possible early treatments that may also impact hospitalisation.  

The plan consists of four phases defined by achievement of vaccination thresholds broadly expressed as a percentage of the eligible 

population (aged 16+ years). Modelling is to be used to define target levels of coverage sufficient to transition between:  

A. Current Phase – Vaccinate, prepare and pilot, with a continuing focus on strongly suppressing the virus, including through the use of 

early and stringent short lockdowns, for the purpose of minimising community transmission;  

B. Post vaccination phase – focused on minimisation of serious illness, hospitalisation and fatality as a result of COVID-19 through a 

combination of vaccination and some ongoing degree of light social restrictions, with lockdowns deemed unlikely;  

C. Consolidation phase – public health management of COVID-19 consistent with other infections, but no lockdown requirement; 
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D. Final phase – removal of all border restrictions.  

The report centres around Transmission Potential (TP), which is reducing the reproductive rate by using a combination of vaccination and 

social measures. Transmission Potential and Reproductive Rate are the same. It represents the average number of new infections caused by a 

single infected individual. If the rate is greater than 1, the infection can spread in the population. If it is below 1, the number of cases 

occurring in the population will 

gradually decrease to zero. 

When estimating the length of time 

to transition between phases, the 

report proposes shortening the 

dosage intervals to speed up the rate 

of vaccine delivery. Does this mean 

the reason for changing the dosage 

interval has its basis in the modelling 

to rush the vaccination rollout, rather 

than science?  

 

The report also ran the numbers on 

what they called a “thought 

experiment” of extending vaccine 

eligibility to 12-15 years, which 

showed the impact to reduction rate 

was 0.1. “Based on these minimal 

impacts, it is anticipated that 

inclusion of 12-15 year olds in the 

vaccine roll out as an early priority 

group would not materially change 

the expected overall health outcomes 

at each key vaccination threshold.” 
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The Report states “Vaccination reduces 

population level susceptibility to infection, and 

ongoing spread from immunised infected 

individuals, thereby reducing TP”.  

This statement assumes several things, the 

most imperative being that the vaccines do not 

reduce in efficacy rapidly.  

However, the research indicates double dose 

vaccinations still quickly wane and return to the 

same levels of unvaccinated transmission within 

3 months (8).  

This essentially means, if the total vaccine rollout took 3-6 months, any 

small positive impact on transmission and the reproductive rate is lost  

at the end of the rollout.  

The report simulates health impacts by age group and by vaccine status, 

providing central estimates over the first 180 days following established 

community transmission. 
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The Report model shows at 80% vaccination rate using 

the “All Adults” category:- 

• Symptomatic infections are 86.3% more likely in 

unvaccinated 

• Ward admissions are 73.53% more likely in 

unvaccinated 

• ICU admissions are 69.83% more likely in 

unvaccinated 

• Deaths are 68.7% more likely in unvaccinated 

Based on the Our World Data (1) and NSW Weekly 

Surveillance Report (2), we will demonstrate that the 

inverse is true. 

We also strongly note that the report qualified the 

extent to which new variants were regarded, (whether 

the variant is part of the natural evolution of viruses 

and/or as they noted, the emergence of a ‘vaccine 

escape’ variant). 
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Significantly, we note the following qualification to the report:- 

 

It is evident the Report did not anticipate the emergence of Omicron, and the significant breakthrough infections we are now seeing. In our 

opinion, such modelling reports have little utility in relation to highly evolving viruses.  
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Conclusions  

The Doherty Modelling centred around mass vaccination as the only solution and even so, it predicts ongoing challenges with new virus 

variants rendering available vaccines ineffective and at 80% ‘two effective doses’ rates, ongoing social measures are likely. This report is 

fundamentally flawed because it fails to look at other factors such as early treatments, thereby missing the mark of pandemic preparedness.  
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Definitions 
Preface 

To ensure the use of key terms in this paper is understood, it is necessary to define them. We have done so throughout the body of this 

analysis. In this part, we look at the definition of a pandemic, vaccine and the label ‘unvaccinated’. Later on, we will examine definitions of 

‘COVID-19 cases’, ‘fully vaccinated’, ‘partially vaccinated’, and the more recent fluid definitions of ‘three or more effective doses’, ‘two effective 

doses’, ‘one effective dose’, ‘no effective dose’ and ‘under investigation’. 

Global COVID-19 Pandemic Description 

On 24 February 2020, the World Health Organisation (WHO), through its spokesman, Tarik Jasarevic announced that “there is no official 
category (for a pandemic)” (9). 

The announcement continues; “for the sake of clarification, WHO does not use the old system of 6 phases — that ranged from phase 1 (no 
reports of animal influenza causing human infections) to phase 6 (a pandemic) — that some people may be familiar with from H1N1 in 2009”. 

The difficulty with the absence of a definition of a COVID-19 pandemic, is that a public health emergency is not being benchmarked against 
the severity of a disease and/or the severity in the spread of that disease.   

This was something that Peter Doshi, a senior editor of the British Medical Journal (BMJ), acknowledged in response to the pandemic 
management phases utilised by the WHO to describe an influenza pandemic. 

Doshi says “The ‘pandemic’ label must of necessity carry a notion of severity, for otherwise the rationale behind the original policy of having 

“pandemic plans” distinct from ongoing public health programmes would be called into question” (10). 

The definition of a pandemic does not carry a notion of severity. Rather the definition in the Dictionary of Epidemiology states:  

“A pandemic is an epidemic occurring on a scale that crosses international boundaries, usually affecting people on a worldwide scale. Only 

some pandemics cause severe disease in some individuals or at a population level. Characteristics of an infectious agent influencing the 

causation of a pandemic include; the agent must be able to infect humans, to cause disease in humas, and to spread easily from hum to 

human” (11).  
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Therefore, a disease or condition is not a pandemic merely because it is widespread or kills many people; it must also be infectious. This is 

where the definition becomes confusing as epidemic is defined as an “the occurrence in a community or region of cases of an illness, specific 

health-related behaviour, or other health related events clearly in excess of normal expectancy” (11).  

Again, there are no benchmarks set as to the severity of the disease and quantification of CHID’s. 

Countries have had to rely on their own public health emergency legislation to provide varying meanings and definitions to what a pandemic 

is, and what a public health emergency is constituted by. In New South Wales, the Minister of Health, has not even declared a public health 

emergency to treat COVID-19 as a pandemic. It is unclear what the CHID’s need to be before human rights can be restricted in the name of 

an undefined pandemic. 

Vaccine Definition 
The Definition of a Vaccine  

The term ‘vaccine’ has recently been amended by the Centres for Disease Control and Prevention (CDC) in the USA (12). As at 1 September 

2021, the CDC’s definition changed from “a product that stimulates a person’s immune system to produce immunity to a specific disease” to 
the current “a preparation that is used to stimulate the body’s immune response against diseases”. 

The term “immunity to a specific disease” was removed and substituted with the more generic “the body’s immune response against 
diseases”. 

In Australia, the Therapeutic Goods Administration (TGA) (13) is slightly more specific in its definition of the term “vaccine”: 

What is a vaccine?  

Vaccines are medicines that protect you against specific diseases, such as measles, influenza (flu) or whooping cough. Vaccination is the act of 
receiving a vaccine, which in most cases involves having the vaccine injected with a needle. 

Vaccines can contain: 

• dead viruses or bacteria 
• severely weakened forms of viruses or bacteria 
• small, purified components of viruses or bacteria. 
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After receiving a vaccine, your body's immune system can remember the virus or bacterium and fight off an infection much more effectively 
than if it was encountering the virus or bacterium for the first time. 

Vaccines protect you and the people around you from serious and life-threatening diseases. There are some people in the community who 
cannot be vaccinated because they are too young or too sick. Widespread vaccination helps protect these people by making it more difficult 
for a disease to spread. 

Some people experience minor side effects following vaccination, such as mild fever or pain, redness, or swelling at the injection site. Serious 
side effects, like allergic reactions, are very rare. 

The current COVID-19 vaccines that have been predominantly used and provisionally approved in Australia (Pfizer-Comirnaty, AstraZeneca-

Vaxzevria, Moderna-Spikevax) contain gene modifying technology that does not contain: 

• dead viruses or bacteria,  

• severely weakened forms of viruses or bacteria, or 

• small, purified components of viruses or bacteria. 

Rather, these COVID-19 vaccines contain information codes and/or capsules carrying instructions to the body to produce a spike protein 

associated with the original SARS-CoV-2 virus (14).  

A 2020 Federal Court of Australia patent (15) case relating to pneumococcal vaccines defined the term ‘vaccine’ as: 
 
“A vaccine is a preparation containing one or more antigens which is intended to trigger an adaptive immune response in the host to whom 
the vaccine is administered. The intention of vaccination is to protect the host against the consequences of subsequent exposure to a 
pathogen bearing that antigen, or to provide indirect protection to the community by interrupting transmission of a pathogen, or both. 
 
Again, it is difficult to see how an information code and/or capsule can be categorised as containing one or more antigens. The Court, in 

effect, determined that immunity to disease should be the principle objective of the vaccine”.  

Indeed, as per the CDC’s own website, “Vaccines prevent diseases that can be dangerous, or even deadly. Vaccines greatly reduce the risk of 

infection by working with the body’s natural defenses to safely develop immunity to disease”. 

Reduction in the risk of infection is the result of immunity. This means vaccines, for all intents and purposes, are supposed to work by 

generating protection through reducing the risk of you becoming infected with the disease. 
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It is clear, however, that the narrative has taken a substantial shift in relation to both the intended purpose of a vaccine and the contents of a 

vaccine. 

This appears to have started from the clinical trials that have introduced a focus on vaccines preventing the development of symptom-

causing disease, as well as a very wide application of the technologies used in producing vaccines. 

This unfortunately has resulted in serious confusion as to what the purpose of a vaccine is, if not for reducing the risk of infection. This 

confusion has also resulted in many contradictory statements as to the purpose of vaccines inducing immunity and reducing risk of infection, 

on the one hand, to vaccines resulting in generalised immune responses on the other with a focus on reduction of severe disease. 

 

This confusion has also been exacerbated by the use of gene-based technologies in the manufacture of vaccines. We have limited 

understanding as to the impact of these technologies on the body in providing instructions for it to effectively produce the pathogen that the 

body is then supposed to mount an immune defence against. Traditionally, these technologies have been tested in the field of fighting 

cancer whereby information codes and/or capsules are sent to the body to produce more antibodies (that are ordinarily produced by the 

body) that are helpful in fighting the tumour growths. Garnering these technologies to produce a spike protein that is foreign to the body is 

a novel use of these technologies that has not been properly tested.  

 

Unvaccinated 
The term ‘unvaccinated’ leads one to believe that a person has received no dose of any COVID-19 vaccine. This is untrue as can be 

evidenced by the weekly NSW surveillance reports continuously shifting definitions of ‘vaccination status’. 

In the Week 52, 2021 (35) report they are:- 

• Fully vaccinated 
• Partially vaccinated 
• No effective dose 
• Under investigation 
• Not eligible for vaccination (0-11 years) 

In the Week 1, 2022 (36) report they are:- 

• Two effective doses 
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• One effective dose 
• No effective dose 
• Under investigation 
• Not eligible for vaccination (0-11 years) 

In the Week 2, 2022 (37) report they are:- 

• Three or more effective doses 
• Two effective doses 
• One effective dose 
• No effective dose 
• Under investigation 

We note that according to the glossary of definitions, historical cases of children aged 5-11 and all 0-4 aged are now reclassified as ‘No 

effective dose’. 

It is critical to note here that at no time have any of the NSW surveillance reports defined the term ‘unvaccinated’. At all times, the term ‘no 

effective dose’ is used. The definition for ‘no effective dose’ clearly anticipates those who have been vaccinated but are not classified, for 

various reasons, as receiving an effective dose.  
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Note: If a hospitalised patient, ICU admission or death tested COVID-19 positive within 21 days of receiving their first dose of a vaccine, they 

are declassified as ‘No effective dose’. 

Also, noteworthy, that cases from October 2021 with an unknown status and ‘under investigation’ are likely to have received at least one dose 
of a COVID-19 vaccine.  

We note here that this type of declassification contradicts the medical official advice that if a vaccinated person has not been a close contact 

but has symptoms of COVID-19, it's likely to be a vaccine response and to test, if symptoms persist, after 48 hours post vaccination.  

Such variables will no doubt compromise data integrity. Furthermore, is known exposure to COVID-19 ascertained as a result of clinical 

diagnosis, a confirmed positive test (and which test), or an analysis of when you developed symptoms? And what happens to those who 

don’t have symptoms, but have known exposure? And who is keeping track of all these declassifications?  

By purporting that the ‘no effective dose’ label is equivalent to being unvaccinated, the government has obfuscated the data to purport that 

the vaccines reduce severity of the disease in the vaccinated as compared to the unvaccinated when, in reality, individuals in the ‘no effective 

dose’ have been vaccinated and declassified due to COVID-19 exposure. 
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It is also incredulous that as part of the definition of ‘no effective dose’ reference is made that that does not imply that vaccines are ineffective 
but rather an insufficient period of time has elapsed to allow for ‘maximal immune response’. Yet the phrase ‘maximal immune response’ is 

not defined anywhere. Does this mean that in addition to declassifying those with ‘one effective dose’ with a known COVID-19 exposure to 

‘no effective dose’, is there a period of time that those who have received their first dose of a COVID-19 vaccine will not be regarded as ‘one 

effective dose’? There are absolutely no explanations provided as to the mechanisms of data controls used to monitor this information. 

Conclusions 

The terms ‘pandemic’, ‘vaccines’ and ‘vaccination status’ are being used by the government and media to distort reality thereby creating bias 

that the COVID-19 epidemic is a true pandemic, that the provisionally approved COVID-19 alleged vaccines work as traditional vaccines do 

and statistics about the vaccination status of CHID’s are being distorted to purport that the unvaccinated carry a higher risk of severe illness. 
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Prevalence of COVID-19 in the Australian Population 
Preface 

Given the absence of a definition to the term ‘global 

pandemic’, we decided to use a simple formula to calculate 

the disease prevalence in Australia. 

The below chart indicates the percentage of positive tests 

returned from tests conducted.  

• When statistics began in March 30, 2020 the 

percentage of positive tests was 3.43%.  

• The next peak was August 4, 2020 at 0.88%.  

• The next peak was September 12, 2021 at 0.86% then 

October 25 of 1.25%.  

• On January 18, 2022, it peaked at 46.06%. 

 

We are seeing a spike in COVID-19 deaths per million as 

shown in https://ourworldindata.org/covid-deaths:- 

 

https://ourworldindata.org/covid-deaths
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Because we believe there is insufficient data on 

confirmed cases using serology testing, we have 

decided to calculate the prevalence of COVID-19 in the 

population based on a simple calculation of total 

positive cases from total PCR and RAT tests.  

As at 06 February 2022 Australia has 2,745,119 positive 

cases and 62,483,176 total PCR/RAT tests. 

• Prevalence of COVID-19 in Australia for the 

duration of the pandemic 2,745,119 / 62,483,176 

= 0.043, or 4.39% 

• Mortality rate is 4,222 positive SARS-CoV-2 

deaths / 62,483,176 total PCR/RAT tests x 100 = 

0.006% 

• Case Fatality Rate is 4,222 positive SARS-CoV-2 

deaths / 2,745,119 positive cases x 100 = 

0.1538% 

• Infection Fatality Rate is 4,222 covid deaths / 

(2,745,119 cases + 4,222 deaths) x 100 = 

0.1535% 

Conclusions 

Australia has a low prevalence of COVID-19, but 

prevalence appears to be  increasing as vaccination rates 

increase.    
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Testing Guidelines 
Preface 

Because COVID-19 is being measured through testing, it is important to explore which tests are being used, how they should be used 

including what any margin for error might reveal in the testing. 

The Public Health Laboratory Network (PHLN) is a collaborative group of laboratories, which provide services in public health microbiology. 

The Doherty Institute for Infection and Immunity is the clinical and research arm of the COVID-19 response.  

The Communicable Diseases Network Australia (CDNA) was established in 1989 as a joint initiative of the National Health and Medical 

Research Council and Australian Health Ministers' Advisory Council.  

The Australian Health Protection Principal Committee (AHPPC) is the peak decision-making committee for public health emergency 

management and disease control in the Commonwealth of Australia. It is chaired by the Chief Medical Officer of the Australian Government 

and comprises the chief health officers of the states and territories.  

The Series of National Guidelines (16) have been developed in consultation with the CDNA and endorsed by the AHPPC.  

The PHLN and CDNA consulted with the Peter Doherty Institute for Infection and Immunity which has published a literature review on 

emerging SARS-CoV-2 testing technology and methods, which consequently dovetail into the National Plan.  

Key Messaging from PHLN and CDNA  
• Cases of covid-19 are confirmed by either nucleic amplification acid testing (NAAT), isolation with confirmation using NAAT, or in the 

absence of vaccination SARS-CoV-2 IgG seroconversion.  

• PHLN states testing involves virus detection predominantly using NAAT, targeting different viral genes and Rapid Antigen Test (RAT), 

detecting viral proteins. 

• Reverse transcriptase polymerase chain reaction (RT-PCR), is considered the gold-standard NAAT for virus detection. 

• RAT is intended for point-of-care (POC) use for rapid results to relieve pressure on pathology system. They aren't recommended for 

wide-spread use in low prevalence environments. 

• Low prevalence environments are environments where an individual is unlikely to be exposed, or where there is no community 

transmission. Australia is considered a low prevalence environment. 

• CDNA and PHLN testing recommendations are to prioritise people with symptoms first and then people with a known recent 

exposure/close contacts, even when asymptomatic. 

https://www1.health.gov.au/internet/main/publishing.nsf/Content/cda-cdna-phln-index.htm
https://www1.health.gov.au/internet/main/publishing.nsf/Content/cdna-song-novel-coronavirus.htm
https://www.health.gov.au/committees-and-groups/australian-health-protection-principal-committee-ahppc
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• The testing strategy prioritises testing by priority groups and epidemiological zones. 

• Asymptomatic testing is not recommended because of low prevalence in Australia. 

• PHLN provides a caveat for testing stating that no single test or combination, can detect infection and they don’t expect vaccination 
will achieve herd immunity. 

• PHLN and CDNA that vaccination rates and disease prevalence, must be considered in any testing strategy, particularly ensuring RT-

PCR is kept as the gold-standard. 

• Alternatives tests may help conserve capacity for testing symptomatic or high-risk people. 

• Tests less sensitive to RT-PCR are allowed where an extensive delay in result turn-around time (TAT) is likely. 

• Cycle Threshold (Ct) values reflect the amplification. Low prevalence settings provide potential for false positive results, so PHLN 

recommend retesting original specimen, obtaining a second sample for detection, or genomic sequencing. 

• Cycle Thresholds of 35-45 are usually undertaken, even though PHLN state cycles beyond 40 may increase false positives and Dr 

Fauci asserts that Ct above 35 is unreliable (17, 18). 

• Australia's lab capacity is finite and meeting testing demands during a large outbreak changes the testing strategy. 

• These changes in the testing strategy further reduce confidence in the results, because it shifts to testing asymptomatic people and 

using other methods less reliable than RT-PCR. 

• Lab turn-around-time of the tests should be 24hrs, but excess testing limits lab capability and we are seeing test samples expire 

before tests can be performed. 

• "Innovations" in RT-PCR, are pooling samples, when a RT-PCR reagent is used at the same time for multiple tests with diluted 

samples. Because of demand, pooling of samples is used regularly. This however may increase chance of false negatives and/or 

contamination of samples. 

• PCR technology may detect and amplify a molecule but is incapable of determining infection status; interpretation of results is subject 

to a range of variables (19). 

• Analytical accuracy of the PCR may be very high but clinical accuracy of the PCR is a function of the prevalence of SARS-CoV-2 in the 

population being tested. Even a very specific test will have a reduced positive predictive value if the population being tested has a 

very low prevalence of SARS-CoV-2. 

• Serology tests aren't recommended for use as a diagnostic test, but can be used to determine population-level prevalence using 

blood samples, to test for antibodies. The response profile is still not completely understood so should be interpreted with caution.  

• CDNA states that if a vaccinated person has not been a close contact but has symptoms, it's likely to be a vaccine response and to 

test, if symptoms persist after 48 hours post vaccination.  
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• Genomic sequencing can differentiate strains introduced and help identify a source case. It's important for monitoring virus evolution. 

The aim is to sequence every positive case. 

• At present, it is not possible to differentiate between SARS-CoV-2 reinfection and persistent or intermittent RNA detection in a person 

where NAA test is positive, unless performing genomic sequencing. 

• Genomic sequencing sampling in Australia has decreased significantly and when not enough virus is present in the sample high 

quality sequencing cannot be undertaken. 

• Lab capacity is a key enabler of TATs. This could be the reason why genomic sequencing rates in Australia have dropped 

considerably. This raises questions around the reliability of identifying the variant. 

Prevalence 
It is common knowledge in the scientific and medical fields that any test is subject to error and many diagnostic tests incorporate an error 

margin between 1% and 3%. When calculating RT-PCR specificity (ability to detect a condition) and sensitivity (ability to discriminate SARS-

CoV-2 and other conditions), this margin for error must be inbuilt. A Positive Predictive Value and Negative Predictive Value aims to 

incorporate such margin for error and reflect this margin from the overall tests.  

As at 06 February 2022 Australia has 2,745,119 positive cases and 62,483,176 total PCR/RAT 

tests. 

If we apply a margin for error of just 1% to the PCR test conducted, considering the low 

prevalence above, serious doubts are cast over the results and therefore the classification of a 

pandemic.  

Conclusions  
Despite the key messaging coming out from the PHLN and CDNA, the States and Territories, as well as the Commonwealth have: 

1- Embarked on extensive asymptomatic testing of individuals via drive-through COVID-19 hubs which not only increase the risk of false 

positives but also increase the risk of contamination in collection of samples. 

2- Promoted the use of RAT’s in private settings and not POC’s exacerbating the risk of contamination and false negatives. 
3- Promoted the reliance on RT-PCR tests for diagnosis without relying on clinical diagnosis, noting that a positive RT-PCR test does not 

inform about the state of infectivity and the use of inconsistent Ct’s could increase false positives. 
4- Provided unsubstantiated statements regarding linking the current increase of cases to the Omicron variant, despite the significant 

drops in genomic sequencing and sampling in the past six months. 

2,745,119/ 62,483,176 = 0.043 

prevalence of COVID-19 in Australia for 

the duration of the pandemic, or 4.39% 



26 | P a g e  

Prepared by People for Safe Vaccines Limited 8 February 2022 

5- Have declassified those who have obtained one or two doses of a COVID-19 vaccine as having ‘no effective dose’ or ‘one effective 

dose’ where they have known exposure to COVID-19 shortly after receiving the vaccine, despite the CDNA stating that a vaccinated 

person who has not been a close contact, but has symptoms, is likely to be a vaccine reaction. We also note in this regard that the 

NSW Surveillance Reports do not report ‘vaccine induced COVID-19’. 
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Vaccine Efficacy & Effectiveness Claims 
Preface 

We explore the claims being made about vaccine efficacy and how this differs to effectiveness in the real world. To this end we have 

investigated the trial data provided by Pfizer to understand what they were measuring specifically and waning vaccine immunity especially 

with new variants. 

The COVID-19 vaccines were sold to the public as being able to prevent infection and transmission of SARS-CoV-2 in the community.  

Provisional approvals were granted by TGA for Pfizer-Comirnaty, AstraZeneca-Vaxzevria, Moderna-Spikevax and now Novavax-NuvaXovid.  

In significant part, these approvals were granted based on vaccine efficacy claims from the vaccine sponsors alleged Randomised Clinical 

Trials. 

Understanding vaccine efficacy is not easy. There are several benchmarks used to substantiate vaccine efficacy claims.  

A vaccine’s efficacy is measured in a controlled clinical trial and is based on how many people who got vaccinated developed the ‘outcome 
of interest’ (usually disease) compared with how many people who got the placebo (dummy vaccine) developed the same outcome. Once 
the study is complete, the numbers of sick people in each group are compared, in order to calculate the relative risk of getting sick 
depending on whether or not the subjects received the vaccine. From this we get the efficacy – a measure of how much the vaccine lowered 
the risk of getting sick. If a vaccine has high efficacy, a lot fewer people in the group who received the vaccine got sick than the people in the 
group who received the placebo. 

Vaccine effectiveness, on the other hand, is measure of how well vaccines work in the real world. Clinical trials include a wide range of people 

– a broad age range, both sexes, different ethnicities and those with known medical conditions – but they cannot be a perfect representation 

of the whole population. The efficacy seen in clinical trials applies to specific outcomes in a clinical trial. Effectiveness is measured by 

observing how well the vaccines work to protect communities as a whole. Effectiveness in the real world can differ from the efficacy 

measured in a trial, because we can’t predict exactly how effective vaccination will be for a much bigger and more variable population 

getting vaccinated in more real-life conditions. 

Pfizer’s original trial was Funded by BioNTech and Pfizer and published (20) in the New England Journal of Medicine on 31 December 2020. 

It was a randomised, double-blind study of an mNRA vaccine encoding the spike protein (mRNA technology is the delivery mechanism in the 

Pfizer vaccine, it is not the inoculation).  



28 | P a g e  

Prepared by People for Safe Vaccines Limited 8 February 2022 

Pfizer tested for antibodies and tracked adverse events symptoms but had not tracked biomarkers that would indicate subclinical adverse 

events. Tracking symptoms alone will overlook symptoms and disease that can take months, years, and decades to show.  

The primary endpoints of the COVID-19 vaccine study were to evaluate the efficacy of the vaccine candidate in preventing COVID-19 disease 
in participants who had not been infected with the SARS-CoV-2 virus before they received the vaccine, and to evaluate potential prevention 
of COVID-19 disease in participants who had prior exposure to SARS-CoV-2.  
 
The primary endpoint was efficacy of the vaccine against laboratory-confirmed Covid-19 and safety. Pfizer has faced criticism that the primary 

endpoint was not hospitalisation and all-cause mortality (21). 

Further to this, major secondary endpoints included efficacy against severe Covid-19. Analysing the deficiencies within the clinical trial is 

beyond the scope of this report. This will be investigated separately. However, it is important to note for the purpose of this report, that 

vaccine effectiveness measured in terms of real world data needs to be contrasted against the outcomes of the clinical trial and the notable 

deficiencies in the clinical trial including but not restricted to; excluding significant groups from the trial such as pregnant women, 

breastfeeding women, people with allergies, with psychiatric conditions, people with bleeding disorders, immunocompromised, children, 

elderly, people who previously tested positive for COVID-19 and steroid users. Moreover, a significant confounding factor for long term data 

is that after the 2 months data report, the placebo group was unblinded as they were given the opportunity to take the vaccine, with most 

participants opting to take it.  

This reference (22) provides the most up to date summary by the Department of Health of vaccine efficacy and vaccine effectiveness claims 

by the Commonwealth.  

Since the global vaccine rollout, we have seen an increase in studies using antibody titre testing to determine vaccine effectiveness.  

The antibody titre is a test that detects the presence and measures the amount of antibodies within a person’s blood. The amount and 
diversity of antibodies correlates to the strength of the body’s immune response. 
 

Antibody titres are not a comprehensively reliable indicator of protection from the disease as it is not precisely known how antibodies work. 

 

This narrative has become extremely problematic with the rise of the Delta and Omicron variants. Earlier studies in mid-2021 were singing 

the praises of the vaccines, alleging that they provided protection even towards subsequent variants. 
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An example of such study (23) has been cited in the CDNA guidelines (version 6.4) (24) which alleged vaccine effectiveness against 

hospitalisation due to Delta infection to be 95.2% and 98.4% for Vaxzevria (AstraZeneca) and Comirnaty (Pfizer), respectively, 2 to 9 weeks 

following the second dose. The effectiveness of these two vaccines against death is alleged to be 94.1% and 98.2%, respectively. 

 

Despite this, vaccine effectiveness has waned significantly after the rollout of the vaccines that were meant to reduce severity of disease, even 

to subsequent SARS-CoV-2 variants. 

 

This picture has now changed entirely as more has become known about the situation in Israel. Israel has become an ideal benchmark for 

comparison given that it is not only heavily vaccinated, but also heavily boosted.  

 

A recent study (25) has shown that vaccine induced immunity against the delta variant has waned to such an extent that it is not even 

effectively reducing the risk of severe disease. The situation is more dire for the Omicron variant and there have been minimal studies so far 

in that regard. 

 

Notwithstanding these studies, Australia is pushing for more ineffective vaccine boosters (26), despite being aware of the highly mutating 

nature of this virus and significant waning immunity against subsequent variants.  

 

Furthermore, the Australian Government, and similarly the States and Territories, have shifted their focus from any claims that COVID-19 

vaccines stop infection and transmission to claims that the COVID-19 vaccines reduce severe illness, hospitalisation and death.  

The Australian Government is recently claiming (27): 

Both the Pfizer (Comirnaty) and AstraZeneca (Vaxzevria) vaccines are very effective at stopping people from becoming very sick if they 

catch COVID-19. 

[…] more and more data is becoming available that shows these vaccines are both highly effective when it comes to a real world 

situation. 

[…] the growing evidence that shows both […] vaccines are working and are highly effective in protecting people against severe 

illness, hospitalisation and death. 

The Commonwealth claims that a third or a regular ‘booster’ shot will further improve effectiveness: 
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“A booster dose will make sure the protection from the first two doses is even stronger and longer lasting, and should help prevent 

spread of the virus” (28). 

A booster dose increases your protection against: 

- infection with the virus that causes COVID-19 

- severe disease 

- dying from COVID-19. 

In New South Wales, the vaccine mandates are still being justified, in part, on claims that they reduce infection and transmission.  

The NSW Health Minister, in giving mandatory vaccination directions for most health sector workers on 22 October 2021, amended the 

grounds to include (at clause 3(f)): 

i. Ensuring health care workers are vaccinated will reduce: 

ii. The risk of infection, severe disease and death in the workers; and 

iii. The risk of transmission of infection from workers to patients and other workers. 

Accordingly, we present and analyse the following data to determine whether it validates the claims that mass vaccination reduces the risk of: 

(a) infection; 

(b) severe illness; 

(c) hospitalisations in general; 

(d)  ICU admissions; 

(e) death; and 

(f) transmission 

Conclusions 

The original trial data is contaminated due to unblinding and cannot be relied upon as it biases the vaccine group. Efficacy is short-lived, 

ineffective against new variants and consequently the Australian government has now shifted their focus from any claims that COVID-19 

vaccines stop infection and transmission to claims that the COVID-19 vaccines reduce severe illness, hospitalisation and deaths. 

  

https://legislation.nsw.gov.au/information/covid19-legislation/vaccination-health-care-workers
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Peak Vaccination Rates 
Preface 

Using real-world data, we explore the impacts that vaccination rates have on CHID’s and transmission, to see if claims about their 

effectiveness are correct.  

For the purposes of this report, we are looking at peak vaccination rates of total population at 70% and 80%, rather than of eligible 

population. It is important to note in this respect that the government, in some of its surveillance reports, as well as published reports in the 

media, rely on percentage rates based on eligible population. The difference between percentages relating to eligible population, as 

opposed to total population, is that eligible population is measured in terms of a particular age group that are eligible for vaccination as 

opposed to those vaccinated as a percentage of total population.  Given that the eligible age of covid-19 vaccination is continuously shifting, 

a more fixed proxy for determining peak vaccination is total 

population. 

[Note the statistics carve out partially vaccinated individuals; 

those who received one dose of a two dose protocol and/or 

individuals previously infected. This data also does not 

include those who received a booster.] 

 

• 70% peak vaccination in Australia occurred on 

October 14, 2021.  

 

• 78.65% peak vaccination in Australia occurred on 

February 5, 2022. 

  

• Australia has not yet reached 80% peak vaccination 

rate of the total population. 
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In the winter (Jun, Jul, Aug) of 2021, when 

claims that COVID-19 was a pandemic of the 

unvaccinated, vaccination rates were extremely 

low. 

  

On July 16, 2021 fully vaccinated i.e. two doses, 

only made up 3.7% of the entire population, 

with 17% partially vaccinated and the remaining 

79.3% deemed unvaccinated. 
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Below we can see the growth in fully vaccinated rates (two doses) in Australia over time. 
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COVID Pre and Post Vaccination & Winter/Summer Comparisons  
The following charts show CHIDs pre vaccination and at various peaks post vaccine rollout. The dates also allow for comparisons between 

winter and summer months. 

 

44.9

0.17 



35 | P a g e  

Prepared by People for Safe Vaccines Limited 8 February 2022 
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Conclusions 

Comparing Australian statistics pre and post vaccine rollout and statistics from winter 2021 to unfinished summer 2021/2022 

 Pre-rollout Post-rollout Difference Winter Partial Summer Difference 
Cases 7-day avg per million 0.17 4235.06 +4234.89 44.95 4235.06 +4190 
Fully vaccinated rate 0.00% 77.98% +77.98 28.01% 77.98% +49.97 
Hospitalisations daily avg 26.91 209.01 +182.1 36.95 209.01 +172.06 
ICU patients daily avg 3.27 16.44 +13.17 6.28 16.44 +10.16 
Deaths 7-day avg per million 0.85 2.53 +1.68 0.15 2.53 +2.38 

 

In all aspects, there has been significant increases in CHID’s post vaccination rollout. 
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NSW Hospitalisation, ICU Admissions and Deaths 
Preface 

To properly examine the narrative pushed by government and media that the alleged vaccines reduce severity of disease, we decided to 

look at the CHID’s in Australia. 

We have focused on New South Wales as the main legal cases we are supporting are based in New South Wales as well as the fact that New 

South Wales has documented itself slightly better than the other States and Territories. 

NOTE: The weekly surveillance report appears to be reporting on the aggregate COVID-19 case numbers over an extended and specified 

period, yet the hospitalisations, ICU admissions and deaths are only for the reporting week.  

To attain accurate percentages of vaccination status for each patient, we had to extract the numbers from each weekly report to create a 

dataset. This allowed us to provide charts for each weekly surveillance report. 

The weekly reports commenced codification by vaccination status at week 46 - 2021 (29). We examined each subsequent NSW surveillance 

report at week 47 - 2021 (30), week 48 - 2021 (31), week 49 - 2021 (32), week 50 - 2021 (33), week 51 - 2021 (34), week 52 - 2021 (35), week 

1 – 2022 (36) and week 2 – 2022 (37) to ascertain the total CHID’s.  

It would be useful to know the accurate cases by vaccination status and by age group, however we cannot reconcile these due to the 

ongoing change in vaccination status definitions from week to week. 

Week 2 – 2022 (37) 
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Given the ease by which those that are vaccinated can be declassified as a result of known COVID-19 exposure, it is remarkable that the 

Week 2 – 2022 surveillance report has also shown figures between 26 November 2021 until 15 January 2022 that at least 67% of people in 

the ‘two effective doses’ category have received a PCR confirmed COVID-19 diagnosis. It is evident from the statistics that those in the ‘no 

effective dose’ category that constitute 10% are likely to have been declassified from the ‘one effective dose’ category that constitute only 
1%.  It is also evident that many ‘under investigation’ who are likely to have at least received one dose constitute the second largest category 

of PCR confirmed COVID-19 cases. 

 

The surveillance reports attempt to continuously distort the percentages to present the ‘no effective dose’ category to mean the 

unvaccinated. Proportions of deaths attributed to the ‘no effective dose’ category are argued as being an over-representation of overall 

deaths, when this category is likely to be constituted by those that are vaccinated but have been declassified. 

An example of this is shown below: 
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The surveillance reports are also littered with contradictory and sweeping statements such as:- 

“the overall rate of hospitalisation, ICU admission and death is presently higher for those with three effective doses compared to those with 

two effective doses”, 

which contradicts;  

“preliminary evidence to date suggests that three or more effective doses provides additional protection against ICU admission and/or death, 

compared to having received only two effective doses.”. 

In reality, the Week 2 - 2022 surveillance report (37) between 26 November 2021 and 15 January 2022 provides hospitalisations, ICU 

admissions and deaths as follows:- 
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NSW COVID-19 Hospitalisations 
 

Cumulative from 26 November 2021 to 15 January 2022  

 

Data from 8 January 2022 to 15 January 2022   
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NSW COVID-19 ICU Admissions 
 

Cumulative from 26 November 2021 to 15 January 2022 

 

 

 

 

 

 

 

 

 

Data from 8 January 2022 to 15 January 2022 
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NSW COVID-19 Deaths 
 

Cumulative from 26 November 2021 to 15 January 2022 

 

 

 

 

 

 

 

 

 

Data from 8 January 2022 to 15 January 2022 
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Conclusions 

The number of CHIDs have peaked remarkably once peak vaccination rate is reached. These statistics do not reflect the conclusions being 

purported by government and media that after peak vaccination rate, the statistics are skewed against the unvaccinated. The data here 

clearly reflects that the vaccinated will naturally compose the greater proportion of CHID’s.  

The CHID’s relating to COVID-19 in NSW between 26 November 2021 and 15 January 2022, is trending towards increasing rates in the 

vaccinated, with the overwhelming majority of the population, at 71%, being at least partially vaccinated.  

Even on a conservative estimate, these statistics cannot be relied upon where a significant percentage are ‘under investigation’ and where 

the ‘no effective dose’ label captures many who have been vaccinated but declassified.  

The contention that these alleged vaccines reduce severity of disease is therefore inaccurate to say the least. 
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National Vaccination Statistics 
Preface 

While the data available from New South Wales 

provides a more granular and qualitative look at the 

statistics, we still need to look at the national 

statistics to see if there are any trends and points of 

interest. 

Note: Our World in Data defines ‘fully vaccinated’ 
as people having two doses as ‘booster’ doses are 
reported separately. 

On the right hand side we show statistics relating to 

vaccine doses, people with at least one dose, 

people fully vaccinated and boosters between 

February 21, 2021 and February 5, 2022. 
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Vaccine boosters began early October 2021 and started to ramp up around Christmas time 2021. This coincides with a comparable spike in 

CHID’s. 
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As overall vaccination rates increase, we see a similar upward trend in CHIDs. 

   

 

 

 

 

 

 

 

 

 

 

 

 

There also appears to be a correlation between increased vaccination doses, with increased CHIDs. 
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Australian Statistics on COVID-19 cases, deaths, hospitalisations and ICU per million 

 

Conclusions 

Contrary to the Doherty Modelling Report and the government and media narrative that mass vaccination will decrease community 

transmissions and disease severity, the worrying upward spike in CHID’s correlates to the increasing vaccination rates, specifically the 

boosters having a very strong correlate to increased CHID’s 
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Reproductive Rate 
Preface 

Reproductive Rate formed such an integral part of the 

Doherty Modelling whereby mass vaccination was 

hypothetically going to reduce transmission potential, 

so we have explored how vaccination has impacted 

this important function. 

The reproductive rate represents the average number 

of new infections caused by a single infected 

individual. If the rate is greater than 1, the infection is 

able to spread in the population. If it is below 1, the 

number of cases occurring in the population will 

gradually decrease to zero. 

In the Doherty Modelling Report, the reproductive rate 

is referred to as Transmission Potential. Much of the 

intent of the recommendations in the Report aim to 

reduce the reproductive rate to 1 or below, using peak 

vaccination rates modelled between 60/70/80% 

Reproductive rate peaked on 21/3/2020 at 2.52 cases 

per million on a 7-day rolling average. The next peak 

was 2.21 on 31/12/2021. Immediately after this date, the reproductive rate dropped significantly to 0.84; below 1. 
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On face value this could be interpreted as the modelling predicted peak 

vaccination of 80% would achieve, however we note that a more likely 

explanation for such a big change correlates more to the drop in testing at the 

exact same time.  

This point also supports the concept that large scale testing of healthy 

individuals, resulting in false positive results, could provide a deceptive picture 

of the pandemic. 

In reality, the mortality rates provide a clearer picture of what is happening. 

The worrying upward trends in CHID’s cannot be denied even if the overall 
reproductive rate has decreased in light of reduced testing. 

Daily new covid-19 tests per 1,000 people peaked at 11.43 on December 25, 

2021 then dropped to 6.08 on January 25, 2021.  

Conclusions 

Contrary to the Doherty Modelling predictions, the reproductive rate has 

increased instead of decreasing by December 2021. This may have been 

contributed to by increased testing. The reproductive rate may have dropped significantly by end of January 2022 due to decreased testing. 

The more accurate measure for vaccine effectiveness is reduction in cases and infections. The worrying upward trends in CHID’s do not 

support any conclusion that the vaccine rollout has been a success. 
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SARS-CoV-2 Sequences by variant 
Preface 

If the increasing reproductive rate relates to new 

variants such as Omicron, genomic sequencing 

statistics should give us an indication.  

The number of genomic sequences performed 

has dropped considerably in the past six months 

as per the below chart. This brings into question 

how variants are truly determined.  

Genomic sequencing testing is required to 

ascertain the variant strain in cases. The tests that 

appear to be used predominantly are the PCR 

and RAT which cannot distinguish between the 

variants, meaning a positive test could likely be 

the Delta variant, as much as it is Omicron.   

Genomic sequence testing can be done on 

samples to give an indicative average of the likely 

variants in a greater sample. With Omicron as the 

alleged dominant variant, the genomic sequence 

tests in Australia have significantly dropped. This 

raises serious questions around the reporting of 

cases to the Omicron variant and the 

classification of cases attributed to Omicron.  

Whilst the data shows that 94% of the analysed sequences is Omicron, we note this is only in relation to a decreased sampling being 

conducted.  
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Conclusions 

The significant drop in genomic sequencing casts doubt over whether the Omicron variant alone is the cause of increased CHIDs. 
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The Effect of the COVID-19 Vaccine on Daily Cases and Deaths, based on Australian Data 
The recent data represented above, supports the notion that vaccine effectiveness diminishes against new variants and possibly against original 
strains, given the reduction in genomic sequencing testing.  
 

• The vaccine diminishes in effectiveness in a short time – this has been supported by recent research (38) suggesting a significant 

reduction after just 2 months. The vaccine targets the ancestral spike and is therefore not specific enough for the Omicron variant 

leading to poor arresting of case numbers and infections. 

• Pfizer Chairman Bourla recently conceded two doses provide “limited protection, if any” against Omicron (39).   

• The lack of durability is underscored by the plan to administer booster shots every 4 months, an approach considered unsustainable 

by the European Medicines Agency chief, especially as new variants are proving more infectious, and there is doubt in relation to 

claims of decreased virulence, noting the increased deaths in Australia (40, 41). 

• It has always been universally agreed in the medical community that immunity acquired through natural infection is always superior to 

vaccine induced immunity (42). 
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COVID-19 Deaths and Co-Morbidities 

Preface 

In this section we explore the Australian Bureau of Statistics data on COVID-19 deaths and pre-existing illness to discern how closely these 

two correlate. 

The Australian Bureau of Statistics (ABS) COVID-19 Mortality report (43), assesses COVID-19 deaths that occurred by 31 October 2021 that 

have been registered and received by the ABS. The report shows:- 

 

91% of deaths due to 

COVID-19 had other 

conditions certified on the 

death certificate  

 

9% only had reported 

COVID-19 alone. 
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The ABS report shows that people with 

chronic heart conditions, dementia, diabetes 

and cancer have a higher risk of developing 

severe illness from COVID-19. 
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The ABS data confirms that 

most deaths with COVID-19 

are in the sick and elderly, with 

a significant portion in the age 

group that is past average life 

expectancy.  

 

Inversely, it confirms the 

younger age groups are not 

significantly impacted by 

severity of symptoms and this 

has been the case prior to 

vaccination.  
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COVID-19 Deaths by Age 
The below statistics have been prepared using official Australian Government data (44):- 

 

The infection survival rate in children and adolescents is 99.99% 

Conclusions 

The data overwhelmingly shows that age and pre-existing illness weigh heavily on the likelihood of severe illness and death from COVID-19, 

with 91% of deaths with COVID-19 having at least one other condition. It’s evidenced from the statistics that there may be no utility for the 

vaccination of children and adolescents and there is a likely chance of increased CHID’s. It is important to note here that vaccination rates in 

children 5-11 years of age have stalled significantly in February 2022. 
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COVID-19 Vaccine Adverse Events 
Preface 

There has never been a mass vaccination process on this level in the history of 

the world. And with vaccine trials claiming efficacy of 95% after just 2 months, 

provisional approvals were provided. There has not been enough time to 

properly gauge medium and long-term safety so here we explore the adverse 

events reported by the TGA, compare this with the AusVax Safety report and 

discuss under reporting of adverse events. 

TGA compiles a weekly report on reported covid-19 vaccine related adverse 

events. 

The weekly safety report dated 27 January 2022 contains safety data up to and 

including January 23, 2022. This report shows the following figures. 

 

 

It is known that vaccine adverse events are significantly under reported by a factor of 13-50 for a number of reasons, including the fact that 

reporting adverse events is discouraged by AHPRA and reporting is not mandatory. 
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To demonstrate this under reporting, we looked at the AUSVAX 

Safety national survey data. The AUSVAX Safety conducts 

independently surveys on those who obtained covid-19 vaccination. 

The Report states that 44.6% of 5,431,747 surveyed reported at least 

one adverse event, equating to 2.4 million adverse events with over 

54 thousand reported visiting a GP or ED. 

When compared with the TGA figures, it is clear under-reporting of 

adverse events to TGA is significant. 

The Vaccine Adverse Events Reporting System (VAERS) is also 
showing significant warning signals concerning safety. This has been 
fit for purpose for 30 years, and in that time early warning signals 
have repeatedly been the cause of suspended drugs. Given the 
significant number of severe Adverse Events from the covid-19 
vaccines, why aren’t these being acted upon? 
 
Conclusions 
Considering this is the first mass vaccination of its kind, which 
includes mandating the vaccine in many settings, we note that reporting vaccine injuries is not mandatory and this in and of itself is glaringly 
dubious. Under reporting estimates that 90-95% of adverse reactions are not reported is known and admitted to by the TGA, yet no attempts 
to improve this process have been made. In fact through the healthcare regulator, it has been discouraged. We can see evidence of under 
reporting simply by comparing the AUSVAX Safety report to the TGA weekly monitor. If we take the conservative under reporting figure of 
13 then we can expect up to 1,355,068 adverse events have taken place. Even if we assume the 11 reported deaths is accurate, this is still a 
red flag when adverse events reported across all other vaccines pale in comparison.   

https://ausvaxsafety.org.au/safety-data/covid-19-vaccines
https://ausvaxsafety.org.au/safety-data/covid-19-vaccines
https://www.tga.gov.au/media-release/new-web-service-helps-consumer-reporting-side-effects
https://www.smh.com.au/national/doctors-healthcare-workers-to-be-punished-for-anti-vax-covid-claims-20210310-p579dk.html
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Potential other reasons beyond vaccination to explain elevated case numbers  
Preface 

We seek to explore other epidemiological impacts that might explain increase in CHIDs. 

The last 6 months in Australia (August 2021-Feb 2022), has seen unprecedented rises in positive SARS CoV2 case numbers in Australia with 

the arrival of the Omicron variant  (45, 46). This has also coincided with push to vaccinate the population to high levels that were based on 

Doherty modelling (47). As the number of vaccinations have increased throughout the population, so to have positive cases (1). The purpose 

of this section is to consider other epidemiological factors that may impact high levels of case numbers outside the vaccination rates.  

The Reproductive Rate differences between Alpha, Delta and Omicron variants 

The basic reproductive rate (Ro) is the average number of new infections by one positive SARS CoV2 case in a susceptible population – ie; 

where there is no previous community protection from natural infection of vaccination (48). The Ro may vary from country – country depending 

on geography, landscape and living conditions. The effectiveness of the vaccines should also have an impact on Ro by creating a background 

layer of immunity – assuming they work against variants, reduce viral transmission, and provide broad immunity. The calculation for Ro is as 

follows;  

 

The Omicron variant is known to bypass both natural immunity from ancestral variants as well as vaccine immunity which is also only using an 

ancestral variant (49, 50). Omicron has been associated with a 6 times higher chance of infection with past immunity or vaccination over the 

delta variant with a vaccine effectiveness of between 0%-20% identified for two doses (50). Research from Denmark published early after the 

Omicron spread indicated a base reproductive rate 3x higher than for Delta and possibly 4x in South Africa where first detected (51). Initial UK 

predictions were that every one infectious case of Omicron would infect up to 5 people (52). Given the increases in infectivity rates over prior 

variants, it is reasonable to expect higher levels of case numbers and subsequent deaths.  
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People are moving around more after lockdowns  

Victoria and New South Wales (NSW) had hard lockdowns in 2021 restricting movement across suburbs, making visitors in the home, public 

gatherings, and outside meet-ups illegal. By September 2021, the COVID zero policy began to shift to a ‘living with COVID’ allowing for a 
greater easing of restrictions in spite of increasing case numbers – at that stage from Delta (53). As 2021 drew to a close, restrictions began 

lifting and more normal interactions resumed – perhaps above normal interactions resumed as a result of families and friends not seeing each 

other for several months. As NSW and Victoria were opening up in October 2021 and November 2021, Omicron was emerging as a variant of 

concern (VOC) with Australia initially closing borders again to certain countries (54). There is no recent research to explore the impacts of 

‘opening up’ on viral transmission with Omicron, however it is reasonable to conclude that, after such restrictions on individual movement for 

so long and ‘lockdown fatigue’, coupled with the emergence of a highly infectious strain at the same time, the increased movement of 

individuals within the community would impact transmissibility.  

Immunity Debt, decline in background immunity and increase in susceptibility 

Immunity debt has an area of concern from protracted and sustained lockdowns across all age groups. Immunity debt is the lack of immune 

stimulation due to reduced exposure to circulating microbial agents as normally occurs through-out a winter season (55). A recent opinion 

paper on this matter states;  

“The longer these periods of “viral or bacterial low-exposure” are, the greater the likelihood of future epidemics. This is due to a growing 
proportion of “susceptible” people and a declined herd immunity in the population” (55).  

Schools closing for months on end, families prohibited from interacting, children prohibited from connecting with friends is thought to result 

in a reduction in immune stimulation to circulating microbes, reducing pathogen exposure and diminishing opportunities for herd immunity 

(55). Severe non-pharmacological interventions used in NSW and Victoria considered ‘public health’ interventions are likely to also interrupt 
regular seasonal, endemic virus’. American modelling has suggested substantial outbreaks are likely to occur due to lower circulating immunity 

and exposure to endemic virus’ (56). This same model could be applied to the emergence of Omicron at the same time as lockdowns were 

lifting – where the background immunity rate to SARS CoV 2 was low due to limited exposure. And even as vaccination rates increased, Omicron 

is known to evade their protection (50). Herd immunity is obtained when the number of susceptible people in the population is low enough 

that transmission cannot be sustained, however, this is not possible when people cannot interact, resulting in an immunity debt.  

Vitamin D deficiency of Australian Winter lockdowns and summer deaths 

There are clear, well documented correlations between vitamin D status and susceptibility to respiratory infections acknowledged also by the 

World Health Organisation (57) (58). Research specifically addressing vitamin D levels relating to SARS CoV2 infectivity and severity showed 
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those with deficiency were more likely to be positive and more likely to have severe disease – correlating with the severity of the deficiency 

(59). Furthermore, NIH Director Dr Anthony Fauci also recognised “Vitamin D “does have an impact on your susceptibility to infection” (60). 

Whilst no specific population wide data is available in relation to COVID and Vitamin D in Australia, the most recent National Health Survey 

results from the ABS suggested that just under one in four Australian adults (23%) had a Vitamin D deficiency, which comprised 17% with a 

mild deficiency, 6% with a moderate deficiency and less than 1% with a severe deficiency (61). They also state that in winter, rates of Vitamin D 

deficiency were particularly high in the south eastern states of Victoria (49%) (61). Using this data along with the known associations between 

low vitamin D and SARS CoV 2 infection, it could be argued that extended lockdowns over the winter months, with limited outdoor exposure 

allowed due to Chief Health Officer Directives – in some locations only one hour was allowed for exercise (62). There was equally no indication 

from Australian public health officials that vitamin D supplementation may benefit and protect against severity of illness or even infection in 

spite of calls from health professionals very early in the pandemic (63). Therefore, it is suggested, that strict lockdowns and allowed outdoor 

time, may have precipitated a significant decline in Vitamin D levels over the winter months, perpetuating the increase in cases and infectivity 

in the community. 

Mask wearing and elevated risk of infection and risk 

In 2003 during the SARS CoV pandemic, the suggestion for wearing masks was ridiculed – an article published in the Sydney Morning Herald 

entitled ‘Farce Mask’ with significant fines for ‘exaggerating’ the limited benefits of wearing a facemask (64). However, in 2020, facemasks 

became an essential weapon against COVID 19 (65). However, there has been increasing concern regarding the risk from prolonged mask 

wearing and bacterial contamination and the impact on respiratory illness (66). Specific cultures taken from cloth masks demonstrated: 

“a consistent difference between mask types. Cotton masks mainly contained Roseomonas, Paracoccus, and Enhydrobacter taxa and 

surgical masks Streptococcus and Staphylococcus” (66), 

with boiling at 100degrees or washing at 60 degrees required to remove bacteria. The authors conclude “this study suggests that a 

considerable number of bacteria, including pathobionts and antibiotic resistant bacteria, accumulate on surgical and even more on cotton face 

masks after use” (66). Questions not answered by research in relation to COVID 19 and mask wearing include; whether masks worn by infected 

individuals (known or unknown) increase risk of transmission due to the collecting and retaining of pathogenic particles, what are they dangers 

of breathing bacteria droplets concentrated on a used mask after 20 minutes?  

Mask science is complex depending on the length of time a mask is worn for, the fabric that is used, and the fit on the face. In 2020, an article 

reviewed several different types of masks for speech and droplet dispersal. The authors  
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“noticed that speaking through some masks (particularly the neck gaiter) seemed to disperse the largest droplets into a multitude of 

smaller droplets, which explains the apparent increase in droplet count relative to no mask in that case. Considering that smaller particles are 

airborne longer than large droplets (larger droplets sink faster), the use of such a mask might be counterproductive” (67).  

Has the wearing of masks precipitated an increase in droplet spread along with an increased susceptibility to respiratory infection, resulting in 

higher transmission and subsequent cases of Omicron?  

Whilst no epidemiological reasons can be considered a ‘cause’ of increased cases, it is highly likely the issues discussed have also contributed 

to poorer case control and increased personal susceptibility to infection.  

Concerns re impact of multiple vaccinations on immunity 
In spite of clinical trials being vaccine specific in their dosing (ie: two doses of the same vaccine), there has been a strong post market 
approval push for vaccines to be mixed and matched across brands – with apparent good antibody response (68). This is assuming antibody 
response is the only marker of vaccine efficacy, which is not the case. Little consideration is given to the impacts on innate and adaptive 
immunity and whether the vaccines interrupt this or weaken it. It is known that individuals with an already weakened immune system from 
underlying illness have a sub-standard immune and antibody response from the vaccines (69).  
 
In a surprise confession, Marco Cavaleri, the head of vaccine strategy for the European Medicines Agency (EMA), recently stated “We have 
not yet seen data with respect to a fourth dose. We would like to see this data before we can make any recommendation, but at the same time, 
we are rather concerned about a strategy that [involves] repeated vaccinations within a short term.”  
 
Further that, “repeated vaccinations within short intervals will not represent a sustainable long-term strategy.” 

 
Cavaleri also discussed the idea of implementing booster shots in 4-month intervals, stating,  
 

“we will end up potentially having problems with immune response and immune response may end up not being as good as we would 
like it to be, so we should be careful in not overloading the immune system with repeated immunization.”(41).  
 
In the face of untameable cases, the temptation to repetitively ‘boost’ is being entertained by Australia with mandates in NSW and Victoria in 
place. However, there is simply no data regarding the health implications for individuals who are ‘boosted’. Whilst the argument is made that 
the boost vaccine dose improves antibody response and increases protection against COVID-19 (70), there is little scientific interest in 
understanding the greater concerns raised by Cavaleri and the potentially profound overloading of the innate and adaptive immune systems 
in the short and longer term. B cell immunologist Ali Ellebedy, outlines that eventually there will be plateauing of memory B cells and 
antibody levels with repeated boosting, rendering them somewhat void (71).  
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The perpetual talk from Australian state and Federal Governments regarding boosters indicates a clear lack of confidence in the durability of 
any of the vaccines currently approved. Vaccine immunogenicity clearly changes based on age of the individual, underlying illness, 
metabolic health and overall immune competency (72). Blanket booster mandates do not factor individual responses into this policy and 
leave no opportunity for the longer term understanding of the health impacts of recurrent ‘boosting’. The key question to be asked that is a 
long way from being answered, is, what happens after Omicron? History tells us there will be more variants in the future that escape vaccine 
efficacy. Where is the science to support repeated boosting? There is none. Only emerging concern.  
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All Cause Mortality in Australia 
 

Preface 

Data on all causes of deaths is important to consider in the 

context of this research because it measures changes in patterns 

of morbidity during the COVID-19 pandemic. 

All Cause Mortality (ACM) is the cumulative difference between 

the reported number of deaths since 1 January 2020 and the 

projected number of deaths for the same period based on 

previous years. The reported number might not count all deaths 

that occurred due to incomplete coverage and delays in 

reporting. Australian Bureau of Statistics (ABS) has provided 

provisional mortality statistics between Jan 2020 and Oct 2021, 

meaning we do not yet have a complete picture of ACM for 

2021. 

Excess mortality is an epidemiological concept typically defined 

as the difference between the observed number of deaths in a 

specified time period and the expected numbers of deaths in 

that same time period. Estimates of excess deaths can provide 

information about the burden of mortality potentially related to 

the COVID-19 pandemic, including deaths that are directly or 

indirectly attributed to COVID-19. 

Throughout the ABS report, counts of deaths for 2020 and 2021 

are compared to an average number of deaths recorded over 

the previous 5 years (2015-2019). These average or baseline 

counts serve as a proxy for the expected number of deaths, so 

comparisons against baseline counts can provide an indication of 

excess mortality.  

https://www.abs.gov.au/statistics/health/causes-death/provisional-mortality-statistics/latest-release
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Data in the body of the ABS report are presented as raw counts of death. Mortality rates enable for more accurate comparisons over time by 

taking account changing population size and age-structures.  

The time between the occurrence of a death and 

registration can vary, although in general, deaths 

certified by a doctor are registered sooner. 

Coroner certified deaths undergo extensive 

investigative processes which can delay 

registration times, and for this reason they are 

excluded from the provisional mortality reports. 

 

When looking to measure change over time, the 

completeness of data for the most recent period 

is important. When data are received each 

month by the ABS, the lag between the date of 

death and date of registration means that only 

40-50% of reported registrations are of deaths 

that occurred in the month being reported. The 

remainder are deaths that occurred in earlier 

months. After a second month of reporting, 

approximately 95% of doctor certified 

registrations have been received. This is 

considered sufficiently complete to enable meaningful comparison with historical counts, noting that the level of completeness will be higher 

for the start of any given month than the end of that month. 

This means we may not see the full picture for deaths in September and October 2021. 
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Alarmingly, Our World in Data projections for estimate 

cumulative excess deaths in Australia after October 31, 

2021 shows a significant upward trend as it appears to 

incorporate the increased COVID-19 deaths. 

Conclusions 

ABS data shows excess mortality has increased by 4.6% as 

compared with the 2015-19 average and a 4.2% increase 

as compared with 2020. With the knowledge that 

September and October deaths will be significantly under 

reported, coroner referred deaths are excluded and the 

projections for the remaining two months of data, we can 

expect to see a continued worrying upward trend in all-

cause mortality in Australia. 
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Conclusion 
Vaccines are intended to reduce the risk of infection and, as a result, transmission.  If the claim is now that the vaccines are a treatment, i.e. 

reduce severity of disease, then this raises serious issues with the definition of what a vaccine is.  Also, it is incorrect to administer treatment 

to those that are not infected.  

Furthermore, the claims that the alleged vaccines reduce severity are clouded by skewed statistics that rely on comparisons that have no data 

controls. Specifically, the ad-hoc declassification of those who have been vaccinated to being categorised as ‘no effective dose’ and/or 
‘under investigation’. 

The Doherty modelling predictions grossly exaggerated the impacts of the pandemic. The Report was not a scientific peer-reviewed paper 

and therefore cannot be used as scientific evidence to endorse the vaccine solution to end the pandemic.  

Even if you ignore the problems with the accuracy of the RT-PCR tests, especially how they are being improperly used, the prevalence of 

disease in Australia is very low and the recovery rate is extremely high.  

The highest risk group are people at or past life expectancy and with pre-existing co-morbidities. The rest of the population who contract the 

virus have a statistically significantly high recovery rate, especially children and adolescents.  

We now know the purported vaccines do not stop infection and transmission and that natural immunity is more robust and enduring (73). 
From the real-world data on cases, hospitalisations, ICU admissions and deaths, we are seeing a clear upward trend that correlates to the 
increase in vaccination rates including boosters. Even during summer months when flu-like viruses don’t typically increase, these numbers 
have surged. Vaccinated patients now make up the majority of cases, hospitalisations, ICU admissions and deaths, meaning any claim these 
vaccines reduce severity is unfounded.  
 
The National Plan assumed higher levels of vaccine coverage would reduce demands on hospitals and intensive care units sufficiently to 
ease the need for Public Health and Safety Measures in a Phase B transition to normality.  Based on the real-world data, this has been a 
distinct failure. 
 
Based on this, we conclude that the purported covid-19 vaccines used in Australia are ineffective and statistical trends would indicate these 
vaccines are creating increased susceptibility to COVID-19, therefore it makes no sense to force workers in a public health setting to be 
vaccinated, because these healthcare workers could be exposing already immunocompromised patients to an increased likelihood of 
catching COVID-19, and this cohort are in the highest risk of death.  
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So, we must now consider what the acceptable threshold for safety is for products that are ineffective and because it can be shown that 
hospitalisations, ICU admissions and deaths have increased, the 11 confirmed deaths relating to vaccination, together with the significant 
number of other serious adverse events and under-reporting of adverse events, should be sufficient to withdraw all mandates and halt the 
rollout until a more thorough investigation is conducted. 
 

References 
 
1. Global Change Data Lab. Australia: Coronavirus Pandemic Country Profile 2022 [cited 2022 3rd February]. Available from: 
https://ourworldindata.org/coronavirus/country/australia. 
2. Health Protection NSW. COVID 19 Weekly Survellience reports NSW Government; 2022 [cited 2022 4th February ]. Available from: 
https://www.health.nsw.gov.au/Infectious/covid-19/Pages/weekly-reports.aspx. 
3. Critical Intelligence Unit. COVID 19 Monitor NSW Government; 2022 [cited 2022 4th February]. Available from: 
https://aci.health.nsw.gov.au/covid-19/critical-intelligence-unit/monitor. 
4. Covidbase. Covidbase; 2022 [cited 2022 4th February ]. Available from: https://covidbaseau.com/timeline/. 
5. World Health Organisation. Coronavirus disease (COVID-19) 2022 [cited 2022 4th February ]. Available from: 
https://www.who.int/health-topics/coronavirus#tab=tab_1. 
6. Prime Minster of Australia. National Plan to Transition Australia’s COVID-19 Response: Australian Goverment 2021 [cited 2022 4th 
February ]. Available from: https://www.pm.gov.au/media/national-cabinet-statement-11. 
7. Doherty Institute. DOHERTY MODELLING REPORT REVISED 10TH AUGUST 2021: Doherty Institute 2021 [cited 2022 4th February]. 
Available from: https://www.doherty.edu.au/uploads/content_doc/DohertyModelling_NationalPlan_and_Addendum_20210810.pdf. 
8. Eyre DW, Taylor D, Purver M, Chapman D, Fowler T, Pouwels KB, et al. Effect of Covid-19 Vaccination on Transmission of Alpha and 
Delta Variants. New England Journal of Medicine. 2022. 
9. Nebehay S. WHO says it no longer uses 'pandemic' category, but virus still emergency: Reuters; 2020 [cited 2022 4th February ]. 
Available from: https://www.reuters.com/article/uk-china-health-who-idUKKCN20I0PD. 
10. Doshi P. The elusive definition of pandemic influenza. Bull World Health Organ. 2011;89(7):532-8. 
11. Porta M. A Dictionary of Epidemiology 6th ed. USA: Oxford University Press; 2014. 
12. Centres for Disease Control and Prevention [CDC]. Immunization - the basics: Centres for Disease Control and Prevention; 2021 
[cited 2022 4th February ]. Available from: https://www.cdc.gov/vaccines/vac-gen/imz-basics.htm. 
13. Therapeutic Goods Administration [TGA]. Vaccines Overview Australian Government 2019 [cited 2022 4th February]. Available from: 
https://www.tga.gov.au/vaccines-overview. 
14. Pardi N, Hogan MJ, Porter FW, Weissman D. mRNA vaccines — a new era in vaccinology. Nature Reviews Drug Discovery. 
2018;17(4):261-79. 

https://ourworldindata.org/coronavirus/country/australia
https://www.health.nsw.gov.au/Infectious/covid-19/Pages/weekly-reports.aspx
https://aci.health.nsw.gov.au/covid-19/critical-intelligence-unit/monitor
https://covidbaseau.com/timeline/
https://www.who.int/health-topics/coronavirus#tab=tab_1
https://www.pm.gov.au/media/national-cabinet-statement-11
https://www.doherty.edu.au/uploads/content_doc/DohertyModelling_NationalPlan_and_Addendum_20210810.pdf
https://www.reuters.com/article/uk-china-health-who-idUKKCN20I0PD
https://www.cdc.gov/vaccines/vac-gen/imz-basics.htm
https://www.tga.gov.au/vaccines-overview


70 | P a g e  

Prepared by People for Safe Vaccines Limited 8 February 2022 

15. Merck Sharp & Dohme Corporation v Wyeth LLC (No 3) [2020] FCA 1477 (14 October 2020). Federal Court of Australia 2020. 
16. Department of Health. Coronavirus Disease 2019 (COVID-19) CDNA National guidelines for public health units.: Australian 
Government, ; 2022 [cited 2022 4th February]. Available from: https://www1.health.gov.au/internet/main/publishing.nsf/Content/cdna-
song-novel-coronavirus.htm. 
17. Public Health Laboratory Network. Public Health Laboratory Network Statement on Nucleic Acid Test False Positive Results for SARS-
CoV-2: Public Health Laboratory Network; 2020 [cited 2022 4th February ]. Available from: 
https://www.health.gov.au/sites/default/files/documents/2020/06/phln-statement-on-nucleic-acid-test-false-positive-results-for-sars-cov-
2.pdf. 
18. hole DdtR. Fauci: PCR Tests With Cycle Threshold Of 35 Or Above Are Useless. 2020. 
19. Bustin S, Kirvell S, Huggett JF, Nolan T. RT-qPCR Diagnostics: The "Drosten" SARS-CoV-2 Assay Paradigm. International journal of 
molecular sciences. 2021;22(16). 
20. Polack FP, Thomas SJ, Kitchin N, Absalon J, Gurtman A, Lockhart S, et al. Safety and Efficacy of the BNT162b2 mRNA Covid-19 
Vaccine. New England Journal of Medicine. 2020;383(27):2603-15. 
21. Doshi P. Will covid-19 vaccines save lives? Current trials aren’t designed to tell us. BMJ. 2020;371:m4037. 
22. Department of Health. COVID-19 vaccine product information: Australian Government 2022 [cited 2022 4th February ]. Available 
from: https://www.health.gov.au/initiatives-and-programs/covid-19-vaccines/advice-for-providers/clinical-guidance/product-information. 
23. Andrews N, Tessier E, Stowe J, Gower C, Kirsebom F, Simmons R, et al. Vaccine effectiveness and duration of protection of 
Comirnaty, Vaxzevria and Spikevax against mild and severe COVID-19 in the UK. medRxiv. 2021:2021.09.15.21263583. 
24. [CDNA] CDNA. Coronavirus Disease 2019 (COVID-19) CDNA National Guidelines for Public Health Units: Australian Government 
2022 [cited 2022 4th February ]. Available from: 
https://www1.health.gov.au/internet/main/publishing.nsf/Content/7A8654A8CB144F5FCA2584F8001F91E2/$File/COVID-19-
SoNG%20v6.4.pdf. 
25. Goldberg Y, Mandel M, Bar-On YM, Bodenheimer O, Freedman L, Haas EJ, et al. Waning Immunity after the BNT162b2 Vaccine in 
Israel. New England Journal of Medicine. 2021;385(24):e85. 
26. Cromer D, Steain M, Reynaldi A, Schlub TE, Wheatley AK, Juno JA, et al. Neutralising antibody titres as predictors of protection 
against SARS-CoV-2 variants and the impact of boosting: a meta-analysis. The Lancet Microbe. 2022;3(1):e52-e61. 
27. Department of Health. Is it true? Are COVID-19 vaccines not effective? : Australian Government 2021 [cited 2022 4th February ]. 
Available from: https://www.health.gov.au/initiatives-and-programs/covid-19-vaccines/is-it-true/is-it-true-are-covid-19-vaccines-not-effective. 
28. Department of Health. COVID-19 booster vaccine advice: Australian Government 2022 [cited 2022 4th February ]. Available from: 
https://www.health.gov.au/initiatives-and-programs/covid-19-vaccines/getting-your-vaccination/booster-doses#benefits-of-a-booster-dose. 
29. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 46 ENDING 20 NOVEMBER 
2021 2021 [cited 2022 4th February ]. Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-
report-20211120.pdf. 

https://www1.health.gov.au/internet/main/publishing.nsf/Content/cdna-song-novel-coronavirus.htm
https://www1.health.gov.au/internet/main/publishing.nsf/Content/cdna-song-novel-coronavirus.htm
https://www.health.gov.au/sites/default/files/documents/2020/06/phln-statement-on-nucleic-acid-test-false-positive-results-for-sars-cov-2.pdf
https://www.health.gov.au/sites/default/files/documents/2020/06/phln-statement-on-nucleic-acid-test-false-positive-results-for-sars-cov-2.pdf
https://www.health.gov.au/initiatives-and-programs/covid-19-vaccines/advice-for-providers/clinical-guidance/product-information
https://www1.health.gov.au/internet/main/publishing.nsf/Content/7A8654A8CB144F5FCA2584F8001F91E2/$File/COVID-19-SoNG%20v6.4.pdf
https://www1.health.gov.au/internet/main/publishing.nsf/Content/7A8654A8CB144F5FCA2584F8001F91E2/$File/COVID-19-SoNG%20v6.4.pdf
https://www.health.gov.au/initiatives-and-programs/covid-19-vaccines/is-it-true/is-it-true-are-covid-19-vaccines-not-effective
https://www.health.gov.au/initiatives-and-programs/covid-19-vaccines/getting-your-vaccination/booster-doses#benefits-of-a-booster-dose
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211120.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211120.pdf


71 | P a g e  

Prepared by People for Safe Vaccines Limited 8 February 2022 

30. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 47 ENDING 27 NOVEMBER 
2021 20221 [cited 2022 4th February ]. Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-
surveillance-report-20211127.pdf. 
31. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 48 ENDING 4 DECEMBER 2021 
2021 [cited 2022 4th February ]. Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-
report-20211204.pdf. 
32. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 49 ENDING 11 DECEMBER 
2021 2021 [cited 2022 4th February ]. Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-
report-20211211.pdf. 
33. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 50 ENDING 18 DECEMBER 
2021 2021 [cited 2022 4th February ]. Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-
report-20211118.pdf. 
34. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 51 ENDING 25 DECEMBER 
2021 2021 [cited 2022 4th February]. Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-
report-20220107.pdf. 
35. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 52 ENDING 1 JANUARY 2022 
2022 [Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20220113.pdf. 
36. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 01 ENDING 8 JANUARY 2022 
2022 [cited 2022 4th February ]. Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-
report-20220120.pdf. 
37. NSW Department of Health. COVID-19 WEEKLY SURVEILLANCE IN NSW EPIDEMIOLOGICAL WEEK 02 ENDING 15 JANUARY 2022 
2021 [cited 2022 4th February]. Available from: https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-

20220201.pdf. 
38. Pouwels KB, Pritchard E, Matthews PC, Stoesser N, Eyre DW, Vihta K-D, et al. Effect of Delta variant on viral burden and vaccine 
effectiveness against new SARS-CoV-2 infections in the UK. Nature Medicine. 2021;27(12):2127-35. 
39. Chung F. Pfizer boss says two doses provide ‘limited protection, if any’ against Omicron: news.com.au; 2022 [cited 2022 4th 
February]. Available from: https://www.news.com.au/technology/science/human-body/pfizer-boss-says-two-doses-provides-limited-
protection-if-any-against-omicron/news-story/9d76126d080e2010f05eb0b4ae5e0c45. 
40. World Health Organisation. Interim Statement on COVID-19 vaccines in the context of the circulation of the Omicron SARS-CoV-2 
Variant from the WHO Technical Advisory Group on COVID-19 Vaccine Composition (TAG-CO-VAC) 2022 [cited 2022 4th February ]. 
Available from: https://www.who.int/news/item/11-01-2022-interim-statement-on-covid-19-vaccines-in-the-context-of-the-circulation-of-the-
omicron-sars-cov-2-variant-from-the-who-technical-advisory-group-on-covid-19-vaccine-composition. 

https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211127.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211127.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211204.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211204.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211211.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211211.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211118.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20211118.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20220107.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20220107.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20220113.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20220120.pdf
https://www.health.nsw.gov.au/Infectious/covid-19/Documents/covid-19-surveillance-report-20220120.pdf
https://www.news.com.au/technology/science/human-body/pfizer-boss-says-two-doses-provides-limited-protection-if-any-against-omicron/news-story/9d76126d080e2010f05eb0b4ae5e0c45
https://www.news.com.au/technology/science/human-body/pfizer-boss-says-two-doses-provides-limited-protection-if-any-against-omicron/news-story/9d76126d080e2010f05eb0b4ae5e0c45
https://www.who.int/news/item/11-01-2022-interim-statement-on-covid-19-vaccines-in-the-context-of-the-circulation-of-the-omicron-sars-cov-2-variant-from-the-who-technical-advisory-group-on-covid-19-vaccine-composition
https://www.who.int/news/item/11-01-2022-interim-statement-on-covid-19-vaccines-in-the-context-of-the-circulation-of-the-omicron-sars-cov-2-variant-from-the-who-technical-advisory-group-on-covid-19-vaccine-composition


72 | P a g e  

Prepared by People for Safe Vaccines Limited 8 February 2022 

41. HEILMAN Z. Europe’s FDA Makes Stunning Admission On Jab & Booster Narrative, Big Tech Censors It For Big Pharma [VIDEOS] 
2022 [cited 2022 4th February]. Available from: https://www.redvoicemedia.com/2022/01/europes-fda-makes-stunning-admission-on-jab-
booster-narrative-big-tech-censors-it-for-big-pharma-videos/. 
42. Kojima N, Klausner JD. Protective immunity after recovery from SARS-CoV-2 infection. The Lancet Infectious Diseases. 2022;22(1):12-
4. 
43. Australian Bureau of Statistics. COVID-19 Mortality: Australian Government 2021 [cited 2022 4th February ]. Available from: 
https://www.abs.gov.au/articles/covid-19-mortality-1. 
44. Department of Health. Coronavirus Case Numbers and Statistics Australian Government [cited 2022 4th February ]. Available from: 
https://www.health.gov.au/health-alerts/covid-19/case-numbers-and-statistics. 
45. Australian Government. ATAGI statement on Omicron variant: Department of Health,; 2021 [Available from: 
https://www.health.gov.au/news/atagi-statement-on-omicron-variant. 
46. Worldometer. 2022 [cited 2022 3rd February]. Available from: https://www.worldometers.info/coronavirus/country/australia/. 
47. Doherty Institute. DOHERTY MODELLING –FINAL REPORT TO NATIONAL CABINET: Doherty Institute 2021 [cited 2022 3rd February 
]. Available from: https://www.doherty.edu.au/uploads/content_doc/Synthesis_DohertyModelling_FinalReport__NatCab05Nov.pdf. 
48. Australian Government. 2.2 The reproduction number: Department of Health; 2006 [cited 2022 3rd February]. Available from: 
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/mathematical-models~mathematical-models-
models.htm~mathematical-models-2.2.htm. 
49. Poudel S, Ishak A, Perez-Fernandez J, Garcia E, León-Figueroa DA, Romaní L, et al. Highly mutated SARS-CoV-2 Omicron variant 
sparks significant concern among global experts – What is known so far? Travel Medicine and Infectious Disease. 2022;45:102234. 
50. London IC. Report 49 - Growth, population distribution and immune escape of Omicron in England 2022 [Available from: 
https://www.imperial.ac.uk/mrc-global-infectious-disease-analysis/covid-19/report-49-Omicron/. 
51. Ito K, Piantham C, Nishiura H. Relative instantaneous reproduction number of Omicron SARS-CoV-2 variant with respect to the Delta 
variant in Denmark. Journal of medical virology. 2021. 
52. The Guardian. Omicron R number estimated to be between 3 and 5, says UK health adviser 2021 [cited 2022 3rd February ]. 
Available from: https://www.theguardian.com/world/video/2021/dec/16/omicron-r-number-covid-variant-estimated-3-5-dr-susan-hopkins-
video. 
53. MacIlory T. The big experiment: NSW plots how to live with delta: Financial Review 2021 [cited 2022 3rd February]. Available from: 
https://www.afr.com/policy/health-and-education/the-big-experiment-nsw-plots-how-to-live-with-delta-20210902-p58o7t. 
54. Prime Minster of Australia. 2021 [cited 2022 3rd February ]. Available from: https://www.pm.gov.au/media/pause-further-easing-
border-restrictions. 
55. Cohen R, Ashman M, Taha M-K, Varon E, Angoulvant F, Levy C, et al. Pediatric Infectious Disease Group (GPIP) position paper on the 
immune debt of the COVID-19 pandemic in childhood, how can we fill the immunity gap? Infectious Diseases Now. 2021;51(5):418-23. 

https://www.redvoicemedia.com/2022/01/europes-fda-makes-stunning-admission-on-jab-booster-narrative-big-tech-censors-it-for-big-pharma-videos/
https://www.redvoicemedia.com/2022/01/europes-fda-makes-stunning-admission-on-jab-booster-narrative-big-tech-censors-it-for-big-pharma-videos/
https://www.abs.gov.au/articles/covid-19-mortality-1
https://www.health.gov.au/health-alerts/covid-19/case-numbers-and-statistics
https://www.health.gov.au/news/atagi-statement-on-omicron-variant
https://www.worldometers.info/coronavirus/country/australia/
https://www.doherty.edu.au/uploads/content_doc/Synthesis_DohertyModelling_FinalReport__NatCab05Nov.pdf
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/mathematical-models~mathematical-models-models.htm~mathematical-models-2.2.htm
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/mathematical-models~mathematical-models-models.htm~mathematical-models-2.2.htm
https://www.imperial.ac.uk/mrc-global-infectious-disease-analysis/covid-19/report-49-Omicron/
https://www.theguardian.com/world/video/2021/dec/16/omicron-r-number-covid-variant-estimated-3-5-dr-susan-hopkins-video
https://www.theguardian.com/world/video/2021/dec/16/omicron-r-number-covid-variant-estimated-3-5-dr-susan-hopkins-video
https://www.afr.com/policy/health-and-education/the-big-experiment-nsw-plots-how-to-live-with-delta-20210902-p58o7t
https://www.pm.gov.au/media/pause-further-easing-border-restrictions
https://www.pm.gov.au/media/pause-further-easing-border-restrictions


73 | P a g e  

Prepared by People for Safe Vaccines Limited 8 February 2022 

56. Baker RE, Park SW, Yang W, Vecchi GA, Metcalf CJE, Grenfell BT. The impact of COVID-19 nonpharmaceutical interventions on the 
future dynamics of endemic infections. Proceedings of the National Academy of Sciences of the United States of America. 
2020;117(48):30547-53. 
57. World Health Organisation. 
https://www.who.int/elena/titles/vitamind_pneumonia_children/en/#:~:text=In%20addition%20to%20causing%20rickets,of%20death%20in
%20children%20worldwide. 2019 [cited 2022 3rd February ]. 
58. Martineau AR, Jolliffe DA, Hooper RL, Greenberg L, Aloia JF, Bergman P, et al. Vitamin D supplementation to prevent acute 
respiratory tract infections: systematic review and meta-analysis of individual participant data. BMJ. 2017;356:i6583. 
59. Demir M, Demir F, Aygun H. Vitamin D deficiency is associated with COVID-19 positivity and severity of the disease. Journal of 
medical virology. 2021;93(5):2992-9. 
60. Rubin R. Sorting Out Whether Vitamin D Deficiency Raises COVID-19 Risk: JAMA Network 2021 [cited 2022 3rd February ]. Available 
from: https://jamanetwork.com/journals/jama/fullarticle/2775003. 
61. Australian Bureau of Statistics. Australian Health Survey: Biomedical Results for Nutrients 2013 [cited 2022 3rd February ]. Available 
from: https://www.abs.gov.au/statistics/health/health-conditions-and-risks/australian-health-survey-biomedical-results-nutrients/latest-
release. 
62. McPhee S. Additional freedoms unveiled for fully vaccinated people in NSW: The Sydney Morning Herald 2021 [cited 2022 3rd 
February ]. Available from: https://www.smh.com.au/national/nsw/adjustments-made-to-nsw-lockdown-restrictions-20210826-p58m0a.html. 
63. Hancocks N. Experts send COVID 19 and Vitamin D open letter to world Governement 2020 [cited 2022 3rd February ]. Available 
from: https://www.nutraingredients.com/Article/2020/12/21/Experts-send-Vitamin-D-and-Covid-19-open-letter-to-world-s-governments. 
64. Farce mask: it's safe for only 20 minutes: Sydney Morning Herald 2003 [Available from: https://www.smh.com.au/national/farce-mask-
its-safe-for-only-20-minutes-20030427-gdgnyo.html. 
65. Howard J, Huang A, Li Z, Tufekci Z, Zdimal V, van der Westhuizen H-M, et al. An evidence review of face masks against COVID-19. 
Proceedings of the National Academy of Sciences. 2021;118(4):e2014564118. 
66. Delanghe L, Cauwenberghs E, Spacova I, De Boeck I, Van Beeck W, Pepermans K, et al. Cotton and Surgical Face Masks in 
Community Settings: Bacterial Contamination and Face Mask Hygiene. Frontiers in medicine. 2021;8:732047. 
67. Fischer EP, Fischer MC, Grass D, Henrion I, Warren WS, Westman E. Low-cost measurement of face mask efficacy for filtering expelled 
droplets during speech. Science advances. 2020;6(36). 
68. Callaway E. Mix-and-match COVID vaccines trigger potent immune response: Nature; 2021 [cited 2022 4th February]. Available from: 
https://www.nature.com/articles/d41586-021-01359-3. 
69. Munro C. Covid-19: 40% of patients with weakened immune system mount lower response to vaccines. BMJ. 2021;374:n2098. 
70. Pajon R, Doria-Rose NA, Shen X, Schmidt SD, O’Dell S, McDanal C, et al. SARS-CoV-2 Omicron Variant Neutralization after mRNA-
1273 Booster Vaccination. New England Journal of Medicine. 2022. 
71. Callaway E. COVID vaccine boosters: the most important questions. Nature. 2021;596(7871):178-80. 

https://www.who.int/elena/titles/vitamind_pneumonia_children/en/#:~:text=In%20addition%20to%20causing%20rickets,of%20death%20in%20children%20worldwide
https://www.who.int/elena/titles/vitamind_pneumonia_children/en/#:~:text=In%20addition%20to%20causing%20rickets,of%20death%20in%20children%20worldwide
https://jamanetwork.com/journals/jama/fullarticle/2775003
https://www.abs.gov.au/statistics/health/health-conditions-and-risks/australian-health-survey-biomedical-results-nutrients/latest-release
https://www.abs.gov.au/statistics/health/health-conditions-and-risks/australian-health-survey-biomedical-results-nutrients/latest-release
https://www.smh.com.au/national/nsw/adjustments-made-to-nsw-lockdown-restrictions-20210826-p58m0a.html
https://www.nutraingredients.com/Article/2020/12/21/Experts-send-Vitamin-D-and-Covid-19-open-letter-to-world-s-governments
https://www.smh.com.au/national/farce-mask-its-safe-for-only-20-minutes-20030427-gdgnyo.html
https://www.smh.com.au/national/farce-mask-its-safe-for-only-20-minutes-20030427-gdgnyo.html
https://www.nature.com/articles/d41586-021-01359-3


74 | P a g e  

Prepared by People for Safe Vaccines Limited 8 February 2022 

72. Juno JA, Wheatley AK. Boosting immunity to COVID-19 vaccines. Nature Medicine. 2021;27(11):1874-5. 
73. Kim P, Gordon SM, Sheehan MM, Rothberg MB. Duration of Severe Acute Respiratory Syndrome Coronavirus 2 Natural Immunity and 
Protection Against the Delta Variant: A Retrospective Cohort Study. Clinical Infectious Diseases. 2021. 

 


