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MICHAEL PRABHU AUGUST 17, 2021
COVID vaccine mandates, passports are futile: a basic understanding
In a three part series, Dr. Alan Moy explains why he believes vaccine mandates are driven out of fear, ignorance, and deception and advises readers what they can do to fight back
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This is the first of a three-part essay by Dr. Alan Moy, the founder and scientific director of the John Paul II Medical Research Institute. Part 2, “The efficacy is overstated, and the safety is understated” is here. Part 3 “Strategies for students, parents, and employees to combat mandates” is here.  
Part 1 – A Basic Understanding of the Vaccine Science

Since the outbreak of COVID-19, our country has faced unprecedented and unnecessary suffering because of historic misinformation, deceit, and censorship perpetrated on Americans by public health authorities, media, government, private and public institutions, as well as leaders in the Catholic Church.
Many countries like the United States have been subjected to unnecessary lockdowns, economic and medical calamities, and restrictions on civil and religious liberties. This loss of freedom is currently represented by a growing number of schools and hospitals pursing vaccine mandates with a medicine that not only has purported efficacy and safety concerns, but has been developed with morally tainted cell lines derived from past abortions of unborn babies.

What is most reprehensible is that these vaccine mandates are being imposed on employees working in Catholic hospital systems and students who are attending Catholic schools that espouse a Catholic identity. What makes the situation even more shameful is the level of silence from the Vatican and the USCCB to support Catholics who refuse this vaccine on religious grounds, even though the Congregation for the Doctrine of the Faith clearly states that the vaccine should be voluntary.

These vaccine mandates are driven out of fear, ignorance and deception. COVID-19 vaccine recommendations are purported to be based on guidelines from the Centers for Disease Control and Prevention (CDC), the National Institutes of Health (NIH), and the World Health Organization (WHO) to contain the spread of this infection. Yet COVID-19 vaccines approved by emergency use authorization (EUA) represent a medically futile and likely an illegal public health measure to control this infection. In a three-part essay, I will highlight the basis for this conclusion.
A virology primer for the layperson
COVID-19 or SARS-CoV-2 is a ribonucleic acid (RNA) respiratory virus which contains four structural viral proteins or antigens (see illustration): (1) E or envelope antigen; (2) N-protein or nucleocapsid antigen; (3) M-protein or membrane antigen; and (4) S-protein or spike protein.   Everyone by now has seen pictures of these spikes on the virus.
There are two traditional vaccine approaches to protect against infections: (1) an attenuated live vaccine in which the original live virus is weakened but mediates immune protection with a less virulent virus; and (2) a killed whole virus vaccine.  An attenuated live vaccine would be nasally administered like the transmission of the COVID-19 virus, while a killed whole virus vaccine is administered as an intramuscular injection.

Much like someone who has recovered from getting COVID-19, an attenuated live vaccine produces three important mechanisms of action: (1) respiratory mucosal immunity, which facilitates a reduction in viral transmission and respiratory injury; (2) systemic humoral immunity, which elicits an immediate but transient systemic antibody response; and (3) systemic T-cell immunity, which provides more long-term immunity that prevents re-infection.  For example, children who recovered from chicken pox prior to the availability of a vaccine acquired T-cell immunity. Their T-cell immunity prevented reinfection later on as adults when exposed to their offspring who contracted chickenpox.

Taken together, individuals who have recovered from COVID-19 likely not only possess all three forms of immunity, but they benefit from redundant immunity because of exposure to all four viral antigens.  In other words, natural immunity would provide the most effective means to prevent viral transmission and re-infection.  Next to natural immunity, an attenuated live vaccine would provide an effective, single dose and rapid immune protection that includes respiratory mucosal immunity. However, a downside of an attenuated live vaccine is the risk that the weakened virus could revert to the original state.

Since the Wuhan strain emerged in late 2019, hundreds of new strains or variants have emerged around the world (e.g. UK, South Africa, Brazil, India, and Peru). Some of these variants have greater transmissibility than the original Wuhan strain but do not necessarily produce greater lethality. COVID-19 displays many variants because RNA viruses are very unstable and rapidly mutate. Many mutations are clinically irrelevant, while other mutations can pose unique biological features that make variants more resistant to anti-viral therapies.  Our organization compared the genetic sequence of these variants and observed that the major genetic differences can be attributed to genetic mutations in the spike protein. The spike protein is more prone to mutation because it is under pressure to adapt in response to its interaction with the angiotensin converting enzyme-2 (ACE-2) receptor where the infection initiates.  In contrast, there is relatively more genetic stability in the non-spike viral antigens. As a result, those that achieve natural immunity are more poised to resist re-infection from variants because of redundant respiratory mucosal, T-cell and humoral immunity to all COVID-19 viral antigens.
Operation Warp Speed vaccines lack natural immunity’s protection 
Despite what our public health authorities state, the efficacy of Operation Warp Speed vaccines is inferior to natural immunity. Operation Warp Speed supported eight vaccine candidates from pharmaceutical companies in a rush to deliver an experimental vaccine issued under the EUA. Among the eight government supported vaccines, all eight utilized a subunit vaccine approach  – a non-traditional vaccine approach for respiratory viral infections in which a fragment of the virus (in this case the spike protein) is administered to elicit a neutralizing antibody to the spike protein. Neutralizing antibodies to the spike protein prevent the virus from binding to the ACE-2 receptor and thus prevent the infection.

Six of the vaccine candidates, including the Moderna, Pfizer, and Johnson and Johnson vaccines, rely on unprecedented gene therapies. Operation Warp Speed chose only subunit approaches because they were the fastest route to large scale manufacturing using off-the-shelf technologies, thereby enabling these vaccines to enter clinical trials quickly. Unfortunately, the Department of Health and Human Services did not support traditional attenuated live vaccine development because they believed that the development process would take too long (as per personal communication with HHS leadership). This decision proved short-sighted and remains a major reason why we still do not have to this day an adequate biodefense against novel coronaviruses (whether natural or man-made).
The public is largely unaware that this is not the first time subunit vaccine approaches were attempted to combat novel coronaviruses. These same vaccine approaches were unsuccessful in developing an approved vaccine after the outbreak of SARS-CoV-1 in 2002 and MERS in 2012.

Subunit vaccines typically elicit weak immune responses and require booster injections. Subunit vaccines are injected into muscle tissue, which bypass the ability to elicit a respiratory mucosal immunity. Moreover, subunit vaccines that only express the spike protein are vulnerable for two reasons. First, they do not provide redundant immune protection because they stimulate the immune system with only one viral antigen. Second, vaccine effectiveness relies on the stability of the spike protein to avoid significant mutations over time. However, RNA viruses are very unstable, and it is impractical and medically futile to protect a global population with a subunit vaccine when the spike protein is dynamically changing.

Such is the case now as we are witnessing how current vaccines based on the Wuhan spike protein sequence are less effective against the South African and Indian (delta) variant because the spike protein has significantly mutated. In fact, subunit vaccines could theoretically increase the risk of accelerating variant formation by increasing the biological pressure on the virus to create new variants that will be resistant to the vaccine.  As of early May, there are nearly 10,000 cases of reported breakthrough cases in vaccinated individuals, and the likelihood exists that there will be new breakthrough cases in the months ahead as new variants emerge. Additionally, the CDC is not even keeping track of all breakthrough cases.  In Israel, which has the highest vaccination rate using the Pfizer mRNA vaccine, most new cases are caused by the delta variant.
False security, real dangers
Taken together, rather than mandating vaccination for college students and school children, natural immunity would be a more effective and safer route for this age group to contribute to herd immunity.
This is the second part of a three-part essay by Dr. Alan Moy, the founder and scientific director of the John Paul II Medical Research Institute. We encourage you to read Part 1, “A Basic Understanding of the Vaccine Science,” which can be found here. Part 3, “Strategies for students, parents, and employees to combat mandates,” is here .  
Part 2: The efficacy is overstated, and the safety is understated.
False sense of immune protection from the vaccines
Moderna reported that their mRNA vaccine elicited transient neutralizing antibodies. However, these antibodies declined by 50% after 3 months for patients between the ages of 55-70 and declined by 75 percent for those over the age of 70. Moreover, T-cell immunity was only documented in healthy, non-elderly individuals. It has been well documented that long-term smoking, obesity, diabetes, and advanced age impairs T-cell immunity or fails to activate T-cell immunity in response to vaccines. Thus, individuals who possess any of these risk factors may elicit a modest humoral immune response and/or fail to achieve T-cell immunity – providing a false sense of security whereby such individuals may be no more protected than an unvaccinated individual. Moreover, these vaccines do not provide respiratory mucosal immunity which can still permit nasal transmission.

The primary endpoint of COVID-19 vaccine clinical trials was a reduction in symptoms. The clinical trials did not evaluate viral transmission. In fact, reports showed that viral particles were still present in respiratory secretions based on animal studies performed using mRNA vaccines and adenoviral vaccines. Therefore, the personal decision to take a COVID injection provides neither absolute assurance to the public that they are protected, nor will it prevent the transmission of the virus.
It is difficult to achieve herd immunity with subunit vaccines
Herd immunity refers to a level where a critical fraction of the public has achieved immunity against a viral infection to the extent that viral transmission ceases.  At herd immunity, there are few remaining individuals that are vulnerable to infection.  Public health institutions like NIH, CDC and WHO purport that herd immunity can only be achieved when at least 70 percent of the population has been vaccinated. However, this public health opinion is fallacious for several reasons.

First, our government is discounting the fraction of the population that achieved natural immunity, which is currently hypothesized to be at approximately 30 percent. Second, herd immunity models assume that the vaccine is very effective. This is difficult to achieve with a subunit vaccine that elicits a weak immune response that requires boosters. There is little evidence that these vaccines stop transmission because of lack of respiratory mucosal immunity. Third, achieving herd immunity assumes that the virus is static and is not changing.  However, as previously discussed, COVID-19 is a RNA virus that is dynamically changing and producing variants that genetically differ within the spike protein.

The incidence of new cases was already on the decline before the vaccine rolled out according to CDC data. Additionally, the rate of decline of new cases was unaffected by the roll out of the vaccine. This suggests that there was sufficient background natural immunity to reduce the incidence of new cases or the virulence of the infection was decreasing. Since individuals that acquire natural immunity have redundant respiratory mucosal, humoral, and T-cell immunity, there is a lower chance for the emergent of variants that will overwhelm healthcare resources.

Taken together, rather than mandating vaccination for college students and school children, natural immunity would be a more effective and safer route for this age group to contribute to herd immunity. This would permit them to conduct their normal lives and acquire natural immunity, especially since this population has a high recovery rate and milder presentation of the illness. Their natural immunity would further reduce the emergence of variants.
The vaccine offers no benefit, poses the greatest health risk to the young and healthy
It is the standard of care to evaluate the risks versus benefits of any medical treatment. For example, healthcare professionals encourage but do not mandate pneumonia vaccinations for the elderly who are at increased risk from developing pneumonia. We typically do not vaccinate healthy 18 through 30-year-olds with the pneumonia vaccine even though the vaccination has proven safe. Yet there has been an absurd and obsessive effort to vaccinate children and college students where the risk of viral transmission in the former is extremely low and the risk of death from COVID-19 is essentially zero in these age groups. Moreover, many college students have recovered from COVID-19 and have developed natural immunity. As reported by a study from the Cleveland Clinic, the vaccine offered no additional benefit to those individuals who already recovered from COVID-19. Consequently, these experimental vaccines offer no benefit to children; college students; and young and healthy individuals working in hospitals. In contrast, gene therapies pose significant health risks.
A gene therapy operates by delivering a gene into a cell and/or tissue of interest and where the gene is converted into a protein, which in turn, mediates some specific biological activity. Gene therapy has historically been reserved for treating rare genetic diseases and refractory cancers. 
Prior to COVID, there has been no approved use of gene therapy to vaccinate against an infection. In the case of these gene therapies, the spike protein gene is delivered to specific immunological cells, where the protein is then expressed on the cell surface. These immune cells then present the spike protein to other immunological cells, which elicit systemic humoral and T-cell immunity. Unfortunately, the gene therapy also expresses the spike protein on unintended targeted cells (e.g. brain, heart, reproductive organs and vascular cells).

Spike proteins produce multiple mechanisms of concern that reduce safety, but there are two mechanisms of particular importance: (1) spike protein toxicity and (2) autoimmune responses.
First, the spike protein freely circulates in the bloodstream and activates any cell that expresses the ACE-2 receptor. Platelets and endothelial cells (cells that line the wall of blood cells) express ACE-2 receptors. Circulating spike proteins activate these vascular cells. Activated platelets tend to aggregate and adhere to activated endothelial cells which are sticky. These actions promote blood clot formation. Additionally, activated endothelial cells become leakier, which could lead to the extravasation of fluid and blood into tissues.

Second, spike proteins are expressed in undesired tissues. The patient’s immune system would not be able to differentiate between a virus expressing spike protein and an individual’s own tissue that expresses the same spike protein. Under this condition, an individual who has acquired natural immunity could provoke an acute or chronic autoimmune response. Additionally, individuals who acquired natural immunity could be more susceptible to bleeding and thrombosis because their vascular cells are re-challenged with circulating spike protein from the vaccine.

Thus, the vaccine offers a very unfavorable risk versus benefit scenario for children and college students, particularly if they had previously recovered from COVID. In contrast, high risk Catholics may have a more justified risk versus benefit scenario, provided that those individuals are fully informed of the moral issues and medical risks and benefits of these experimental vaccines.

According to the CDC’s Vaccine Adverse Event Reporting System (VAERS), which is a passive reporting system said to report only a tiny percentage of the true incidence of adverse events, there have been over 15,472 deaths and 1.5 million injuries from the injections in Europe. In the United States, the injections have led to more than 6,113 deaths, 5,172 permanent disabilities, 6,435 life-threatening events and 51,558 ER visits. Individuals are required by law to receive informed consent before they receive an experimental vaccine under the National Research Act of 1974. While the government is pushing mass vaccination, it is interesting that approximately half of the employees at NIH and the CDC have not been vaccinated.
How to fight back
Private businesses and schools should realize that these federal statutory laws pose potential economic and legal penalties if they unduly pressure students and employees to accept what are otherwise classified as experimental vaccines.

This is the third part of a three-part essay by Dr. Alan Moy, the founder and scientific director of the John Paul II Medical Research Institute. We encourage you to read Part 1, “A Basic Understanding of the Vaccine Science,” which can be found here, and Part 2, “The efficacy is overstated, and the safety is understated,” which is here.
Part 3: Strategies for students, parents, and employees to combat mandates
Colleges and hospitals are vulnerable to liability from vaccine mandates
It is apparent that colleges and hospitals are poorly informed about the scientific facts and the legal liabilities that they may incur by imposing vaccine mandates.

These institutions are not aware that the FDA Cosmetic Act requires informed consent for any experimental medicine, as well as the right to refuse treatment and be made aware of the rights to alternative medicines. These institutions are ignoring the health privacy laws governing the Health Insurance Portability and Accounting Act (HIPAA). These institutions are poorly informed that the National Research Act of 1974 requires protection for human subjects from harm, undue injustice, and coercion, which necessitates complete informed consent with experimental treatments. Lastly, the department of Occupational Safety and Health Administration (OSHA) has previously stated that institutions that mandate vaccines are subject to required reporting and liability towards adverse events and are subject to liability.

Private businesses and schools should realize that these federal statutory laws pose potential economic and legal penalties if they unduly pressure students and employees to accept what are otherwise classified as experimental vaccines.
Vatican, USCCB have abandoned the Church’s doctrine on morally illicit cells
The 2005 Pontifical Council of Life statement on vaccines represents the historical Vatican position on vaccines that have been morally tainted with aborted fetal cells.  Accordingly, there are four requirements that must be satisfied.

First, the condition must be grave. However, COVID-19 is not grave to all individuals, except to those who have to high-risk conditions like the elderly, diabetics, smokers, and those who are obese or have chronic diseases. This requirement is contrary to the Vatican’s recent position, which urges every Catholic to be vaccinated out of a sense of moral obligation or the common good despite the Congregation for the Doctrine of the Faith’s recent and clear statement that vaccine acceptance should be voluntary.
There may be justified reasons for high-risk individuals to take an experimental vaccine even if the vaccine is tainted with a product of abortion. However, there is no justification for healthy individuals who are free of these risk factors and have greater than 99 percent survival rate to this infection having to wrestle with a medical or a moral issue on whether to accept an experimental vaccine that poses significant risk to their health.

Second, there must be an absence of an ethical alternative treatment.  It has been documented that early ambulatory administration of a multi-drug regimen of hydroxychloroquine or ivermectin, in combination with zinc and azithromycin or doxycycline, reduces the risk of hospitalization, mortality and viral transmission in high-risk patients. However, the Vatican and USCCB have never advocated for hydroxychloroquine and ivermectin. Additionally, most physicians have not conducted sufficient due diligence of these medications, and only a minority of doctors currently prescribe them.

Third, individuals can exercise their moral conscience and refuse vaccination. However, this position is not acknowledged at Catholic institutions that otherwise espouse their Catholic identity. Sadly, it has been reported that some Catholic institutions will not support Catholics who seek a religious exemption from taking these morally tainted vaccines.
Fourth, Catholics are required to promote ethical alternative vaccines and urge the pharmaceutical industry to develop ethical vaccines. There is no evidence that the Catholic Church has shown the same zeal to promote alternative ethical medications and vaccines and ethical human cell lines in their effort to reduce vaccine hesitancy among Catholics.
Strategies for students, parents, and employees subjected to vaccine mandates
There is an unprecedented lack of public confidence in our public health institutions, even in physicians, and it will be difficult to reclaim that public trust.

Students attending Catholic schools, along with their parents and employees of Catholic hospitals, are subjected to unprecedented threats to their constitutional civil and religious rights as well as to their health. Many Catholic colleges are mandating students to accept these gene therapies before the fall semester begins. Catholic hospitals are requiring their employees to accept an unprecedented gene therapy or risk employment.

These institutions have adopted these draconian measures without thoughtful analysis of the science, and schools are placing their students at great harm from an experimental gene therapy that is medically futile in controlling this infection. Even more disgraceful is that these Catholic institutions that espouse their Catholic identity will not recognize religious exemption for an experimental vaccine that is morally tainted. Moreover, the Catholic institutions will not provide students or employees access to hydroxychloroquine or ivermectin if they become seriously ill from COVID.

It is regrettable that Catholics cannot expect leaders at the Vatican and the USCCB to support the rights of Catholics to exercise their moral conscience to reject morally tainted vaccines. Instead, Catholics around the world reach out to the John Paul II Medical Research Institute to not only develop a morally acceptable vaccine, but frequently to ask what strategies they should pursue to address vaccine mandates at colleges and hospitals.
This is a problem that I predicted and wrote about several years ago when highlighting how morally tainted cells would alter the viability of the Catholic healthcare system. Unfortunately, this pandemic has shown that the problem is even worse than I had predicted. I never imagined that Catholic hospitals would coerce Catholics to take a morally tainted medicine.

The following recommendations will regrettably require individuals to take confrontational positions because the situation has escalated to crisis levels that threaten religious and civil liberties at the expense of human health. I recommend the following strategies for college students and their parents and employees working at Catholic hospitals who refuse these experimental vaccines:

1. Contact your governor and ask them to sign an executive order to forbid vaccine mandates in their state.

2. Contact your state attorney general to investigate whether there are statutory laws that outlaw vaccine mandates.

3. Contact your local representative to pass laws against vaccine mandates in their state.

4. Parents and students should write a letter to the school president and board of trustees to rescind vaccine mandates.

5. Alumni should write to the school president and threaten to withhold future philanthropic financial support if the school requires vaccine mandates.

6. Catholics should write to their local bishop and insist that they adopt the 2005 Pontifical Council of Life position on morally tainted vaccines.  The letter should insist that the bishop write a letter to the leadership of a Catholic school or hospital in their diocese urging them to rescind vaccine mandates.

7. Catholics should remind their bishop that they may be placing their diocese at legal and financial risk for Catholic elementary and high schools which are under their jurisdiction if vaccine mandates lead to death or disabilities in children.

8. Students should have their school sign a document that holds the school liable if a student develops serious harm from the vaccine.  A template copy of this document is available online from a Solari Report.

9. Employees of Catholic hospitals should have their employer sign a document that will hold the hospital liable if that employee develops severe harm from the vaccine.  A template copy of this document is available online from a Solari Report.

10. If high-risk patients cannot receive hydroxychloroquine or ivermectin from their personal physician in the event they become quite ill from COVID, then I recommend that individuals reach out to organizations like America’s Frontline Doctors and Truth for Health Foundation that work with experienced physicians treating COVID who will provide telemedicine services.

In conclusion, mandating these subunit vaccines represents a medically futile and likely an illegal public health effort to contain the spread of COVID-19.  
It is immoral and perhaps illegal for Catholic schools and hospitals to require young and healthy individuals to take an experimental drug that offers no personal benefit but instead poses potential serious health risks.  Moreover, it is immoral for these Catholic institutions to threaten individuals’ education and employment unless they accept a medication derived from an abortion, a position that is contrary to the Pontifical Council of Life statement of 2005 and the more recent declaration by the Congregation for the Doctrine of the Faith.

At my web site, at http://www.ephesians-511.net/reports.php, you will find over 350 Catholic perspective files on the coronavirus (Covid 19) pandemic and related issues (masks, lockdowns, quarantines, vaccines; banning of Masses and Communion on the tongue, etc.) They will finally be available grouped in one larger file with individual titles and links.

Soon to be available:
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