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Abstract: Fear of the coronavirus disease (COVID-19) has spread around the world. National 10 
borders are closed, the economy is shut down, and self-quarantining of millions of people have 11 
become the “new normal.” Early warnings regarding the readiness of large-scale RT-PCR testing in 12 
Europe, the existence of contradicting and ambiguous epidemiological data, and the striking 13 
similarities to the H1N1-pandemic scandal in 2009 could not prevent this global response to 14 
COVID-19. Vague definitions of “fatal COVID-19 cases”, unreliable RT-PCR tests as well as 15 
political, financial, and scientific special interests and often times biased news coverage by the mass 16 
media are also important factors. In this manuscript we demonstrate that COVID-19 is at most only 17 
equally as dangerous or even less dangerous than the seasonal flu of 2017/2018 or that of 2019/2020 18 
in the US. Considering the degree of negligence of the World Health Organization (WHO) and 19 
many countries during the swine flu pandemic in 2009 as well as during past and ongoing public 20 
health programs in Europe and Africa in the management of quality-control procedures in the 21 
approval of diagnostic tests, vaccines, and other pharmacological agents, skepticism has taken an 22 
unusually distant back seat to panic. We encourage the use of critical thinking and rational 23 
evaluation of information in reaching informed decisions with respect to the upcoming vaccines 24 
and future pharmacological treatments for COVID-19. We propose the use of “Cystus052” as a 25 
potential preventive agent, convalescent plasma infusions (CPI) as the most promising 26 
„compassionate use” treatment currently available for severe COVID-19 cases, and the inhibition of 27 
the “Papain-Like-Protease” (PLP) as well as CPI’s as rational approach for future research projects 28 
to the treatment of COVID-19. 29 
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1. Introduction: 43 
 44 
The coronavirus disease 2019 (COVID-19) is an infectious disease caused by the Severe acute 45 
respiratory syndrome coronavirus 2 (SARS-CoV-2) that emerged in Wuhan, China, in December 46 
2019. Since then, the SARS-CoV-2 virus has spread all over the world, and the WHO Director 47 
Tedros Abdhanom Ghebreyesus declared a COVID-19 pandemic on March 11, 2020 [1]. As of 48 
January 05, 2021, 222 countries, areas or territories had reported at least one laboratory-confirmed 49 
case of COVID-19 with 84,233,293 reported cases and 1,842,293 associated deaths (Case fatality rate 50 
(CFR) = 2.18%) globally [2]. 51 
 52 
Since half a century many emerging infectious diseases (EID), such as the swine flu H1N1 53 
(1977/1978), SARS-CoV-1 virus (2003), the avian flu virus H5N1 (2005/2006), the swine flu virus 54 
H1N1 (2009/2010), the MERS virus (2012) and the Ebola-virus (2014/2018) have been the reason for a 55 
large number of human casualties, causing major global health concerns. Some of those EIDs were 56 
extensively covered by the mass media, evoking fear and anxiety among the vast majority of the 57 
public worldwide [3-5,120]. 58 
 59 
Since the discovery of the SARS-CoV-2 virus, most mass media worldwide have applied the same 60 
methods and principles of irresponsible news coverage, triggering fear and anxiety all over the 61 
world. 62 
 63 
The fear and anxiety induced by governments and the mass media are as infectious as the virus 64 
itself. Justification for controversial health policies like decreased quality controls for vaccine 65 
development, the encouragement by some sources to consume expensive, unnecessary, and 66 
sometimes even harmful pharmacological agents, the infringement of personal rights, compulsory 67 
wearing of all sorts of face masks and so on, are founded on biased and unreliable epidemiological 68 
data. Therefore, many controversial debates about the proportionality and plausibility of virus 69 
containment measures have found its way into science and society.  70 
 71 
An example for such a controversially debate in Germany is compulsory wearing of all sorts of face 72 
masks in public, educational institutions and outdoors by everybody. This is because neither the 73 
Robert Koch Institute (RKI, the German equivalent to the CDC in the US), nor the WHO nor the 74 
European Centre for Disease Prevention and Control (ECDC) or the Centers for Disease Control 75 
and Prevention (CDC) in the US provides any sufficient and credible scientific evidence that 76 
compulsory wearing of all sorts of face masks could mitigate the spread of COVID-19 or other 77 
respiratory diseases [125].  78 
 79 
As of January 29, 2020, the RKI states in the FAQs for the Influenzavirus that no scientific evidence 80 
exists that can justify compulsory wearing of all sorts of face masks for everybody respect to 81 
mitigating the spread of the flu. This notion is supported by scientific literature that provides data 82 
suggesting that not even masks of the FFP2/N95/KN95 type offer protection against the Influenza 83 
virus or other respiratory virus infections [7,111,117]. If at all and if properly applied by 84 
symptomatic individuals, respiratory masks with higher filtering quality (FFP3) might provide 85 
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some protection against contracting an infectious disease [6-7]. On the contrary the usage of masks 86 
instead shows an increase in carbon dioxide partial pressure potentially impairing cognitive 87 
functions [6-8].  88 
 89 
A similar complex process of influencing public opinion by inducing fear and anxiety among the 90 
people was taken on already in 2009 during the H1N1 pandemic with the goal to achieve a broad 91 
acceptance for the vaccine Pandemrix [3,5,9,116]. 92 
 93 
To align the attitudes of millions of people and create “solidarity” in the acceptance of protective 94 
measures and in the effort to develop a vaccine, some of the mass media has applied a particular 95 
kind of rhetoric and elaborate public relations techniques that include “labeling”, “framing”, 96 
“microtargeting”, “wording”, and so on [3-4,9-13]. As a result, a “prevailing narrative” is created, 97 
along with a “frame” for this narrative that is constructed using particular words, concepts, 98 
expressions, pictures, and metaphors. Examples include “the Spanish flu,” “a catastrophe of global 99 
scale,” videos of “trucks transporting coffins to a crematorium,” and non-representative illustrations of 100 
horribly affected individuals and selected pictures of doctors wearing protective garments in 101 
intensive care units that make them look like astronauts. These messages are apt to influence 102 
people’s emotions, create fear, and raise anxiety, all of which influence their behavioral patterns 103 
and political opinions. People who are struck by fear are prepared to and likely to accept any 104 
political decision, however restrictive [3-5,9-15,122-123]. 105 
 106 
The WHO is part of this political-economic public relations network. Over the past fifteen years the 107 
WHO has repeatedly damaged its credibility because of the mismanagement of epidemics and 108 
pandemics and several internationally criticized vaccine programs. The lack of transparency in its 109 
decision-making processes, in combination with its predominant funding by lobby groups, private 110 
investors, and pharmaceutical companies, have also eroded its credibility [16-19, 116,119]. 111 
 112 
2. Results: 113 
 114 
2.1. RT-PCR tests for the diagnosis of COVID-19 (SARS-CoV-2 virus) 115 
 116 
The first diagnostic test kit developed for the SARS-CoV-2 virus was presented on the WHO’s web 117 
page as a preliminary protocol on January 13, 2020, by researchers from Germany after parts of the 118 
first SARS-CoV-2 gene sequences had been made available on January 11, 2020 [20]. This RT-PCR 119 
test was based on the genetic structure of another virus that was discovered in 2003, which had a 120 
genetic congruency of roughly 79 percent [21-22]. The WHO quickly proposed the RT-PCR test as 121 
an eligible diagnostic tool, and the respective protocol was provided online without further 122 
independent validation [23-24]. The presented high sensitivity of the RT-PCR test was validated by 123 
an in vitro “in house” assay using the SARS-CoV-1 virus and an artificially in vitro transcribed 124 
RNA sequence of the SARS-CoV-2 virus that had been derived from the first available online 125 
sequences, as a reference. The specificity was validated by testing 297 predominantly pediatric lung 126 
tissue specimen, of which merely 198 were selected for publication [21]. 127 
 128 
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Shortly thereafter, the Chinese Center of Disease Control and Prevention (Chinese CDC) also 129 
launched a RT-PCR test for the SARS-CoV-2 virus. Validated within two weeks, this diagnostic test 130 
showed sensitivity in sputum samples in severe (88.9%) and mild (82.2%) COVID-19 cases, 131 
followed by sensitivity in nasal swabs (73.3%, 72.1%) and throat swabs (60.0%, 61.3%) that were 132 
collected within the first seven days after the onset of COVID-19 patients’ symptoms [25]. 133 
 134 
Another study validated an RT-PCR test for the diagnosis of COVID-19 that disclosed even lower 135 
levels of sensitivity for nasal swabs (5 of 8; 63%) and pharyngeal swabs (126 of 398; 32%) [26]. 136 
Subsequently, yet another study reported potentially high false negative rates of RT-PCR tests for 137 
the detection of the SARS-CoV-2 virus, with changing test results and potentially higher levels of 138 
co-infections than expected at various points of time throughout the process of diagnosing and 139 
treating patients with COVID-19 [27]. 140 
 141 
The reliability of the RT-PCR test from Germany (Charité) was assessed by comparing it with a 142 
newly refined test for the detection of the SARS-CoV-2 virus from China. The RT-PCR test from 143 
Germany showed a sensitivity of only 64.7 percent for nasopharyngeal probes [28]. Low sensitivity 144 
and specificity for the German RT-PCR test (Charité) was confirmed by four other studies that 145 
evaluated various diagnostic assays including all of those that were provided on the WHO website 146 
[29-31,115]. 147 
 148 
2.2. Definitions and constellations that influenced the significance of COVID-19 related epidemiological data  149 
 150 
As the CDC stated, one of the primary undisputed indicators with which to evaluate the severity of 151 
an infectious disease like COVID-19 is the death count and, therefore, also the Case fatality rate 152 
(CFR) [32]. The CFR is the ratio between the number of patients who have died from a disease and 153 
the number of patients who have been diagnosed with it. 154 
 155 
With respect to COVID-19, on May 5, 2020, the CDC determined that it would be sufficient to 156 
define a fatal COVID-19 case as one for which there was merely a suspicion of infection by the 157 
SARS-CoV-2 virus, regardless of laboratory confirmation [33]: 158 
 159 
When COVID-19 is reported as a cause of death – or when it is listed as a “probable” or “presumed” cause — 160 

the death is coded as U07.1. 161 
This can include cases with or without laboratory confirmation. 162 

 163 
For the Influenza virus by contrast, only a laboratory confirmation is sufficient evidence for the 164 
CDC to conduct reliable epidemiological assessments [34]: 165 
 166 

Cases are identified by reviewing hospital laboratory and admission databases and infection control logs for 167 
patients hospitalized during the influenza season with a documented positive influenza test (i.e., viral culture, 168 

direct/indirect fluorescent antibody assay (DFA/IFA), rapid influenza diagnostic test (RIDT), or molecular 169 
assays including reverse transcription-polymerase chain reaction (RT-PCR). 170 

 171 
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The CDC distinguishes between COVID-19 deaths in general and COVID-19 deaths with 172 
pneumonia. According to the CDC on January 5, 2021, 289,517 American citizens who had died 173 
were also positively tested for the SARS-CoV-2 virus of which 141,834 (49%) had died with the 174 
additional diagnosis of pneumonia [33]. 175 
 176 
On March 20, 2020, the head of the RKI confirmed during a press conference that every deceased 177 
individual with a positive SARS-CoV-2 test had been included into the German statistics as being a 178 
fatal COVID-19 case, regardless of any additional underlying comorbidities or other circumstances 179 
[35]. 180 
 181 
The same policy was practiced in Italy, where individuals who had died “because of” an infection 182 
with SARS-CoV-2 were not differentiated from those who had died merely “with” an infection of 183 
SARS-CoV-2 [36]. This information was disclosed at a press conference in Italy where 800 fatal 184 
COVID-19 cases for Italy were reported. The following day, the WHO released its daily COVID-19 185 
report for Europe, showing for Italy an increase of 795 fatal cases who died “of” the SARS-CoV-2 186 
virus in Italy [37-38]. 187 
 188 
Calculating an accurate “infection fatality rate” (IFR) of a disease requires the actual number of 189 
infected cases and the accurate quantity of individuals that actually died because of a particular 190 
disease. A study conducted in Santa Clara County, California, by Professor Ioannidis from Stanford 191 
University, came to the conclusion that up to 85 times as many people are infected with the SARS-192 
CoV-2 virus than currently thought [39]. A similar study in Germany found a CFR of 0.37 percent. 193 
The official CFR provided by the RKI, in contrast, was reported as 4.1 percent. This seeming 194 
contradiction can be explained only if one assumes that the prevalence of SARS-CoV-2 infections 195 
had been at least ten times higher than reported in Germany as of May 4, 2020 [40-41]. 196 
 197 
This insight was confirmed by Professor Ioannidis from Stanford University by analyzing 61 198 
seroprevalence studies testing representative cohorts of people for SARS-CoV-2 Antibodies from 29 199 
different countries. The IFR across all countries (Argentina, Belgium, Canada, Chile, USA, England, 200 
France, Italy, Netherlands, Luxembourg, Croatia, Brazil, Scotland, Denmark, Faroe Islands, Germany, 201 
Greece, Hungary, Iceland, India, Japan, Kenya, China, Pakistan, Qatar, Republic of Korea, Iran, Spain and 202 
Switzerland) ranged from 0.00 percent to 1.54 percent with a median IFR of 0.23 percent. For 203 
COVID-19 patients < 70 years the IFR across countries ranged from 0.00 percent to 0.31 percent with 204 
a median IFR of 0.05 percent [102]. Those determined IFRs are much lower than the originally 205 
communicated CFRs by the mass media and many governments. 206 
 207 
The ambiguity of the definition of “fatal COVID-19 cases” in combination with the unknown true 208 
number of actually infected individuals initially and unvalidated diagnostic RT-PCR tests with low 209 
sensitivity and specificity provides a large margin for error in the calculation of the IFR for COVID-210 
19.  211 
 212 
 213 
 214 
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2.3. Influenza vs. COVID-19 215 
 216 
According to the CDC, patients with a flu have symptoms like fever, cough, sore throat, runny or 217 
stuffy nose, muscle or body aches, headaches, and fatigue, and some people may also have 218 
vomiting or diarrhea [42]. Olfactory dysfunctions and various degrees of anosmia and neurological 219 
symptoms are particularly typical symptoms of the flu [43,48,113]. Furthermore, also Myocarditis 220 
and inflammatory cardiomyopathy are associated with the Influenza virus [126] 221 
 222 
The yearly flu epidemics are typically over around the end of May. Comparing the flu of 2017/2018 223 
and the flu of 2019/2020 with COVID-19 shows that the “Case hospitalization rate” (CHR) and CFR 224 
for COVID-19 and the “Basic reproductive number” (R0) are within the same order of magnitude 225 
(Table 1). The R0 during a typical flu season usually settles between 0.9 and 2.1 (Table 1). The basic 226 
reproductive number during the flu season in 2017/2018 was between 1.8 – 3.06 (Table 1).  227 
 228 
Most COVID-19 patients have symptoms of fever, cough, sore throat, muscle aches, headaches, 229 
nasal congestion, shortness of breath, fatigue, nausea/vomiting, and sometimes diarrhea [58]. 230 
Olfactory dysfunctions that occur relatively often and neurological symptoms in COVID-19 cases 231 
attracted particular attention early on [41,114]. In addition, Myocarditis and inflammatory 232 
cardiomyopathy seem to be closely associated with the SARS-CoV-2 virus [126]. The R0 for COVID-233 
19 is likely between 2.0 and 3.0 (Table 1).  234 
 235 
According to the WHO roughly 800,000,000 individuals will be infected with the Influenza virus of 236 
which 290,000-650,000 infected people will die during the flu season of 2019/2020 worldwide. This 237 
happens although vaccines exist [59]. 238 
 239 
As of January 5, 2021, COVID-19 already had led to more than 84,233,293 positive tested 240 
individuals and caused 1,842,293 associated deaths (CFR = 2.18%) worldwide [2].  241 
 242 
On January 5, 2021, 256,914,140 Americans had been tested for an infection with the SARS-CoV-2 243 
virus with 20,560,549 (8.00%) testing positive, with 699,971 (3.40%) hospitalizations and between 244 
141,834 and 344,808 deaths [141,834 died with the additional diagnosis of pneumonia (ICD-10 J12-J18.9)]. 245 
Of the fatal cases, 169 were younger than 18 years old (Table 1). The CFR at that time was 0.68 246 
percent – 1.67 percent for COVID-19 in the US (Table 1). The CHR among COVID-19 patients 247 
(3.40 %) is much lower than the CHR of Influenza patients during the season of 2017/2018 (13.6 %) 248 
and 2019/2020 (6.46 %) seasons [45-57].  249 
 250 
During the 2019/2020 flu season, 1,634,930 American citizens were tested for the Influenza virus, 251 
among whom 297,468 (18.19%) tested positive, leading to 19,292 (6.46 %) laboratory-confirmed 252 
hospitalizations and 9,418 deaths [6,699 died because of pneumonia (ICD-10 (J09-J11)]. Of the fatal 253 
cases that were due to the Influenza virus in the 2019/2020 season, 238 were younger than 18 years 254 
old. The CFR was between 2.25 percent and 3.16 percent (Table 1). 255 
 256 
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During the 2017/2018 flu season, 1,210,053 American citizens were tested for an Influenza virus 257 
infection, of whom 224,113 (18.5%) tested positive, 30,453 (13.58%) were hospitalized, and 15,620 258 
died. Of these fatal cases, 171 were younger than 18 years. The CFR was 7.0 percent (Table 1). 259 
The CFR in the largest published COVID-19 cohort from China was 2.3 percent, with 1,023 fatal 260 
cases among 44,672 individuals who tested positive for SARS-CoV-2. No deaths occurred among 261 
individuals younger than 9 years of age. Another research group determined a CFR of 1.4 percent 262 
for COVID-19 [60-61]. 263 
 264 
2.4 Public awareness of COVID-19  265 
 266 
Not only do scientific facts like the number of individuals who test positive and the number of fatal 267 
outcomes determine the impact of a disease on society, but also psychological factors like people’s 268 
expectations, anxieties, hopes, and fears.  269 
 270 
Each person develops during his or her lifetime an unconscious mosaic of “Emotion-linked-Facts” 271 
(ELF), based on personal experience and education. Each single ELF may be considered a “frame” 272 
that is generated by a particular type of conditioning. Thus, each “frame” comprises an emotion 273 
that is linked with a particular fact through words, pictures, sounds, and so on. A “framing effect” 274 
links ELFs to newly presented pieces of information (Figure 1) such that pre-existing emotions are 275 
conditionally linked to new sets of information and consecutively determine our perceptions of that 276 
information and our actions and behavior in response to it (Figure 1) [3-5,9-13]. 277 
 278 
Therefore, whoever can set the “frame” in a broadcast (or even a Facebook, Twitter, or Instagram 279 
post) to millions of people can exert broad subliminal influence. 280 
 281 
This knowledge is instrumented by the German publicly funded TV network (ARD) to influence 282 
the general public. Its use was publicly disclosed by a leaked document, “Framing manual,” for the 283 
first time in 2019. This “Framing manual” explains the techniques that enable the ARD to shape 284 
opinions and even manipulate its audience [11]. A similar interactive influence is observed between 285 
the television networks in the US and the American people [3-4,9-10,12,14], where techniques like 286 
“labeling,” “framing,” “microtargeting,” and “wording” are widely used as well. Even the 287 
personalities and reputations of well-known scientists may be used to influence opinions based on 288 
the agendas of leading political and economic elites [3-4,9-14].  289 
 290 
After the SARS-CoV-2 virus emerged in Wuhan, China, in December 2019, it took only a couple of 291 
months for the virus to spread to Europe and the US. On February 24, 2020, RT-PCR tests became 292 
available on a large scale in the US. The large-scale testing that followed went along with the 293 
outbreak of the COVID-19 pandemic (Figures 2 and 3), which was accompanied by increasing 294 
awareness of the virus and growing anxiety in the general population, sustained by reports and 295 
pictures from the mass media. In the US the term “coronavirus” dominates the prevailing narrative, 296 
whereas the terms “COVID-19” and “SARS-CoV-2” are virtually absent in public narrative (Figure 297 
2). 298 
 299 
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Using the number of Google-queries for the terms of EIDs presented in Figure 4 (MERS, 300 
Coronavirus, Swine flu, Ebola, Influenza), we estimated American citizens’ awareness of the 301 
“coronavirus” compared to other epidemics and pandemics of EIDs. Although the “coronavirus” is 302 
evidently at most equally and probably less dangerous than the Ebola virus, the MERS virus, the 303 
Influenza virus, and the swine flu virus, Google-queries for the term “coronavirus”, were 304 
disproportionally more often searched as compared to the other terms (Figure 4).  305 
 306 
Based on Figure 4 and judging from the available literature, it is not unlikely that the news coverage 307 
by the mass media may have been at least partly responsible for the extreme level of awareness and 308 
exaggerated focus on the danger of COVID-19, forming a kind of hysteria among the people of 309 
several areas in the US (Figures 1-3) [3-5,9-14,62].  310 
 311 
This hypothesis is further substantiated by comparing the top 25 queried Google terms during the 312 
two months after the first fatal COVID-19, swine flu, and 2017/2018 seasonal flu cases (Table 2). Not 313 
a single Influenza-associated Google query was among the top 25 searched items for the 2017/2018 314 
flu season, even though the flu virus that season was the most devastating of the last forty years, 315 
with 44,802,629 infections, 808,129 hospitalizations, and 61,099 fatal cases in the US. 316 
 317 
The flu epidemic of the 2017/2018 season, like the present COVID-19 pandemic, also led to a large 318 
number of severely ill patients’ exceeding the hospitals’ capacities, even with triaging patients and 319 
putting up additional field hospitals (Table 2) [63].  320 
 321 
3. Discussion: 322 
 323 
The purpose of this review of the scientific literature is to separate facts from fakes in connection 324 
with the present COVID-19 pandemic. 325 
 326 
All recommendations of experts and decisions of governments are based on parameters like the 327 
CFR, the CHR, the R0, or mathematical model calculations that predict future developments.  328 
 329 
However, the ambiguity of and the potential for misinterpreting epidemiological data are widely 330 
neglected. Various publications show that many RT-PCR tests used since the beginning of this 331 
pandemic always had low sensitivity and specificity [25-31,115].  332 
 333 
The more frequently a diagnostic test is conducted, the more it will have a regressive positive 334 
predictive value, and the lower a diagnostic test’s specificity, the faster this regression will occur 335 
with increasing numbers of conducted tests. Thus, with tens of millions of SARS-CoV-2 tests 336 
conducted, a low positive predictive value for the test is to be expected, and therefore tens to 337 
hundreds of thousands of people falsely tested positive for an infection with the SARS-CoV-2 virus. 338 
This is also the reason why even if the virus is completely wiped out, thousands of people will 339 
continue to test positive for an infection with the SARS-CoV-2 virus if testing of hundreds of 340 
thousands of people continues [100-101]. Moreover, the mathematical model calculations used rely 341 
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on estimated variables chosen by designated experts and have been shown to have fundamental 342 
deficiencies [64-65,112,118].  343 
 344 
Those facts demonstrate the unreliability of the underlying epidemiological data and mathematical 345 
models on which most of assumptions by a vast majority of governments and their advisors 346 
worldwide are based on. 347 
 348 
In addition, it has been shown that the quality of those RT-PCR tests decreases over time because of 349 
frequent genetic alterations of the virus. Since the beginning of the COVID-19 pandemic, 32,435 350 
replacements, 650 deletions, and 73 insertions have already been shown to have taken place, 351 
altering the SARS-CoV-2 virus substantially [66,121].  352 
  353 
It is also undisputed that the available epidemiological data are distorted by a massive selection 354 
bias because only patients with severe symptoms were registered and included in statistical 355 
analysis. Most patients with mild or no symptoms were not tested and so were not included.  356 
This selection bias inflated the CFR, exaggerating the putative severity of COVID-19. This 357 
interpretation is supported by recent studies that have revealed that the true number of infections is 358 
10-85 times higher than originally assumed [39-41]. When only tested individuals are considered, 359 
the CFRs of the 2017/2018 and 2019/2020 seasonal flu are as high as 7.0 percent and 3.16 percent, 360 
respectively. Only these true CFRs values for the 2017/2018 and 2019/2020 flu can offer a valid 361 
comparison with the CFR of the current COVID-19 pandemic in the US (0.68 - 1.67 %; Table 1). The 362 
CFR of the COVID-19 pandemic may even turn out to be lower because of the low sensitivity and 363 
specificity of many RT-PCR tests and vague definitions of a “fatal COVID-19 case” [25-31, 35-364 
38,115]. 365 
 366 
This notion was recently profoundly substantiated by the analysis of 61 seroprevalence studies for 367 
SARS-CoV-2 Antibodies in 29 countries resulting in a median IFR of 0.05 percent for people 368 
younger than 70 years and an overall IFR of 0.23 percent for COVID-19 [102].   369 
 370 
Therefore, closed schools and libraries, millions of unemployed people, thousands of families 371 
depending on food stamps, businesses going bankrupt, massive social restrictions, compulsory 372 
wearing of face masks, infringement of personal rights, and many other constraints have been 373 
justified based on misinterpreted and invalid epidemiological data. 374 
 375 
It is surprising that these ambiguous epidemiological data have been preferred in assessing the 376 
seriousness of the COVID-19 pandemic over well-established data sets, such as the “Influenza-Like 377 
Illness rate” (Ili-rate), which would never have indicated that a respiratory disease of biblical 378 
dimensions was spreading throughout the US or Germany at any point during the season 2019/2020 379 
(Figure 5) [67]. As of September 27, 2020, for the US and October 23, 2020 for Germany, the Ili-rates 380 
suggest that the Influenza season, as well as the COVID-19 pandemic, have been over for months 381 
(Figure 5) [67]. As observable in Figure 5, a third maximum of “Influenza-like illnesses” appears 382 
beginning on February 24, 2020. 383 
 384 
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This third maximum may have been caused by an increase in awareness of this disease among the 385 
general population as a result of intensified news coverage. Considering that the Ili-rate increased 386 
at the same time that large-scale testing began in the US, the increase in the detection of infections 387 
may have been not only correlated with but even caused by the degree of awareness. The fact that 388 
the infection rate decreased over time and then remained more or less constant during this 389 
pandemic until today, in addition to the discovery that the SARS-COV-2 virus was already 390 
spreading around the USA at least 6 weeks earlier — perhaps as early as December 2019 — makes it 391 
unlikely that the SARS-CoV-2 virus alone was causing this maximum (Figure 5) [68-70].  392 
 393 
We offer an alternative interpretation in stating that the mass media, with its unprecedented 394 
corona-dominated news coverage, may have driven the increased fear, anxiety, and higher 395 
numbers of medical consultations (Figure 5) [3-5,9-14,61].  396 
 397 
The hard facts like CFR, CHR, R0, and comorbidities, as well as comparing the most common 398 
symptoms of patients with COVID-19 and Influenza, against horrific media-driven photographs, 399 
indicate that the danger of COVID-19 is, at most, in the range of a severe seasonal flu (Tables 1 and 400 
3, Figures 3 and 5) [39-60]. 401 
 402 
How is it possible then, that the mass media, most politicians, and most scientists who have 403 
political functions convey the impression that we are dealing with an unprecedented, severe, and 404 
deadly pandemic? Why do some of them continue to raise anxiety and engage in doom-mongering 405 
instead of encouraging people to pursue rational measures of protection and prevention, especially 406 
since the peak of the pandemic is already behind us?  407 
 408 
Our hypothesis is that the combination of questionable scientific conduct without openness to 409 
criticism, unvetted or intentionally wrongly communicated scientific information by governments 410 
and the mass media driven by political, scientific, and financial special interests formed a self-411 
reinforcing spiral of mutual misleading confirmation of the underlying processes and 412 
measurements undertaken in response to the COVID-19 pandemic, resulting in self-deception and 413 
fear [3-5, 9-15, 61]. These factors together created a collective loss of rationality among people in 414 
power in the Western world, generating political decisions that led to devastating damage to 415 
economies, financial suffering, and new health problems such as higher suicide rates in the future 416 
due to higher unemployment rates, fewer cancer screening programs, postponed operations for 417 
tens of millions of patients and lower vaccination rates [104-108]. 418 
 419 
The German Federal Ministry of the Interior even intentionally over-amplified the risk associated 420 
with the virus and raised fear and anxiety to increase the obedience of children and adults to the 421 
measurements imposed by the government [15]: 422 
 423 

To achieve the desired shock effect, the concrete effects of an epidemic on human society needs to be 424 
emphasized: 425 

 426 
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1) Many seriously ill patients are brought to the hospital by their relatives, but are rejected and die, agonizing 427 
at home, struggling for air. Suffocating and choking to death is a primal fear, as is a situation in which there 428 

is nothing you can do to help your relatives. The pictures from Italy are also disturbing. 429 
 430 

2) Historical arguments should also be used, presenting the mathematical formula: 2019 = 1919 + 1929. 431 
 432 
(Translation by the author) 433 
 434 
The US mass media started its coverage of the COVID-19-pandemic simultaneously with the large-435 
scale testing, presenting horrific pictures and terrifying news over and over again, and creating a 436 
prevailing narrative that raised fear and anxiety about the COVID-19 pandemic (Figures 1, 2, and 4) 437 
[3-5,9-14,61]. However, genetic analysis has shown that the SARS-CoV-2 virus had already been 438 
spreading in the US weeks, if not months, before the testing began, preceding the media’s extensive 439 
news coverage. Evidence shows that the virus might have been spreading in the US as early as 440 
December 16, 2019, and in Europe (Germany) as early as December 7, 2019 [69]. The first confirmed 441 
clinical case (to our knowledge) was in the US at least on January 15, 2020 [70].  442 
 443 
Therefore, the mass media played a central role in eliciting irrational fear and anxiety by exclusively 444 
showing emergency situations with patients in agony and despair in photographs and videos that 445 
were as infectious as the virus itself. Recent studies have shown that the mass media’s news 446 
coverage focuses predominantly on sensational emergency situations and worst-case-scenarios, so 447 
it is no wonder that that this kind of news coverage causes irrational fear and anxiety, rather than 448 
being informative and supportive [3-5,9-14,61]. 449 
 450 
The widespread misrepresentation of COVID-19 as having unprecedented characteristics, too, does 451 
not stand up to scientific scrutiny. The characteristics of seasonal flu and COVID-19 are the same 452 
and the characteristics of previous endemic non-SARS-like-CoV outbreaks and COVID-19 have 453 
very similar spreading patterns and analogous patterns of the course of disease (Tables 1 and 3) 454 
[71].  455 
 456 
Clearly, the mass media can modify people’s attitudes and opinions about all kind of agendas, 457 
especially for public health policies, by repeatedly broadcasting the same opinionated and framed 458 
content [3-5,9-14,61]. With respect to the COVID-19 pandemic, the mass media had an 459 
unprecedented impact in orienting the public opinion in a certain direction (Figure 4). 460 
 461 
From the role that the mass media played during the swine flu (H1N1) pandemic in 2009 and other 462 
epidemics [3-5,9], we can deduce that the news coverage of the COVID-19 pandemic will influence 463 
the general public in a similar way.  464 
 465 
Would the SARS-CoV-2 virus have remained unnoticed if not for the excessive news coverage and 466 
massive testing with unreliable RT-PCR tests? The published evidence presented here is in 467 
accordance with this notion, but people should evaluate the published data for themselves and 468 
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draw their own conclusions. In this regard, early criticism arose and warnings were published in 469 
February 2020 by French scientists [72]: 470 

 471 
Thus, it is surprising to see that all the attention focused on a virus whose mortality ultimately appears to be 472 

of the same order of magnitude as that of common coronaviruses or other respiratory viruses such as influenza 473 
or respiratory syncytial virus, while the four common HCoV diagnosed go unnoticed although their incidence 474 
is high. In fact, the four common HCoV are often not even identified in routine diagnosis in most laboratories, 475 

although they are genetically very different from each other and associated with distinct symptomatology. 476 
 477 
Nevertheless, the German RT-PCR tests were distributed to at least thirty European countries 478 
without having been properly validated [21,23-24]. 479 
 480 
Not only national public health institutions but also the WHO itself have been heavily criticized for 481 
misleading information policies. This criticism goes back to the dubious role that the WHO played 482 
during the swine flu (H1N1) pandemic in 2009, when the WHO had acted predominantly in the 483 
interest of big pharmaceutical companies. As a result, the general public today is skeptical about 484 
how the WHO is handling the current COVID-19 pandemic. Not only in 2009 but still today 485 
conflicts of interest surely play a role; for example, the individual authors of the paper that 486 
introduced the first diagnostic RT-PCR test for the SARS-CoV-2 virus profited financially from the 487 
use of these tests (Figure 6) [21,73]. The unusually quick approval of the RT-PCR test and its 488 
publication on the WHO website before the test had been independently validated also raises the 489 
question of a potential conflict of interest [21,23-24,74-75,116,119].  490 
 491 
Scientists all over the world are seeking a pharmacological substance for the treatment of COVID-492 
19. Without a vaccine, physicians are currently treating COVID-19 patients symptomatically with a 493 
combination of best supportive care therapy options and pharmacological agents in the context of 494 
clinical trials [76]. The only promising clinically utilized pharmacological treatment option for 495 
patients with severe COVID-19 to our knowledge is the administration of convalescent plasma 496 
infusions (CPI’s) [77,124]. CPIs have already been used successfully to treat SARS-CoV-1 and the 497 
swine flu [78-79]. Therefore, our proposition is to invest more research in CPI’s for future clinical 498 
trials. Moreover, we propose pharmacological agents based on the inhibition of the papain-like 499 
protease as promising prospective research projects in finding an effective treatment for severe 500 
COVID-19 cases [80]. Unfortunately, many pharmacological agents in clinical trials have not helped 501 
or even, in some cases, had negative or harmful effects on Patients with COVID-19. Thus, the 502 
administration of these substances might have even contributed to the deceptive inflation of 503 
COVID-19’s CFR [81-84,109]. 504 
 505 
A pharmacological substance that might be helpful as a preventive agent against COVID-19 is 506 
Cystus052, which is basically a hard candy that is available in every pharmacy and drug store 507 
whose antiviral and protective effects, which have been shown in the Influenza A virus, did not 508 
cause toxic side-effects or a development of drug resistance. Given the mechanism of Cystus052’s 509 
action, this agent may have protective effects against all sorts of germs, including the SARS-CoV-2 510 
virus [85-86]. Since “Cystus052” can be considered to be a hard candy and because its usage would 511 
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be merely an add on top of all the already existing measurements in place, we don’t see a reason 512 
why we would not propose “Cystus052”. 513 
 514 
As soon as a deadly EIDs with a high CFR is identified, it is vital to act rationally and quickly to 515 
save lives. The disastrous consequences of some hasty decisions became clear after the mass 516 
vaccination against the swine flu with the vaccine Pandemrix in 2009. According to the Committee 517 
for Medicinal Products for Human Use (CHMP) the cost-benefit ratio with respect to the vaccine for 518 
H1N1 justified approval. 519 
 520 
The Pandemrix vaccine for H1N1 was derived from the Pandemrix vaccine for H5N1, which itself 521 
was also already granted a “Marketing Authorization under exceptional circumstances”, just a 522 
couple of years previously. All studies that provided clinical information about the Pandemrix 523 
vaccine for H5N1 were funded by the manufacturer, GlaxoSmithKline Biologicals S.A. [87]. The 524 
first clinical data about the Pandemrix vaccine for H1N1 were expected to be available by the 525 
middle of October 2009 for a cohort between 18 and 60 years of age [87]. Pandemrix was 526 
recommended for use on July 11, 2009, and granted marketing authorization on the September 30, 527 
2009, by the WHO and the European Commission [88]. 528 
 529 
Criticism of Pandemrix increased over time, peaking in a committee of inquiry by The Parliamentary 530 
Assembly of the Council of Europe (PACE) in 2009. Among other conclusions, the PACE determined 531 
that [89]: 532 

 533 
The rapporteur considers that some of the outcomes of the pandemic, as illustrated in this report, have been 534 

dramatic: distortion of priorities of public health services all over Europe, waste of huge sums of public money, 535 
provocation of unjustified fear amongst Europeans, creation of health risks through vaccines and medications 536 
which might not have been sufficiently tested before being authorized in fast-track procedures are all examples 537 

of these outcomes.  538 
 539 

Finally, the rapporteur is very concerned about the way in which the information on the pandemic was 540 
communicated by WHO and national authorities to the public, the role of the media in this and the fears that 541 

this generated amongst the public.  542 
 543 

Suspicion of undue influence and pressure put on national authorities by the pharmaceutical industry has 544 
been reinforced by other factors, such as the character of contractual arrangements concluded between 545 

governments and pharmaceutical groups. Reports from several European countries indicate that there was 546 
pressure exerted on national governments to speed up the conclusion of major contracts, that dubious 547 
practices were followed concerning prices of vaccines, which were not available under normal market 548 

conditions, and that there were attempts to transfer liability for vaccines and medication, which might not 549 
have been tested sufficiently, to national governments.  550 

 551 
Tragically, in addition to the occurrence of damage from vaccination that was seven times higher 552 
than the vaccination damages of the unadjuvanted vaccine and the Arepanrix vaccine combined, 553 
within two years after tens of millions of Pandemrix vaccines had been administered in Europe, the 554 



 14 

incidence of narcolepsy increased five- to fourteen-fold among children and adolescents and two- 555 
to seven-fold in adults [90-91]. 556 
 557 
The Pandemrix catastrophe was not the first occasion on which unrefined vaccines had led to 558 
substantial damage to the public health. Vaccine programs have been harmful in the past and are, 559 
in some cases, also harmful in the present [92-96] 560 
 561 
4. Conclusions: 562 
 563 
The data presented here are found in papers that contain information about various medio-564 
scientific, economic, political, and psychological aspects of the COVID-19 pandemic. The reader 565 
should take notice of their important conclusions and far-reaching consequences and then draw his 566 
or her own conclusions.  567 
 568 
The conclusion we offer is that the “cure” government measures have inflicted upon individuals 569 
who are not affected by SARS-CoV-2 is, in many instances, scientifically not justifiable and may 570 
very well cause more damage than the virus itself. This hypothesis was recently substantiated by a 571 
document leaked from the German Federal Ministry of the Interior [97]: 572 
 573 

The observable effects of COVID-19 do not show sufficient evidence that-in relation to the 574 
health effects on society as a whole-it is any more than a false alarm. The new virus probably did not 575 

at any time pose a risk to the population that went beyond normal. 576 
 577 

We are likely to be dealing with a global false alarm that has remained undetected for a long 578 
time. This analysis has been checked by the “KM4” for scientific plausibility and does not essentially 579 

contradict the data and risk assessments submitted by the RKI. 580 
 581 

The collateral damage is now higher than the apparent benefit. Comparing deaths that are 582 
due to the virus alone with deaths caused by the state-implemented protective measures confirms the 583 

finding. 584 
 585 

That means also that, in the greatest crisis that the Federal Republic of Germany has ever 586 
seen, the government might have been the biggest producer of the kind of “fake news” against which 587 

the state is purportedly fighting against. 588 
 589 

(Translation by the author) 590 
 591 

Furthermore, most of the pharmacological agents that have been used to treat severe COVID-19 592 
patients are ineffective against the disease COVID-19 or cause additional damage to the patients 593 
[81-84,109].  594 
 595 
We also look with great concern and skepticism toward the upcoming vaccine programs for 596 
COVID-19 because of the so called “promising” results in first clinical trials of recently published 597 
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studies with proposed vaccines against COVID-19 [98,110] and in light of previous harmful and 598 
internationally criticized vaccination programs [92-96]. Furthermore, another study found SARS-599 
CoV-2-reactive CD4+ T-cells in 40-60 percent of blood samples collected from individuals between 600 
2015-2018, suggesting cross-reactive T-cell recognition and immune activity between circulating 601 
coronaviruses and the SARS-CoV-2 virus [99]. Other studies also suggest cross immune activity of 602 
common circulating coronaviruses and the SARS-CoV-2 virus [103]. Thus, the necessity of a vaccine 603 
in the first place should be thoroughly scrutinized. 604 
 605 
Therefore, we propose the immediate preventive use of Cystus052 and more research on a 606 
pharmacological agent that can inhibit the papain-like protease. The treatment with convalescent 607 
plasma infusions should be reserved for severe COVID-19 cases as an “ultima ratio” treatment 608 
option. 609 
 610 
We present these data and references only as a basis for discussion, and merely give suggestions. 611 
The step to final conclusions must be taken by the readers themselves.  612 
 613 
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Figure 1: The „Framing Effect“ 

 
Figure 1: Illustration of the „Framing effect “using COVID-19 as an example. During the lifetime of each individual, congenital „Primordial Emotions “, such as joy, 
aggression, fear and etc., are linked to particular facts. This linkage develops by conditioning. Specific facts are associated to particular emotions (Spanish flu associated to 
Danger/Fear). One of these coupled entities may be a single element of a “frame”. Each individual has an unconscious mosaic of ELFs. “Framing” therefore means that the 
content of a new presented fact can be intentionally linked to a particular emotion through preexisting ELF. 



Figure 2: Correlation for Google queries “Coronavirus”,” COVID-19”, “SARS-COV-2” and Awareness 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2: The black graphs (dotted/continuous) demonstrate the relative proportion of the queried words “Coronavirus”, ”COVID-19”, “SARS-COV-2” and their relation to 
each another. The turquoise graph represents the number of RT-PCR tests conducted. The figure shows the close relationship between the beginning of mass testing in the 
USA and the increased awareness for the “Coronavirus” in the American population.  
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Abbildung 3: SARS-CoV-2-Tests und Infektionsrate für COVID-19. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Abbildung 3: Der türkisfarbene Graph zeigt die tägliche Zahl der positiv getesteten Amerikaner im Verhältnis zur Gesamtzahl der auf das SARS-CoV-2-Virus 
durchgeführten Tests. Der durchgehende schwarze Graph stellt die täglich durchgeführten Tests auf das SARS-CoV-2-Virus in den USA dar, und der schwarzgepunktete 
Graph zeigt die kumulative Anzahl der positiv getesteten Amerikaner auf das SARS-CoV-2-Virus dar. Man kann sehen, dass die Infektionsrate mit der Zeit abnahm und 
dann mehr oder weniger konstant blieb. Bemerkenswert ist auch, dass eine Korrelation zwischen der Zunahme der täglich neu durchgeführten RT-PCR-Tests und der 
kumulativen Zahl der Personen besteht, die positiv auf das SARS-CoV-2-Virus getestet wurden. 
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Figure 4: Google queries for “MERS”,” Coronavirus”, “Swine flu”, “Ebola” and “Influenza” since 2008. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 4: Illustration of the relative number of queried terms in google for “MERS”, ”Coronavirus”, “Swine flu”, “Ebola” and “Influenza” and their relative relation to each 
other since January 2008. One can see that the term “Coronavirus” is extremely high and exceeds the other terms by several orders of magnitude. 
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Figure 5: Influenza-like-Illness-rate in the USA of the last 15 years. 
 

 
Figure 5: The black Graphs show the rates of “Influenza-like-Illnesses “(Ili-rate) during the flu seasons from 2003/2004 and 2007-2019. The turquoise graph illustrates the Ili-
rate of 2019/2020. One can see that the Ili-rate of 2020 is within the range of the Ili-rates during the previous seasons. 
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Figure 6: Main branches of TIB-Molbiol. 

 
Figure 6: The main branches of TIB-Molbiol are shown to correlate positively with the number of positive tested individuals. This is a representation of the epidemiological 
data as of 04/26/2020. 



Table 1: Epidemiological characteristics of the flu of 2017/2018, 2019/2020 and COVID-19 
 
 

  
Influenza 
2017/2018 

Influenza 
2019/2020 

COVID-19 

Total number of tests [44-46] 1,210,053 1,634,930 256,914,140 
Number of positive tests [44-46] 224,113 (18.5%)  297,468 (18.19 %) 20,560,549 (8.00%) 
Hospitalizations [46-47,49] 30,453  19,292 699,971 

Deaths [(Not)Confirmed by CDC, 
Pneumonia] [47, 50-51] 

15,620 [Documentation] 6,699 [Pneumonia] 
9,418 [Documentation] 

289,517 [Documentation] 
141,834 [Pneumonia] 
344,808 [Notification only] 

Case fatality rate (CFR) 7 % [Documentation] 
2.25 % [Pneumonia] 
3.16 % [Documentation] 

1.40 % [Documentation] 
0.68 % [Pneumonia] 
1.67 % [Notification only] 

Basic reproductive number [52-54] 1.8-3.06 0.9-2.1 2-3 

Pediatric fatal cases [45, 55-56] 171(Age < 18) 238 (Age < 18) 169 (Age < 18) 

Case hospitalization rate (CHR) 13.6% 6.46 %  3.40 % 
US population (year) [57] 327,096,265 (2018) 331 002 651 (2020) 331,002,65 (2020) 
 
 
Table 1: Comparison of the epidemiological characteristics of the flu of 2017/2018, 2019/2020 and COVID-19. One can see easily that there is not 
significant difference between those three infectious diseases. Neither the Case-fatality rates nor Case-hospitalization rates or basic reproductive 
numbers are significantly different.  Moreover, the number of dead pediatric cases is also lower for COVID-19 than for the flu 2017/2018 and 
2019/2020. 



Table 2: Top 25 queried google terms for “Swine flu”, “Influenza 2017/2018 and COVID-19. 
 

Place Swine flu Influenza 17/18 COVID-19 
        

1. Swine flu Vegas shooting  Covid 19 
2. Swine flu symptoms Black Friday 2017 Covid-19 
3. Fathers day Las vegas shooting Coronavirus tips 

4. Farrah Fawcett Harvey Weinstein Thank you coronavirus 
helpers 

5. Michael Jackson Matt Lauer Coronavirus update 
6. Bing Stephen Paddock Tiger King 
7. Transformers 2 Tom petty Coronavirus map 
8. Jon and Kate NBA scores Hand Sanitizer 
9. Kentucky derby Cyber Monday 2017 COVID-19 Map 

10. Jon and Kate plus 8 David Cassidy Quarantine 
11. Angels and Demons Kevin Spacey Roberto gómez Bolanos 
12. Star trek World series 2017 Sir John Tenniel 
13. Palm pre Lil peep Coronavirus 
14. Megan Fox Mlb Playoffs Corovirus New York 
15. CDC Astros game Gabriel Fernandez 
16. Wach-movies.net Daylight savings time 2017 Primary results 
17. New moon Stranger Things Cast Coronavirus news 
18. Six flags Astros Super Tuesday 
19. Facebook.com Tom petty dead Super Tuesday results 
20. Youtube.com Net neutrality Susan B. Anthony 
21. myspace.com Justice league Pandemic 
22. MTV Charls manson Coronavirus 
23. NBA Dodgers game Martial law 
24. www.yahoo.com Charlie rose Zoom app 
25. www.myspace.com Al franken Symptoms of coronavirus 

Total  2/25 0/25 15/25 
    

 
Table 2:  This Table shows the top 25 queried terms on google during the time period of two months 
after the first fatal case of the “swine flu”, “influenza 2017/2018” and COVID-19” in the US, 
respectively. During that time, 2 terms for swine flu, no terms at all for the Influenza of 2017/2018 and 
15 terms for COVID-19, were among the top 25 most frequently queried google terms in the US 
 



Table 3: Comorbidities of hospitalized patients during the flu season of 2017/2018, 2019/2020 and COVID-19 
 

 
 
Table 3: Listing of the comorbidities of hospitalized patients during the flu season of 2017/2018, 2019/2020 and COVID-19. One can see that the comorbidities 
among those three types of infections are more or less in the same range. 
 

 Influenza 2017/2018 Influenza 2019/2020 COVID-19 

 Children Adults Children Adults Children Adults 

> 1 Underlying condition 92.4 % 92.3% 89.3% 

Asthma 27,1 % 19.4 % 20 % 24.1 % 25 % 12.9 % 
Cardiovascular disease 8.4 % 51.3 % 5.8 % 45.3 % 4.2 % 35.2 % 
Chronic lung disease 6.5 % 29.5 % 5.6 % 34.2 % N/A 21.9 % 
Immune suppression 8.2 % 17.5 % 5.1 % 17 % N/A 10.3 % 

Metabolic disease 4.7 % 44.8 % 5.6 % 42.8 % 4.2 % 41.8 % 
Neurologic disease 17.2 % 20.2 % 17.4 % 19.8 % 8.3 % 22 % 

Other disease N/A N/A N/A N/A 16.7 % 5.3 % 
No known condition 42.2 % 6.8 % 49.9 % 7.7 % 36 % 8.3 % 

Obesity 10.4 % 36.1 % 12 % 39.3 % 58.3 % 49.6 % 

Renal disease 2.2 % 21.6 % 1.8 % 20.4 % N/A 15.9 % 
Gastrointestinal/liver disease N/A N/A N/A N/A 4.2 % 4.8 % 

Hypertension N/A N/A N/A N/A 4.2 % 58.5 %  


