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After months of negative media coverage, the 
Guillain-Barre reports brought an overdue end 
to the swine flu affair. Ford’s programme was 
suspended in December 1976 with only some 
20% of the US population (55M) vaccinated 
leaving 550 cases of Guillain-Barre and 25 
deaths And since the US government had 
offered liability coverage to the pharmaceutical 
manufacturers that summer, hundreds of 
compensation claims from Guillain-Barre 
claimants followed for years afterward.

https://www.jstor.org/stable/29758667






Clinical Concerns
-MOA mRNA or adenoviral DNA is production of the Spike protein

-Cell, tissue, organ endothelial damage
-Spike protein circulation (body fluids, donated blood)

-No genotoxicity studies
-No teratogenicity studies
-Concerning biodistribution study (Pfizer, Japan)
-Concerning fertility study (Moderna, EMA)
-No EAC, DSMB, Human Ethics Committee
-No restriction of properly excluded groups from RCTs

-Pregnant women, women of childbearing potential
-COVID survivors, previously immune

-No effort to restrict vaccination according to risk for COVID-19 
hospitalization and death
-No attempts to present or mitigate risks for public



Emerging COVID-19 Vaccine Mortality 
Signal by Jan 22, 2021 (~27.1 M)

All vaccines before 2020 
~158 total deaths/yr



VAERS COVID Vaccine Data
(Vaccine Adverse Events Reporting System, USA)

463,456 Reports Through July 9, 2021



Historical PreCOVID ~280M Injections/year:  
All ~70 vaccines average expected 16,320 VAERS total 
reports/yr, ~158 total deaths/yr



Day of Death after
COVID-19 Vaccination



86% of deaths had no other 
explanation than the vaccine
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Vaccines Fail with Loss of Efficacy and 
Resistant Strains of SARS-CoV-2





Indiscriminate Vaccination is Reducing the Diversity of 
Strains and Producing Dominant Variants





















COVID-19-like or COVID-19-confirmed illness:
-Self-quarantine at home
-Contact tracing
-Contagion control
-Ventilate fresh air-reduce reinoculation

Age ≥ 50 yr. or a
Single Comorbidity

BMI > 30 kg/m2, Pulmonary Dz, DM, CVD, CKD, Cancer

Respiratory Symptoms Develop or Day 5 of illness

Inhaled budesonide 1 mg/2 mL nebulization/Dexamethasone 6 
mg/Prednisone 1 mg/kg qd x 5 days ± taper ± Colchicine 0.6 mg po bid

Underlying Serious Medical Condition, !VTE Risk, 
Suspect micro- or overt thrombosis

Aspirin 325 mg po qd ± Low-molecular weight heparin or
Apixaban, Rivaroxaban, Dabigatran, Edoxaban in Standard doses (5-30 days)

Age ≥ 50 yr. with
≥1 Comorbidities

Room Air

Pulse Ox
Deliver

Home 02
If Needed

Re-evaluate
HospitalizeEscalate     Clinically Consolidate

Nutraceutical bundle: Zinc Sulfate 220 mg, vitamin D3 5000 IU, Vitamin C 3000 mg, Quercetin 500 mg mg po bid (5-30 days)

Watchful Waiting

If Symptoms 
Worsen

Complete Self-
quarantine

Age < 50 yr. 
Healthy

Immediately ≥ 2 Anti-Infective Agents (5-30 days)
HCQ 200 mg po bid
+ AZM 250 mg po bid or
+DOXY 100 mg po bid 

Favipiravir 1800 mg po bid  x 1 d 
loading dose then 600 mg po bid
+ AZM 250 mg po bid or
+DOXY 100 mg po bid 

IVM 6-24 mg po qod/qd x 1-5 doses
+ AZM 250 mg po bid or
+DOXY 100 mg po bid 

BMI=body mass index, Dz=disease, DM=diabetes mellitus, CVD=cardiovascular disease, CKD=chronic kidney disease, yr=years, HCQ=hydroxychloroquine, AZM=azithromycin, 
DOXY=doxycycline, IVM=Ivermectin, VTE=venous thrombo-embolic, EUA=Emergency Use Authorization (U.S. administration)

If feasible: Bamlanivimab or Casirivimab/Imdevimab IV Infusion EUA Dosing 

McCullough PA Innovative Early Sequenced 
Multidrug Therapy for SARS-CoV-2 (COVID-19) 
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WCIRDC 2020 Dec 3, 
DOI:10.31083/j.rcm.2020.04.264 This is an open 
access article under the CC BY 4.0 license 
(https://creativecommons.org/licenses/by/4.0/). 
adapted for Int J Med Sci Clini Inv 2020, ID 2898 Open 
Access Publication ISSN: 2348-991X | 2454-9576





N=849 PCR + High Risk COVID-19
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Conclusions
• COVID-19 pandemic is a global disaster
• Pathophysiology is complex—not amenable to single drug
• Despite contagion control efforts, there have been two poor 

outcomes:  hospitalization and death
• The prehospital phase is the time of therapeutic opportunity
• Hospitalization and late treatment form an inadequate safety net 

with unacceptably high mortality
• Early ambulatory therapy with a sequenced, multi-drug regimen 

is supported by available sources of evidence and has a positive 
benefit-to-risk profile

• Reduce the risk of hospitalization and death
• More safely temporize to close the crisis with vaccination and natural 

herd immunity
• COVID-19 genetic vaccines have an unfavorable safety profile 

and are not clinically effective, thus they cannot be generally 
supported in clinical practice at this time


