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HEALTH

In Children, Risk of Covid-19 Death or Serlous Illness
Remains Extremely Low, New Studies Find

The findings come from some of the most comprehensive research on the risks of the coronavirus for

those 18 years and younger

Some vaccines are in late-stage testing in younger chlldren whilein usein adolescents 12 years and older.
PHOTO: EMILY ELCONIN/BLOOMBERG NEWS

By Denise Roland
July 8,20217:01 pmET
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Children are at extremely slim risk of dying from Covid-19, according to some of the most
comprehensive studies to date, which indicate the threat might be even lower than previously
thought.

Some 99.995% of the 469,982 children in England who were infected durlng the year examined
by researchers survived, one study found.

In fact, there were fewer deaths among children due to the virus than initially suspected.
Among the 61 child deaths linked to a positive Covid-19 test in England, 25 were actually caused
by the illness, the study found.



The three studies, by researchers in the UK. reviewing its national health system’s medical
records or pulling together data from other countries, were published on preprint servers
Thursday. The studies haven’t yet been reviewed by independent experts and are preliminary.
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6 MASKS, WORN FOR AN AVERAGE OF 5.7 HOURS/DAY
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Unique Strains of Biological Contaminants Faund on Mask
(bacteria, fungi, parasites, & slime molds){Private investigation]

BY JENNIFER CABRERA

A group of parents in Gainesville; FL, sent 6 face masks to a lab at the University of
Florida, requesting an analysis of contaminants found on the masks after they had
been worn. The resulting report found that five masks were contaminated with
bacteria, parasites, and fungi, including three with dangerous pathogenic and
pneumonia-causing bacteria. Although the test is capable of detecting viruses,
including SARS-CoV-2, only one virus was found on one mask (alcelaphine
herpesvirus 1).

The analysis detected the following 11 dangerous pathogens on the masks:



Streptococcus pneumoniae (pneumonia)

Mycobacterium tuberculosis{tuberculosis)

Neisseria meningitidis (meningitis, sepsis)

\Acanthamoeba bo/yphaga (keratitis and granulomatous amebic encephalitis)

Acinetobacter baumanni(pneumonia, blood stream infections, meningitis, UTIs—
resistant to antibiotics)

Escherichia coli (food poisoning)

Borrelia burgdorferi(causes Lyme disease)

C orynebacferium diphtheriae (diphtheria)

Legionella pneumoph/'/a.(Le_gionnaires’ disease)

Staphylococcus pyogenes serotype M3 (severe infections—high morbidity rates)
Staphylococcus aureus (meningitis, seps_is)

Half of the masks were contaminated with one or more strains of pneumonia-
causihg bacteria. One-third were contamihated with one or more strains of
meningitis-causing bacteria. One-third were contaminated with dangerous,
antibiotic-resistant bacterial pathogens. In addition, less dangerous pathogens
were identified, including pathogens that can cause fever, ulcers, acne, yeast
infections, strep throat, periodontal disease, Rocky Mountain Spotted Fever, and
more.



PATHOGEN TYPE DESCRIPTION

alcelaphine herpesvirus 1 Virus Natura! hosts primarily cow, but is fatal '

corynébacterium jetkeium Bacteria infection in bone marrow transplant patients

cutibacterium acnes Bacteria Causes acne, blephartis and endophthalmitis
encephalitozoon cuniculi Bacteria Pathogenic in immunocomprimised people
Escherichia coli Bacteria Found in lower Intestine and can cause food polsoning

parabacteroides distasonis |, Bacteria Causes infections

Found In the oral cavity causing peridontal disease as well as upper

porphyromonas glnglvalls .- Bacteria gastroitntestinal tract, respitory infections

range of illnesses from minor skin infections to life threatening pneumonia,

staphylococcus aureus » Bacteria menigitis and sepsis

streptbcoccus pyogenes Bacteria Causes strep throat
tococcus pyogenes serotype M3 Bacteria Causes strep throat

Here is an image of the infection francisella tularensis, which causes tularemia,
fever, skin ulcers, sore throat, and pneumonia:



The face masks studied were new or freshly-laundered before wearing and had
been worn for 5 to 8 hours, most during in-person schooling by children aged 6
through 11. One was wornby an adult. A t-shirt worn by one of the children to
school and unworn masks were tested as controls. No pathogens were found on
the controls; samples from the front top and bottom of the t-shirt found proteins
that are commbnly found in skin and hair, along with some commonly found in soil.

A parent who participated in the study, Ms. Amanda Donoho, commented that this
small sample points to a need for more research: “We need to know what we are
putting on the faces of our children each day. Masks provide a warm, moist
environment for bacteria to grow.” X

The parents contracted with the lab because they were concerned about the
potential of contaminants on masks that their children were forced to wear all day
at school, taking them on and off, setting them on various surfaces, wearing them in
the bathroom, etc. This prompted them to send the masks to the University of
Florida’s Mass Spectrometry Research and Education Center for analysis.

Click to view the mask reports.
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BY MEGAN MANSELL

When hearing the terms hypercapnia, hypoxia, and deoxygenation, one might make
the assumption that we require a dramatic change in saturation levels for extended
periods of time in order for it to be harmful.

If someone falls into a pool and spends time without oxygen, we have this
assumption that just like in the movies, everything snaps back to normal, health-
wise, after CPR and a little spit-up. But every second counts with carbon dioxide
increases and oxygen decreases — and just like mothers are often rushed into
operating rooms to save their unborn children with falling saturation levels during
birth, we must consider every moment a child’s breathing is restricted by masks to
be just as potentially damaging, as has been found in this recent JAMA publication.

Child masks are especially dangerous, as they are unregulated, with no efficacy or
safety standards, and no two are alike, so while one child may seem to breathe
freely and have no visible signs of distress, another child could have a similar-
looking but far more restrictive apparatus on, and no one would be any the wiser.
Furthermore, viewing of facial cues as well as tooth, tongue, and lip placement is
required for linguistic and social onset and development. Children are being denied
access to critical building blocks of appropriate language and interpersonal skill
development. |

Impact on the Unborn

Deoxygenation and hypercapnia can have permanent impacts on human growth
and development, and we can anticipate profoundly incapacitating conditions such
as Cerebral Palsy, in addition to lower birth rates, as a result of mandated masking

* of expectant mothers. Stillbirth rates have increased fourfold in mandating regions.
(1, 2). Mandated masking has an impact on all lives, even the unborn.

A sharp decline was seen in births immediately following the 1918 pandemic, and a
marked increase in stillbirths has been seen in regions with mandated masking (1).



Respiratory volume decreases have been
demonstrated in pregnant women in N95s(the baseline minimum PPE standard

under OSHA for SARS-Cov-2-size particulates), and requirement of any sub-grade
non-mitigating apparatuses is OSHA non-compliant.

Prior to the COVID-19 era, if an employee was required to wear a sub-grade
apparatus for a known hazard with specific mitigation parameters, there were
certainly steep fines to be expected. Worker protection agencies’ credibility is
critical in keeping workers safe from real exposure hazards, so it has been both
shocking and horrifying to see protective standards tossed out the window.

Medical consent and medical clearance are part of workplace usage requirements,
‘and extended wear results in the necessity of an apparatus with an air supply line,
yet children and essential workers alike have had no medical clearance for the
largely unregulated apparatuses they have been required to don as a condition of
access.

Masks have been shown to be an absolute petri dish for deadly pathogenic
accumulation after short periods of wear.

The result of these oversights has'been a year of deoxygenating, hypercapnia-
inducing, compulsory use of unregulated apparatuses without efficacy standards
for the pathogen at hand, and we remain no better prepared in event of a future,
deadlier pathogen. Furthermore, the physiological effects of hypoxia and
hypercapnia mirror the symptoms reported as the dreaded “Long COVID," so how
are we expected to differentiate one from the other? |

Megan Mansell is a former district education director over special populations
integration, serving students who are profoundly disabled, immunocompromised,
undocumented, autistic, and behaviorally challenged: she also has a background in
hazardous environs PPE applications. She is experienced in writing and monitoring
protocol implementation for immunocompromised public sector access under full



ADA/OSHA/IDEA compliance. She can be reached at
MeganKristenMansell@Gmail.com.

More references
Deoxygenation, hypercapnia, and physiological impact studies:

Dr. Huber et al published their paper on mask dangers, including hypoxia and
hypercapnia, in November of 2020, facing heavy censorship for trying to bring light
to these very real dangers. |

https://pdmij.org/papers/masks_false_safety and_real dangers_part3/
https://pdmj.org/papers/masks_false_safety and_real dangers_part2/
mps:zzIink.sp@ger.com(articlez10.1007[512070—020-‘02124-0

https://www.sciencedirect.com/science/article/abs/pii/51130147308702355?
via%3Dihub

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7087880/

Other relevant citations and references:

Linguistic development and child-specific challenges:

https://crafta.org/news/covid-19-the-use-of-surgical-masks-and-its-
conseguences.html

https://www.nchi.nlm.nih.gov/pmc/articles/PMC7598570/
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EYE ON THE NEWS

Do Masks Work?

A review of the evidence

Jeffrey H. Anderson
August 11, 2021

“Seriously people—STOP BUYING MASKS!” So tweeted then—surgeon general Jerome
Adams on February 29, 2020, adding, “They are NOT effective in preventing general
public from catching #Coronavirus.” Two days later, Adams said, “Folks who don’t
know how to wear them properly tend to touch their faces a lot and actually can
increase the spread of coronavirus.” Less than a week earlier, on February 25, public-
health authorities in the United Kingdom had published guidance that masks were
unnecessary even for those providing community or residential care: “During normal
day-to-day activities facemasks do not provide protection from respiratory viruses, such
as COVID-19 and do not need to be worn bystaff.” About a month later, on March 30,
World Health Organization (WHO) Health Emergencies Program executive director
Mike Ryan said that “there is no specific evidence to suggest that the wearing of masks
by the mass population has any particular benefit.” He added, “In fact there’s some
evidence to suggest the opposite” because of the possibility of not “wearing a mask
properly or fitting it properly” and of “taking it off and all the other risks that are
otherwise associated with that.”

Surgical masks were designed to keep medical personnel from inadvertently infecting
patients’ wounds, not to prevent the spread of viruses. Public-health officials” advice in
~ the early days of Covid-19 was consistent with that understanding. Then, on April 3,
2020, Adams announced that the CDC was changing its guidance and that the general
public should hereafter wear masks whenever sufficient social distancing could not be
maintained. |



-Fast-forward 15 months. Rand Paul has been suspended from YouTube for a week for
saying, “Most of the masks you get over the counter don’t work.” Many cities across the
country, following new CDC guidance handed down amid a spike in cases nationally
caused by the Delta variant, are once again mandating indoor mask-wearing for
everyone, regardless of inoculation status. The CDC further recommends that all
schoolchildren and teachers, even those who have had Covid-19 or have been
vaccinated, should wear masks.

The CDC asserts this even though its own statistics show that Covid-19 is not much of a
threat to schoolchildren. Its numbers show that more people under the age of 18 died of
influenza during the 2018-19 flu season—a season of “moderate severity” that lasted
eight months—than have died of Covid-19 across more than 18 months. What’s more,
the CDC says that out of every 1,738 Covid-19-related deaths in the U.S. in 2020 and
2021, just one has involved someone under 18 years.of age; and out of every 150 deaths
of someone under 18 years of age, just one has beeri Covid-related. Yet the CDC declares
that schoolchildren, who learn in part from communication conveyed through facial
expressions, should nevertheless hide their faces—and so should their teachers.

How did mask guidance change so profoundly? Did the medical research on the
effectiveness of masks change—and in a remarkably short period of time—or ]ust the
guidance on wearing them?

Since we are constantly told that the CDC and other public-health entities are basing
their recommendations on science, it’s crucial to know what, specifically, has been
found in various medical studies. Significant choices about how our republic should
function cannot be made on the basis of science alone—they require judgment and the
weighing of countless considerations—but they must be informed by knowledge of it.

In truth, the CDC'’s, U.K.’s, and WHO's earlier guidance was much more consistent with
the best medical research on masks’ effectiveness in preventing the spread of viruses.
That research suggests that Americans’ many months of mask-wearing has likely
provided little to no health benefit and might even have been counterproductive in
preventing the spread of the novel coronavirus. ‘

Its striking how much the CDC, in marshalling evidence to justify its revised mask
guidance, studiously avoids mentioning randomized controlled trials. RCTs are
uniformly regarded as the gold standard in medical research, yet the CDC basically
ignores them apart from disparaging certain ones that particularly contradict the



agency’s position. In a “Science Brief” highlighting studies that “demonstrate that mask
wearing reduces new infections” and serving as the main public justification for its
mask guidance, the CDC provides a helpful matrix of 15 studies—none RCTs. The CDC
instead focuses strictly on observational studies completed after Covid-19 began. In
general, observational studies are not only of lower quality than RCTs but also are more
likely to be politicized, as they can inject the researcher’s judgment more prominently
into the inquiry and lend themselves, far more than RCTs, to finding what one wants to
find. ‘

A particular favorite of the CDC’s, so much so that the agency put out a glowing press
release on it and continues to give it pride of placement in its brief, is an observational
(specifically, cohort) study focused on two Covid-positive hairstylists at a beauty salon
in Missouri. The two stylists, who were masked, provided services for 139 people, who
were mostly masked, for several days after developing Covid-19 symptoms. The 67
customers who subsequently chose to get tested for the coronavirus tested negative, and
none of the 72 others reported symptoms.

This study has major limitations. For starters, any number of the 72 untested customers
could have had Covid-19 but been asymptomatic, or else had symptoms that they chose
not to report to the Greene County Health Department, the entity doing the asking. The
apparent lack of spread of Covid-19 could have been a result of good ventilation, good
hand hygiene, minimal coughing by the stylists, or the fact that stylists generally, as the
researchers note, “cut hair while clients are facing away from them.” The researchers
also observe that “viral shedding” of the coronavirus “is at its highest during the 2 to 3
days before symptom onset.” Yet no customers who saw the stylists when they were at
their most contagious were tested for Covid-19 or asked about symptoms. Most
importantly, this study does not have a control group. Nobody has any idea how many
people, if any, would have been infected had no masks been worn in the salon. Late last
year, at a gym in Virginia in which people apparently did not wear masks most of the
time, a trainer tested positive for the coronavirus. As CNN reported, the gym contacted
everyone whom the trainer had coached before getting sick—50 members in all—“but
not one member developed symptoms.” Clearly, this doesn’t prove that not wearing
masks prevents transmission.

Another CDC-highlighted study, by Rader et al., invited people across the country to
answer a survey. The low (11 percent) response rate—including about twice as many
women as men—indicated that the mix of respondents was hardly random. The study
found that “a high percentage of self-reported face mask-wearing is associated with a



higher probability of transmission control,” and “the highest percentage of reported
mask wearers” are found, unsurprisingly, “along the coasts and southern border, and in
large urban areas.” However, as the researchers note, “It is difficult to disentangle
individuals’ engagement in mask-wearing from their adoption of other preventive
hygiene practices, and mask-wearing might serve as a proxy for other risk avoidance
behaviors not queried.” Moreover, achieving greater “transmission control” is not
remotely the same thing as ensuring fewer deaths. For example, per capita, Utah is in
“the top ten in the nation in Covid-19 cases and the bottom ten in Covid-19 deaths, while
Massachusetts is in the bottom half in cases and the top five in deaths.

An additional observational study, but one that the CDC does not reference in its brief,
is a large, international Bayesian study by Leech, et al. It finds that mask-wearing by 100
percent of the population “corresponds to” a 24.6 percent reduction in transmission of -
the novel coronavirus. Mask mandates correspond to no decrease in transmission: “For
mandates we see no reduction: 0.0 percent.” Like all observational studies, however, this
study is ill-equipped to show causation, to separate out the effects of just one variable
from among other, frequently related, ones. -

Mask supporters often claim that we have no choice but to rely on observational studies
instead of RCTs, because RCTs cannot tell us whether masks work or not. But what they
really mean is that they don’t like what the RCT's show. '

T'he randomized controlled trial dates, in a sense, to 1747, when Royal Navy surgeon
James Lind divided seamen suffering from similar cases of scurvy into six pairs and
tried different methods of treatment on each. Lind writes, “The consequence was, that
the most sudden and visible good effects were perceived from the use of oranges and
lemons.” '

The RCT eventually became firmly established as the most reliable way to test medical
interventions. The following passage, from Abdelhamid Attia, an M.D. and professor of
obstetrics and gynecology at Cairo University in Egypt, conveys its dominance:

The importance of RCTs for clinical practice can be illustrated by its impact on the shift
of practice in hormone replacement therapy (HRT). For decades HRT was considered
the standard care for all postmenopausal, symptomatic and asymptomatic women.
Evidence for the effectiveness of HRT relied always on observational studies,] mostly
cohort studies. But a single RCT that was published in 2002 . . . has changed clinical
%practice all over the world from the liberal use of HRT to the conservative use in '




selected symptomatic cases and for the shortest period of time. In other words, one well
conducted RCT has changed the practice that relied on tens, and probably hundreds, of
observational studies for decades.

A randomized controlled trial divides participants into different groups on a
randomized basis. At least one group receives an “intervention,” or treatment, that is
generally tested against a control group not receiving the intervention. The twofold
strength of an RCT is that it allows researchers to isolate one variable—to test whether a
given intervention causes an intended effect—while at the same time making it very
hard for researchers to produce their own preferred outcomes.

This is true at least so long as an RCT’s findings are based on “intention-to-treat”
analysis, whereby all participants are kept in the treatment group to which they were
originally assigned and none are excluded from the analysis, regardless of whether they
actually received the intended treatment. Eric McCoy, an M.D. at the University of
California, Irvine, explains that intention-to-treat analysis avoids bias and “preserves
the benefits of randomization, which cannot be assumed when using other methods of
analysis.”

Such other methods of analysis include subgroup, multivariable, and per-protocol
analysis. Subgroup analysis is susceptible to “cherry-picking”—as researchers hunt for
anything showing statistical significance—or to being swayed by random chance. In one
famous example, aspirin was found to help prevent fatal heart attacks, but not in the
subgroups where patients’ astrological signs were Gemini or Libra.

“Multivariable analysis,” writes Marlies Wakkee, an M.D. and Ph.D. at Erasmus
University Medical Center in the Netherlands, “only adjusts for measured
confounding”—that which a researcher decides is worth examining. (Confounders are
extra variables that affect the analysis; for example, eating ice cream may be found to
correlate with sunburns, but heat is a confounding variable influencing both.) She adds,
“This is a significant difference éompared to randomized controlled trials, where the
randomization process results in an equal distribution of all potential confounders,
known and unknown.”

Per-protocol analysis departs from randomization by basically allowing participants to
~ self-select into, or out of, an intervention group. McCoy writes, “Empirical evidence
suggests that participants who adhere [to research protocols] tend to do better than
those who do not adhere, regardless of assignment to active treatment or placebo.” In



other words, per-protocol analysis is more likely to suggest that an intervention, even a
fake one, worked. Of these three departures from intention-to-treat analysis, per-
protocol analysis is perhaps the most extreme.

With these different methods of analysis in mind, it becomes easier to evaluate the 14
RCTs, conducted around the world, that have tested the effectiveness of masks in
reducing the transmission of respiratory viruses. Of these 14, the two that have directly
tested “source control”—the oft-repeated claim that wearing a mask benefits others—
are a good place to start.

A 2016 study in Beijing by MacIntyre, et al. that claimed to find a possible benefit of
masks did not prove very informative, as only one person in the control group—and
one in the mask group—developed a laboratory-confirmed infection. Much more
illuminating was a 2010 study in France by Canini, et al., which randomly placed sick
people, or “index patients,” and their household contacts together into either a mask
group or a no-mask control group. The authors “observed a good adherence to the
intervention,” meaning that the index patients generally wore the furnished three-ply
masks as intended. (No one else was asked to wear them.) Within a week, 15.8 percent
of household contacts in the no-mask control group and 16.2 percent in the mask group
developed an “influenza-like illness” (ILI). So, the two groups were essentially dead
even, with the sliver of an advantage observed in the control group not being
statistically significant. The authors write that the study “should be interpreted with
caution since the lack of statistical power prevents us to draw formal conclusion
regarding effectiveness of facemasks in the context of a seasonal epidemic.” However,
they state unequivocally, “In various sensitivity analyses, we did not identify any trend
in the results suggesting effectiveness of facemasks.”

With the two RCTs that directly tested source control providing essentially no support
for the claim that wearing a mask benefits others, what about RCTs that test the
combination of source control and wearer protection? By dividing participants into a
hand-hygiene group, a hand-hygiene group that also wore masks, and a control group,
three RCTs allow us to see whether the addition of masks (worn both by the sick person
and others) provided any benefit over hand hygiene alone.

{

A 2010 study by Larson, et al. in New York found that those in the hand-hygiene group
were less likely to develop any symptoms of an upper respiratory infection (42 percent
experienced symptoms) than those in the mask-plus-hand-hygiene group (61 percent).

—
~



This statistically significant finding suggests that wearing a mask actually undermines
the benefits of hand hygiene.

A multivariable analysis of this same study found a significant difference in secondary
attack rates (the rate of transmission to others) between the mask-plus-hands group and
the control group. On this basis, the authors maintain that mask-wearing “should be
encouraged during outbreak situations.” However, this multivariable analysis also
found significantly lower rates in crowded homes—*i.e., more crowded households had
less transmission”—which tested at a higher confidence level. Thus, to the extent that
this multivariable analysis provided any support for masks, it provided at least as much
support for crowding.

Two other studies found no statistically significant differences between their mask-plus-
hands and hands-only groups. A 2011 study in Bangkok by Simmerman, et al. observed
very similar results for both groups. A CDC-funded 2009 study in Hong Kong by
Cowling, et al. observed that the hands-only group generally did better than the mask-
plus-hands group, but not to a statistically significant degree. Subgroup analysis by
Cowling, et al., limited to interventions started within 36 hours of the onset of
symptoms, found that the mask-plus-hands group beat the control group to a
statistically significant degree in one measure, while the hands-only group beat the
control group to a statistically significant degree in two measures. Summarizing this
study, Canini writes that “no additional benefit was observed when facemask [use] was
added to hand hygiene by comparison with hand hygiene alone.” )

So, if masks don’t improve on hand hygiene alone, what about masks versus nothing?

Various RCTs have studied this question, with evidence of masks’ effectiveness proving
sparse at best. Aside from a 2009 study in Japan by Jacobs, et al.—which found that
those in the mask group were significantly more-likely to experience headaches and that |
“face mask use in health care workers has not been demonstrated to provide benefit”—
only two RCTs have produced statistically significant findings in intention-to-treat
analysis, and one of those studies contradicted itself. |

The previously mentioned 2011 study in Bangkok by Simmerman, et al. found that the
secondary attack rate of ILI was twice as high in the mask-plus-hand-hygiene group (18
percent) as in the control group (9 percent), a statistically significant difference. (The ILI
rate was 17 percent in the hand-hygiene-only group.) Finding essentially the same thing
in multivariable analysis, the researchers wrote that, relative to the control group, the



~ odds ratios for both the mask-plus-hands group and the hands-only group “were
twofold in the opposite direction from the hypothesized protective effect.”

Subsequently, a small 2014 study—with 164 participants—by Barasheed, et al. of
Australian pilgrims in Saudi Arabia, staying in close quarters in tents, found that
significantly fewer people in the mask group developed an ILI than in the control group
(31 percent to 53 percent). Unlike the exact fever specifications utilized in other RCTs,
however, this study accepted self-reporting of “subjective” fever in determining
whether someone had an ILIL Lab tests revealed opposite results, with twice as many
participants having developed respiratory viruses in the mask group as in the control
group. These lab-test findings were not statistically significant; still, the lab tests” greater
reliability makes it far from clear that the masks in this study provided any genuine
benefit. ’ |

Other RCTs found no statistically significant benefit from masks in intention-to-treat
analysis. A 2008 pilot study by Cowling et al. in Hong Kong observed that secondary
attack rates, using the CDC’s definition of ILI, were twice as high in the mask group (8
percent) as in the hand hygiene (4 percent) or control (4 percent) groups, but these
observed differences were not statistically significant.

Other methods of analysis, deviating from intention-to-treat analysis, found the
following.

A per-protocol analysis of a 2009 study in Sydney by Maclntyre, et al. found a
significant effect when combining the surgical-mask group with a group wearing N95
hospital respirators. However, the authors write, a “causal link cannot be demonstrated
because adherence was not randomized.” ‘

In subgroup analysis of 2010 and 2012 studies in Michigan by Aiello, et al., limited to the
final several weeks of the respective studies, each study’s mask-plus-hands group had
significantly lower rates of ILI than its control group, while its mask-only group did not.
In 2010, the results for the mask-only group also hinted at a slight benefit, reducing ILI
by an observed (but not statistically significant) 8 percent to 10 percent. In 2012, the
authors concluded, “Masks alone did not provide a benefit.” They nevertheless
recommended the combination of mask use and hand hygiene, despite not having
tested whether that combination works better than hand hygiene alone.



A multivariable analysis of a smallish (218 participants) 2012 study in Germany by
Suess, et al. found that combining the mask group and mask-plus-hands group, while
limiting analysis to interventions begun within 48 hours, produced a finding of
significantly lower levels of lab-confirmed influenza (but not of ILI) in that combined
group (but not in either group separately). The authors, from Berlin, recommended
masking and hand hygiene, while opining, “Concerns about acceptability and
tolerability of the interventions should not be a reason against their recommendation.”

The only RCT to test mask-wearing’s specific effectiveness against Covid-19 was a 2020
study by Bundgaard, et al. in Denmark. This large (4,862 participants) RCT divided
people between a mask-wearing group (providing “high-quality” three-layer surgical
masks) and a control group. It took place at a time (spring 2020) when Denmark was
encouraging social distancing but not mask use, and 93 percent of those in the mask-
group wore the masks at least “predominately as recommended.” The study found that
1.8 percent of those in the mask group and 2.1 percent of those in the control group
became infected with Covid-19 within a month, with this 0.3-point difference not being
statistically significaht.

This study—the first RCT on Covid-19 transmission—apparently had difficulty getting
published. After the study’s eventual publication, Vinay Prasad, an M.D. at the
University of California, San Francisco, described it as “thoughtful,” “useful,” and “well
done,” but noted (with criticism), “Some have turned to social media to ask why a trial
that may diminish enthusiasm for masks and may be misinterpreted was published in a
top medical journal.”

Meanwhile, the CDC website portrays the Danish RCT (with its 4,800 participants) as
being far less relevant or important than the observational study of Missouri
hairdressers with no control group, dismissing the former as “inconclusive” and “too
small” while praising the latter, amazingly, as “showing that wearing a mask prevented
the spread of infection”—when it showed nothing of the sort. '

Each of the RCTs discussed so far, 13 in all, examined the effectiveness of surgical masks,
finding little to no evidence of their effectiveness and some evidence that they might
actually increase viral transmission. None of these 13 RCTs examined the effectiveness
of cloth masks. “Cloth face coverings,” according to former CDC director Robert
Redfield, “are one of the most powerful weapons we have.”



One RCT tested these masks that so many high-profile public-health officials have
touted. This “first RCT of cloth masks,” in the trial’s own words (it is apparently still the
only one), was a 2015 study by MacIntyre, et al. in Hanoi, Vietnam. A relatively large
study, with over 1,100 participants, it tested cloth masks against surgical masks and did
not feature a no-mask control group. The trial tested the protection of health-care
workers, instructing them to wear a two-layer cloth mask at all times on every shift
(“except in the toilet or during tea or lunch breaks”) across four weeks. )

The study found that those in the cloth-mask group were 13 times more likely (2.28
percent to 0.17 percent) to develop an influenza-like illness than those in the surgical-
mask group—a statistically significant difference. The trial also lab-tested penetration
rates and found that while surgical masks were “poor” at preventing the penetration of
particles—letting 44 percent through—cloth masks were “extremely poor,” letting 97
percent through. (N95 hospital respirators let 0.1 percent through.)

The authors write that wearing a cloth mask “may potentially increase the infection

- risk” for health-care workers. “The virus may survive on the surface of the facemasks,”
they explain, while “a contaminated cloth mask may transfer pathogen from the mask to
the bare hands of the wearer,” which could lead to hand hygiene being “compromised.”
As for double-masking, the authors write, “Observations during SARS suggested
double-masking . . . increased the risk of infection because of moisture, liquid diffusion
and pathogen retention.” Absent further research, they conclude, “cloth masks should
ot be recommended.”

MacIntyre and several other authors of this study, perhaps under pressure from the
CDC or other entities with similar agendas, released what the CDC calls a “follow up
study,” in September 2020. This follow-up isn’t really a study at all, certainly not a new
RCT, yet the CDC cites it favorably while disparaging the original study, which, the
CDC asserts, “had a number of limitations.” This 2020 follow-up pretty much amounts
to publishing the finding that when hospitals washed the cloth masks, health-care
workers were only about half as likely to get infected as when they washed the cloth
masks themselves. Still, the 2020 publication says, “We do not recommend cloth masks
for health workers,” much as the 2015 one said.

Other reviews of the evidence have been mixed but generally have come to similar
conclusions. Certain masking advocates admit that the RCT evidence is “inconclusive”
but cite other forms of evidence that have held up poorly. A study for Cochrane
Reviews by Jefferson, et al. that examines 13 of the 14 RCTs discussed herein (all but the



Denmark Covid-19 study) notes “uncertainty about the effects of face masks” and writes
that “the pooled results of randomised trials did not show a clear reduction in
respiratory viral infection with the use of medical/surgical masks during seasonal
influenza.” Meantime, a study by Perski, et al., which performed a Bayesian analysis (\)n
11 of the 14 RCTs discussed herein, concluded that when it comes to “the benefits or
harms of wearing face masks . . . the scientific evidence should be considered
equivocal.” They write, “Available evidence from RCTs is equivocal as to whether or
not wearing face masks in community settings results in a reduction in clinically- or
laboratory-confirmed viral respiratory infections.”

In sum, of the 14 RCTs that have tested the effectiveness of masks in preventing the
transmission of respiratory viruses, three suggest, but do not provide any statistically
significant evidence in intention-to-treat analysis, that masks might be useful. The other
eleven suggest that masks are either useless—whether compared with no masks or
because they appear not to add to good hand hygiene alone—or actually
counterproductive. Of the three studies that provided statistically significant evidence in
intention-to-treat analysis that was not contradicted within the same study, one found
that the combination of surgical masks and hand hygiene was less effective than hand
hygiene alone, one found that the combination of surgical masks and hand hygiene was
less effective than nothing, and one found that cloth masks were less effective than
surgical masks.

H iram Powers, the nineteenth-century neoclassical sculptor, keenly observed, “The
eye is the window to the soul, the mouth the door. The intellect, the will, are seen in the
eye; the emotions, sensibilities, and affections, in the mouth.” The best available
scientific evidence suggests that the American people, credulously trusting their public-
health officials, have been blocking the door to the soul without blocking the
transmission of the novel coronavirus.

Jeffrey H. Anderson served as director of the Bureau of Justice Statistics from 2017 to
2021, and is co-creator of the Anderson & Hester Rankings, part of college football’s
Bowl Championship Series formula from 1998 to 2014.
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