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News Round Up by Bill Kent

Janice was a member of the Working Group that had been
set up to advise the government’s Chief Medical Officer
(CMO) on what was needed for CFS/ME patients throughout
the country.

News Round Up
Welcome to our first online Newsletter. Our Spring 2021 Newsletter was the last to be printed and mailed out. As we explained in that issue, we took the decision to change to this
format because of the cost of printing, assembling and mailing
out the paper version. Like many charities we have had to
make economies of this kind because we could not hold our
usual fundraising events during the period of lockdown.

The CMO’s report was published early in 2002. In a nutshell
it said that local NHS Authorities should look to what was
needed for the CFS/ME patients in their areas and take steps
to set up the necessary service. Later the government made
central funding available for this purpose.

Donations – a big thank you!

Outcome

We also explained in our last issue that, as we are no longer
issuing a printed Newsletter, we will not demand an annual
subscription in future. However, we added that a voluntary subscription or donation would be most welcome to help finance
the work of reMEmber.

The outcome was rather disappointing. Some places set up a
reasonable service, but others never did, and in some places
services were set up and later taken away. Where there are
services the type of provision and the standard of treatment
varies from one place to another. Furthermore none of these
services cater for children, and there is very little provision for
people who are too ill to get to a clinic (often no provision at
all). Our attempts to discuss these problems with the various
tiers of NHS administration have fallen on deaf ears.

We are delighted to report that a lot of people have subscribed
or donated either by banker’s order, through Pay Pal or by
sending in a cheque or postal order. If you haven’t yet made a
donation for 2021-22 and would like to do so, your contribution
will be most welcome. You can find more information about
making payments on the Membership/Donations page of our
website.

Next steps
What we would like to develop is an exemplar service in one
geographic area. This could consist of, for example, a consultant physician, a specialist nurse and support staff. These
would be highly trained, highly motivated people whom patients could visit for diagnosis, treatment and advice, but who
might also make domiciliary calls where these are seen to be
necessary. We have discussed this idea with Sonya Chowdhury, the Chief Executive of Action for ME (AFME). AFME
like the idea and would be prepared to work on the project
with reMEmber – if the money for it can be obtained. We are
now investigating possible sources of funding.

The future work of reMEmber
As well as continuing to provide help and advice to CFS/ME
sufferers and their carers, we will continue to campaign for better services for them, and this includes working towards an exemplar CFS/ME service. We explained our proposal for such a
service in our Spring Newsletter, but here is an updated refresher.
The need for CFS/ME clinics - background
When reMEmber was set up in 1999 it was with the aim of establishing a comprehensive, top class treatment and care service for CFS/ME patients. At that time there were very few places providing accurate diagnosis and any sort of therapy for people who reported symptoms of CFS/ME. One of the few was the
service Professor Tony Pinching had established at St Bartholomew’s Hospital in London, and we hoped to be able to set up
another service of this kind.

Forward-ME
Members of Forward-ME have been discussing how they
might work more closely together for the benefit of CFS patients; the collaboration between reMEmber and AFME (see
previous paragraph) is an example of this. The Countess of
Mar has now stepped down as chairman of Forward- ME,
although she will remain a member and give guidance to her
successor.

However, we soon realised that raising the huge sum of money
needed for such a service would be beyond the ability of a
small charity. We therefore concentrated on providing help and
advice to CFS/ME sufferers and their carers. At the same time

The Countess founded Forward-ME in 2008 and has ably led
it ever since. reMEmber was one of the nine original members and we are very appreciative of her leadership skills and
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tenacity over that period. She has brought senior healthcare
professionals and high ranking officials to answer our questions about the various services as they relate to people with
CFS/ME. She has asked questions of Ministers in the House
of Lords, and has played a leading role in getting professionals
and government to appreciate that this is a serious illness in
need of serious attention.

problem is lack of funding. All social care services need more
money if provision is to be improved, and this presents a problem for the Government which has spent billions dealing with
the effects of the Coronavirus. That is why they continually
delay making any commitment to fund the urgently needed
improvements in social care. We suggested last year that
much improvement could be achieved by bringing care homes
into the NHS. An alternative would be to set up a parallel
scheme which would be funded by central government as the
NHS is. But that still begs the question “How would the Government raise the money?”

Her successor is Andrew Morris. He has been a leading figure
in the events industry for over thirty years. He has held a number of important posts, including CEO of the National Exhibition Centre (NEC) in Birmingham, and CEO of the Academy
for Chief Executives. In 2018 he launched his charity the
Wellside Trust which supports vulnerable and disadvantaged
victims of trauma, loss and racism. He has told us that his
daughter has ME, and this has spurred him to take on the
chairmanship of Forward-ME.

This matters to all of us because we are all potential users of
these services.
Research – what do CFS/ME patients, carers and clinicians want?
We (and other members of Forward-ME) have been contacted
by Russell Fleming of the ME Association about a survey being conducted by the James Lind Alliance Priority Setting Partnership for ME/CFS (JLA PSP). Russell represents ForwardME at the JLA PSP and says they have a good track record in
this area. Funding for the project has come from the National
Institute for Health Research, the Medical Research Council
and the Scottish Government’s Scientific Office.

The Countess of Mar has said that now is the time for Forward
-ME to take a different approach to our relationships with important people and organisations, that an efficient system of
management is therefore needed, and that Andrew Morris is
just the right person to achieve that.
It will be interesting to see how things develop over the coming
months.

The survey is now open and is asking people with CFS/ME,
carers and family members, and clinicians what answers they
want from CFS/ME research. The survey will close on 5 th July
2021.
To take part in the survey go to https://www.psp-me.co.uk/take
part/
This is your chance to tell researchers exactly what you
want them to discover.
Obituary; Dr Ian Gibson
It was with great sadness that we learned of the death of Dr
Ian Gibson at the age of 82 on 9th April. Dr Gibson was the
Labour MP for Norwich North from 1997 to 2009 when he resigned. Both in and out of Parliament he was respected as an
expert on scientific matters. While at Westminster he urged
more research into the role of organophosphates as a health
hazard, and insisted that both Gulf War Syndrome and CFS/
ME were real diseases. He was a patron of BRAME, the voluntary organisation that promotes awareness of ME, and was
author of the 2006 Gibson Inquiry into the causes and treatment of ME.

The new NICE Guideline
Publication of the new Guideline was due in March this year,
but it has been postponed until August. The reason given is
that there was an avalanche of comments in response to the
draft Guideline sent to NICE stakeholders last November, and
all these comments have to be carefully considered. Informed
opinion, though, is that the final Guideline is unlikely to differ
substantially from the draft one.
The Queen’s Speech – Social Care
The Queens Speech to Parliament on 11th May outlined 30
Bills the Government wants to pass into law. It also said the
Government would bring forward measures to reform the social care system in England but…
It did not commit the Government to introducing a specific Bill
on funding the system.
And it has been suggested that the cost could run into billions.
The lack of a new Bill has been criticised by opposition politicians and care groups.
We referred to the difficulties faced by local authority social
services in last Summer’s Newsletter when we outlined the
problem of Covid-19 in care homes. As we said then, the main
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Obituaries to Dr Gibson appeared in a number of newspapers,
so it is very sad that there was very little mention in any of
them about his hard work on behalf of CFS/ME patients –
none at all for example in his local paper, the Eastern Daily
Press. His obituary in the Daily Telegraph covered three columns, but its only mention of ME was a note that he produced
a book “Politics and ME” with Elaine Sherriffs in 2017.

David and Goliath/George and the
Dragon/Myhill and the GMC
By Charles Taylor our Legal Adviser

We met Dr Gibson on several occasions. Here he is with
Janice at a conference in London in December 2006.

All our medical woes date from the beginning of the last
century, when the tycoon John D. Rockefeller decided to
increase his fortune by buying up drugs companies. He
gave $1 million to every state and $1 million to the top
universities to ensure that medicine became ‘pill pushing.’ Only those who prescribed drugs were to have
licences to practise medicine.
Treatment by drugs
formed the bulk of medical training. We all know that
diet and nutrition is at least 90% of health, but our doctors spend less than two weeks on this during their years
of training. Some medical courses completely ignore
diet and nutrition.

CFS/ME and the coronavirus vaccine
We have received several enquiries from CFS/ME patients
who are concerned that the Covid-19 vaccine might have adverse effects on their condition. We have explained to them
that all the evidence is that none of the vaccines in current use
have shown any problems as far as CFS/ME is concerned.
We are aware that some people avoid vaccines altogether;
that is their choice but we have pointed out to them that the
wages of non-vaccination could be death!
Other people are anxious that they have not yet received their
jabs and feel they should have priority because of the severity
of their CFS/ME. On this point we note that on 8 th April there
was a Question in Parliament by Jim Shannon MP, asking the
Secretary Of State for Health and Social Care what steps he is
taking to ensure GPs can identify asthma patients and ME
patients for the Covid-19 vaccine.

For a brilliant appraisal of this hijacking of medicine by
Big Pharma please watch:
https://www.youtube.com/
watch?v=V3cvqrNvcR8&feature=youtu.be
Commercial interests have created the concept of
“evidence led medicine.” So if you treat a 1000 patients
in a certain way and they all get better, this is NOT evidence led medicine. You must have a trial costing a
fortune with large numbers taking the treatment as
against those receiving placebo alternatives.
We all
know about the benefits of vitamin C, but, in fact, we
don’t really, because to know we would require huge and
expensive studies. Most major studies are funded to
prove a point. My particular bugbear is the Framingham
Study of Cardiovascular Disease. This was set up to
show that cholesterol caused heart disease.
After a
long study the results were microscopically in favour of
this conclusion. On the basis of this microscopic differential is based the whole demonization of cholesterol
and the enormously lucrative statin industry.
[Oxidization of cholesterol is indeed implicated in cardiovascular disease, but we need to avoid not cholesterol,
but the oxidization by sugar, stress, air pollution, processed foods, the products of big business, etc.]. Unlike
statins, which have damaging side effects for a pointless
objective, vitamins and minerals are generally free of
harm (vitamin E is fat soluble and can result in an overdose) and most modern illness flows from insufficiency
of vitamins and minerals in our diet. One unambiguous
finding of Framingham was that cholesterol levels are not
increased by fat consumption and yet this finding was
suppressed and now the fatuous idea that fat is bad has
achieved almost unquestioned dominance.

In a Written Reply, Nadhim Zahawi MP (the Minister responsible for the vaccine programme) said that CFS/ME has not
been identified as a condition that makes an individual extremely vulnerable or a condition that would place an individual at increased clinical risk from Covid-19. However, it is likely
that CFS/ME patients will be offered Covid-19 vaccines where
their age or underlying health issues would put them at increased clinical risk.
Since then things have moved on rapidly and the hope is that
within a few weeks all adults in England will have been offered
vaccination.
Also in this issue
We have identified articles on several subjects relevant to
CFS/ME and have included them as follows;
Charles Taylor, our legal adviser, comments on the General
Medical Council’s attempts to bring sanctions against
“unconventional” doctors – Page 7
Long Covid and ME/CFS, information and management; another article by Dr Shepherd - Page 8
The danger of possible malnutrition in very severe CFS/ME by
Dr Willy Weir et al – Page 9
Wuhan? Bats? How SARS/Covid-19 may have evolved by Dr
Joseph Mercola – Page 14
A study using Artificial Intelligence (AI) on the possible effect
of tetanus vaccination on Covid-19 infection - Page 17

In the world of medicine as in all else the motto must be
‘follow the money.’ In this time of crisis, have you noticed that the simple step of boosting your immune system with vitamin D and zinc has not been properly publicised? Hydroxychloroquine and Ivermectin are drugs
most efficacious in the treatment of Corona virus, but

Dr Charles Shepherd warns against the use of an antipsychotic drug to treat pain in CFS/ME – Page 20
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they are cheap drugs and they have not been allowed to
obstruct the hugely profitable trial ‘vaccines’. Further, a
dubious article appeared in “The Lancet” denouncing
Hydroxychloroquine, which had to be withdrawn (almost
unheard of). I watched a video the other day, in which
a cancer expert said, “If I kill patients with harmful but
conventional treatment I am safe, but if I cure them with
unconventional treatment I will lose my licence”.

of the GMC. During one investigation, Dr Myhill obtained a legal opinion prepared for the GMC, which said,
“…the problem with the Myhill cases is that all the patients are improved and refuse to give witness statements.” No patient has ever complained. By the time I
came on the scene in 2020 the score was Myhill 37, the
GMC 0. However, the GMC now thought it was shooting at an open goal. A Brighton GP had lodged a complaint without the knowledge and against the wishes of
her patient, ‘Patient B.’ The GMC wrote to Dr Myhill
demanding Patient B’s medical notes. Not surprisingly,
this prospect was most distressing to Patient B, who adamantly declined
to consent to disclosure.
Dr
Myhill being Dr
Myhill therefore
refused to comply
with the GMC’s
demand. Now it
is the legal position that the GMC
has a statutory
right to receive
medical
notes
from doctors and
so that is why it
looked like an
open goal. You
can tell the personal nature of
this prosecution,
because usually
the GMC uses its
own
in-house
lawyers, but this
time, even though
it appeared that
there was an
open-and-shut
case against a
litigant in person the GMC instructed a top Queen’s
Counsel to prosecute. It was looking like the GMC’s
first goal, but sadly for them it turned out to be Myhill 38,
because the GMC had failed to comply with the strict
requirements of its own statutory powers and had failed
to give due weight to Patient B’s right to confidentiality.
God Bless the Manchester Tribunal!

Dr Sarah Myhill has devoted her celebrated career to
treating people by formulating good diet and nutrition
and the use of vitamins and minerals. She has a number of published
research articles in
her name.
She
committed the sin
of
approaching
treatment unconventionally and the
greater sin of being
successful. If you
want to understand
her wonderful concept of treatment
by nutrition and
vitamins (I am a
devotee)
please
read her book,
“Ecological Medicine.” It will open
your eyes.
Of
course, I must also
mention two of her
other books, the
first with the catchy
title,
“Diagnosis
and Treatment of
Chronic
Fatigue
Syndrome
and
Myalgic Encephalitis” and “Chronic
Fatigue Syndrome
- it’s Mitochondria, not Hypochondria” which won the
BMA Best Book Award. You will know better than I that
conventional medicine has at best neglected ME/CFS.
Dr Myhill has devoted her energies to better understanding and treating ME as a physical disease. She adopts
unconventional treatments, such as the injection of vitamin B12. Vitamin B12 is a safe and well recognized
vitamin. It is water soluble like vitamin C, so you cannot
suffer serious injury by overdose. Reflecting the inbuilt
prejudice in favour of allopathic treatment (conventional
drug-based medical practice) the GMC were enraged by
Dr Myhill’s unconventional approach and driven to fury
by her success. Between 2000 and 2012 Dr Myhill
faced 30 investigations by the GMC, making her the
most investigated doctor in history. These investigations besmirched her name. Her position as the ‘go-to’
doctor for the BBC melted away. She faced the expense and time involved in appearing in tribunals hundreds of miles distant. Her patients suffered because
she was sometimes suspended, or her powers as a doctor curtailed, pending the result of the investigation. All
these investigations came to nothing. Really more than
nothing, because at the end of the investigations Dr
Myhill was exonerated, usually by the formal concession

The above investigation 38 started the day after Dr
Myhill threatened to take the GMC’s refusal to investigate the Pace Trial of 2011 (published in The Lancet) to
review in the High Court. The GMC had had the complaint for months. Was this coincidence? Following the
GMC’s defeat in Manchester, five more investigations
have been begun. It is truly shocking that we live in
such a world so dominated by Big Parma and such injustice. At least this abuse is finally getting some publicity:
https://www.conservativewoman.co.uk/hounded-bymedical-tyrants-a-doctor-who-believes-in-vitamins/
Thank goodness that there are courageous Myhills in
this world.
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Long Covid & ME/CFS: Information & Management by Dr Charles Shepherd
May 6, 2021
symptoms that are more consistent
with the sort of post-viral fatigue
syndromes that may precede ME/
CFS.
In April and November 2020, we
produced MEA information and
guidance to the management of
Post-Covid fatigue, Post-Covid fatigue syndromes and the overlap
between ME/CFS and Long Covid.
This information and guidance was
based on how our knowledge and
expertise about post-viral fatigue,
post-viral fatigue syndromes and
ME/CFS could be transferable to
people who were not recovering
from COVID-19, and where the
symptoms were the same or very
similar to ME/CFS.
Information and guidance from The
ME Association on Post-Covid Fatigue, Post-Covid Syndromes,
Long Covid and the overlaps with
ME/CFS.
This is a new 40-page booklet covering all aspects of Long Covid &
ME/CFS. It forms part of the range
of FREE Covid Resources we
have made available on the MEA
website.
Long Covid & ME/CFS: Information & Management | May
2021
Introduction
The ME Association (MEA) has
been helping people with post-viral
fatigue/debility, post-viral fatigue
syndromes (PVFS) and ME/CFS
(myalgic encephalomyelitis/chronic
fatigue syndrome) for many years.
Back in April 2020 we became
aware of an increasing number of
people who had been ill with
COVID-19 and were not improving,
even after several weeks.
Almost all had been self-managed
at home with an illness that mostly
varied from mild to moderate in
severity, but not usually requiring
hospital admission.
Most had debilitating fatigue, often
combined with continuing COVID19 symptoms involving the lungs or
heart in particular. Many also had

This information and guidance has
now been fully updated to take account of developments in our understanding of the presentations
and management of
Post-COVID-19
ill
health and how best
to name the various
clinical presentions.

people
One in seven were symptomatic at
12 weeks – approximately
700,000 people
Around 70,000 people were still
symptomatic one year on from
the initial infection
In 20% of cases this was having a
significant effect on day-to-day
activities
Post-Covid ill health was more
common in people working in
health and social care professions
Data from the latest (March 2021)
University of Leicester/PHOSPCOVID study of people who were
admitted to hospital indicates that
seven out of ten people who were
hospitalised with COVID-19 were
still not recovered five months after
discharge.
Researchers reported that each par-

How many people
have a Post-Covid
Syndrome or Long
Covid?
At present, we have
no firm indication as
to how many people
are
experiencing
persisting ill health
following COVID-19.
However, if current
estimates of around
10% of people who
were home managed and are remaining unwell
after 3 months are accurate, this
would translate into well over
100,000 people with some form of
significant Post-Covid ill health.
The latest data (March 2021)
from the Office of National Statistics (ONS) indicates that:
One in five people were still
symptomatic at 5 weeks after
the start of the initial infection
– approximately 1 million
8

ticipant had an average of nine persistent symptoms. The ten most
common symptoms were: muscle
pain, fatigue, physical slowing down,
impaired sleep quality, joint pain or
swelling, limb weakness, breathlessness, pain, short-term memory loss,
and slowed thinking. Around 25%
also had significant anxiety or depression.
Download: Long Covid & ME/CFS:
Information & Management |
May 2021

Life-Threatening Malnutrition in Very Severe ME/CFS
Helen Baxter 1*, Nigel Speight 2 and William Weir 3
1 25% ME Group, Troon KA10 6HT, UK
2 Medical Advisor to 25% ME Group,
Durham DH1 1QN, UK;
speight@doctors.org.uk
3 NHS Consultant Physician, London
W1G 9PF, UK; wrcweir@hotmail.com



Correspondence:
hbaxter@25megroup.org

Abstract: Very severe Myalgic Encephalomyelitis (ME), (also known as Chronic
Fatigue Syndrome) can lead to problems
with nutrition and hydration. The reasons
can be an inability to swallow, severe
gastrointestinal problems tolerating food
or the patient being too debilitated to
eat and drink. Some patients with very
severe ME will require tube feeding, either enterally or parenterally. There can
often be a significant delay in implementing this, due to professional opinion, allowing the patient to become severely
malnourished. Healthcare professionals
may fail to recognize that the problems
are a direct consequence of very severe
ME, preferring to postulate psychological
theories rather than addressing the primary clinical need.

commonest is that the patient is just so
debilitated that the sheer effort of eating
and drinking is too much for them [1].
Another potential mechanism is that
there are genuine difficulties with swallowing [2]; the causes for this are currently unclear. Finally, there may be problems lower down the alimentary tract
such as gastroparesis, or features of
malabsorption, with the additional possibility of Mast Cell Activation Disorder
(MCAD). In these latter instances, enteral
tube feeding may fail and recourse to
Total Parenteral Nutrition (TPN) may be
necessary.
A lack of awareness by healthcare professionals of this problem may constitute
a barrier to the patient receiving timely
artificial nutrition (AN). There is limited
literature on this subject. The 2007 NICE
Guidelines [3] make passing reference to
the issue, as do the Paediatric Guidelines
from The Royal College of Paediatricians
and Child Health (RCPCH) in 2004 [4]. It
is also mentioned in a recent paper on
severe ME in young people [1]. Both ME/
CFS [5] and nutrition [6] are poorly covered in the curriculum at medical schools.

Nasogastric Tube (NGT); Nasojejunal
Tube (NJT); Percutaneous Endoscopic
Gastrostomy (PEG);

The potential adverse consequences for
the patient of their problem not being
promptly recognized and responded to
are considerable. There is often a significant delay in implementing tube feeding
in patients experiencing difficulties obtaining nutrition and hydration. Tube
feeding is often not instigated until the
malnutrition becomes life threatening.
Healthcare professionals seem to fail to
recognize that the inability to eat and
drink is a direct consequence of the severity of the ME, instead preferring to
postulate psychological theories.

Total Parenteral Nutrition (TPN); Home
Enteral Nutrition Service (HENS); Mast
Cell Activation Disorder (MCAD)

Healthcare 2021, 9, 459. https://
doi.org/10.3390/healthcare9040459
https://www.mdpi.com/journal/healthcare

1. Introduction
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Some of the most severely affected ME
patients experience serious difficulties in
maintaining adequate nutrition and hydration and will require feeding enterally.
There are a variety of mechanisms
whereby nutritional difficulties arise and
they are not uncommon in the most severe cases of ME/CFS. Perhaps the

Apart from the medical issues, it can be
emotionally very upsetting for the patients to have their problems not recognized, or misdiagnosed.

We present five case reports in which
delay in instigating tube feeding led to
severe malnutrition of a life-threatening
degree. This case study aims to alert
healthcare professionals to these realities.
Keywords: Myalgic Encephalomyelitis
(ME); Chronic Fatigue Syndrome (CFS);
enteral feeding;

As staff and volunteers with the UK’s
25% ME Group—the charity supporting
people living with severe and very severe
ME—we have become aware of these
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factors and have become very concerned by the clinical response both in
the community and in acute settings.
This case report documents current
NHS responses to patients in this situation, with the aim of raising awareness
amongst healthcare professionals.
2. Methods
With the awareness of the difficulties
people with very severe ME can have
obtaining nutrition and hydration and
the clinical response, the 25% ME
Group devised a questionnaire for
members who had experience of being
enterally or parenterally fed. An invitation to participate was placed in the
25% ME Group charity’s newsletter,
‘The Quarterly’, in summer 2019. This
was available either on paper by post
or via email. The questionnaire contained a range of questions such as
age, reason for AN, type of AN, duration and an open-ended section for
noting ‘any other relevant information’ (see Supplementary Materials).
Reasonable adjustments were put in
place to maximize participation whilst
attempting to minimize the likelihood of
post-exertional malaise. These included flexibility in the method of communication with patients and family/paid
home worker staff and no fixed end
date to return the questionnaire. Two of
the patients’ ME was so severe that
they were unable to read, write or type
and in one case speak. A member of
staff from 25% ME Group made direct
contact with them and communicated
via telephone, text or with their representative to gather information. As the
member of staff has experience of talking to people with severe ME, she listened for signs of tiredness in the patient’s voice and terminated telephone
calls at the first sign of fatigue.
Questionnaire responses provided a
foundation; additional information was
obtained using the patients’ preferred
method of communication. From the
information given, a series of anonymized case reports was developed.
The case reports represent an opportunity sample.

3. Results
3.1. Case 1
This patient was diagnosed with severe
ME as a child and has never fully recovered. She has been very severely affected for the past nine years. She has received care in a nursing home setting,
hospital and now in her forties has
around the clock care in the community.
Her difficulty swallowing started in 2015
whilst a resident in a nursing home. A
speech and language therapist (SALT)
diagnosed dysphagia, cause unspecified. A community dietitian visited and
prescribed oral nutritional supplements
(ONS). The patient was unable to tolerate these and became increasingly malnourished.
Although she was already significantly
underweight, the primary health care
team failed to recognize the severity of
the situation. Over a seven week period
she was almost completely unable to
ingest any nutrition or hydration. As the
situation deteriorated the patient was
told that she would be sectioned under
the Mental Health Act if she did not go to
hospital. She reluctantly agreed to a
voluntary admission.
Over a two week period in hospital she
was intermittently given intravenous fluids, but no nutrition. She was screened
using the malnutrition universal screening tool (MUST); her MUST score was 4
(2 or above denotes high risk of malnutrition [7]). Her condition deteriorated
further to the extent that she had to be
admitted to a High Dependency Unit
(HDU) because no Intensive Care Unit
(ICU) bed was available, after which a
Nasogastric Tube (NGT) was inserted.
By this time, she was found to be suffering from a severe electrolyte imbalance,
which further delayed the establishment
of a feeding regime due to the risk of refeeding syndrome.
Two months later with an established
NGT feeding regime in place her MUST
was still only 2.
The patient gained the strong impression
that her doctors regarded her problems
as psychological in origin and that she
was being treated as if she was suffering
from an eating disorder.
An NGT was sited prior to discharge.
The patient was told another NGT would
not be sited. The tube remained in situ

far longer than recommended until it
became unusable. It was re-sited as an
emergency in hospital. Subsequently the
tube became blocked on several occasions and each time the patient had to
attend the hospital as an emergency to
have it replaced. This was especially
concerning as there was no guarantee
the tube would be re-sited, despite a
clinical need.
In 2019 this situation improved after a
Percutaneous Endoscopic Gastrostomy
(PEG) was sited, and finally the patient
had an improvement in her quality of life
with the allocation of a Home Enteral
Nutrition Service (HENS) dietitian who
made changes to the feed to ameliorate
pain whilst being fed.
The patient still feels that there has been
a failure to acknowledge her dysphagia.
Today she has a normal BMI and continues to receive her preferred choice of
care in the community.
3.2. Case 2
This female patient is in her 50s. She
was diagnosed with ME following viral
encephalitis in her twenties and has had
very severe ME from the outset, being
bedbound and needing around the clock
care. She has required NGT feeding for
over twenty five years. Following a diagnosis of intestinal failure two years ago
she now requires parenteral feeding.
Within the first eighteen months of diagnosis, over a five-month period, the patient started to experience swallowing
difficulties complicated by facial paralysis leading to an inability to maintain
adequate nutrition and hydration, and to
significant weight loss.
There was little intervention by primary
care, but after five months of malnutrition
the GP prescribed oral nutritional supliments (ONS). The nutritional difficulties
and associated weight loss necessitated
an emergency hospital admission.
NGT feeding was instigated following the
intervention of a psychiatrist who stated
that her nutritional difficulties were not
psychological in origin. A Speech and
language Therapist (SALT) assessment
confirmed the swallowing reflex was
absent. Despite the diagnosis of dysphagia, a second psychiatrist told her that
her inability to swallow was psychological. Three months later, with little weight
gain, her discharge home was planned
without an NGT. With family pressure
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she was finally sent home with an NGT
in place.
For over twenty five years NGT feeding
continued with the support of a HENS
dietician. The GP arranged for an
anaesthetist to re-site the tube at home
until this service was withdrawn. A private arrangement was made by the
family to avoid travel to hospital, which
would have been detrimental to the
patient’s condition.
Recent abdominal surgery, complicated
by adhesions, led to a bowel obstruction and another emergency admission
to hospital due to extreme vomiting.
Total Parenteral Nutrition (TPN) was
commenced.
A peripherally inserted central catheter
(PICC line) infection necessitated its
removal and the patient was transferred
to a specialist unit in another hospital.
Despite the success of TPN, a trial of
NGT feeding was enforced causing
further weight loss with vomiting and
abdominal pain. A barium meal showed
gastroparesis and intestinal failure. A
Naso jejunal Tube (NJT) was then sited
but the patient experienced the same
effects as with the NGT. Nutrition via
TPN was then started, but despite this,
further weight loss occurred. When this
was brought to the attention of the
medical team, they accused the patient
of interfering with the pump despite this
being physically impossible. By this
point the patient’s BMI was 11.4. The
family monitored the feed administered,
and showed it was less than prescribed. A second opinion was requested by the family and Mast Cell Activation Disorder (MCAD) diagnosed. Medication was prescribed to treat this
which stabilized and then increased the
patient’s weight. On discharge from
hospital her BMI was 13.8.
Currently, TPN is still being administered via a PICC line. Her BMI is 18.6.
Unfortunately, there is currently no provision for community based TPN within
the NHS, so administration and supply
of the feed has had to be outsourced to
a private company.
3.3. Case 3
This patient is a young adult with severe ME who had been cared for at
home for over three years before becoming nutritionally deficient.
At home the patient was cared for in

bed in a darkened room. Her family became concerned about her poor oral
intake and the associated weight loss.
Her mother tried repeatedly to get professional help in the community but it
was not forthcoming; the patient required
an emergency admission to hospital.
Once in hospital only IV fluids were given, with a delay of nine days before nutritional feed was given via a NGT. A
SALT assessment failed to find a reason
for the swallowing problems. An eating
disorder was excluded. With the apparent lack of an organic reason for the
situation, psychological problems and
lack of motivation were suggested as a
cause by hospital staff. Reluctance to
allow long-term feeding via NGT was
expressed, the reason cited being that
she might become “dependent” on this
form of treatment.
Accordingly, attempts were made to
wean her off the NGT, in the form of
longer waits between feeds. This was
observed and challenged by the patient’s mother. Two months into her admission the need for long term nutritional
support in the community was accepted
by the nutrition support team (NST). An
NJT was inserted on the grounds that
there was no domiciliary service for resiting NGTs. She was then discharged
and is maintaining a normal BMI while
being cared for at home.
3.4. Case 4
This patient was diagnosed with ME as a
child. Several years later the ME became very severe. She became virtually
unable to eat and had severe nausea.
An ME specialist recommended tubefeeding. The patient and her parents
agreed to it. There was a lengthy delay
because the local paediatricians refused
it. Her inability to eat and the delay
caused significant weight loss and the
situation became life threatening. The
patient was admitted to hospital where
NGT feeding commenced. The local
paediatricians claimed that she had anorexia nervosa and persuasive refusal
syndrome and threatened admission to a
psychiatric unit. A psychiatrist found that
she did not have any psychiatric disorders. She was NGT fed for nine months
before a PEG was sited.

3.5. Case 5
ME was diagnosed in childhood in this

patient; she is now in her forties. She has
had two episodes of enteral feeding,
firstly in her thirties and more recently for
a longer period of four years. She has
needed emergency admissions to hospital on both occasions in order to access
enteral feeding. As with the other cases
there was no support in the community
for the provision of NGT feeding.
At the first emergency admission, her
BMI was 13.7 She was fed by NGT for
three weeks, following which the NGT
was removed prior to discharge. The
patient felt she had been labelled as having an eating disorder. On discharge she
was allocated an eating disorders dietician who alluded to the likelihood that
she would be sectioned under the Mental
Health Act if she lost more weight.

Features emerging from these five
cases include:
All were allowed to become severely
malnourished and dehydrated to a life
threatening extent.
The inability to swallow in all cases
was believed to be psychological in
origin and psychiatrists became involved in all cases.
All five were considered to be suffering
from anorexia nervosa; had this been
the case
it would have warranted tube feeding.
Two were advised that their enteral
nutrition would be stopped, despite a
clinical need.

Following a move to a new area, a different consultant looked at her case and
made a diagnosis of gastroparesis.

Two were threatened that they would
be sectioned under the Mental Health
Act, if they did not eat and drink or if
they lost weight again.
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A worsening of her ME, a fall in her BMI
to 14.8 and being barely able to consume any ONS led to another emergency admission. On this occasion she was
provided with a long-term plan. She was
discharged with an NGT in situ and with
the involvement of a HENS dietician.
While in hospital she had been taught
how to reinsert an NGT herself which
she was then able to do at home, avoiding the need for further hospital admissions.

This case report documents the experiences of five people. While the number of cases reported here is small,
our experience of supporting other
severely affected ME patients has
shown similar failures in a much larger
number of cases.

Working in conjunction with the HENS
dietitian, the patient has progressed to
modifying her diet to food which was
more easily digested. She has been able
to remove the NGT but still requires ONS
to meet her calorific requirements. Her
BMI is currently 20.5.
3.6. Summary
The experiences of all five participants
share some strikingly similar features. All
had been allowed to become and remain
severely malnourished and dehydrated.
The experience was frightening and
emotionally upsetting for the patients.
The extent of the malnutrition could have
further consequences, both short- and
long-term. The re-introduction of nutrition
poses an immediate risk of re-feeding
syndrome [8] and there are possible
longer-term consequences for the patients’ health status including poor wound
healing, neurological damage, and osteoporosis [9].
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4. Discussion
This series of cases demonstrate a
common set of problems. The clinicians involved seemed unaware that
severe ME can lead to serious problems maintaining adequate nutrition
and hydration. Perhaps this is understandable, as many clinicians will only
meet one or two cases of severe ME
in their careers, and the subject is
poorly taught at both undergraduate
and postgraduate levels [5].
The doctors failed to recognize the
severity of the malnutrition or to provide appropriatenutritional support in a
timely manner [10]. Each case develo
ped life-threatening problems as a
result and were only saved by the late
introduction of some form of nutritional
support. Clinical inertia was evident
throughout. In respect of the repeated
finding that patients were wrongly regarded as having an eating disorder
as a cause for their nutritional problems, it is lacking in logic for the doctors concerned not to have treated this
on its own merit. Tube feeding, with or
without a court order, is frequently

resorted to in cases of an eating disorder.
Either the doctors were not serious in
making this diagnosis or they were somehow generally prejudiced against the
patients on account of their being cases
of ME/CFS. In each case, the doctors
resorted to making inappropriate psychological diagnoses without positive evidence of psychopathology.
NICE Clinical Guideline 53 on ME/CFS,
lists the nutritional problems which may
be experienced by a person with severe
ME/CFS and also notes the possible
need for tube feeding in patients with
severe ME:

nutritional difficulties become apparent.
An early warning system needs to be put
in place for patients with severe ME so
that when they or their representatives
become aware of the development of
problems with oral intake prompt action
is taken and tube feeding started thereby
avoiding undernutrition in patients with
very severe ME. Early intervention in the
form of tube feeding has been shown to
be beneficial in patients with severe ME
[1].

5. Conclusions
To remedy the problems identified in this
survey, the most important first step remains to improve medical education for
healthcare professionals regarding the
fact that severe ME can cause nutritional
problems, and that these may require
early intervention with tube feeding. Progress has been made in that a Continuing Professional Development (CPD)
Module on ME has been developed [14]
and launched in May 2020. The uptake
was very poor with fewer than two thousand clinicians taking the module to
date. Medical education around ME
needs to be made part of the core curriculum for undergraduate students and
should also be included in postgraduate
education. It is necessary for the clinician to recognize ME/CFS as an organic
illness. It can only be hoped that the new
NICE Guidelines aid clinicians’ understanding and provide guidance on dealing with nutritional problems such as
those described in this series.

NICE suggest using Clinical Guideline 32
‘Nutrition support for adults: oral nutrition
support, enteral feeding and parenteral
nutrition’ [11] for any patients who are
nutritionally compromised. This document is referenced in CG53 [3]. Each of
the patients met the criteria for enteral
feeding set out in CG32. Given the nutritional status of the patient, the clinicians
should have followed the NICE guidance.

Patients with very severe ME are bedridden and require around the clock care.
They are best cared for at home where
the environment can be adapted to best
meet their needs. These patients will
have extreme sensitivity to noise and
light, such that they need to be cared for
in a darkened room. People with very
severe ME invariably report that travel to
hospital and the hospital environment
significantly exacerbates their condition.
If an admission to hospital is necessary,
and this should only be done for emergency treatment, they will require admission directly into a side room and to be
cared for by a small number of staff who
understand ME as an organic illness.

Case 2 highlights an important issue. If a
patient is failing to respond to enteral
feeding, the possibility of MCAD needs to
be considered. This is a recognized complication of severe ME and effective treatment exists in the form of oral cromoglycate and antihistamines. It has probably
contributed to several deaths of severe
ME sufferers.

For the patient with very severe ME, it
appears to be common practice for Clinical Commissioning Groups (CCGs) to
adopt a ‘re-site in hospital’ policy despite
a large study showing that with protocols
in place trained nurses in the community
can identify the position of NGTs correctly without the need for hospital attendance [12].

In every case, the most positive improvement in their management came about
as the result of the allocation of a named
HENS dietician whose advanced training
in enteral nutrition enabled them to make
changes to the patient’s diet. In one case
it enabled the patient to get to a healthy
weight using enteral nutrition whilst making changes to the oral nutrition such that
enteral feeding is now no longer required.
In another case, dietary changes ameliorated suffering. All patients felt supported
by their HENS dietician.

Nonetheless it is stated:

Funding: This research received no
external funding.

‘Local protocols should address the clinical criteria that permit enteral feeding
[13].’

Informed Consent Statement: Consent
was given by all participants.
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“this may include the use of tube feeding,
if appropriate [3].”

For patients with very severe ME connecting with a knowledgeable healthcare
professional who does domiciliary visits
is very important. Such a policy would
reduce the need for hospital admissions
which would be to the benefit of all. All
patients with very severe ME should be
allocated a HENS dietitian as soon as

None of the participants were offered
NGT re-sites at home, instead they went
to significant lengths to avoid trips to
hospital if at all possible; re-siting their
own NGTs or opting to have NJTs or
PEGs. A constructive change would be
an implementation of national guidelines
allowing NGT re-sites to be carried out in
the community by appropriately trained
professionals. A community-based service could bring potential savings to the
NHS and certainly benefit patients with
very severe ME. The treatment of serious undernutrition issues in ME needs to
be included in national and local guidelines for use by health care professionals.
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How SARS-Cov-2 Could Have Evolved by Dr J Mercola
Story at-a-glance Six miners in Mojiang, China, were
infected by a bat coronavirus in
2012. Three died of a disease nearidentical to that of COVID-19 after
long bouts of illness.
The “Mojiang miners passage theory” proposes a precursor to SARSCoV-2 — known as RaTG13 — sickened the miners, and once inside
these patients, mutated into SARSCoV-2.
Samples from the mine and four of
the hospitalized miners were all sent
to the Wuhan Institute of Virology
(WIV) in 2012, from where the virus
may then have escaped in late
2019.
Shi Zheng-Li, Ph.D., heads up the
biosecurity level 4 laboratory in Wuhan. She has studied the RaTG13
virus and conducted gain-of-function
research on coronaviruses, in which
viruses are manipulated to increase
their infectivity and/or pathogenicity.
Several U.S. government officials
have indicated they have credible
evidence pointing to the COVID-19
pandemic being the result of a laboratory accident.
“Where did the deadly virus that shut
down the world come from?” Liz
Hayes asks in an April 14, 2021,
episode of “60 Minutes Australia:
Under Investigation.”1 “It’s one of
the greatest mysteries we’ve ever
faced.”
Did it evolve in a bat-infested copper
mine in Mojiang, in the southwest of
China? Six miners who worked there
were infected back in 2012, and
three died of a disease nearidentical to that of COVID-19.
The so-called “Mojiang miners passage theory”2,3 proposes a precursor to SARS-CoV-2 — RaTG13, a
virus collected from that same mine
— sickened the miners, and once
inside these patients, some of whom
were ill for several weeks, it mutated
into SARS-CoV-2.

Testing of RaTG13 when it was first
discovered revealed the infection
suffered by the miners had been
caused by a SARS-like coronavirus
from horseshoe bats.
One of the miners spent five months
in the hospital before finally succumbing to the infection. This, it is
believed, is sufficiently long for the
virus to have mutated into SARSCoV-2, a virus that is 96% identical,
genetically, to RaTG13.
Samples from the mine and four of
the hospitalized miners were all sent
to the Wuhan Institute of Virology
(WIV) in 2012, from where the virus
may then have escaped in late 2019.
Lab Origin Cannot Be Excluded
According to U.S. deputy national
security
adviser
Matthew
Po
tinger,4,5 “There is a growing body
of evidence that the lab is the most
credible source” of SARS-CoV-2.
David Asher, former lead investigator for the U.S. State Department’s
task force that looked into the origins
of COVID-19, has also gone on record saying the data they collected
“made us feel the Wuhan Institute
was highly probably the source of
the COVID pandemic.”6
“Under Investigation’s” roundtable of
experts includes Nikolai Petrovsky,
professor of endocrinology at Flinders University College of Medicine
in Adelaide, Australia. He too insists
“we cannot exclude a laboratory
origin for the virus,” and his own research forms the basis for this opinion.
His team has sought to identify a
way by which animals might have co
-mingled to give rise to SARS-CoV2, ultimately concluding that it could
not be a naturally-occurring virus.
Petrovsky has previously stated it
appears far more likely that the virus
was created in a laboratory, without
the use of genetic engineering, by
growing it in different kinds of animal
cells 7.
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To adapt the virus to humans, it
would have been grown in cells that
have the human ACE2 receptor.
Over time, the virus would then
adapt and eventually gain the ability
to bind to the human receptor.
“Under Investigation” also features
Jonathan Latham, Ph.D., a molecular biologist and virologist, who developed the “Mojiang miners passage theory.”8,9. “Cover-Up of
SARS-CoV-2 Origin?” features my
July 2020 interview with him, in
which he reviews this and other theories.
Pure Conspiracy Theory?
Professor of microbiology Robert
Garry, of Tulane Medical School in
New Orleans, meanwhile dismisses
the theory that scientists would be
covering up the origin of the virus
as “pure conspiracy.”
While he agrees that the WIV
housed RaTG13 and has been
working extensively with this and
other bat coronaviruses, he believes it is impossible for RaTG13 to
have mutated into SARS-CoV-2,
either in the lab or inside the sick
miners. “That would take about 50
years of natural evolution,” he tells
Hayes. Latham responds to this
kind of critique saying:
“The way to think about this is to
say, if all the evidence that was in
favour of a lab escape was in favour
of natural origin, or the evidence in
favour of natural origin was on the
side of a lab escape, there would be
no disagreement about it and what
happened here.”
As noted by Petrovsky, we know
one thing: SARS-CoV-2 has a bat
origin. The question is, how did it
develop the ability to infect humans? Here there are several options. It may have mutated through
one or more intermediary species.
The problem is there is no evidence
of SARS-CoV-2 in any other species.

Gain-of-Function Research May
Have Been Used
Shi Zheng-Li, Ph.D., also known as
“the bat woman” due to her extensive work with bat viruses and batrelated diseases, heads up the biosecurity level four laboratory in
Wuhan. She is known to have studied the RaTG13 virus. What’s more,
the WIV is known to have conducted
gain-of-function research, in which
pathogens are manipulated to increase their infectivity and/or pathogenicity.
In other words, pathogens are purposely altered to make them more
dangerous. This is the entire premise of biowarfare, and why I believe
gain-of-function research must be
banned worldwide, regardless of
how it’s done.
As explained by professor Raina
Macintyre 10, an epidemiologist and
professor of global biosecurity at
New South Wales University, there
are several ways in which a virus
can be genetically manipulated in
the lab.
By purposely engineering viruses to
infect humans when they cannot do
so naturally, we could inadvertently
unleash a pandemic that wipes out
mankind.
One well-established technique involves repeatedly passing the virus
through a live animal host. In other
words, you infect the animal over
and over again until the virus develops the ability to infect and affect
that animal. “You’re basically speeding up nature,” Macintyre tells
Hayes. “You’re speeding up evolution by hundreds of thousands of
years.”
As noted by human rights lawyer
Jason Yat-Sen Li, by purposely engineering viruses to infect humans
when they cannot do so naturally,
we could inadvertently unleash a
pandemic that wipes out mankind. “I
find it shocking,” he tells “Under Investigation.” He, like me and many

others, feels this kind of research
simply should not be done, as the
potential risks are extraordinary.
US
Circumvented
Function Moratorium

Gain-of-

Interestingly, as Petrovsky points
out, during the few years that gainof-function research was temporarily banned in the U.S., that research was moved to the WIV.
What’s more, after the U.S. moratorium was lifted in 2017, a special
review board, the Potential Pandemic Pathogens Control and
Oversight, or P3CO Review
Framework, was created within the
Department of Health and Human
Services (DHHS), to evaluate
whether grants for gain-of-function
research were worth the risks, and
to ensure proper safeguards are in
place before the research gets the
green light11.
According to Rutgers University
Professor Richard Ebright, a National Institutes of Health grant for
research involving the modification
of bat coronaviruses at the WIV
was sneaked through because the
National Institute of Allergy and
Infectious Diseases (NIAID) failed
to flag it for review12. In other
words, the WIV received federal
funding for what Ebright insists is
gain-of-function research from the
NIAID without it first passing review by the DHHS review board.
World
Health
Organization
Botched Investigation
Hayes interviews Dominic Dwyer,
a professor of immunology and
infectious diseases at the University of Sydney, Australia, who visited
the WIV as part of the investigative
team put together by China and
the World Health Organization. At
the time, Dwyer believed investigating the WIV as a source of the
virus “was definitely part of their
mission,” and that the laboratory
leak hypothesis was a “very reasonable” one, “because it has happened before.”
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If the virus came from the lab, additional questions arise. Did it simply
escape? Or was more sinister research being conducted and the
virus released on purpose?
Dwyer stressed that a successful
investigation would require full cooperation of the Chinese. As it turns
out, the investigation was not an
entirely successful one. In fact,
there’s evidence to suggest it was
yet another attempt at a cover up.
The team — members of which
were approved by Chinese authorities — did not have unfettered access to WIV data but, rather, had to
rely on whatever their Chinese
counterparts gave them.
February 9, 2021, the team leader,
Danish food safety and zoonosis
scientist Ben Embarek, announced
the WIV and two other biosafety
level 4 laboratories in Wuhan, China, had nothing to do with the
COVID-19 outbreak, and that the
lab-escape theory would no longer
be part of the team’s investigation.
Instead, they would be focusing
their attention on the theory that
SARS-CoV-2 piggybacked its way
into the Wuhan market in shipments of frozen food from other
areas of China, where coronaviruscarrying bats are known to reside,
or from overseas13,14.
According to Embarek, the officials
at WIV “are the best ones to dismiss the claims and provide answers” about the potential for a lab
leak. Clearly, that line of reasoning
hardly passes the smell test. As
noted by GM Watch, it “defies common sense: Suspects in an investigation should clearly not be treated
as ‘the best ones’ to dismiss any
possible charges against them”15.
Embarek further insisted that lab
accidents are “extremely rare,”
hence it’s “very unlikely that anything could escape from such a
place”16. Yet this is another entirely
unconvincing argument.
According to the Cambridge Work-

ing Group in 2014, “biosafety incidents
involving regulated pathogens have
been occurring on average over twice
a week” in the U.S. alone 17,18 and a
Beijing virology lab accidentally released the original SARS virus on no
less than four separate occasions19.
Three of those four instances led to
outbreaks 20.
WHO Backtracks After Backlash
Many experts condemned the WHO’s
inquiry as a sham and a political stunt
to exonerate the Chinese government
21. Two dozen scientists and policy
experts signed an open letter 22 calling for a truly independent and transparent investigation into the virus’
origin 23 listing a number of flaws in
the joint WHO-China inquiry, including
the universal absence of evidence
demonstrating a wholly natural origin
of SARS-CoV-2.
Within days, WHO Director General
Tedros
Adhanom
Ghebreyesus
walked back the team’s outright dismissal saying “I want to clarify that all
hypotheses remain open and require
further study” 24,25. Perhaps he realized the WHO was about to make a
public relations mistake so severe it
would never recover.
Ghebreyesus and 13 other world leaders have since joined the U.S. government in expressing “frustration with
the level of access China granted an
international mission to Wuhan.”
According to Ghebreyesus, the team
“did not conduct an ‘extensive enough’
assessment of the possibility the virus
was introduced to humans through a
laboratory incident” which will therefore necessitate additional studies
with “more timely and comprehensive
data sharing”26.
Did Initial Cover-Up Result in a Pandemic?
As noted by Hayes, many Western
countries believe China not only has
covered up the origin of the pandemic,
but downplayed its seriousness as
well. Witnesses in China claim they
knew the virus spread from person to
person, yet Chinese authorities initially
said human to human transmission
was unlikely and that cases were very
limited.

Chinese doctors have also stated
they were ordered to lie about how
quickly and easily the virus was
spreading. Chinese authorities also
allowed well-attended New Year’s
celebrations to proceed, despite the
obvious health risks.
Professor Chen Hong, director of
Australian studies at East China Normal University in Hong Kong, defends
the Chinese government, telling
Hayes such blame must be placed on
local officials, not the CCP. They, like
everyone else, were caught by surprise and didn’t know what they were
dealing with, he says.

Historical facts tell us accidental exposures and releases have already
happened, and we only have our
lucky stars to thank that none has
turned into pandemics taking the
lives of tens of millions, as was predicted at the beginning of the COVID
-19 pandemic.
Seeing how scientists have already
figured out a way to mutate SARSCoV-2 such that it evades human
antibodies, as detailed in “Lab Just
Made a More Dangerous COVID
Virus,” having a frank, open discussion about the scientific merits of this
kind of work is more pertinent than
ever before.

However, according to former lead
investigator for the U.S. State Department’s coronavirus task force, Asher,
three workers at the WIV who worked
with the RatG13 coronavirus appear
to have actually been the first cluster
of cases of COVID-19. They fell ill
with symptoms consistent with COVID
-19 as early as October 2019, two
months before the first words about
the virus were uttered publicly. At
least one of the workers required hospitalization.
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Clearly, getting to the bottom of the
origin of SARS-CoV-2 is crucial if we
are to prevent a similar pandemic
from erupting in the future. If gain-offunction research was in fact involved,
we need to know, so that steps can
either be taken to prevent another
leak (which is not likely possible) or to
dismantle and ban such research altogether for the common good.
As long as we are creating the risk,
the benefit will be secondary. Any
scientific or medical gains made from
this kind of research pales in comparison to the incredible risks involved if
weaponized pathogens are released,
and it doesn’t matter if it’s by accident
or on purpose. This sentiment has
been echoed by others in a variety of
scientific publications 27,28,29,30.
Considering the potential for a massively lethal pandemic, I believe it’s
safe to say that BSL 3 and 4 laboratories pose a very real and serious existential threat to humanity.
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Does tetanus vaccination contribute to reduced severity of the COVID-19 infection? Christopher D. Rickett, Kristyn J. Maschhoff, Sreenivas R. Sukumar *
Abstract
We present the hypothesis to the scientific community actively designing clinical
trials and recommending public health
guidelines to control the pandemic that –
“Tetanus vaccination may be contributing
to reduced severity of the COVID-19 infection” – and urge further research to
validate or invalidate the effectiveness of
the tetanus toxoid vaccine against COVID
-19. This hypothesis was revealed by an
explainable artificial intelligence system
unleashed on open public biomedical
datasets.
As a foundation for scientific rigor, we
describe the data and the artificial intelligence system, document the provenance
and methodology used to derive the hypothesis and also gather potentially relevant data/evidence from recent studies.
We conclude that while correlations may
not be reason for causation, correlations
from multiple sources is more than a serendipitous coincidence that is worthy of
further and deeper investigation.
Introduction
Artificial intelligence (AI), when applied
with explainable context is augmented
intelligence – one that empowers human
intelligence to excel at its best by doing
what computers do best. This paper
demonstrates such an example of AI augmenting subject-matter-expert intelligence
on a hypothesis generation task of connecting a knowledge universe of medical
facts/data to pose and address the question – “Is tetanus vaccination contributing
to reduced severity of the COVID-19 infection?”.
In this paper, we describe the AI system
instantiated for the task of hypothesis
generation – the ability to reveal potentially innovative ideas/questions by mining
meaningful implicit association between
unlinked concepts. We demonstrate that
a holistic approach that is able to associate and reason with insights from millions
of publications, curated assay databases,
and protein databanks can lead to hypotheses that are computationally feasible but impossible for humans to formulate.
In application to the rapid response for
the COVID-19 pandemic, our approach
borrows several innovative concepts of
creating [1], staging [2,3] and reasoning
[4] with medical facts represented as
knowledge graphs. Our approach is differentiated in the following ways:
(i) our approach does not limit to the body
of knowledge with a siloed lens around
the COVID-19 virus data, (ii) we extrapolate the search for hypotheses by associ-

ating protein sub-structures of diseasecausing COVID-19 virus with other
known “COVID-like” protein-structures in
other viruses, bacteria and fungi etc., (iii)
Using expert curated databases, we
associate the “COVID-like” diseasecausing-protein interactions with hostorganism proteins in different organisms
(rats, mice, rabbits, bats, humans, etc.),
and (iv) we evaluate combinatorial drugmolecule interaction patterns between
host-organism proteins and known/
measured inhibitory activity of small drug
molecules across multiple databases to
score the strength of the hypothesis on
the disease causing protein.
Computationally, this involves sifting
through nearly 30 terabytes of data,
comparing
different
proteinsubstructures of COVID-19 against 4+
million protein sequences and reasoning
based on properties and interactions
across millions of well-studied proteins
and molecules in literature – an impossible task for humans to execute.
However, as computer science authors,
we do not have the relevant medical
resources to perform in-vivo animal
studies with the potential for randomized
clinical-trials and statistically validate the
hypothesis. We also do not claim to
have completely automated the hypothesis generation task with artificial intelligence algorithms. We admit to serendipitous discovery and will not argue that
observed correlations are factors that
contribute to causation. Our primary goal
in this paper is to disseminate an insight
if proven true may be valuable for public
health amidst a global pandemic. Toward that goal, we present the provenance of connecting the dots across
multiple
public
open-source
data
sources and linking multi-modal data biological protein sequences, curated
protein–protein interaction measurements - to known inhibitory protein-drug
activity for drug repurposing which led to
an insight that initially was considered as
a serendipitous false positive. The insight appears to have gained supporting
evidence recently [10–24].
Our goal is to present the insight and the
emerging supporting evidence to stimulate discussion among experts that may
be able to act on the
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2 insight.
We present the facts that revealed the
association between Tetanus vaccination
and COVID-19 and the emerging evidence that appears to support the
“discovered” association using strong
correlations with vaccination rates, sequence similarity, and related symptoms.
Methodology
Data and system
The Cray Graph Engine (CGE) is an inmemory semantic graph database designed for the Cray XC supercomputer to
support interactive querying of large datasets (~100 s of terabytes). A semantic
graph is a collection of triples of the form
< subject, predicate, object > . For this
paper, the triples are medical facts such
as
{<Nexium,
treats,
heartburn>,
<Malaria, causes, fever>, <Lipitor, is a,
drug>…etc.}. Semantic graph databases
differ from relational databases in that
the underlying data structure is a graph,
rather than a structured set of tables.
The graph structure (with subject/object
terms as vertices and the predicate
terms as edges) makes semantic databases ideal for analysing multi-modal
unstructured data (sequences, signals,
facts, properties) and reasoning based
on relationships (semantic similarity,
sequence similarity, image similarity
etc.). The tabular form is preferred for
hypothesis-driven
research
while
knowledge graphs are preferred for hypothesis generation [1–4].
Motivated by the need to identify drug
candidates for the novel COVID-19 virus,
we used the existing capabilities of the
Cray Graph Engine to provide an integrated life-science knowledge graph
bringing together multiple multi-modal life
-science databases. The scalability of
CGE enables all of the relevant databases to be loaded in one environment,
enabling seamless cross-database queries [5]. The performance and scalability
of the database build process and the
scalable load time enables updated data
to be quickly (BCG) for tuberculosis.
However, several countries do not administer BCG to children and even in
some countries that do, such as Brazil,
COVID-19 is having a more significant
impact than other countries [15,16].
Brazil has reported poor vaccination coverage for DTP in a significant percentage
of municipalities, which could correlate
and explain the increased COVID-19
mortality rate in Brazil [15]. Other critical
populations with high asymptomatic
rates are pregnant women and prison

inmates. A recent study of pregnant
women admitted for delivery reported an
asymptomatic rate of 87.9%, which is at
least double the current estimated rate
for the general population [17]. Pregnant
women are advised to get two vaccines
during the third trimester of pregnancy:
the influenza vaccine and the tetanus
toxoid, reduced diphtheria toxoid and
acellular pertussis (TDaP) vaccine [18].
In fact, for pregnant women, TDaP is the
only childhood vaccine recommended.
Additionally, prison inmates in Arkansas,
Ohio, North Carolina and Virginia had an
asymptomatic rate of 96% [7], and while
the vaccination policies are not known
for all of these states, North Carolina has
a published policy to keep inmates current on vaccines such as TDaP [19].
While TDaP vaccination rates are not a
proxy for a randomized case-control clinical trial, these observed correlations at
international, national and cohort specific
level cannot be dismissed as random coincidence.
Sequence similarities
A recent study [20] analysed the protein
sequence similarities of proteins in viruses targeted by childhood vaccines and
the COVID-19 SPIKE_SARS2 protein.
Based on the similarities they hypothesized that the measles-mumps-rubella
(MMR) vaccine could be providing a protective effect. The Uniprot identifiers for
the proteins in that study are Q786F3
(Measles virus strain Ichinose-B95a) and
P08563 (Rubella virus strain M33) [26].
Using the Clustal Omega alignment program on the Uniprot site [26], the
Q786F3 protein was found to have a
sequence identity and similarity percentage with the SPIKE_SARS2 protein of
6.87% and 31%, respectively. The
P08563 protein was found to have a
sequence identity and similarity percentage of 10.68% and 24%, respectively. By
comparison, the TETX_CLOTE protein
(P04958) was found to have a sequence
identity and similarity percentage of
12.78% and 30%, respectively.
To further strengthen the potential connection between tetanus and the COVID19 spike protein, CGE was used to
search the life science data to find any
other connections between tetanus and
other coronaviruses. These searches
found a few other coronaviruses with the
same similarity to the tetanus protein
structure as was found between tetanus
and the COVID-19 SPIKE_SARS2 protein.
Two
of
those
proteins,
A0A023PTS3 and A0A023PUW9, are for
strains of “Rhinolophus affinis coronavirus”. This is particularly interesting because one study found a SARS strain
from 2013, SARs-Ra-BatCoV-RaTG13,
that had a genomic identity of
96.1% to COVID-19, which was found in
Rhinolophus affinis bats [24].

Tetanus related studies
Researchers have also discovered that
COVID-19 is capable of infecting neurons and damaging the brain [21],
though it is not yet clear why. One recent report stated that over 80% of hospitalized COVID-19 patients experience
some neurological symptom [22]. Additionally, it has been reported that several recovering patients suffer from pain
in the temporomandibular joint (TMJ)
region, which some have suggestedcould be related to the increased difficulty breathing caused by COVID-19
[23].
Given the sequence similarity between
the tetanus protein and the COVID-19
Spike protein, it seems possible that
some of these neurological symptoms
and TMJ could also be related/
attributed to symptoms that patients
suffer from a tetanus infection. Two
other studies [10,12] have also suggested a possible protective effect from
the TDaP vaccine against COVID-19.
Both studies report the lower severity of
symptoms in children and women and
the overlap between these two groups
of the DTP and TDaP vaccines. One
study [12]focuses on the potential for
the pertussis vaccine to provide a protective effect based upon the correlation of vaccination rates in children and
pregnant women and the symptom
severity for COVID-19 as well as the
cytokine damping effects of the vaccine. The other study [10] again pointed
out the reduced severity in children and
suggested the TDaP vaccine could be
helping by stimulating the immune system and reactivating CD4 + T cells. A
recent study [36] also reported a potential protective effect against COVID-19
from the DTP childhood vaccine. The
study noticed the reduced severity of
COVID-19 in children to pose the question - Does a childhood vaccine provide
cross-reactivite protective immunity
against COVID-19? Investigating further, the study focused on the proteomes in 25 human pathogens and in
vaccine antigens and concluded that
only the DTP vaccine showed significant potential for cross-reactivity with
COVID-19 Spike protein. This observation significantly supports our theory
that the tetanus toxoid vaccine could be
providing a protective effect against
COVID-19 in children as well as adults
who are up-to-date on their tetanus
vaccine.
Conclusion
In conclusion, we hypothesize that the
tetanus toxoid vaccine could reduce the
severity of COVID-19 symptoms. This
hypothesis is based on the following:
-Connections between the protein sequences for tetanus toxin and the
COVID-19 spike glycoprotein discovered using CGE on the life sciences
knowledge graph
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- Similar connections between the tetanus
toxin protein sequence and other coronaviruses, in particular, from the Rhinolophus affinis bat
- Verification of connections between
tetanus and the COVID-19 spike glycoprotein, as well as other coronaviruses,
using the Uniprot Clustal Omega alignment tool to determine sequence similarities
- Correlation between tetanus vaccination
rates in the US and COVID-19 asymptomatic and mortality rates, especially when
compared against countries with lower
tetanus vaccination rates and significantly
higher COVID-19 mortality rates - Correlation between DTP vaccination rates in
children worldwide and COVID-19 symptom severity in children
- Correlation between TDaP vaccination
rates in pregnant women and asymptomatic COVID-19 rates
- Potential for correlation between tetanus
vaccination rates in prison inmates and
asymptomatic COVID-19 rates
- Neurological symptoms and TMJ that
are typical symptoms of the tetanus disease are being reported in several
COVID-19 patients
- Additional studies also suggesting a
protective effect from the DTP/ TDaP
vaccines against COVID-19 based on
observed cross-reactivity
We present our preliminary findings on
the correlation between tetanus vaccine
and reduced symptoms severity of
COVID-19 to the scientific community
with the hope for an urgent accelerated
pipeline to validate our findings in an invivo model organism like mice or rats
given the potential to reverse/limit the far
reaching debilitating impacts of the current pandemic situation. Our findings not
only address the power of AI to potentially
find a cure for novel illnesses with preexisting compounds, it also aims to highlight the vulnerability of high-risk individuals in dire need of a cure in this race
against time and why it is pivotal to pursue AI based analysis that can save time
and billions of taxpayer dollars by searching for existing compounds that can potentially limit/cure disease progression.
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Drug Alert - Aripiprazole - by Dr Charles Shepherd
We received reports that a small number of
people with ME/CFS in the UK and overseas are apparently being prescribed or
are obtaining an antipsychotic drug called
Aripiprazole (trade name = Abilify) and
using it as a treatment for ME/CFS. We
issued a rapid statement of concern on
social media last week and this was updated to take account of additional information and some of the comments and
queries that were raised during the discussion that ensued most notably on MEA
Facebook.
The ME Association does not recommend
that anyone with ME/CFS attempts to obtain or to take this drug, even in small doses, until such time as more appropriate
research - double-blind placebo controlled
clinical trials - can better determine safety
and efficacy.
Even with supportive trial evidence, the
Medicines and Healthcare products Regulatory Agency (MHRA) and the National
Institute for Health and Care Excellence
(NICE) would need to approve its use before it can be prescribed to treat ME/CFS.
To take this drug at this time poses a significant
potential
risk
to
health.
We understand the desperation that exists
in this community; many of us have ME/
CFS and share this desperation too. It can
be very hard to watch as others claim they
have found something - particularly a drug
-that helps relieve symptoms. But we need
to be cautious and to wait until such time
as strong evidence of efficacy and of safety is found.
Aripiprazole should be approached with at
least as much caution and with as much of
a critical eye as we have in the past applied to personal anecdotes and even to
research relating to Rituximab for example,
or the Lightning Process and Graded Exercise Therapy. Unfortunately, given our
current state of knowledge about ME/CFS,
there is no quick fix, silver bullet or magic
cure. We remain vigilant and welcome any
grant application from researchers who are
considering clinical trials involving Aripiprazole or any other potential treatment for
this devastating medical condition.
Background
Aripiprazole (trade name = Abilify) is a
prescription-only antipsychotic drug that
can be used to treat schizophrenia, bipolar
disorder, and major depressive illness. It is
also sometimes used to treat irritability
associated with autism. Aripiprazole is not
licensed to treat ME/CFS and as with other
antipsychotic drugs, aripiprazole affects
the levels of chemical transmitter systems
in the brain and nervous system- especially those involving dopamine and serotonin.
It is being claimed that Aripiprazole has a
different pharmacological effect on brain
chemical transmitters at lower doses and

that this could have a beneficial effect in
ME/CFS - possibly due to a modulatory
effect on neuro inflammation and microglial activation - but there is no sound scientific evidence at present to support this
theory in ME/CFS. Although there are
some anecdotal reports appearing on the
internet from people with ME/CFS who
claim to have used this drug and who say
that it has been beneficial, other people
are reporting that they have had significant problems with side-effects.
There have not been any clinical trials to
assess whether this drug could be a safe
and effective treatment for ME/CFS. The
only report on the use of this drug in the
medical literature is a retrospective case
study that reviewed the medical records of
101 people with ME/CFS. This research
while interesting is of low quality and not
an example of the kind of clinical trial that
would be required before approval could
be sought from the MHRA and NICE.
Side-effects
Aripiprazole has a large number of common and potentially very serious sideeffects - many of which overlap with ME/
CFS symptoms.
Common or very common anxiety; appetite abnormal; diabetes mellitus; fatigue;
gastrointestinal discomfort; headache;
hypersalivation; nausea; vision disorders
Uncommon Depression; hiccups; hyperglycaemia (increased blood sugar levels);
sexual dysfunction
Frequency not known Aggression; alopecia (hair loss); cardiac arrest; chest pain;
diabetic hyperosmolar coma; diabetic
ketoacidosis;
diarrhoea;
dysphagia
(difficulty swallowing); generalised tonicclonic seizure; hepatic/liver disorders;
hyperhidrosis (increased sweating); hypertension; hyponatraemia (lowered sodium
level); laryngospasm (increased blood
pressure); musculoskeletal stiffness; myalgia (muscle pain); oropharyngeal spasm
(throat spasm); pancreatitis (inflammation
of the pancreatic gland); peripheral oedema (fluid retention); photosensitivity reaction (sensitivity to light); pneumonia aspiration; rhabdomyolysis; serotonin syndrome; speech disorder; suicidal behaviours; syncope; temperature regulation
disorder; thrombocytopenia (low level of
blood platelets); urinary incontinence;
weight decreased.
MHRA/CHM advice
Clozapine and other antipsychotics: monitoring blood concentrations for toxicity
(August 2020).
Following fatal cases involving toxicity of
clozapine and other antipsychotic medicines, the MHRA advises that monitoring
blood concentration of Aripiprazole may
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be helpful in certain circumstances, such
as patients presenting symptoms suggestive of toxicity, or when concomitant medicines may interact to increase blood concentration of aripiprazole. Two important
safety points if anyone is being prescribed
this drug:
1. It is advisable to monitor the blood level
of a hormone called prolactin at the start
of therapy, at 6 months, and then yearly.
This is because people taking antipsychotic drugs not normally associated with
symptomatic hyperprolactinaemia (raised
level of prolactin) should be considered for
prolactin monitoring if they show symptoms of hyperprolactinaemia (such as
breast enlargement and galactorrhoea).
2. There is a potentially life-threatening
side-effect with this sort of antipsychotic
drugs known as neuroleptic malignant
syndrome. Warning signs include muscle
stiffness, high temperature, increased
heart rate, sweating and rapid breathing.
Urgent medical attention should be sough
if this is suspected.
Conclusion
Whilst using a low dose may reduce the
incidence and severity of side-effects, this
can only be confirmed through assessment in properly conducted clinical trials.
It should also be noted that people with
ME/CFS are often very sensitive to any
drug that acts on complex chemical transmitter systems in the brain, including serotonin, even at very low doses. Idiosyncratic reactions, which are unpredictable and
not explained by the pharmacologic properties of the drug, can also occur.
Whilst there are some interesting reports
of benefit, there are also some very disturbing reports from people who have
experienced a bad reaction to this drug.
We need evidence on both safety and
efficacy from well conducted clinical trials
- including dose response studies - before
any conclusions about the possible use of
Aripiprazole in ME/CFS can be made.
In our current state of knowledge, and in
the absence of information on safety and
efficacy from clinical trials in relation to
MECFS, this is not therefore a drug that
should be prescribed for the treatment of
ME/CFS
outside
a
clinical
trial.
This is a situation where doctors should
be following one of the cardinal rules of
practicing medicine: Primum non nocere First, do no harm. It is consistent with the
recommendations in the 2020 'First Do No
Harm' report of the Independent Medicines and Medical Devices Safety Review.

