
17th October 2020 

Dear Julie Marson, MP for Hertford and Stortford. 

I am writing to you again as my representative MP. I note with disappointment that you 
have still not even acknowledged my last two letters (copied below for convenience). I am 
still not surprised. It is only fair to make it clear that should you continue to ignore the 
legitimate concerns of your constituents will not go without repercussions. 

This week, I am addressing my concerns in response to the recent “three tiers” 
announcement by the government, and once again to request the evidence upon which 
these decisions were made.  

These policies cause evident harm to the economy and to public health and I simply do not 
believe that those risks have been properly considered.  

However, let’s wrap up the analysis from letter two first just so that we clearly document 
the evidence upon which we might later rely upon. 

1. The Vallance projection. For what it’s worth, pretty much bang on my original 
projection (helped by the “discovery” of some missing “cases” once your Excel 
spreadsheet was fixed). But, evidently (and inevitably) way off Vallance’s “not-a-
prediction”. Should we expect an apology from the CSO and an explanation for his 
unnecessary and unqualified exaggeration? 
 

 
 

2. Will you try and claim victory due to the “rule-of-six” and 10pm hospitality curfew? 
Don’t be so hasty! COVID-19 triage reported through NHS Pathways and 111 is a 
much more reliable measure than the PCR test results that you are relying upon to 
monitor the presence of the virus because it actually represents people who were 
sick enough to seek some sort of medical advice or assistance.  
 
It is this sort of data, much like evidence in a court of law, that I think will be your 
ultimate undoing. It is ironic that this data is published daily by your very own public 
bodies so it will be quite difficult for you to argue that you were not aware of it, nor 
that you could rely upon it to make better informed, evidence-based decisions. 
 



 
 
It is evident from the data that, much like every other government intervention, the 
course of viral transmission has not been affected at all by the rule-of-six nor the 
10pm curfew.  
 
As I mentioned above but it is worth repeating, your actions have significant 
detriment to the economy, public health and society in general. One would expect 
them to show substantial impact on viral transmission to merit their use. So, once 
again, I ask you to produce this evidence and the deliberation that was taken to 
consider the collateral risks. 
 

3. I note that the government propaganda machine has been spinning up 
hospitalization numbers again since my last letter. Again, I ask what data was used 
to support this propaganda?  
 
The data from public health sources contradicts the narrative that hospitals are 
filling up with COVID patients. It seems evident that hospitals are simply full with 
the patients who were neglected during the spring and summer (2.4 million lost 
beds is going to take an awfully long time to catch up, isn’t it? Assuming it is even 
possible for some, of course?). 
 
Notwithstanding the fact that COVID hospitalizations are overstated as explained in 
my previous letters, COVID patients represent a very small portion of the current 
hospital occupancy.  



 
A simlar picture seems evident from the mechanical ventilation bed data and 
information from the Intensive Care National Audit and Research Centre. 
 

 
 

 
 



4. So, I mentioned that COVID patients are most like overstated. I would like to draw 
your attention to some astute data investigation by Dr Clare Craig, an experienced 
health data scientist1. She demonstrates that it is highly likely that much of the 
current hospitalization and death attributed to COVID is in fact not COVID at all but 
subject to the same artefactual error as the case data upon which you set so much 
store.  
 
For the record I would also like to ensure you are aware of the earnest attempts of 
Dr Mike Yeadon to correct the gross errors made by the SAGE committee which are 
leading to the catastrophic decisions undertaken by your government2.  
 
It seems rather peculiar, indeed somewhat incriminating, that you should be so 
dismissive of scientists who are better qualified to advise on this matter than the 
ones from whom you currently limit your counsel. Indeed, to publicly deride such 
eminent names as Dr. Martin Kulldorff, professor of medicine at Harvard University, 
Dr. Sunetra Gupta, professor at Oxford University, Dr. Jay Bhattacharya, professor at 
Stanford University Medical School, and many, many more who have supported the 
Great Barrington Declaration and other movements that contradict your narrative is 
beyond reproach3.  
 
On what basis do you think it is reasonable and acceptable to act in the manner that 
you have and how will you defend your actions when it is finally brought to bear? 
Again, at the risk of becoming repetitive, as clearly articulated by Dr Matt Strauss4, 
your actions must be supported by overwhelming evidence of efficacy and benefit 
that surpasses the predictable damage that they cause. Unless and until you 
produce this, I will persist in presenting you with the facts and expert opinion that 
contradicts it, at the very least so that it is officially recorded should it be required. 
 

5. Finally, since so much time has passed since your government has embarked upon 
its most recent course of absurd policy-making, we have the least unreliable data to 
rely upon to determine the presence of a “deadly” pathogen affecting the UK. 
Exactly, death.  
 
Or rather, lack of it. Again, notwithstanding the likelihood that COVID deaths are 
overstated, the mortality data does not indicate the presence of an unusually deadly 
pathogen, certainly not to the extent indicated by the faulty PCR+ data. 
 

 
1 https://t.co/x0S01mhyRd?amp=1  
2 https://t.co/5kfd0CHZhy?amp=1  
3 https://gbdeclaration.org/  
4 https://www.spectator.co.uk/article/a-medic-s-case-against-another-lockdown  
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Indeed, outside the north of the country, there is no evidence of any material 
increase in COVID mortality at all, in spite of this apparent dramatic increase in 
cases: 
 

 
 
I can only surmise that a) the cases are not real; b) the virus has lost its virulence; c) 
the infected population is not susceptible; d) the pathology of this virus in terms of 
infection-to-death has changed significantly. I’m sure you can work out that all but 
d) (which is quite infeasible), would contra-indicate the need for any public health 
intervention, let alone the kind of draconian response we continue to endure? 
 
And where is the substantial evidence that interventions have stemmed the mortal 
course of the virus, i.e. how have they affected the cases that result in death? Far 
from showing substantial evidence that deaths have been averted, there is no 
evidence at all that they have been materially postponed which is what the 
interventions purport to do.  
 



 
 

I am not saying that my data analysis is without fault. Given that I do this all in my spare 
time when not working or looking after my three children, I assert that there is more than 
sufficient evidence here to call into question the basis upon which your government is 
arriving at your policy decisions.  
 
As a very concerned constituent, I ask you again to carefully consider the points I have made 
and to have the courtesy to at least acknowledge them even if you cannot be bothered to 
properly refute them. 

I look forward to hearing from you. 

Yours sincerely, 

 

 

Joel Smalley, resident of Hertford 

 

  



3rd October 2020 

Dear Julie Marson, MP for Hertford and Stortford. 

I am writing to you again as my representative MP. I note with disappointment that you did 
not acknowledge my letter of last week (copied below for convenience), although I must 
admit I am not particularly surprised by this as I do not feel that you or other MPs are truly 
representing your constituencies. 

Nevertheless, as every good data scientist does, I am following up on that letter since new 
data is now available by which any hypotheses can be empirically tested or new insights 
derived. 

1. Let’s start again with test positivity. There is very little change in this trend. 
Positivity continues to rise in a linear fashion. Its rise can be substantially explained 
by the increase in false positives (see below). 
 

 
 

2. Now, let’s move to CSO, Sir Patrick Vallance’s “this is not a prediction” but still the 
only forward-looking presentation he made to illustrate his case narrative. 
 

 
 



Evidently (and inevitably), the CSO’s “indication” is already significantly different 
from the factual reality. Why has he not addressed the public to admit the error of 
his ways and establish a more realistic state of affairs? 
 
My own prediction (I’ll have confidence in calling it that because it is clearly more 
grounded in data and scientific method than the CSO’s) also over-estimated but it is 
still within the realms of plausibility. With the new data, I am revising down from 
under 15,000 new daily cases to around 10,000 by 13th October. 
 
And what about those false positives? As mentioned above, they continue to rise in 
absolute and relative terms. This is a well-know outcome when testing continues to 
increase at a faster rate than prevalence. 
 
So, although “true” positives have risen, the rise is modest, from a very low base and 
certainly not exponential like the false positives. 
 

 
 
Once again, a little context helps to put the rise in true cases into perspective, 
something very useful when determining public policy, don’t you think? Recall that 
we peaked at 450,000 cases per week, so at well under 5,000 currently, please tell 
me why the government is still acting like there is a public health emergency? 



 
 

3. I have kept track on hospitalizations. I didn’t make any forecasts last week but I am 
confident to do so this week. Notwithstanding the significant difference between 
case determination for data and case determination for clinical treatment that I 
already explained, my insight has been corroborated.  
 
Outside of the north of the country, there is no evidence whatsoever of a pending 
healthcare crisis with most hospitals registering less than 3% occupancy with 
patients who have tested PCR positive within 14 days prior to admission. 
 

 
 
Isn’t it clear that the rate of occupancy is distinctly shallower than it was during the 
real epidemic? There was no strain on the healthcare system then. The Nightingale 
hospitals were not used. So, again, I ask you to put forward the data and analysis 
that the government is using to determine the appropriateness of indiscriminate, 
national policies.  
 
Just what is the strategy, objective and rationale? Please explain how the Health 
Secretary’s comments are feasible or indeed make any sense at all – “Our strategy is 
to suppress the virus, protecting the economy, education, and the NHS, until a 



vaccine can make us safe.”5 What evidence can you present that any intervention 
has “suppressed the virus”? How do you explain the predictable decimation of the 
economy and education in your previous attempts, and why do expect continued 
attempts will somehow avert this? What evidence do you have that the NHS needs 
protecting?  
 

4. Now, I suppose you will try and make out that government interventions are the 
reason why community and hospital case data is significantly lower than (not) 
predicted last week?  
 
You might recall I wrote you a very detailed email in July, demonstrating that 
interventions did not make any difference to the progression of the disease and 
therefore did not save one single life. You didn’t acknowledge that email either but I 
wrote the same analysis and it was published in a scientific journal6 so you can 
check its content and timestamp quite easily.  
 
Prof. Simon Wood of Bristol University had already come to the same conclusion as 
early as first week of May7. More recently, the eminent Dr Gabriela Gomes and her 
colleagues have also drawn the same conclusion8. Not only did interventions play no 
part in slowing the spread of the virus but they conclude as many other experts from 
the scientific community have done, that the epidemic died out naturally by June 
due to herd immunity. Their estimate of herd immunity threshold of 15% is once 
again corroborated with yet another study showing T-cell prevalence of 81%.9 
 
Why does the government insist on ignoring not just the broad scientific community 
with empirical analysis that contradicts their position but not conduct such analysis 
of their own and present the case that supports their position? It seems the only 
institution that I have been able to find even attempting this is the same ICL team 
that produced the hypothetical model in the first place, trying to validate it with all 
manner of post hoc fallacies.  
 
Do you have independent research that shows interventions have been successful 
saving lives? Or even slowing the spread? If not, then why does the government 
insist in mandating policies with no evidence base whatsoever like wearing masks, 
night time curfews and local lockdowns?  
 
Why does the Health Secretary, Matt Hancock have the audacity to claim before the 
House that government actions have been effective?10 Why does he only refer to 
research undertaken by ICL and no other institutions? 
 
If such interventions were responsible for suppressing COVID then why have they 
not had any effect on other contagious respiratory pathogens like flu and 

 
5 https://www.gov.uk/government/speeches/extended-measures-to-protect-more-areas-of-
england-from-coronavirus  
6 https://principia-scientific.com/the-false-premise-of-covid-19/  
7 https://www.bristol.ac.uk/maths/news/2020/peak-lockdown.html  
8 https://www.medrxiv.org/content/10.1101/2020.09.26.20202267v1  
9 https://www.nature.com/articles/s41590-020-00808-x  
10 https://www.gov.uk/government/speeches/extended-measures-to-protect-more-areas-of-
england-from-coronavirus  
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pneumonia?11 
 
Have you looked at the situation in Sweden as I suggested last week? Looking at 
COVID ICU occupancy, the situation there is still very much immaterial in terms of 
medical emergency. 
 

 
 

5. Now, unfortunately because of your reluctance to engage with the facts, you have a 
much more serious situation to contend with. I mentioned the excess deaths in care 
homes and multitude of hospital consultations that have been missed due to your 
government interventions. This is now widely reported in the mainstream media as 
well as several other adverse medical consequences especially among the poor, 
children and those with mental health issues12. 
 
I don’t suppose you saw so I am making sure that you do, that the coroner reported 
analysis of autopsies done on non-COVID deaths during the first two months of 
lockdown13. 
 
The analysis revealed that just 3% of those deaths were undiagnosed COVID. In 
other words, potentially 97% of the excess deaths may be due to the measures 

 
11 https://www.thesun.co.uk/news/12797238/flu-killed-10-times-more-brits-coronavirus-14-week/  
12 https://scienceblog.cancerresearchuk.org/2020/06/01/impact-of-coronavirus-on-cancer-services-
revealed-over-2-million-people-waiting-for-screening-tests-and-treatments/  
https://www.thetimes.co.uk/edition/news/cancer-care-backlog-may-cost-30-000-lives-boris-
johnson-told-2ttvw330l 
https://www.bbc.com/news/amp/health-53820425 
https://www.bbc.co.uk/news/uk-53498675 
https://www.theguardian.com/society/2020/may/16/uk-lockdown-causing-serious-mental-illness-
in-first-time-patients 
https://www.telegraph.co.uk/news/2020/07/19/lockdown-may-cost-200k-lives-government-
report-shows/  
https://www.bbc.co.uk/news/health-52968845 
https://www.theguardian.com/society/2020/sep/14/coronavirus-extreme-poverty-in-uk-will-
double-by-christmas-trust-predicts 
https://www.manchestereveningnews.co.uk/news/greater-manchester-news/mental-health-
charities-greater-manchester-18123982 
https://www.alzheimers.org.uk/news/2020-07-14/lockdowns-side-effect-mental-health-
deterioration-people-affected-dementia-third 
https://www.autism.org.uk/what-we-do/news/coronavirus-report 
https://www.independent.co.uk/news/uk/home-news/coronavirus-child-abuse-welfare-lockdown-
nspcc-a9610631.html 
https://news.sky.com/story/coronavirus-one-million-breast-screenings-missed-because-of-
pandemic-12085578  
13 https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(20)30180-8/fulltext  
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themselves. The coroner was actually able to identify that 9-12% of those deaths 
were due to "potentially preventable out-of-hospital deaths such as acute 
myocardial infarction and diabetic ketoacidosis, in which patients contacted the 
health services by telephone and were advised to self-isolate at home rather than 
attending hospital." 
 
That’s 1,440 preventable deaths that occurred due to COVID counter-measures.  
 
I put it to you that government measures did not save one single COVID life but are 
responsible for at least 1,440 already. The longer you maintain inappropriate 
measures, the higher this toll will rise. 
 
I am sure you understand the gravity of this allegation so if you continue to ignore 
my letters to you, please do not be surprised if I oblige myself to seek redress by 
other means. 

Yours sincerely, 

 

 

Joel Smalley, resident of Hertford 

  



26th Sept 2020 

Dear Julie Marson, MP for Hertford and Stortford. 

I am writing to you again as my representative MP in respect of the announcement made by 
Sir Patrick Vallance, Government Chief Scientific Officer (CSO) on 21st September. 

As his announcement was not open to question at the time, I expect you will be able to 
answer these questions I have prepared in response to it via your political channels. 

1. The CSO stated: What we see from July, as we look at the increase in cases per 
100,000 of population, an increase which has occurred over August and has 
increased into September… Could that increase be due to increased testing? The 
answer is no. We see an increase in positivity of the tests done, so we see the 
proportion of people testing positive has increased even if testing stays flat. 
 
Positivity has only increased since the end of August, i.e. the last 2 weeks prior to his 
announcement. Why did he make it seem like the nominal rise in cases “over 
August” is also accompanied by a rise in positivity when it is not the case? 
 

 
 

2. The CSO stated: At the moment, we think that the epidemic is doubling roughly 
every seven days. It could be a little bit longer, maybe a little shorter, but let’s say 
roughly every seven days. If, and that’s quite a big if, but if that continues unabated 
and this grows, doubling every seven days, then what you see of course, let’s say 
that there were 5,000 today, it would be 10,000 next week, 20,000 the week after, 
40,000 the week after. And you can see that by mid-October if that continued, you 
would end up with something like 50,000 cases in the middle of October per day. 
 
Why did he choose to show just one scenario, a “big if” scenario and no other? What 
is the scientific basis for his “not a prediction”? Why did he specifically pick one 
small period out of all the periods where cases have doubled and not consider other 
periods? Why did he only show a scenario where cases continue to double? Why did 
he show this until mid-Oct and no other period?  
 
That said, applying a rather more plausible forecasting method, simply fitting a 3-
order polynomial, yields a significantly lower estimate of under 15,000 cases per day 



by 13th October. This is less than 1/3 the “not a prediction” put forward by the CSO 
and is evidently significant. 
 

 
 
Much has been made of false positives recently. It has been a common subject of 
debate by the Health Secretary and Foreign Secretary. Why was the impact of false 
positives not even considered?  
 
It is not difficult to estimate the false positive rate. Dominic Raab, the Foreign 
Secretary, referred to it at least twice on Sky News as being over 90% and the 
reason why it cannot be relied upon to replace quarantine after international travel. 
He said it on 6th Sept14 so the CSO must surely be aware of it? He repeated it on 23rd 
Sept15 so evidently nothing has changed in government thinking before and after 
the CSO’s announcement? 
 
Adjusting for false positives using estimated prevalence rates from the ONS16 and 
the Zoe app17, and testing and case data published by the government18, shows a 
rather different picture of events, doesn’t it? 
 

 
14 https://www.youtube.com/watch?v=5RMtTZedzf0 
15 https://twitter.com/SkyNews/status/1308655561081225217?s=20 
16 
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddisea
ses/bulletins/coronaviruscovid19infectionsurveypilot/englandwalesandnorthernireland25september
2020 
17 https://covid.joinzoe.com/data 
18 https://coronavirus.data.gov.uk/ 



 
 
Furthermore, why was no attempt made to put the recent cases into proper 
perspective with the real outbreak in April? Again, this is quite trivial to do so I 
would be surprised that there are no data scientists in government doing this? It 
can be done using the positivity rate and scaling over a fixed parameter, like the last 
observed number of cases. 
 

 
 
As you can see, in proper context, recent real cases are too insignificant to discern. 
So, if we zoom in, we can see indeed that cases are rising but from a very, very low 
relative base and nowhere near the same incline when all the false positives are 
included. Does this really justify further interventions? 
 



 
 

3. The CSO stated: 50,000 cases per day would be expected to lead a month later, so 
the middle of November say, to 200 plus deaths per day. 
 
This implies a case fatality rate (CFR) of 0.4%. From what source did he get this 
estimate? 
 

4. The CSO stated: So as we see it, cases are increasing, hospitalisations are following. 
This was later repeated by Prof. Chis Whitty, Chief Medical Officer (CMO): This graph 
is a simple one, it simply shows the number of inpatient cases in England over the 
period from the first of August. And until that point in time, there had been a steady 
fall over a long period of time, right back from early April. And it then stabilised for a 
period and flattened out, but over the period since the first of September, you can 
see a steady, sustained rise in numbers with a doubling time, as with the cases, of 
probably seven or eight days.  
 
Naively, it does look like hospitalizations were rising up to the period of his 
observation but certainly not in any dramatic fashion as he perhaps insinuated? 
 

 
 
I wonder though, why he did not express the significant differences across the 



regions given that this announcement was an evident precursor to the 
implementation of further national interventions? Clearly, levels were only rising in 
the north. 
 

 
 
I must also wonder why no mention was made of the method for counting “COVID” 
admissions.  
 
It clearly states on the PHE website19 that a hospital case is someone who meets 
the following criteria: requiring admission to hospital (a hospital practitioner has 
decided that admission to hospital is required with an expectation that the patient 
will need to stay at least one night); and have either clinical or radiological evidence 
of pneumonia; or acute respiratory distress syndrome; or influenza like illness (fever 
≥37.8°C and at least one of the following respiratory symptoms, which must be of 
acute onset: persistent cough (with or without sputum), hoarseness, nasal 
discharge or congestion, shortness of breath, sore throat, wheezing, sneezing or a 
loss of, or change in, normal sense of taste or smell (anosmia) in isolation or in 
combination with any other symptoms. 
 
However, the data collected with respect to COVID admissions20 has a somewhat 
different definition: any patient admitted to the trust who has recently (ie in the last 
14 days) tested positive for COVID-19 following a polymerase chain reaction (PCR) 
test. I have confirmed with the Senior Analytical Lead that this means a patient 
admitted for any reason whatsoever who has tested positive within 14 days prior to 
admission.  
 
I am sure you can see then that the hospital admission data is as unreliable as the 
“case” data if the only determinant is the result of the PCR test which has been 
acknowledged by government to be misleading over 90% of the time? Isn’t it an 
obvious thing to check, as the CMO suggested, “as with the cases”? The two data 

 
19 https://www.gov.uk/government/publications/wuhan-novel-coronavirus-initial-investigation-of-
possible-cases/investigation-and-initial-clinical-management-of-possible-cases-of-wuhan-novel-
coronavirus-wn-cov-infection#criteria 
20 https://www.england.nhs.uk/statistics/statistical-work-areas/covid-19-hospital-activity/ 



sets are subject to the same misinformation, are they not? 
 

5. The CSO stated: When people have an infection, the vast majority of people get an 
antibody response, and we know that some of those antibodies are so-called 
neutralising antibodies. They do indeed protect against the virus. We also know that 
they fade over time, and there are cases of people becoming re-infected. 
 
Why did he mention that there are cases of people becoming re-infected? I believe 
there are only six documented case of this in the entire world and it is unsure if 
these results are not due to the deficiencies of the PCR test21. So, what purpose 
does it serve to make this reference? 
 

6. The CSO continued: What we see is that something under eight per cent of the 
population have been infected as we measure the antibodies, so about eight per 
cent, so 3 million or so people, may have been infected and have antibodies. It 
means that the vast majority of us are not protected in any way and are susceptible 
to this disease. There may be other forms of protection that increase that number a 
little bit, other parts of the immune system, but it does mean the vast majority of 
the population remain susceptible, and therefore you’d expect spread throughout 
them. 
 
Why did he only mention antibody response in detail and downplay the other 
responses? Several independent studies have shown that T-cell immunity may be 
very significant. For example Nottingham University published in July that 50% of 
people may have pre-existing memory helper T-cells and 20% may have killer T-
cells22. This is quite significantly not “a little bit”? 
 
How did he get from 8% of the population to “3 million or so people”? There are 
around 68 million people in the UK. 8% of that is over 5.4 million. 
 
Why did he only make reference to the antibody figure of 8%, knowing that, in his 
own words, “they fade over time”? Even using the very same CFR of 0.4% that he 
used to estimate future potential deaths from cases, with around 42,000, this 
would suggest around 10.5 million people have been infected, i.e. more than 15% of 
the population. 
 
When considering this more plausible infected ratio, together with the evidence of 
other significant immunity factors, isn’t it more feasible that the “vast majority of 
us” are in fact protected, quite the opposite of what he suggested? Especially since 
this outcome fits considerably more plausibly with the real case curves, excess 
death curves and mortality curves, indicating that the epidemic was over in June at 
the latest? 
 

 
2121 https://www.ecdc.europa.eu/sites/default/files/documents/Re-infection-and-viral-shedding-
threat-assessment-brief.pdf 
22 https://www.bmj.com/content/370/bmj.m3018 



 
 

7. The CMO stated: And a point we made right from the beginning is that for many 
people this remains a mild infection, but as you move up the ages, if you move into 
people who are more vulnerable, then the mortality rates, if people get this, rise to 
quite significant rates. 
 
This is true and has been known since March. So, why does the government insist on 
measures designed to control the spread amongst younger, less susceptible 
population instead of focussing most of their effort on the susceptible?  
 
According to my own compilation of the weekly national flu reports,23 70% of all 
reported COVID outbreaks occurred in care homes.  
 

 
 

 
23 https://www.gov.uk/government/statistics/weekly-national-flu-reports-2019-to-2020-season 



According to the ONS24, almost 30% of COVID deaths occurred in care homes. There 
are around 11,000 care homes with just over 400k residents25. This means, just over 
0.5% of the population account for 70% of the outbreaks and 30% of the deaths. 
Why on earth is it not the first policy decision to address this rather than imposing 
unproven interventions on the other 99.5%? 
 

 
 
Moreover, what assessment has been done on the impact on other care home 
residents who have not died directly from COVID but in excess nevertheless in care 
homes during the same period? 
 

 
24 
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bullet
ins/deathsregisteredweeklyinenglandandwalesprovisional/weekending28august2020 
25 https://www.mha.org.uk/news/policy-influencing/facts-stats/ 



 
 

8. The CMO stated a couple of important risks of avoidable death would be if the NHS 
emergency services were overwhelmed by a huge spike, and that is what the 
extraordinary efforts of the population allowed to prevent happening in the first 
wave we met. The third however is very important, and I think its importance should 
not be understated, which is if the NHS is having to spend a large proportion of its 
effort in trying to treat Covid cases because the numbers have gone up very, to a 
very high levels and trying to put in case, in place, large numbers of systems to try 
and reduce the risk of transmission in hospitals, it will lead to a reduction in 
treatment for other areas, in early diagnosis of disease, and in prevention 
programmes. 
 
I find this rather disingenuous. During the April epidemic, 2.8 million expected 
hospital consultations did not occur. What is the rationale for denying so many 
consultations just in case they might have to be denied due to COVID?  
 

 
 
From March to June, general and acute hospital bed occupancy in England was 30 



points lower than normal. Is the CMO seriously suggesting a repeat performance of 
this gross wrong decision? 
 

 
 
 

9. The CMO stated: But on the other side, we also know that some of the things we’ve 
had to do are going to cause significant problems in the economy, big social 
impacts, impacts on mental health, and therefore ministers making decisions, and 
all of society, have to walk this very difficult balance. If we do too little, this virus will 
go out of control and we will get significant numbers of increased direct and indirect 
deaths, but if we go too far the other way, then we can cause damage to the 
economy which can feed through to unemployment, to poverty and to deprivation, 
all of which have long-term health effects. So we need always to keep these two 
sides in mind. 
 
Where is the evidence of this balance? There is very little evidence of the damage 
caused by doing “too little” if we look at the case of Sweden. The Uppsala version26 
of the ICL model27, predicted between 52k and 183k deaths and peak demand for 
ICU of between 30k and 35k beds. In the end, Sweden ICU demand peaked at just 
over 500 and mortality is still under 6,000.  
 
Notwithstanding any of the socio-economic differences that might affect the 
different outcomes in Sweden and the UK, is there really a case against doing “too 
little?” 
 

 
26 https://www.medrxiv.org/content/10.1101/2020.04.11.20062133v1.full.pdf 
27 https://www.imperial.ac.uk/media/imperial-college/medicine/sph/ide/gida-

fellowships/Imperial-College-COVID19-NPI-modelling-16-03-2020.pdf 



 
 
Conversely, in the UK, there is already evidence of going “too far the other way”. 
There are the non-COVID excess deaths already mentioned above, the obvious 
negative consequences of 2.8 million fewer than expected hospital consultations as 
well as the quality of life and quantity of life years lost for a virus  
 
Its empirical impact in terms of death, relative to death from all other causes has 
reduced to completely insignificant levels, as it has in terms of severe respiratory 
failure centre admissions.  
 

 
 



 
I simply cannot understand or accept any of the hypothetical rhetoric being 
presented by the CSO and CMO during this address to justify the continued 
interventions and the damage they are causing to every aspect of our society. 
 
I believe the government needs to present a significantly higher body of evidence to 
demonstrate that there is a deadly virus still circulating in the UK that merits the 
current policy responses and a clear indication that the balance of consequences of 
those responses has been appropriately determined. 
 
I believe that this should then be clearly communicated to the country with an 
instruction for each individual to act in accordance with their own risk profile and 
those in their circle of close contacts, letting the rest of the population and 
businesses begin the long and difficult road to recovery of the unnecessary and 
avoidable losses imposed upon them by this governments actions. 
 
I look forward to your detailed response. 
 
Kind regards 
 
 
 
 
Joel Smalley 
Resident of Hertford. 

 


