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Introduction

The COVID pandemic (2020-2022) forces the population of
many countries to face global health challenges for effective
interventions. Recent consensus is stating that the COVID
pandemic was a terribly dangerous fatal enemy of the human life,
but we the brave people, led by our vice politicians and scientific
authorities, brilliant doctors and super-effective pharmaceutical
industry came out victoriously of the war with the ‘hidden enemy’
(called even the ‘China virus’).

However, a less authoritarian and much more realistic

understanding is emerging:

e An investigation is in progress regarding the possible
involvement of NIH in the active financing and advising a
“gain of function” research in China [1].

e A Civil Action - filed June 29, 2020 started a long series of
court examinations to elucidate the possible misuse of the
COVID epidemic for illegal actions related to the upcoming
presidential election 2021 [2].

e Texas states authorities are suing a company for conspiracy
to censor public disclosure of the effectivity of vaccines [3].

e Unsupported records suggest that some scrupulous
companies aimed to design lethal pathogens which can by
some way and sometime contribute to the need and use of
their therapeutic vaccine products [4].

e The return of the critical reviews of the diagnostic and
statistical support for the COVID epidemic in USA is on the
way [5].

e Florida state surgeon general calls for halt in the use of
COVID-19 mRNA vaccines [6,7].

A realistic and objective evaluation of the real costs and benefits
of the actions taken during the COVID pandemic is necessary to
understand (and learning from) the events during this historical
period.

Materials and Methods

It is believed, that an important methodological feature of this
article is the conscious effort to rely only on primary (source)
data regarding the COVID pandemic and evaluate them de novo
and independently. Statistical data were obtained from publicly
available official databases, like epidemiologic records mostly
from Center for Disease Control (CDC), statistic over the costs of
healthcare and the relevant actuarial tables [8]. Statistical data
were evaluated by simple, widely used statistical methods like
correlation analyses.

Two different approach were used to calculate the ‘value of
human life’. 1) The ratio of age specific healthcare costs and the
estimated remaining number of years alive at a given age provided
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a ‘monetary value of life’ (measured as $/year) at that given age.
2) The estimated number of remaining (statistically expectable)
years to live at any given age provided the ‘potential/or exchange
value’ measured as years of that given life. The practical
use, legitimacy and limitation of use of these very sensitive
measurements (in epidemiological context) are described in the
results and discussion parts of the manuscript.

Estimation of rational healthcare spending were based on the
comparison of the American healthcare costs/capita with other
similarly well-developed West-European countries [8,9]. The
calculation of publicly available healthcare costs is complex and
seems to be somewhat chaotic for a non-expert outsider. The
central part of this article is the determination of the Excess
COVID Mortality (XM), defining and counting its components. We
determined XM by subtracting the number of average, annual
number of deaths of all causes under the COVID-free period of 10
years directly prior to the COVID pandemic (2020-2021) TPD from
the total number of reported annual deaths TRD of all-causes
during the years of the COVID pandemic.

The XM vales were further divided into two subcategories:

e Total COVID Deaths (TCD) which is the reported number of
deaths there the death certificate stated that the Underlying
Cause of Death (UCOD) was determined to be the COVID
infection.

e Complementary COVID Deaths (CCD) which defines all excess
deaths which occurred during the pandemic (i.e., associated
to the existence of the virus) but it was not possible to
establish any direct, causal relationship to the COVID virus.
The real UCOD in CCD category is the subject of speculations.
The TCD could be further divided into “True” and “Hearsay”
COVID Deaths, CD* and CD? respectively, depending on
weather the COVID infection as the UCOD was supported by
specific and timely laboratory test for the COVID virus or not.
These unconfirmed cases of deaths are regarded “hearsay”
cases of COVID deaths because their determinations were
based more on believe than evidence.

Calculation and importance of “hearsay” COVID deaths is
described elsewhere in detail [5]. It is based on the observation
that the reported number of COVID deaths exceeded the
theoretical maximum of possible COVID infections. The “hearsay”
COVID deaths are reducing the number of CCD and, by that way,
they take away the attention from the real causes of numerous
excess fatalities which are related to the pandemic but not to the
virus itself. The short-term and long-term effects of the COVID
pandemic in the USA were estimated by monitoring the most
relevant economic parameters in the USA before and under the
pandemic, like consumer price index, stock exchange, budget
deficit and of course the National Healthcare Expenditure.

This article is available from: https://www.itmedicalteam.pl/health-science.html
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RESUltS describes how well a person succeeded to live until the

statistically expected (average) lifetime.

Biological parameters of life in USA . . o
Age normalized death rates, MR(i): The successive increase

General life expectancy: Convincing experience tells that all  of the expectable years of individual lives and the associated
individual life-length is biologically determined and it varies  decrease of the MRs—was continuous, almost a century, without
from species to species. The maximal possible life expectancy  major variation (Figure 1).

for humans is say 120 years [10]. However, the actual average
life expectancy depends on the people themselves i.e., the socio-
political milieu of the time and place of living. The most used
parameters of life expectancy are:

However, the contribution of different age-groups is very
different. The deaths rates are close to zero for persons between
ages 4 to 50 but exponentially increases after 50 until the factual
deaths. Medical and social healthcare improvements postpone,
e Initial Life Expectancy (ILE): It is the expected number of  but never prevent the occurrence of natural deaths (Figure 2).

years alive at the moment of birth [11]. These continuous decrease of death rates has little effect on

* Residual Life Expectancy (RLE): It is the expected number of  the age-related size of the population before age 65 and over
years alive at a certain age [12]. 80 years. However, the number and life-time of persons in the
e Accomplished Life Expectancy (ALE): It is the final number  ‘transition age’ (65-80) are markedly increasing (Figure 3).
of years alive at the moment of deaths. This parameter
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Figure 3:| Population of USA by age 2010-2019: The arrow and the shaded area indicates the phase-shift of population-waves toward the higher
ages, i.e., the population “pattern” is very similar in 2010 (POP2010-yellow line) and 2019 (POP2019-blue line) but shifted right

%

Socio-economic parameters of ‘longevity’

Longer life and the associated benefits are not free. Being alive
is certainly very desirable (genetically programmed) condition,
consequently the ‘maintenance fee’ can be very high. An
objective approach to the life and death equation is possible.
1) The life has some (any) measurable value for the involved
persons and communities; 2) The person and communities have
the necessary resources equivalent to this calculated value to
maintain and increase the number of years alive. Medical and
healthcare resources are only a small, but significant part of
many options that people and societies possess to pay the price
of longevity.

The ‘value’ of life: Every individual life has an arbitrary monetary
value. This is well known for some professionals, like military
and insurance experts and they are coldly calculating and using
this value. Private persons however are not supposed to know
about it, even less, to speak about it. It is taboo. The general,
public consensus teaches, that the value of life is immeasurable
[13]. However, there still may be a way to set a well measurable
statistical value for lives in a group for statistical purposes but
never for valuing an individual person’s life. This is strictly
limited for the calculation and comparison on the life-to-life
bases.

The ‘price’ of increasing RLE (longevity): The life has an
individual, subjective value for people. These values can be
positive or negative, or both.

Apart from the never ending philosophical and religious
speculations, the human lives - here and now - have strong
positive value. The explanation is simple: More people prefer
living than not. Consequently, the count of all humans (defined
as carriers of 44+2 chromosomes) is steadily increasing. The
positive attitude to life is expressed by two fundamentally
different ways: Reproduction and longevity.

Survival and prosperity through reproduction: This is the
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original, collectivistic way of staying alive by propagating your
individual chromosomes. This method is often the only one
available.

Survival and prosperity through longevity: This might be called
the egoistic way, because it is based on concentrating the life
experience in fewer number of individuals instead of dispersing it
to many descendants.

The industrially more developed countries (higher BNP) are on
the ‘longevity’ way: They restrain their aggression to others and
invest into healthcare. The ‘longevity’ investments seems to be
logical, when the religious believe in the ‘life-after-this-life’ became
unrealistic for more and more persons.

There are three different approaches to try setting a measurable
and comparable value on the human life.

e The value of life for the individual himself can be based on
the statistical calculation of alive/dead ratio for all individuals
(or the RLE) in the same age. It directly gives an objective
comparison with other individuals in the same and different
age-groups.

e The value of life for the collective depends on the accumulated
number of available years alive for all individuals in the same
age-group, i.e., it is RLE multiplied by the size (#) of the group
(Figure 4). These two calculations give very similar results, as
expected, except minor differences depending on the variation
in the size of the age-groups.

e Thevalue of life can be estimated even based on the annual per
capita healthcare costs [10] by age. Historical records indicate
the correlation between increasing Life Expectancy and the
healthcare costs, in every developed industrial country (Figure
5).

The rapid increase of healthcare costs, in the proximity of death, is

not surprising. However, the increase of per capita costs for senior-

care in USA is very large compared to other equally well developed

western countries (Figure 6).

This article is available from: https://www.itmedicalteam.pl/health-science.html
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Calculation of the cost/benefit ratio of a rational
health care

A neutral approach to estimate the benefit of healthcare is the
calculation of its costs [8] in relation to changes of RLE. However,
it is necessary to keep in mind that any change of RLE depends
on a large number of factor and not only on medical (and related)
efforts (Figure 7).

The interference of COVID pandemic with the
normal life of Americans

Excess Mortality (XM) during the Coronavirus pandemic
(COVID-19): COVID added a new category of deaths to the
traditional all-cases-mortality [14]. It is called Excess COVID
Mortality (XCM) because it occurred simultaneously with the
appearance of the virus infections and the pandemic-associated
life changing conditions. Excess Deaths of all causes including
COVID Deaths (XD)=Total counts of Reported Deaths of all causes
under pandemic (TRD)-Total Projected (or expected) Deaths of all
causes without COVID pandemic (TPD). The XD is often expressed
as p-score (%).

XD =TRD—-TPD
P —score=(TRD-TPD)/TPD

Excess mortality is a more comprehensive measure of the total
impact of the pandemic on deaths than the confirmed COVID-19
death count alone. It captures not only the confirmed deaths,
but also COVID-19 deaths that were not correctly diagnosed and
reported as well as deaths from other causes that are attributable
to the overall crisis conditions. Globally, the total number of
excess deaths is estimated to be two to four times higher than
the reported number of confirmed deaths due to COVID-19 (incl.,
both deaths confirmed by specific laboratory (viral) test or not
[15]). The WHO (World Health Organization) confirmed [16] that
the total number of excess deaths is substantially higher than the
number of confirmed deaths due to COVID-19. Consequently, the
XM is the sum of two distinct categories.

e Total COVID Deaths (TCD) category contains cases their close
connection to virus had been established, reported and
became part of the COVID statistic:

e There the COVID virus was the Underlying Couse of Death
(UCOD) and it was confirmed by specific laboratory viral test
(true COVID Deaths - (CD+) and

e There the COVID was suspected as contributor to the deaths
but it hadn’t been confirmed by viral test (‘hearsay’ COVID
Deaths - (CD?)) [6].

e Complementary COVID Deaths (CCD) category contains all
kinds of excess deaths which occurred under the pandemic
but association to COVID virus itself was not possible to
establish and it hadn’t been part of the official COVID
statistic. Itis speculated that CCM is the result of undiagnosed
(“missed”) COVID cases, while some excess deaths were
likely related to pandemic health care interruptions and
socioeconomic disruptions (like health care delays and
interruptions, housing instability, employment loss, food
insecurity, social isolation, increases in poisonings, suicide,
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homicide, accidents and mental health issues [17-20].

Effect on the size of the population in USA

The numerically large excess mortality caused by the COVID
pandemic had very little visible effect on the population of a very
large country, like USA (Figure 8). (Compare to Figure 3). The
estimated count of the total population grows with 8 M persons
during the pandemic, compared to the 5 years average directly
before the COVID events (Table 1).

Effect on the detailed mortality parameters: However, a very
detailed analyses and comparison of all possible age groups (O-
100 years old persons) with each other revels some restructuring
of the population pattern (Figure 9 and Table 2). The negative
change of MR in age groups (0-14) pinpoints the possible
beneficiaries of the pandemic.

The calculated weekly Excess COVID Mortality (XCM) was up
to 60% over the historically expected ‘usual’ counts of deaths,
corresponding to the well-known COVID mortality peeks. Less
kids (age 0-14 years) died during the pandemic than expected
suggesting that at least one group of people might have benefited
from the exceptional rules under 2020-2023. The average XCM
didn’t return to the original zero value at the end of this period of
records (Figure 10).

An even deeper look at the nature and origin of the extra deaths
under COVID pandemic is possible when dividing it into its natural
subgroups as described above. It is especially valuable to have a
closer look at the ratio of deaths which were possible to connect
to the COVID virus TCD and those which were not possible to
connect to the virus at all CCD (Table 3, Figures 11 and 12).

The average p-score of the population (all ages) was around 20%-
25% during the first two years of the pandemic, but it dropped to
the 5%-10% level 2022-2023 and remained above zero after. Both
components of the extra deaths XCD showed the similar pattern
of changes.

However, the virus related TCD and unrelated CCD components
were changing differently. This difference depends on the
definition of the COVID mortality.

e Relying on the official definition-that pools the ‘true’ CD*
cases with the un-supported ‘hearsay’-based causes CD? the
CCD/XCD ratio is starting 35% but increasing to 60% by time.
(Upper part of Table 3 and Figure 11)

e Using the evidence-based definition that requests that the
diagnosis is substantiated by specific laboratory viral test,
the count of true-COVID deaths CD* is lower than reported
and the corresponding CCD is higher: The CCD/XCD ratio is
starting at 50% with a slight increase by the years (~60%).
(Lower part of Table 3 and Figure 12).

These differences have no practical consequences today, the XCD
counts remain the same and ‘death is death’. However, it might
have significance when objectively evaluating the true magnitude
of the COVID danger and compare it to the value of the human
reaction.

Effects on the economy of the USA (short and long term): It is
generally believed, that the COVID pandemic is solely responsible
for (or at least major contributor to) the significantly increased

This article is available from: https://www.itmedicalteam.pl/health-science.html
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not entirely false, they are not entirely true either. More likely
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the virus served as a catalyst that amplified some of the already
existing negative trends (weaknesses) of the recent political/
social/economical structure of the USA (Table 4).
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Table 1: Effect of COVID pandemic on the total population of USA.

Sum of all age groups, Mean 2015-2019
0-100 years old,=mean USA

population (#)

DIF=(M20-M23)-(M15-M19) Ratio= (M20-23)/(M15-19)

Note: (77) Indicates the period of COVID pandemic.
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2023) the pandemic were compared.
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Table 2: Excess mortality related to COVID pandemic.

Age-group
(Years)
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Note: MR: Mortality Rate; # of diseased persons of 1,000 in a group during 1 year; XM: Excess mortality, the difference between MR during the COVID
epidemic (2020-2021) and the years before without COVID (2010-2019); R: Reference years; (ll) Clusters of age-group with * historically highest MR;
(M) Mostly increased relative MR during COVID epidemic; (llll) Mostly reduced relative MR during COVID epidemic.
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and 2020-2023 were used. (See even Table 2).
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Table 3: Components of extra deaths associated with the COVID pandemic-USA (2020-2023).

Reported (#) Predicted (#) R-P (#) Reported XCD-TCD (+&?) (#)

Reported (#) Predicted (#) R-P (#) Reported XCD-TCD (+) (#)

Note: *Calculated value, considering that the true (test positive) COVID deaths cannot be more than permitted by the frequency of positive COVID
viral tests in the general population. Here the average frequency - 8.58% was used. (IE8): The true (laboratory test confirmed) amount of COVID
deaths (TCD (+); (7=)The two calculated components of COVID associated extra deaths, the p-values and CCD values.

This article is available from: https://www.itmedicalteam.pl/health-science.html
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Name/Year 2016 2017 2018

2019
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2022 2023 §19-S23 S(%)

Note: CPI: Consumer Price Index; DJIA: Dow Jones Industrial Average; GDP: Gross Domestic Product; TS: Trillion (1012); USD; (Ill) Year of COVID
pandemic; $19-$23: Sum of changes 2019-2023; $%: Change/2019 value (%).

Correctinterpretation of economic meta-data is almost a “mission
impossible” for a non-expert average American meanwhile the
official interpretation is sometimes unreliable. Consequently,
subjective and extreme interpretations exist. Keeping in mind
these difficulties we estimate the real costs of pandemic to be
around 5 TS total (corresponding to the extra budget deficit)
and having two components: 1) ‘Virus-induced’ extra healthcare
costs, 2.7 TS and 2) ‘Men-made’ extra costs, 2.3 TS.

The American’s constitutional rights having been violated, by
the numerous restrains under the pandemic. However, it was
widely accepted as necessary under emergency conditions i.e.,
when the life and wellbeing of larger number of persons was
seriously threatened by any natural or manmade conditions. But
a dilemma is existing still not satisfactorily resolved whether the
emergency situation occurred as the result. 1) The random and
mindless accidental events in the Nature (like mutation) or 2) The
conscious but malicious intelligence of other arrogant and greedy
Humans? What caused the emergency conditions: The virus (?),
the sensation driven media (?) or both?

The answer might be found in the unusual nature of the COVID
infection and the weaknesses deeply rooted in the human
psychology.

COVID is a syndemic: It is a synergistic epidemic, where the
occurrence and interaction of multiple diseases or health
conditions exacerbate their individual impact, leading to complex
health challenges and increased vulnerability in populations. It
is well recognized that age and preexisting comorbidities acting
synergistically when COVID becomes the UCOD. There is no one
documented case of death caused by COVID of a previously
healthy, young individual [21].

Heterodoxy of COVID-19: COVID affects different people
very differently: Infected persons experience the disease very
differently and this leads to serious disagreements regarding
the dangerousness of the pandemic and what is the adequate
defence. As the result we could see serious disagreements up to
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the degree of animosity develop between persons or groups of
the society, involving even the most respected scientists (experts)
[22].

COVID induced ‘nocebo’ effects: In addition to well-known
placebo effects, so-called “nocebo” effects also exist. Due to the
placebo effect, a person recovers from an illness because they
expect to recover. When a person suffers from a nocebo effect, on
the contrary, they get ill just because they expect to become ill.
When people expected to be infected with the “deadly China virus”
every sneeze became the alarming sign of COVID infection even
for otherwise cautious doctors. Not surprisingly COVID became
the first and best choice when somebody died and the physicians
were expected to state the UCOD on the death certificate. These
nocebo generated “hearsay” COVID deaths occurred mostly in
cases when the objective laboratory confirmation (specific COVID
viral test) was missing of some reason [23-25].

Discussion

The archetypal fear of being sick, injured and die is very strong
and it is easy to find examples how different political and religious
ideologies, cults were and still are, able to generate massive
revenue of this weakness. There is a practical need to calculate
the material value of life (including the human life) for military
and insurance purposes. However, this kind of calculations are
usually strongly opposed by the general public. Most people
want to believe in the ‘forever’ life and the limitless value of the
living. Consequently, they react strongly for serious threats, like
an epidemic.

Hoverer there might be one general value their consensus can
be reached: People are ready to pay practically any prize to keep
themselves and the so called “loved ones” alive. This material
approach to the objective value of life might explain the cost
explosion of healthcare in the high GNP countries. Very large
proportion of profit of the medical-pharmaceutical industry
is directly related to senior care and terminal gerontology.

This article is available from: https://www.itmedicalteam.pl/health-science.html



Consequently, a virus, like COVID is an existential threat to the
most important market of this prosperous industry (tests and
vaccines).

What did, on the other side, the public benefit from the active,
aggressive and very costly defence policy against the COVID
pandemic? It is impossible to calculate in monetary terms. A very
sensitive issue emerges when calculating the benefit/cost ration
of an aggressive anti-virus policy. The total number of Excess
COVID associated Mortality (XCM) is about twice as much as
the COVID Mortality (TCM). It is well known and confirmed fact
that 2-4 times more persons died during the pandemic than the
count of real and recognized deaths caused directly by the COVID
disease itself. The explanation is complex, like increase of suicide,
domestic violence, misuse, neglected non-COVID diseases, etc.

Statisticians tried to classify as many deaths as possible as COVID
related to reduce the gap between true COVID Mortality and
the excess COVID mortality and eliminate the complementary,
non-COVID deaths. However, the gap still exists and rises some
unpleasant questions: Is it really possible that the state-enforced,
excessive and mandatory pandemic defence killed as much
persons as the COVID virus itself?

The recent actuarial tables confirm that kids and seniors are
the major beneficiary of improving socio-economic conditions.
Elderly lives longer and spends (have to) more for healthcare
than younger. They are spending their own, well-earned and
saved money. It is easy to accept up to a rational level. It is not
difficult to accept that the average per capita health care spending
(related to the BNP of the respective countries) in well-developed
west European countries indicates the rational magnitude of
healthcare spending, even regarding the elderly.

The COVID virus showed very unusual characteristics: It infected
uncontrollably, generally and equally every single member of
the society, but it harmed only the biologically most vulnerable
minority, meanwhile the waste majority of infected persons
didn’t notice anything or, may be, some regular flu symptoms.

However, on the other hand, the aggressive defensive orders
restricted the constitutional freedom of every generation
Americans that was temporarily accepted by the people with
respect for the emergency situation. However, some of the
violations of the constitutionally guaranteed freedom, like
censorship, enforced “political correctness” seems to last
intolerably longer than it is compatible with the fundamental
nature and established laws of Americans.

Conclusion
It is concluded, that

e The value of “longevity” is increasing and it is already high
in the USA;

e The costs of longevity are extremely high in USA compared to
well-developed West-European countries;

e The COVID pandemic threatened the largest and most
profitable market of the American health-care industry
by accelerating the natural death process of elderly and
seriously sick persons;
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e The state enforced defense policy was life-saving for the
medical-pharmaceutical industry;

e The benefit-cost ration of the pandemic rules is not uplifting,
especially not when, it seems to be, that as much persons
died due to the dramatic changes in life style (lockdown,
isolation, etc.) than as the result of the direct COVID disease.

Itis recommended, that the people, media, politicians pay serious
attention to review and re-evaluate the events and consequences
of defence actions with the sole purpose to learn from mistakes
and not repeat them in the future. COVID pandemic-with all
certainty was not the last pandemic in the history of mankind.
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