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Dear Sir,

One of the arguments in favor of strict measures 
against COVID-19 [1–3] is the potential efficiency 
of restrictions in China and some neighboring 
countries. However, optimistic forecasts like “the 
COVID-19 in China may end soon” [3] appear ques-
tionable. The strict measures have a rebound effect. 
Hardly anybody would like to go into the quaran-
tine—either alone or together with housemates. 
Respiratory symptoms can be conveniently hidden 
behind a facemask. In view of the strict measures, 
increasing numbers of people will hide respiratory 
diseases, especially in those regions, where work 
or other outdoor activities are necessary to sur-
vive. Countries with a lower healthcare access and 
quality Index may underreport COVID-19 cases or 
would be unable to adequately detect them [4]. Effi-
cient social distancing is hardly achievable in some 
overpopulated regions [5].

A fraction of the Chinese population may be 
immune against SARS-CoV, where it is thought to be 
endemic with an animal reservoir [6,7]. This is a plau-
sible explanation for a higher case fatality rate (CFR) 
of COVID-19 in Italy (7.2%) than in China (2.3%) [8] 
and a high percentage of asymptomatic carriers in 
China: reportedly, around four in five coronavirus 
infections caused no illness [9]. Generally, COVID-19 
as a cause of death seems to be overestimated. The 
mean age of patients with COVID-19 who died in Italy 
was reported to be 81 years while more than two-

thirds of them had diabetes, cardiovascular diseases 
or cancer, or were former smokers [2]. Of note, “died 
with COVID-19” is not the same as “died from COVID-
19”. The SARS-CoV-2 carrier state can be asymptom-
atic [9,10]. People can carry the virus without symp-
toms longer than two weeks while cured patients 
discharged from hospitals may carry the virus again. 
Infected patients can produce large amounts of virus 
during an incubation period [7]. An overestimation 
of CFR in Italy may have resulted from the identifi-
cation of COVID-19-related deaths as those occur-
ring in patients testing positive for SARS-CoV-2 inde-
pendently from pre-existing diseases that may have 
caused death [8]. The autopsy would be helpful to 
more precisely determine causes of death and hence 
the CFR. Moreover, CFR depends on the population 
coverage by the testing. For example, the Republic of 
Korea has adopted a strategy of extensive testing for 
SARS-CoV-2. This probably led to the identification of 
a large number of individuals with mild symptoms, 
which resulted in lower CFR compared with Italy 
(1.0% vs. 7.2%) [8]. The same is probably true for 
Germany (CFR 0.7%–1.2%), where widespread diag-
nostics have been timely implemented [11,12]. 

Influenza spreads around the world in yearly 
outbreaks, resulting in millions of cases of severe 
illness. Presumably, seasonal flu kills 250–500 thou-
sand people yearly. Influenza pandemics resulted 
in millions of deaths [13–15]. The effectiveness of 
travel restrictions, quarantines, contact tracing, 
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etc. appears questionable because SARS-CoV-2 is 
already spreading worldwide, like influenza, did 
repeatedly in the past. In particular, the spread 
around the world is putting into question the utility 
of travel bans [16]. Historical data over recent cen-
turies suggest no change in the speed of flu spread 
despite the proliferation of travel and human con-
tacts. The travel restrictions might delay interna-
tional spread if instantaneous and 100% effective, 
which is unlikely to be the case [13]. Numerous mild 
and asymptomatic cases will be inevitably missed. 

There is a well-founded opinion that it is unethi-
cal to impede access to the natural immunity. School 
closures would diminish the chances of develop-
ing herd immunity. Children, young adults, and 
many other people can mount their own immune 
response to SARS-CoV2 undergoing acceptably low 
risk [17]. In future, the countries implementing 
strictest measures and spending pro capita more 
money than others might find themselves to have a 
weaker protection against COVID-19 by the natural 
immunity. Moreover, the mass use of disinfectants 
might contribute to the antimicrobial resistance.

The economic damage from excessive restric-
tions and lockouts may result in more harm for the 
public health than SARS-CoV-2 itself. According to 
a recent estimate, COVID-19 with counter-epidemic 
and preventive measures may cost the global econ-
omy $2.7 trillion in lost output [18]. Projections 

indicate that many national economies will be dam-
aged and unable to recover quickly [18]. Because of 
the integrated international supply chain, several 
countries are facing a slowdown [19]. More and 
more people are finding that they have no more job 
to go to. The misapplication of healthcare resources 
can imply among others the stoppage of non-urgent 
outpatient activities, e.g., follow-ups and planned 
operations, procedures, and tests [20]. The mortal-
ity from other causes would rise due to the disrup-
tion of many services and misapplication of public 
funds. The resulting mortality jump might be in 
future erroneously ascribed to COVID-19. The long-
term social distancing can have detrimental effects 
on physical and mental health [12], especially of 
elderly people living with frailty and multimorbid-
ity, contribute to loneliness, and depression [21].

Finally, the question “cui prodest” (to whose 
profit) should be tackled to clarify motives behind 
some COVID-19-related policies. In the author’s 
opinion, partly based on the observations inside 
Russia, the restrictions, supervision, and control 
measures are used by functionaries to encroach 
upon liberalism, which is criticized by many writers, 
e.g., Mikhail Khazin, the former official of the Pres-
idential Administration of Russia [22,23] (Fig. 1), 
and to distract people from internal problems such 
as the inefficient healthcare system sometimes dis-
regarding medical ethics [24,25]. Along the same 

Figure 1. The title page of the article by Mikhail Khazin “Liberast obyknovennyi (common liberast)” [22]. Khazin is a 
former official of the Presidential Administration of Russia [23].
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lines, travel restrictions in the vast country would 
help to conceal voluntarism, violations of human 
rights, laws, and regulations [26], well in agreement 
with the Soviet cultural traditions [27]. 

All said, individual protection measures are cer-
tainly reasonable, such as the staying home if ill, 
social distancing, cough etiquette, and frequent 
hand washing. The combination of hand hygiene 
with facemasks was found to have statistically sig-
nificant efficacy against influenza [28].
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