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The International mMRNA Health Conference is a yearly non-profit event collaboratively
organized by Curevac, BioNTech and Moderna. It brings together academic and industry
thought leaders in the mRNA design and delivery space to explore the rapidly evolving science,
business and regulatory landscape of mMRNA medicines. Over the last seven years, this 2-day
conference has become the premier destination for industry and academic professionals to
network with colleagues, learn about the latest advances in mRNA technology, and to attend
scientific presentations given by the most esteemed experts in the field. Notably, it is the only
annual conference dedicated solely to mRNA therapeutics.

As a scientist with tremendous experience and the director of NIAID, the organizing
committee thought that conference attendees would very much appreciate hearing about
your thoughts about mRNA therapeutics, particularly vaccines, and any perspectives you
wish to share.

The organizing committee recognizes that your calendar is likely filled years in advance, but we
all have our fingers crossed that you might be able to fit this into your busy schedule.

| look forward to hearing from you.

all best wishes,

Norbert

P.S. In the event that the COVID-19 crisis is still curtailing travel in the fall, our backup plan
would be to have a completely virtual meeting on the same dates. We plan to make that
decision in late August/early September.

Norbert Pardi, Ph.D.
Research Assistant Professor of Medicine
Infectious Disease Division

Perelman School of Medicine
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University of Pennsylvania
Philadelphia, PA 19104
PH: 215-746-6552

pnorbert@pennmedicine.upenn.edu
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All best,

Mark Schoofs
Visiting Professor of Journalism
University of Southern California
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| hope that you and your team find the details of this clinical trial of some interest.
The hospital protocol for this treatment is attached and here is a link to details of
the current trial in China along with some other relevant links:

http://www.orthomolecular.org/resources/omns/v16n18.shtml

http://www.orthomolecular.org/resources/omns/v16n19.shtml

http://www.orthomolecular.org/resources/omns/v16n07.shtml

http://orthomolecular.org/resources/omns/v16n21.shtml

https://www.sciencedirect.com/science/article/pii/S2590098620300154?via%3Dih
ub

Kind regards,

Stuart Coulter

<Journal Pre-proof - Can early and high intravenous dose of vitamin C prevent and
treat coronavirus disease 2019.pdf>
<Protocol - IVAA-COVIDI19-Hospital-Use-Anderson-03.24.2020.pdf>
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Phil

Phil Sklar

Co-Founder and CEO

National Bobblehead Hall of Fame and Museum
Phil.Sklar@bobbleheadhall.com

414-519-2625

www.bobbleheadhall.com [icm-tracking. meltwater.com]

This email was sent to mary.jordan@washpost.com
National Bobblehead Hall of Fame and Museum, PO Box 0982, Milwaukee, WI
53201-0982, US
Unsubscribe [icm-tracking.meltwater.com|
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Please let me know if this is possible and tell me if you are interested in doing this with us for
the greater good of the general public to keep them informed.

Sincerely,

Brendan J. Taglianetti

Full-Time Advanced EMT/ Field Training Officer
Milford Ambulance Service

66 Elm Street, Milford, NH 03055

Phone: (603) 249-0610 (ext. 275)

Email: btaglianetti@milford.nh.gov
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straightforward demeanor and willingness to contradict President Trump, he’s begun to develop the
same kind of cult following as Supreme Court Justice Ruth Bader Ginsburg and former special counsel
Robert S. Mueller I, who inspired countless “Plank like RBG” tank tops and a bizarre illustrated
children’s book, respectively.

Even as whole swaths of the global economy collapse, the pandemic has created a robust cottage
industry of Fauci-themed merchandise, including bottle openers, magnets and mugs. On Etsy, you can
buy “Honk for Dr. Fauci” bumper stickers, prayer candles depicting “St. Fauci” and socks printed with
Fauci’s face. Graphic T-shirts bear slogans such as “I| Need a Hero” and “In Dr. Fauci We Trust.”

If so inclined, you can even decorate your home with an “I Heart Dr. Fauci” throw pillow, or purchase
a replica of Fauci’s jersey from the time he captained the basketball team at Manhattan’s Regis High
School. Lingua Franca, which sells cashmere sweaters embroidered with resistance-friendly slogans
for $380 and up, recently began taking orders for an army-green “Dr. Fauci Fan Club” knit.

In hanor of Fauci’s Italian heritage, a clam bar in Long Island named a linguine dish after him this
week. (Available for pickup only, “the linguine with white clam sauce shares origins with Fauci, as the
sauce itself was invented in the Fauci Family’s native Sciacca, Italy,” the restaurant claimed in a
statement.)

As countless Americans remain glued to the news while trying to stay indoors, a robust Fauci fandom
has flourished online. On Facebook, the “Dr. Anthony S. Fauci Fan Club” has over 32,000 members.
Thousands more congregate in groups with names such as “Dr. Anthony S. Fauci, the Man, the Myth,
the Legend,” “Dr. Fauci Speaks, We Listen” and “Dr. Fauci Memes for Social Distance Teens.”

An unassuming 79-year-old public servant who has advised six presidents, Fauci has become a
“reliable constant in a time of uncertainty,” The Washington Post’s Ellen McCarthy and Ben Terris
reported. But his admirers — and there are a lot of them — worry that it's only a matter of time
before he's sidelined by Trump.

When Fauci missed a White House news conference earlier this month, panic erupted on Twitter,
along with speculation that he could be sick. There was palpable relief when he resumed his regular
position at the podium the following day and appeared to hide some exasperation as Trump
referenced “the deep state.”

Fauci later explained that he had simply been trying to dislodge a lozenge from his throat. But the
much-analyzed “Fauci facepalm” had already become a meme, deployed by liberal members of
what’s known as the resistance.

Fauci’s newfound fame can be partially attributed to his willingness to engage with all forms of media
— in recent weeks, he’s gone on a Barstool Sports podcast, chatted with basketball star Steph Curry
on Instagram Live as Barack Obama listened in, and appeared on “The Daily Show With Trevor Noah.”
But it also undoubtedly helps that his fans tend to take social distancing seriously and consequently
have ample spare time to produce fan art or perform songs written (or modified) in his honor.

On social media, Fauci’s virtual fan clubs peruse old photos of the infectious disease expert in search
of “comfy turtleneck vibes,” stitch his face on embroidery hoops and discuss erecting statues as
tribute. They frost his name on cookies and joke about constructing shrines in his honor. Prominent
activists and entertainers confess to wanting to marry him, or have him tuck them into bed.

Fauci has remained characteristically modest about his new status as a cult figure. “Well, that’s very
nice,” he responded when McCarthy and Terris mentioned that people all over the country were
praying for him. Of course, that means that his fan base has only continued to grow.

“I never met a guy that, worldwide, he is so loved,” Semeraro, the Rochester doughnut shop
owner,told CNN. “And a month ago, we never knew his first and last name.”
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Disclaimer: Any third-party material in this email has been shared for internal use under fair use
provisions of U.S. copyright law, without further verification of its accuracy/veracity. It does not
necessarily represent my views nor those of NIAID, NIH, HHS, or the U.S. government.
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Given the scope of the meeting and the attendees and industries they represent, | think that a lecture
on pandemics, bioterrorism and emerging infectious disease, especially in light of COVID-19, is
necessary. | think you would teach new concepts to a team of doctors that would identify with some of
the system gaps in our current supply chain and their impact on human health, wellbeing and survival.
You'’d provide experience and insight on what went wrong and what could be fixed in the future to make
us collectively better prepared.

We would be honored to have you speak and I’'m glad to continue discussion of logistics with someone
else on your team. If you needed more information about scope, | can certainly provide that. We do
provide an honorarium and will cover travel and hotel expenses.

Thanks so much in advance for any consideration you might give this request/offer and most of all thank
you for your direction, demeanor and dedication at this global time of crisis.

Best,
Paulo

Paulo Bandeira Pinho, MD, FAAP, FACP
Chief Medical Director
OPTIMUM RE INSURANCE COMPANY

% +1 214 528-2020, ext. 30984
E Paulo.Pinho@optimumre.com

@ 1345 River Bend Drive, Suite 100
Dallas, TX 75247, U.S.A.

C] optimumre.com

§ OPTIMUM.

¥4) Life Reinsurance

This email and its attachments is confidential and is intended only for the individual(s) to whom it is
addressed. Distribution or copying of this email by anyone other than the named recipient is
prohibited. If you receive this email in error, please notify us by email and permanently delete this
email and its attachments.
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www.demiurge.technology

This email and any attachments thereto may contain private, confidential, and privileged
material for the sole use of the intended recipient. Any review, copying, or distribution of this
email (or any attachments thereto) by others is strictly prohibited. If you are not the intended
recipient, please contact the sender immediately and permanently delete the original and any
copies of this email and any attachments thereto. This email is intended for information purposes
only and is provided without any warranty of any kind, either expressed or implied. While some
information used on this document may have been obtained from various published and
unpublished sources considered to be reliable, Demiurge Technologies AG neither guarantees its
accuracy or completeness nor accepts liability for any direct or consequential losses arising from

its use.Thank you.
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From my very modest end as a human being, thanks for your responsible, honest, scientific leadership.
Best wishes, we need people like you
Francisco X. Real (Paco)

Epithelial Carcinogenesis Group

Molecular Oncology Programme

Centro Nacional de Investigaciones Oncologicas
Melchor Fernandez Almagro, 3

28029-Madrid (Spain)

Phone +34 917328000 ext 3660

E-mail preal@cnio.es

WWW.CNio.es

Fb Hazte Amigo del CNIO | Tw @HazteAmigoCNIO | Youtube canalcnio

**ADVERTENCIA LEGAL**: Este correo electrénico, y en su caso los ficheros adjuntos, pueden contener
informacion protegida para el uso exclusivo de su destinatario. Se prohibe la distribucion, reproduccién
o cualquier otro tipo de transmisién por parte de otra persona que no sea el destinatario. Si usted recibe
por error este correo, se ruega comunicarlo al remitente y borrar el mensaje recibido.

De conformidad con lo dispuesto en el Reglamento (UE) 2016/679 relativo a la proteccién de los datos
personales de las personas fisicas, la informacion personal que nos pueda facilitar a través de este
correo electrénico quedarad registrada por la Fundacion CNIO con la finalidad de tramitar el objeto del
presente correo electronico. El tratamiento de sus datos personales se encuentra legitimado por ser
necesario para gestionar el objeto del presente mensaje. Estos datos personales no seran comunicados
a ningun destinatario salvo a aquellos que usted nos autorice o asi venga exigido por una ley. Ud. podra
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ejercer los derechos de acceso, rectificacion, supresion, limitacion de tratamiento, portabilidad y
oposicién en la siguiente direccién: ¢/Melchor Fernandez Almagro 3, 28029 (Madrid). Podra ponerse en
contacto con el Delegado de Proteccion de Datos en: delegado lopd@cnio.es. Para el caso de que Ud.
precise conocer informacidn adicional sobre el tratamiento de sus datos personales, puede consultar
dicha informacién adicional en el siguiente enlace dentro de nuestra pagina web:
https://www.cnio.es/es/privacidad/index.asp

**LEGAL NOTICE**: This email and any attached files may contain protected information for the sole
use of its intended recipient or addressee. Anyone other than the intended recipient or addressee is
strictly prohibited from distributing, reproducing or transmitting the email and its contents in any way. If
you receive this email in error, please notify the sender and delete the message.

Pursuant to the provisions of EU Regulation 2016/679 regarding the protection of personal data, any
personal information you provide through this email will be registered by the CNIO Foundation in order
to deal with content of this email. Your personal data must be processed in order to be able to deal with
the content and purpose of this message. Your personal details will not be passed on to anyone else
unless you authorise us to do so or we are required to do so by law. You may exercise your rights
regarding access, rectification, suppression, limitation of processing, portability and opposition by
writing to the following address: ¢/Melchor Fernandez Almagro 3, 28029 (Madrid). You may contact the
Data Protection Delegate (Delegado de Proteccion de Datos) at: delegado lopd@cnio.es. If you require
further information about the processing of your personal data, go to the following link on our webpage:
https://www.cnio.es/es/privacidad/index.asp
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Americans may have the war in Vietnam to thank for Anthony S. Fauci.

An adviser to six presidents and now the trusted public face of the scientific response to the coronavirus
pandemic, Fauci has worked at the National Institutes of Health (NIH) for more than a half-century —
beginning in 1968 with a group of doctors cheekily known as Yellow Berets.

During the conflicts in Korea and Vietnam, the U.S. military faced a pressing need for physicians. In 1966,
during Fauci’s senior year at Cornell University Medical College, a military recruiter came to tell the
assembled students: “After you finish medical school, every one of you except the two women will
either be in the Air Force, the Army, the Navy, or the Public Health Service.” The last option, entering
the Public Health Service, entailed assignment at the NIH, the Centers for Disease Control or the Indian
Health Service.

Those who were selected to serve at the NIH were known officially as clinical associates, but informally
they were referred to as Yellow Berets. Whether the designation was born in jest or derision, it was
intended as a foil to the Green Berets of the Army Special Forces. Fauci never liked the label because it
implied an unwillingness to serve in harm’s way. “As a physician,” Fauci said, “I felt if | had to go [to
Vietnam], | would gladly do my part to try to help.”

The competition for the limited number of Yellow Beret slots was so intense that only the best and
brightest young physicians were selected. Fauci, the top graduate in his medical school class, was one of
seven chosen from 140 applicants to train in his laboratory of interest. As described in my book “Medal
Winners: How the Vietnam War Launched Medical Careers,” the class of Yellow Berets that entered with
Fauci included four future Nobel laureates: Joseph Goldstein, Michael Brown, Harold Varmus and Robert
Lefkowitz.

Each new appointee completed two years of clinical training before arriving at the NIH. Their primary
responsibility was learning how to conduct basic research under the guidance of a senior scientist. The
second job was to care for patients at the NIH Clinical Center. Fauci and his fellow infectious disease
colleagues also helped to care for wounded service members at the nearby National Naval Medical
Center.

Fauci, who had some research experience in medical school, trained at the NIH for three years under the
tutelage of Sheldon Wolff — a pioneer in the relationship between the immune system and infectious
diseases. Following a year of additional clinical training back in New York, Fauci returned to the NIH as a
senior scientist conducting pioneering work, first on autoimmune conditions, then transitioning to study
the newly emerging disease that would become known as AIDS.

When he entered the clinical associate program, Fauci’s ambition was to become a medical school
professor. Had the Vietnam War not brought him to the NIH, Fauci probably would have remained in
academia and the country never would have benefited from his extraordinary public service.

Instead, from his position as director of the National Institute of Allergy and Infectious Diseases, Fauci
has helped shape national policies related to HIV, bioterrorism and a series of pandemic threats
including avian influenza, HIN1 (swine) influenza, Ebola and severe acute respiratory syndrome. It is
hard to imagine any other physician who has had such a sustained and profound impact on the health of
our nation.

While Fauci remained at the NIH for his entire professional career, most of his fellow Yellow Berets left
Bethesda after their training was completed and headed for jobs at universities. Across the nation, the
former Yellow Berets became medical school scientists, department chairs and deans. More than 60
former clinical associates, including Fauci, were elected to the prestigious National Academy of Sciences,
and he also was one of the maore than 125 Yellow Beret alumni elected to the Institute of Medicine (now
the National Academy of Medicine). In addition, Fauci was one of 10 alumni to receive the National
Medal of Science.
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For all the scars left by the Vietnam War, we should not overlook the fact that in its absence, 50 years
later the country would probably not have Anthony Fauci guiding us through our current crisis. Dr. Fauci,

we salute you and your fellow Yellow Berets.

Disclaimer: Any third-party material in this email has been shared for internal use under fair use provisions
of U.S. copyright law, without further verification of its accuracy/veracity. It does not necessarily represent
my views nor those of NIAID, NIH, HHS, or the U.S. government.
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Would you potentially be available for a short video interview sometime
between 10am - 7pm EST tomorrow? Alternatively, would you be free
sometime between 12pm - 2pm or 5pm - 7pm EST on Monday?

Look forward to hearing back and we'd be honored to have your voice in
the story.

Here's a brief overview of Frame:

Frame is a newsmagazine that publishes interactive documentaries made
for mobile phones. Every Frame story tells a compelling, human story that
helps shine a light on a major social or political issue.

Frame stories include interactive features throughout, from maps to
timelines, that allow viewers to engage more deeply with the piece. Our
stories are delivered through a messaging platform that allows subscribers
to have conversations with our journalists and subscribe to news updates
on topics they want to follow, all through SMS. Frame has been covered
by TechCrunch, Poynter, and Journalism.co.uk, and our investors include
Snap Inc.'s Yellow Accelerator.

The very best,

Ben Moe

Founder and CEO, Frame
ben@frame.media

(wbeneliasmoe

Founder and CEO, Frame
ben@frame.media

(@beneliasmoe
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Hello,

I am once again in service since the global sanitary crisis COVID-19 hit France a couple of weeks ago. 1
am now leading the Scientific Council for COVID-19, composed of 10 persons, serving the French

President , Emmanuel Macron.

The Council was created on March the 10th and we were heavily involved in advisory activities in relation
to the President’s decision to put the generalized quarantine into force, because we didn't have any

better choice.

Firstly

We have a limited number of diagnosis tests, this prevents us from taking up a Korean-like strategy
within the next few days. However, by the end of the quarantine (within the following six weeks), we will
be able to have a generalisation of the diagnosis test and develop korean-like apps, as well as a strategy
for testing and treatment if we have any drugs available by this time. Before this, we will go through a
difficult phase in the following weeks, because we won't have enough beds in our care units in some part

of France ...

Secondly

On the therapeutic level, Yazdan Yazdanpanah has taken my place and who is now leading REACTing.

Tomorrow morning a french-european medical trial will begin, under the control of the WHO, with 5 arms
(placebo/kalatra/kalatra +interferon béta / product of Guilead / hydroxychloroquine alone or in

combination for next week).

As you may know, we are currently facing a press buzz since the announcement made by Dr. Raoult
about the effectiveness of hydroxy-chloroquine. His data is not particularly convincing. We can distinguish
a slight positive signal but it must be confirmed by a well made randomised trial. We also started a
monkey-model study with HC and we should have the results by the end of next week. Also a cohort of
severe COVID+ patients have been created and some will be treated with HC : we will analyse those
results with all the consciousness needed. It will also be possible to do a prevention trial for healthcare
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Coronavirus hero: Anthony
Fauci is a great public servant in
a time of great public need

Fauci is the world's leading authority on
infectious diseases and the best person in the
country to help us deal with the COVID-19

Crisis.
David M. Rubenstein
Opinion contributor

Some viewers of the daily White House coronavirus briefings may
wonder why everyone increasingly defers to a diminutive, Brooklyn-
accented 79-year-old doctor, Tony Fauci.

They do because, as I have learned over many years of talking with and
more recently interviewing this man, he is without doubt the world’s
leading authority on infectious diseases. In any area of human activity
or knowledge, there always seems to be one person who is the global
gold standard. In the world of infectious diseases that person is Tony
Fauci.

So the American people — indeed, people around the globe — should
be grateful that Tony has dug into this crisis with the same work-
around-the-clock, just-the-facts ma’am style that he has used

while serving under and working with six U.S. presidents. He is as
apolitical as anyone can be. I have no idea if he is registered with any
political party; I suspect though that he is rabidly Independent. His only
focus 1s getting the facts out, providing the best health care treatment
and information possible, and saving lives.

A top expert from AIDS to Ebola

Tony Fauci joined the National Institutes of Health in 1968, after
completing his medical training at Weill Cornell Medical Center, and
he has led the National Institute of Allergy and Infectious Disease since
1984 — 36 years. Hard to believe anyone can run anything that long
and still be at the top of his game. But Tony is. During this period, he
has dealt with every serious infectious disease challenge — malaria,
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Among Tony’s best known accomplishments, beyond simply running
the institute and training dozens of the world’s top infectious disease
professionals, has been helping to discover how HIV leads to AIDS
and, later, leading the effort to create (at President George W. Bush’s
direction) the President’s Emergency Plan for AIDS Relief (PEPFAR),
which has transformed the treatment of HIV/AIDS in Africa, and other
parts of the developing world. Millions of lives have been saved by this
program alone. More recently, he has been an architect and powerful
advocate of President Donald Trump’s plan for ending the AIDS
epidemic in the U.S. through HIV antiretroviral therapy targeted to
disease hotspots.

In his spare time, Tony has been involved with writing or editing more
than 1,100 scholarly articles and several textbooks, and, in the process,
has become one of the most cited authorities of the entire medical
profession.

For these breakthrough activities and his dedicated service (at a
government salary) for more than a half century (he worked at NIH for
16 years before assuming his current role), Tony has received, and
earned, the Presidential Medal of Freedom and a Lasker Award (called
the American Nobel by many).

With this long service and universal acclaim, one might think Tony
would let it get to his head, at least a little bit. Not the case, though.

Selfless commitment to public service

He is readily accessible to those who need treatment — he still runs a
lab at NIH — or need information. Tony still lives in the same house he
bought when he first moved to Washington, and it is there that he and
his wife Christine have raised their three talented daughters (though
none of them chose to attend medical school).

Until the latest crisis, Tony has often commuted to NIH

by Metro, typically after running three miles for his daily exercise. And
when he has been invited to make speeches in the Washington area or
on Capitol Hill, he invariably turns down a car and driver for

the Metro. (This practice has had to change of late for the obvious
reasons).

There are, of course, many other dedicated federal servants who also
view their commitment to the country and its people over financial
rewards. But surely no federal civil servant, in any area, can exceed
Tony Fauci’s long-term and selfless commitment to this country and
the health of its people.
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Coronavirus hero: Anthony Fauci is a great

public servant in a time of great public need
Fauci is the world's leading authority on infectious diseases

and the best person in the country to help us deal with the
COVID-19 crisis.

David M. Rubenstein

Opinion contributor

Some viewers of the daily White House coronavirus briefings may wonder why everyone increasingly
defers to a diminutive, Brooklyn-accented 79-year-old doctor, Tony Fauci.

They do because, as | have learned over many years of talking with and more recently interviewing
this man, he is without doubt the world’s leading authority on infectious diseases. In any area of
human activity or knowledge, there always seems to be one person who is the global gold

standard. In the world of infectious diseases that person is Tony Fauci.

So the American people — indeed, people around the globe — should be grateful that Tony has dug
into this crisis with the same work-around-the-clock, just-the-facts ma’am style that he has used
while serving under and working with six U.S. presidents. He is as apolitical as anyone can be. | have
no idea if he is registered with any political party; | suspect though that he is rabidly Independent. His
only focus is getting the facts out, providing the best health care treatment and information possible,
and saving lives.

A top expert from AIDS to Ebola

Tony Fauci joined the National Institutes of Health in 1968, after completing his medical training at
Weill Cornell Medical Center, and he has led the National Institute of Allergy and Infectious Disease
since 1984 — 36 years. Hard to believe anyone can run anything that long and still be at the top of his
game. But Tony is. During this period, he has dealt with every serious infectious disease challenge —
malaria,

Among Tony’s best known accomplishments, beyond simply running the institute and training dozens
of the world’s top infectious disease professionals, has been helping to discover how HIV leads to
AIDS and, later, leading the effort to create (at President George W. Bush’s direction) the President’s
Emergency Plan for AIDS Relief (PEPFAR), which has transformed the treatment of HIV/AIDS in Africa,
and other parts of the developing world. Millions of lives have been saved by this program

alone. More recently, he has been an architect and powerful advocate of President Donald Trump'’s
plan for ending the AIDS epidemic in the U.S. through HIV antiretroviral therapy targeted to disease
hotspots.

In his spare time, Tony has been involved with writing or editing more than 1,100 scholarly articles
and several textbooks, and, in the process, has become one of the most cited authorities of the entire
medical profession.

For these breakthrough activities and his dedicated service (at a government salary) for more than a
half century (he worked at NIH for 16 years before assuming his current role), Tony has received, and
earned, the Presidential Medal of Freedom and a Lasker Award (called the American Nobel by many).
With this long service and universal acclaim, one might think Tony would let it get to his head, at least
a little bit. Not the case, though.

Selfless commitment to public service
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He is readily accessible to those who need treatment — he still runs a lab at NIH — or need
information. Tony still lives in the same house he bought when he first moved to Washington, and it is
there that he and his wife Christine have raised their three talented daughters (though none of them
chose to attend medical school).

Until the latest crisis, Tony has often commuted to NIH by Metro, typically after running three miles
for his daily exercise. And when he has been invited to make speeches in the Washington area or on
Capitol Hill, he invariably turns down a car and driver for the Metro. (This practice has had to change
of late for the obvious reasons).

There are, of course, many other dedicated federal servants who also view their commitment to the
country and its people over financial rewards. But surely no federal civil servant, in any area, can
exceed Tony Fauci’s long-term and selfless commitment to this country and the health of its people.

| tried years ago, when Tony was approaching a normal retirement age, to see if he might want after a
normal lifetime of federal service, to take some of his considerable skills and knowledge to the private
sector. He quickly said no — money did not motivate him, serving the country did. And he stayed at
NIH — to the country’s good fortune.

If there is any one medical professional who can help the country deal with the COVID-19 crisis, it is
Tony Fauci, an example of the best this country has to offer.

He is not a miracle worker. No one is.

But Tony Fauci has the decades of experience needed to understand infectious disease problems and
prescribe a treatment that should, in time, provide the requisite comfort, even if, in the short term,
the medicine is painful and inconvenient.

David M. Rubenstein is the co-executive chairman of The Carlyle Group.

Disclaimer: Any third-party material in this email has been shared for internal use under fair use
provisions of U.S. copyright law, without further verification of its accuracy/veracity. It does not
necessarily represent my views nor those of NIAID, NIH, HHS, or the U.S. government.

Ali Fauci
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Give me a shout if | can do anything to help you all ...... best tack for me, | believe, is to stay
out of your way!
Barry
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1. Is work on developing a vaccine against the novel coronavirus interrupting or slowing work on EV-
D68? Hard to believe it wouldn't have an effect.

2. When things calm down with COVID-19, would you consider allowing me to write a biography
about you, or helping you write a memoir? This pandemic has kind of turned you into the face of
medical science in the United States. I'm the author of four prior science books, and have profiled
countless scientists in the Times, The Atlantic, and elsewhere. | know this is not the time for such
things. | just want to put the idea out there. | hope and pray you do not find it offensive for me
suggest such a thing at this time of danger and stress.

Let me know about that EV-D68 vaccine if you can. I'm also reaching out to Barney Graham. Thank
you, Dan Hurley
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compound. Some Chinese pharmaceutical companies assure that export rights are still granted
via international diplomatic means by the Chinese Ministry of Industry and Information
Technology (MIIT).
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Mechanism of action|[edit]

The mechanism of its actions is thought to be related to the selective inhibition of viral RNA-
dependent RNA ]:n:)lymerase.[l 1 Other research su ggests that favipiravir induces lethal RNA

transversion mutations, producing a nonviable viral phenotype.[lz] Favipiravir is a prodrug that
1s metabolized to its active form, favipiravir-ribofuranosyl-5'-triphosphate (favipiravir-RTP),

available in both oral and intravenous formulations.l'31['] Human hypoxanthine guanine

phosphoribosyltransferase (HGPRT) is believed to play a key role in this activation process.[ls]
Favipiravir does not inhibit RNA or DNA synthesis in mammalian cells and is not toxic to
them.[! In 2014, favipiravir was approved in Japan for stockpiling against influenza

[16]

pandemics.! ! However, favipiravir has not been shown to be effective in primary human

airway cells, casting doubt on its efficacy in influenza treatment.[!7]

Approval status|edit]

In 2014, Japan approved Favipiravir for treating viral strains unresponsive to current

antivirals.!18 Toyama Chemical initially hoped that Avigan would become a new influenza drug
that could replace Tamiflu. However, animal experiments show the potential for teratogenic
effects on fetuses, and the approval of production by The Ministry of Health, Labor and Welfare

was greatly delayed and the production condition is limited only in an emergency in Japan.[lg]

In March 2015, the US Food and Drug Administration completed a Phase III clinical trial

studying the safety and efficacy of Favipiravir in the treatment of influenza.[20]
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On March 15, 2020 the drug was approved in China with the name Favilavir for the treatment of

[21]

influenza.'“"! The drug was also approved for use in clinical trials for treating coronavirus

disease 2019 pneumonia.[2 1]

On 22 March, 2020 Italy has approved the drug for experimental use against COVID-19 and has
begun conducting trials in 3 regions most affected by the disease.[22] The Italian Pharmaceutical
Agency, however, has reminded the public that the existing evidence in support of this drug is

scant and preliminary.[23J

Ebola virus trials[edit]

Some research has been done suggesting that in mouse models Favipiravir may have efficacy
against Ebola. Its efficacy against Ebola in humans is unproven.[24][25][26] During the 2014 West
Africa Ebola virus outbreak, it was reported that a French nurse who contracted Ebola while
volunteering for MSF in Liberia recovered after receiving a course of favipiravir.[zﬂ A clinical
trial investigating the use of favipiravir against Ebola virus disease was started in Guéckédou,
Guinea, during December 2014.[28] Preliminary results showed a decrease in mortality rate in
patients with low-to-moderate levels of Ebola virus in the blood, but no effect on patients with
high levels of the virus, a group at a higher risk of death.[2®] The trial design has been criticised
by Scott Hammer and others for using only historical controls.?% The results of this clinical trial
were presented in February 2016 at the annual Conference on Retroviruses and Opportunistic
Infections (CROI) by Daouda Sissokol*! and published on March 1, 2016 in PLOS

Medicine.[32

Coronavirus disease 2019 (COVID-19)[edit]

On 17 March 2020, Chinese officials suggested that Favipiravir seemed to be effective in
treating COVID-19 in Wuhan and Shenzhen.[3311341(35]

A study on 80 patients comparing it to lopinavir/ritonavir found that it significantly reduced viral
clearance time to 4 days, compared to 11 for the control group, and that 91.43% of patients had
improved CT scans with few side effects.[301137]

As of 23 March 2020, it seems that Japan and China have issued an export ban on the substance.
Japan and China are the only countries in which favirapir is produced and approved as a medical
compound. Some Chinese pharmaceutical companies assure that export rights are still granted
via international diplomatic means by the Chinese Ministry of Industry and Information

Technology (MI [T) i [('J'.furiml ucedm’]

See also[edit]
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| can't imagine how much pressure you are under doing your job but we need more leadership such as
yours. How you choose your words so carefully without getting flustered is a gift. | can only hope that
you will continue to be the voice to get this country through this unprecedented event.

Stay healthy and keep doing what you're doing as it matters so much to this nation.

Sincerely,

Karen L. Backman
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Provided, That not less than $156,000,000 of the amounts provided under this
heading in this Act shall be provided for the study of, construction of, demolition
of, renovation of, and acquisition of equip- ment for, vaccine and infectious
diseases research facilities of or used by NIH, including the acquisition of real
property: Provided further, That such amount is designated by

2 the Congress as being for an emergency requirement pur-

3 suant to section 251(b)(2)(A)(1) of the Balanced Budget
4 and Emergency Deficit Control Act of 1985.

5 NATIONAL INSTITUTE OF BIOMEDICAL

6 IMAGING AND BIOENGINEERING

7 For an additional amount for ‘‘National Institute of

8 Biomedical Imaging and Bioengineering’’, $60,000,000, to
9 remain available until September 30, 2024, to prevent,

10 prepare for, and respond to coronavirus, domestically or

. 11 internationally: Provided, That such amount is designated
. 12 by the Congress as being for an emergency requirement

. 13 pursuant to section 251(b)(2)(A)(i) of the Balanced Budg-
. 14 et and Emergency Deficit Control Act of 1985.
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. 15 NATIONAL LIBRARY OF MEDICINE

. 16 For an additional amount for ‘“National Library of

. 17 Medicine’’, $10,000,000, to remain available until Sep-

. 18 tember 30, 2024, to prevent, prepare for, and respond to

. 19 coronavirus, domestically or internationally: Provided,

. 20 That such amount is designated by the Congress as being
. 21 for an emergency requirement pursuant to section

.22 251(b)(2)(A)(1) of the Balanced Budget and Emergency

. 23 Deficit Control Act of 1985.

N N NN NP 2=
2 W NP2 O W d o

HEN20279 S.L.C. 78

1 NATIONAL CENTER FOR ADVANCING

2 TRANSLATIONAL SCIENCES

3 For an additional amount for ‘“National Center for

4 Advancing Translational Sciences’’, $36,000,000, to re-

5 main available until September 30, 2024, to prevent, pre-
6 pare for, and respond to coronavirus, domestically or

7 internationally: Provided, That such amount is designated
8 by the Congress as being for an emergency requirement

g0 @ i B B
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10

11
12
13
14
15
16
17
18
19
20
21

. 9 pursuant to section 251(b)(2)(A)(1) of the Balanced Budg-
10.
11.

12;
13.
14.
15.
16.
17.
18.
19.
20.
2%:
22.

et and Emergency Deficit Control Act of 1985.

OFFICE OF THE DIRECTOR

For an additional amount for ‘‘Office of the Direc-

tor’’, $30,000,000, to remain available until September
30, 2024, to prevent, prepare for, and respond to
coronavirus, domestically or internationally: Provided,
That these funds shall be available for the Common Fund
established under section 402A(c)(1) of the PHS Act: Pro-
vided further, That such amount is designated by the Con-
gress as being for an emergency requirement pursuant to
section 251(b)(2)(A)(1) of the Balanced Budget and
Emergency Deficit Control Act of 1985.
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results are heavily biased towards nonsense, because China's
number of cases accounted for the majority of cases worldwide
(until a day or so ago).

I want to emphasize that I do not believe China intentionally did
this to harm the world. I sincerely believe it was done for saving-
face reasons. Saving face is possibly the most powerful
motivating force in China. it is the key to understanding how
most Chinese think and why they do what they do. China wanted
the world to believe that their Herculean quarantining efforts
contained the outbreak. However, I don't think this is true, even
after spraying ~billions of gallon of "Clorox" all the country. The
number of body bags my contacts told me about about, even
after short 15-minutes walk to/from grocery stores in one city
during CCP-authorized time slots, suggest the number of deaths
is several orders of magnitude larger than what China's posted
data indicates. Also, everyone I know in China continues to be in
lock down (~6+ weeks now), and several went "silent" since
about a week ago. This greatly troubles me because those who
went silent live in Wuhan. And, yesterday, the CCP revoked
permits/license for several Foreign reporters who were trying to
learn about about the situation in Wuhan and other parts of
China. Several of my sources have told me, in coded language,
that the situation in at least Wuhan is not under control at all. In
my opinion, China is continues to be extremely concerned about
saving face (first) and their economy (second). Their economy is
already suffering terribly, and they can't afford to lose the many
large manufacturing and other business agreements with foreign
countries. This is why I believe they're trying, and succeeding to
convince many, to convince most of their population that the
outbreak is under control, and it will soon be ok to return to work
-- even though it will not be safe, because of current outbreak
and outbreak # 2 that will likely start soon. Citizens are not
allowed to travel beyond a few stores and, in special cases, their
work office, so even people who live their have no idea what's
really going on especially in Hubei province including Wuhan.
Also, an H15N outbreak seems to have recently started in
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humans in Hunan province (which neighbors Hubei/Wuhan area).

I also have lots of information about USA.
Here is some:

I believe that many COVID-19 deaths were incorrectly labelled at
2019-2020 flu deaths. The spreading in the USA is almost
certainly already homogeneous, because it's been going on since
last year without any containment whatsoever. Once massive
testing finally starts, this truth/reality will, unfortunately, become
obvious. It will manifest itself as hyper exponential (hyperbolic)
growth starting a day or two after the millions of testing kits
arrive and start being used. The hyper exponential dynamics will
eventually evolve to a more accurately calibrated exponential
curve once the number to tests is large enough to properly
sample the population. I don't think Italy is ahead of us. I think
we're ahead and by a large amount.

A few other quick bits of info...

The time between infection and death seems to have decreased
from about ~20 days (a few months) ago to possibly as short as
~8 days. And, the incubation period seems to be significantly
longer. Both, and other data I've looked at, strongly suggest at
least one mutation has occurred. This is extremely concerning to
me. Another concern is the distribution of deaths vs. age appears
to not be as strongly biased, compared to when China data was
included, towards older people and/or people with chronic health
conditions.

Over the past 15+ years, I've traveled to China multiple times
per year. I'm pretty sure you've known this for a while, but I
truly believe the outbreak tsunmai in the USA is either already
happened or is about to happen. As you know, as soon as a
surge is sensed, the Tsunami will immediately follow. I believe
we missed the containment boat quite a while ago. I've been
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corticosteroids (or whatever the best available treatment is at
that time). Having Alvesco in our emergency kits is a much
better option that someone avoidably dying because of an
overburdened healthcare facility. The other drug I have, and
have told my family and some friends to get, is called
hyroxychloriquine -- also seem to be effective and safe. But, I
think Alvesco is better because it appears to prevent the virus
from replicated so infection is wiped out and no longer
contagious. Alvesco seems to be two silver bullets in one.

I don't believe in coincidences and I'm not a conspiracy theorist,
but there are many things out of Iran that also concern me
greatly. That's all I say right now.

If all of this is old news to you, then I would greatly appreciate a
response. It can be as short as "yes". Anyway, I had to share this
information with you. Now my conscience is clear. My concern is
that it's possible you don't have some of the above info, so I
decided to send you this message.

I wrote this quickly, so I apologize in advance for any typos,
etc.

I truly appreciated your efforts, and I'm now confident that
President Trump, you, and everyone else involved is doing
everything possible to ensure the best possible outcomes. I was
deeply concerned a few weeks ago, when the gravity of the
situation seemed to not be fully recognized by several in DC.

Feel free to call me anytime. My cell # is below. If you do call, I
will keep anything we discuss confidential (if necessary).
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gives us hope for a couple of days, and then dashes that and puts many into a
frenzied despair. We can cope with what's happening, and will continue to change
our behavior per the guidelines, but only with information that's accurate.

Thank you, and keep safe,

Holly Kreutter

Virginia Resident
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According to the GIMBE Foundation, about 100,000 Italians have contracted

the virus, daily Il Sole 24 Ore reported. That would bring back the country’s
death rate closer to the global average of about 2%.

— With assistance by Karl Maier
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modelling appropriate behavior always first and foremost. Crews on my
side tiny and all from Unseen Enemy.

Thanks for everything, every day, and stay healthy,
Janet
PS The Aids project, and the educational partnership with Howard

Hughes Medical Insitute continues in good state, just on hold as it
should be.
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The concentration isolation may be voluntarily chosen by relevant families at the beginning, and
adjusted to apply subject to different conditions.

Hope the above advice helpful!
Best regards,

Michael Liu
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My lab is based in New Orleans where the number of COVID19 cases is now growing fast.
However, there is no sign from the university or my institute to close. We are working as usual
with only some mild restrictions even if we have colleagues that are at home sick, or worse,
that showed up at work coughing. The city mayor applied some restrictions but the people are
still celebrating events on the street. Up to today we were acknowledged that we have a
presumptive positive case in the building where we live. We are doing what we can as
responsible individuals but tomorrow we will go to work again not knowing if we are spreading
the virus.

| thank you for reading this email and | hope my arguments are solid and accurate enough to
encourage you to take action.

Best wishes,
Giulia
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Deadline: COB today
Hi Patty,

This reporter is writing about the NCAA’s reaction COVID-19, and would like confirmation that the
following actually occurred:

Dr. Brian Hainline said two members of the NCAA’s advisory panel, Dr. Colleen Kraft and Dr. Del Rio,
spoke with Dr. Fauci, who said he would back the NCAA in its decision to cancel the tournament. That Dr.

Fauci “wholeheartedly” agreed and said to the NCAA reps, “Not only would he back us that this was the
right thing to do...he believed that all sports should make a similar call.”

The reporter would like a quick call/confirmation this evening, before they publish the story.
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F H Mughal (Mr)
Karachi, Pakistan
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(RBC's) [2]. EPO increases the body's blood-oxygen carrying capacity, but only up
to a point. An overabundance may compromise health and hinder blood flow
dynamics with performance-limiting implications. In the absence of EPO, only a
few RBC's are formed by the bone marrow.

Why are RBC's important?

Red blood cells carry iron-rich hemoglobin for up to 120-days, then they die. Unless
there is a continual supply of Iron, Vitamin B-12, Vitamin C and Folacin, anemia
and reduced oxygen carrying capacity manifests in two ways:

Low red blood cell count
Malformed red blood cells.

How can one increase their oxygen carrying capacity?

There is a distinct difference between unethical, harmful, EPO-blood doping
methods and the safe nutrition that effectively increases individual oxygen-carrying
capacity. Once can improve their health and oxygen carrying capacity similar to
EPO without compromising the athlete's health or integrity. EPO levels up to 48%
safely improve performance in males, however beyond this level, the risk of
compromised health increases. Look to dietary suggestions below regarding
vitamins, minerals, proteins, and avolding anemia to ensure oxygen carrying
capacity.

Can excess EPO can be lethal?

Yes. The margin between effective and lethal quantities of EPO is very narrow. EPO
use can be LETHAL. Many athletes seeking to derive its performance-enhancing
effects have died from incorrectly-administered EPO. Inappropriate use of
exogenous EPO can cause elevated hematocrit levels (i.e. thickened blood that is
difficult to pump). Elevated EPO increases the risk of heart attack due to the
increase in hematocrit. Choosing sustainable, healthy choices is preferred.

Exogenous EPO is totally cleared from the urine within 48 hours of its
administration and is cleared from the blood within 72 hours of its administration
but its physiological effects prevail for several months).[3] A look at EPO's complex
pathway further illustrates a complex physiological process below, see
PATHWAYS[4]. Research followed over 7,000 middle-aged men for more than 12
years, and discovered that the risk of diabetes increases proportionate to hematocrit
increase.[19] [20]. Men with hematocrits above 48 percent have a 400% increased
risk of non-insulin-dependent-diabetes mellitus. The upper recommended levels for
a female is slightly lower at 45%.

This nutritional intervention parallels exercise intensitys effect for increasing EPO.
Nutritional and training interventions for resolving low EPO levels during iron
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supplementation (only prescribed by a physician who should monitored progress)
should not be permitted above a reference range of 48% in males and 45% in
females. Similar research confirms this report.[21] [22] [23]

Does exercise intensity increase EPO?

It's complicated. Roberts & Smith measured the effects of exercise-induced hypoxia
on the physiological production of erythropoietin. Twenty athletes exercised for 3
min at 106-112% maximal oxygen consumption. The fitness of these athletes
provides a physiological environment for increasing EPO naturally from short 3-
minute all-out intervals. Estimated oxyhemoglobin saturation was measured by
reflective probe pulse oximetry (Nellcor N200) and was validated against arterial
oxyhemoglobin saturation by CO-oximetry in eight athletes. Serum erythropoietin
concentrations, as measured using the INCSTAR Epo-Trac radioimmunoassay,
increased significantly by 19-37% at 24 hours post-exercise in 11 participants who
also had an arterial oxyhemoglobin saturation < or = 91%. Decreased ferritin levels
and increased reticulocyte counts were observed at 96 hours post-exercise. However,
no significant changes in EPO levels were observed in nine non-desaturating
athletes and eight non-exercise controls. Good agreement was shown between
arterial oxyhemoglobin saturation and percent estimated oxyhaemoglobin saturation
(limits of agreement = -3.9 to 3.7. They concluded that a short 3 minutes
supramaximal exercise period could induce both hypoxemia and increased
erythropoietin levels in well-trained individuals. The decline of arterial hypoxemia
levels below 91% during exercise appears to be necessary for the exercise-induced
elevation of serum erythropoietin levels. Furthermore, reflective probe pulse
oximetry was found to be a valid predictor of percent arterial oxyhemoglobin
saturation during supramaximal exercise when percent estimated oxyhemoglobin
saturation > or = 86%.[9]

What naturally occuring, nutritional building blocks aid in EPO production?

Protein adequacy is a factor in erythropoietin (EPO) production. Inadequate protein
nutrition can reduce the EPO produced. The erythroid response to Erythropoietin
(EPO) 1s highly dependent on dietary protein adequacy and quality. The mouse
spleen is an erythropoietic organ, which contains an EPO-responsive cell population
that can be easily amplified by administration of the hormone. Researchers
determined the effect of a protein-free diet offered freely to mice up to two days
after injection of r-Hu EPO (1000mU/200 ul) on the response of the above
population. Splenic cell suspensions from control and experimental mice were
prepared in microwells containing 400 mU r-Hu EPO and appropriate medium. The
response to EPO was evaluated in terms of 3H-thymidine uptake. The results
obtained indicate that acutely induced protein restriction suppressed the response of
the EPO-responsive splenic cell population to EPO when it was imposed on mice
immediately after hormone injection, and suggest the appearance of deficient rates
of differentiation of erythropoietic units by protein restriction.[11] Adequate dietary
protein intake is 1.4-1.7 grams/kilogram body weight per day for an endurance
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athlete.

What other nutritional elements and processes affect the natural production of EPO
and the body's oxygen carrying capacity?

Dietary Iron. To ensure oxygen carrying capacity, one should take the recommended
daily value of iron. Food sources of iron are red meat, liver, and egg yolks. Most
flour, bread, and cereals are iron-fortified. If the diet continues to be iron-deficient,
only a physician should prescribe and supervise iron supplementation.

Calories. Calories are needed for EPO production. Calorie sufficiency (in spite of
exercise expense) is required for optimal EPO-release. If training is causing weight
loss, then EPO loss may be occurring. In order to test the hypothesis that the early
cessation of erythropoietin (Ep) production during hypobaric hypoxia is induced by
lowered food intake, researchers compared the plasma Ep titer of rats after exposure
to continuous hypoxia (42.6 kPa = 7000 m altitude) for 4 days in fed or fasted rats
after exposure to discontinuous hypoxia. They found that plasma Ep was rather low
after 4 days of continuous hypoxia. Their findings showed that fasting lowers the
EPO-response to hypoxia in normal rats [12].

Hormone and Glucose. EPO production also has hormonal-dependant roots
complexly related to glucose metabolism, and calorie adequacy. The effect of
Thyroid-T3 replacement and glucose supplementation on erythropoietin production
was investigated in fasted hypoxic rats. It was found that 48 hr of fasting
significantly reduced the circulating levels of thyroid hormones and the production
of renal and extrarenal erythropoietin in response to hypoxia. These effects of
fasting were completely abolished when the animals had free access to 25% glucose
solution as drinking water, despite their lack of protein intake. Replacement doses of
T3 (0.5 micrograms/100 gm per day) restored erythropoietin production in the fasted
animals but also increased the response of the fed controls. To avoid the effect of
endogenous T3, the experiments were repeated in thyroidectomized rats. EPO
production in athyroid rats was found to be markedly decreased, with values
equivalent to those found in normal fasted animals, and were not affected by fasting
or glucose supplementation. Replacement doses of T3 increased EPO production in
all three groups, but the fasted animals needed five times as much T3 to obtain a
response similar to that observed in the fed group. Glucose supplementation
enhanced the effect of T3 in the fasted animals but did not completely restore them.
These results indicate that caloric deprivation is primarily responsible for the
decreased EPO production induced by fasting and that this effect is probably
mediated by both a decreased level of T3 and a decreased responsiveness to it.[13]
A calorie deficit therefore requires 500% more Thyroid Hormone (T3) to maintain
EPO levels. This is a good reason for monitoring calorie intake during high training
calorie expense.

Iron absorbtion. Dietary interventions significantly advance nonheme iron
absorption rate during EPO production. It is very important to include foods to
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enhance nonheme iron absorption, especially when an exercise-induced iron loss is
high or when no heme iron is consumed, such as in a vegetarian diet. Absorption of
heme iron is very efficient; the presence of red meat increases absorption of non-
heme iron +400%. Only 1-7% of the nonheme iron in vegetable staples in rice,
maize, black beans, soybeans, and wheat are absorbed consumed alone. Vitamin C
improves the rate of absorption of nonheme iron from red meats. Diets that include a
minimum of 5 servings of fruits and vegetables daily provide adequate vitamin C to
boost nonheme iron absorption. Calcium, polyphenols, tannins from tea, and
phytates (a component of plant foods), rice, and grains inhibit the absorption of
nonheme iron. Some of the protein found in soybeans inhibits nonheme iron
absorption. Most healthy individuals maintain normal iron stores when the diet
provides a wide variety of foods. However, if the diet contains large amounts of
oxalates and phytates from dark green leafy vegetables and whole cereal grains the
absorption of iron decreases due to binding with iron in the gut. High absorption of
heme iron is further advanced by foods containing vitamin C in an acid environment
found of the stomach. The recommended for daily iron intake is between 10-18
milligrams for adult males and postmenopausal females. Most endurance athletes
consume too much iron. Iron is added to breads, cereals, and most packaged foods.

From a computer-generated dietary analysis on 16 endurance athletes and 9 non-
athletes, iron intake from their reported food intake was assessed.

The results of this data is as follows:
GROUP

PERCENT DAILY IRON (RDI/RDA)
MALE ENDURANCE ATHLETE
279%

FEMALE ENDURANCE ATHLETE
193%

MALE SEDENTARY

158%

FEMALE SEDENTARY

115%

What are some food combinations that increase the absortion of iron?
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How foods are combined may affect iron absorption rate. Excess iron overdose is
unhealthy and should be avoided. Common side effects of acute iron overload are
gastro-intestinal pain, constipation, nausea, and heartburn. Excess iron levels may
generate a continuous low-grade infection. Foods are the best source of iron. The
best food source of iron is liver and red meats. These foods contain heme iron,
which is better absorbed than non-heme iron. Non-heme iron can be found in dark
green, leafy vegetables (spinach, chard and kale) and whole cereal grains (bran and
whole wheat bread). Include dark green, leafy vegetables and whole cereal grains in
the daily diet. Oxalates and phytates found in dark green leafy vegetables and whole
cereal grains decrease the absorption of iron because they bind with iron in the
gastrointestinal tract. Iron fortified cereals increase iron from the diet. Anemia may
develop on a meat-free diet and/or if the iron store or intake is low.

Red meat contains arachidonic acid, an EPO-precursor nutrient, but it also contains
high levels of saturated fats and cholesterol suggesting a little (now and then) is
good but too much will harmfully compromise cardiovascular lipid levels. Adding
iron to the diet in supplemental form is not recommended except under the
supervision of a physician who is monitoring blood serum levels for a specific
outcome. It has been shown that eating red meat 1-2 per week may contribute to
providing substrates known to regenerate EPO as shown in animal research. The
ability of Arachidonic Acid (AA), the bisenoic prostaglandin precursor to stimulate
erythropoiesis and Erythropoietin (EP) Production in exhypoxic polycythemic mice
and the programmed isolated perfused canine kidney was found to stimulate
erythropoiesis when administered to exhypoxic polycythemic mice in the lowest
dose tested (50 microgram/kg i.p.). Endogenously synthesized prostaglandins, their
intermediates and/or other products of AA metabolism, such as prostacyclin and
prostaglandins play an important role in the control EPO production.[14] Hematocrit
levels are restored through the supplying dietary or supplemental specific substrates
to support the body's natural EPO-producing mechanisms during endurance exercise
stress.

SUBSTRATES THAT ASSIST EPO METABOLISM[15]

Acidophilus - 15-30 Billion Count Probiotics

Coenzyme Q10 - 150-300 mg daily

Garlic - 2 cloves or 2 capsules up to 3 x day

Kelp - 100-225 micrograms

Vitamin B6 - 50-100 mg

Vitamin B12 - 200-1,000 mcg

Folic Acid - 800 mcg

Proteolytic enzymes - Bromelain & Papain

Selenium - 200 mcg

Vitamin A - 15,000 IU daily or Beta Carotene - 25,000 IU daily
Vitamin B Complex - 50-100 mg

Vitamin C plus Bioflavonoids - 1-3 grams (divided dose)
Vitamin E - 400 IU daily
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[17] Oxalate-rich foods are: Spinach, Cereals, Green Beans (steamed), Potato (raw),
Peanut Butter, Tea (brewed), Celery, Chocolate, Ravioli, and White Bread.

[18] Phytate-rich foods are Grains, Corn, Oats, Rice Bran, Wheat Bran, Legumes,
Peanuts, Soybeans, and Seeds.

[19] Catalano C, Muscelli E, Natali A, Mazzoni A, Masoni A, Bernardini B,
Seghieri G, Ferrannini E. Reciprocal association between insulin sensitivity and the
haematocrit in man. Eur J Clin Invest. 1997 Jul;27(7):634-7.

[20] Wannamethee SG, Perry 1J, Shaper AG. Hematocrit and risk of NIDDM.
Diabetes. 1996 May:45(5):576-9.

[21] Sit D, Kadiroglu AK, Yilmaz ME, Kara [H, Isikoglu B. The prevalence of
insulin resistance and its relationship between anemia, secondary

hyperparathyroidism, inflammation, and cardiac parameters in chronic hemodialysis
patients. Ren Fail. 2005;27(4):403-7.

[22] Evrengul H, Dursunoglu D, Kaftan A, Kilicaslan F, Tanriverdi H, Kilic M.
Relation of insulin resistance and left ventricular function and structure in non-
diabetic patients with essential hypertension. Acta Cardiol. 2005 Apr;60(2):191-8.

[23] Amoah AG, Schuster DP, Gaillard T, Osei K. Insulin resistance, beta cell

function and cardiovascular risk factors in Ghanaians with varying degrees of
glucose tolerance. Ethn Dis. 2002 Fall;12(4):S3-10-7.
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Question: Is the implication that the virus would have stopped spreading
rapidly in China even if their government had not instituted drastic measures
to curtail the epidemic?

Put another way: Is it not correct that the drastic measures implemented by
the Chinese government were very helpful in halting the spread of the virus in
China?

From yet another angle: Is it correct that the public health measures adopted in
South Korea and Taiwan have proved very effective in controlling the spread of the

epidemic?

Thank you very much again for your hard work,
Martin
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5. Grocery store and restaurants can potentially become a hub
too. They need to have high level of hygiene, and ideally no
contact with the customers.

6. Garbage and belongs and bodies need to be burned.

7. Safety protocol at the labs, public and private labs that have
access to the virus or experimental animals with the virus.

8. Plan ahead. Instruct patient to self-treat or be treated by family
at home. If we ever come to it, recruit and train volunteers ( how
and whom?) to help taking care of patients.

Dr. Fauci. Clock is ticking. It's a race against time. And it's time
that every single American takes responsibility. Please lead us
through the crisis.

Respectfully,
Lei Harrison
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Again, We thank you for the hard work you and your team are putting to guide us in these
tumulus times.

Regards,

Shyam Kiran Gandam MD

Critical Care Medicine

Associate professor, SIU school of medicine
Springfield Clinic

Springfield, Illinois
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This has been on my mind for a few days and I felt I should share.

Thank you for your time
Sia
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>

>5. Encourage online shopping and drive-thru pick-up including groceries. Help the local businesses to expand
their delivering capacities.

=

>6. Provide the public live updates on the outbreak, including the number of confirmed cases, their current
clinical status, strategies of tracing their close contacts, as well as the number of total cases being tested. From what
I have learned, the more transparent the government is, the less panic the public will be.

=

>7. Issue laws that prohibit intentional spread of COVID-19, irresponsible behaviors that put other innocent
people or medical professionals at risk of contracting the virus.

-

-

-

> For medical professionals:

=

> Early January in Wuhan, many patients very likely contracted COVID-19 in the local hospitals when they visited
their physicians for other medical conditions. In addition, the medical system in Wuhan China was almost paralyzed
at that time. One of major reasons is that many medical professionals were infected and sick. The medical
professionals are the backbone in the fight against this virus outbreak. We need to prepare for the worst scenario that
this outbreak can last for a few or several months. We need to protect our medical professionals first.

b

> 1. Set up a centralized Fever/COVID-19 hotline operated by trained provider/nursing staff. This telephone line can
use the current available state information hotline, with expanded functions serving as a gatekeeper and triage
mechanism for potential COVID-19 patients to receive guidance on where to seek help before visiting a busy clinic,
an urgent care, or a hospital emergency room to minimize the chances of cross-infection and over-whelming large
medical centers,

=

> 2. Establish designated Fever/COVID-19 clinics or hospitals led by well-trained ID teams (MD, NP), especially in
highly populated areas. These clinics will serve as the secondary triage and referral centers for the aforementioned
Fever/COVID-19 hotline, plus for primary care clinics that are not equipped with adequate staff and testing tools.
These clinics should have adequate staff including physicians and middle level providers, equipped with testing kits
to perform COVID-19 test onsite. They should have the capacity of testing drive-through patients, securing airway
for ventilation if needed before transferring severe patients to tertiary medical facilities. They should be operated
collaboratively with larger healthcare systems like U Iowa, Unity Point, and Mercy who are setting up their own
isolated COVID-19 centers for more severe cases.

-

> 3. Establish a clear communication and transfer protocol between Fever/COVID-19 hotlines, clinics and treating
hospitals for management of suspicious and confirmed cases. For those with mild COVID-19 infection, they should
be self-quarantined at home and monitored closely and remotely. If they cannot perform self-quarantine safely, such
as living by themselves or in nursing homes, they should be kept in the county isolation facilities (as mentioned
above), being monitored there.

=

> 4, If drive-through testing is available at CVS or Walgreen, patients with positive results should call the hotline or
their PCPs first if clinically stable to receive guidance for self-quarantine, monitoring and follow-up. If they cannot
perform self-quarantine safely, they should be kept in the county isolation facilities as mentioned above.

>

> 5. Inform the public and other healthcare providers of the availability of these Fever/COVID-19 hotline and
clinics, encouraging patients with symptoms to utilize these resources first before visiting clinics, emergency rooms
to reduce the chances of cross-infection, and the burden on large medical centers.

-

> 6. Encourage medical professionals to call their clinic patients for screening. Allow the medical providers to
postpone all non-urgent medical visits for annual checkups, stable and non-urgent chronic conditions et al.

-

> 7. Encourage all physicians and healthcare professionals who provide direct patient care to wear personal
protective equipment (PPE) such as masks, eye shields and gloves to protect themselves and to minimize the
chances of spreading the virus to other patients, if necessary or based on their screening phone calls.
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Sincerely,

VYV VYV VYV Y

=
> Kind regards,
=
> Xiaoyang Hua, MD/PhD

> Duke Head and Neck Surgery
=

VOV VWY
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| would like to post this widely today, but want your input first. Can you please make
suggestions/additions/corrections?

Thanks so much!

Jon

The World Health Organization has declared the Covid-19 outbreak to be a
pandemic -- official recognition that the virus respects no borders and now
affects masses of people in countries all over the world. And there is no
denying the world is changing, in painful ways. We see it in financial
markets, where prices are plunging -- and in supermarkets, where
customers are stripping shelves bare. All driven by fear, as the number of
virus cases grows with each passing day. While we may feel powerless over
this threat, we are not. There are important things we can and must do --
and right now.

To borrow a phrase from the war on terror, the coronavirus only has to be
right once to infect us. We have to be right every time to prevent it. So, every
time you cough or sneeze, use a tissue or the crook of your arm. Every time
you think of it, wash your hands -- as frequently as you can. Every time you
can, practice “social distancing” -- stay away from others during this
outbreak. Social distancing is now being enforced throughout our society.
Schools are closing, sporting events of every kind are being canceled. The
curtain has even come down on Broadway shows as the Great White Way
goes dark.

Despite our best efforts, it's likely many of us will eventually get infected by
the virus, since we have no immunity to it. If that's the case, you may ask,
does it really matter when we get infected? The answer is a resounding
yes! And here's why: slowing the spread of coronavirus -- and consequently
delaying infections -- can make an enormous difference in our ability to
handle the pandemic.

Take a look at this illustration. It appeared in the Economist and is based on
a CDC report. The blue curve shows what happens when you do nothing.
The number of infections peaks relatively quickly. This can overwhelm a
healthcare system that is not prepared to handle such a huge number of
patients. Emergency rooms and hospitals can become overloaded. We may
see shortages of medical supplies -- including protective gear and breathing
machines -- and shortages of healthcare workers, especially if many of them
become infected. But look at the yellow curve. It shows what can happen
when you slow the epidemic. The outbreak is stretched out. And while it may
last longer, the peak number of infections is much lower, putting less stress
on the healthcare system and allowing better care for each patient. It also
gives scientists more time to develop new treatments and vaccines.
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therein is strictly prohibited. If you have received this email message in error,
please notify us immediately at 646-754-2000 and delete the original message.

HIPAA regulations require proxy/patient approval before use of electronic media.
By requesting and/or agreeing to email correspondence, you are agreeing to use of
electronic media for transmission of information.
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We could expect to flatten the mesokurtic ‘without’ curve into the platykurtic ‘with’ curve by systematic
time staggering in the use of the protective measures and selectively applying the measures to drive
toward herd immunity. As immunity builds toward HIT (Herd Immunity Threshold), there will be greater
and greater slowing of infections as the linkages for transmission decrease. There are two points to
consider here.

The first point is whether measures should be applied in a uniform and blanket manner. The answer is
typically no when the effect is on an existing population because the curve won't flatten. There are two
aspects of the application of measures to consider. Is the effect of the application defining the
population or is it an effect within a defined population. In the instance of halting all air traffic to the US
from China, the population is being defined and altered if influx is allowed and that would both increase
the infections and population turbulence. There would be movement away from HIT. Any measure such
as people influx, which moves the US away from HIT, is to be avoided.

School, restaurant, and sporting event closings need to be examined in relationship to their impact on
an existing, not an increasing population. The actions have many criteria to influence them, but from the
viewpoint of keeping the healthcare system from becoming overwhelmed closings that are staggered,
variable, and alternating will work to increase movement toward HIT and promote flattening of the
‘with’ curve.

The second point to consider is whether we can move the US toward HIT by age selective application of
available measures. The answer is yes and this could provide the best tool. Susceptibility and strengths
of covid-19 infections covary with age. People less than 30 rarely have severe infections and the younger
ones may not become infected. People under 40 show a low frequency of severe infection. It will be
important to know if there is a large age cohort exempt from infection because that would undermine
part of the result from selective application of measures or limit the sampling age because these people
wouldn’t develop immunity, but might contribute to delaying herd effects. If they develop immunity
their contribution can be substantial and they can be kept separated from more vulnerable people until
and unless it is established that there isn’t a need.

Opening night clubs, sporting events, restaurants, and other places to people in their twenties and
thirties will build immunities, break infection transmission links, and move toward HIT with little or no
risk to the people or the rest of the herd. Have admission to the venues by existing ID, like a driver’s
license with age, and have agreement that they do not mingle with vulnerable older people. Leaving the
bars open to people in their 20’s and 30’s will flatten the curve!

NIH-000580






























The National messages may include the following:

The top priority is the safety and security of the people

We will make decisions based on health guidance and current conditions here and
elsewhere

We will get through this together (share resources, express kindness etc.)

We need to care for each other - It is vital it is to unite around this crisis

As a Nation, we need to come together as a community to survive this international
disaster

This health crisis is challenging each of us to make sacrifices and implement
changes out of the norm.

Ultimately, this crisis is not about us. It’s about our responsibility to each other.
Thank you for all you are doing during this difficult time.

Thank you, Sir, for taking the time to review this correspondence.

Best regards,
RC LaValle-McIntosh
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Medixair'™ has been on the market since 2005 and is fully CE marked to EN
standards. Currently it has been safely and effectively used in acute
hospitals, dental surgeries, in UK, Malaysia, India, Israel, and Southern
Africa.

Please let us know how we can help make these units available for use in
the US during this critical period of time.

Kind regards,

Ani John, BSN, MPH, PhD Mathew Kaye,

San Ramon, California Manufacturer of Medixair™
Dudley, United Kingdom
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| would love to close by saying something insightful about the indescribable times we were in, but all |
can come up with is “indescribable.”

My Best,

Mary
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| am also happy to come to your office.

Thank you for your consideration.

Norah O'Donnell
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One also wonders whether this could be another good prognostic factor for limited
reported/ clinically significant cases (and thus limited perceived spread) in the
United States, obviously in addition to our early, effective containment measures.

Just thought this might be helpful.

Dr. Charles W. Knight, MD

Sent from my iPhone
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>> is strictly prohibited.

===

>> If you have received this message in error, please contact the sender
>> by reply e-mail message and destroy all copies of the original

>> message (including attachments).
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How do you interpret the surface stability data?

Copper seems to have some virucidal effect, as is seen with other viruses. Plastic and stainless steel
don’t have much of an effect on the virus itself, and the virus persists for some time. As for cardboard,
difficult to interpret because the surface absorbs a good deal, but there is some immediate decay.

Should we be concerned about packages based on your data?

This is of far lower concern than droplet and other fomite transmission. Typical shipping will allow ample
time for viral decay, and the cardboard itself seems to have some direct effect on the virus (either
through absorption or other effect). For example, in the experiment, Vincent applied

10e5 viral particles/mL and it drops 2 logs to 10e3 immediately, indicating that either due to absorption
or direct effect on the virus.

Of course, if a mail carrier coughs on a package and then someone touches it directly after, there may
be a risk. The typical shipping situation is likely not a concern.

Why are SARS-CoV-2 vs. SARS-CoV-1 different?

For the cardboard data in particular, there is a difference seen between SARS-CoV-2 and 1, which is
likely due to error/variation in surface.
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dense would have a massive life-saving effect, but if
this is to occur, the flight restriction needs to happen
now.

Stopping all flights would be impractical and
inhumane, but allowing return flights only and
stopping all other air travel would be effective. It
would have a massive effect on the economy, but so
will overwhelming corona virus infection. No one will
die because they can't take a vacation or business
trip. Financial losses would need to be settled later,
so this would require emergency declarations, etc. If
you wanted to take it in a step-wise manner, you
could start with international flights and then move on
to domestic flights if necessary - this would probably
be wise and would have a less severe impact on the
economy.

Thank you again, and | am sure this is one of
thousands of unsolicited emails. | wish you the very
best and God grant you wisdom.

Best,

David Chung

Pediatric Associates of Brockton
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A medical worker in a hospital in Wuhan working with traditional medicines to treat
patients.Credit...Agence France-Presse — Getty Images

China is restarting its economy now. How can it do that without creating a new wave of infections?
It’s a “phased restart.” It means different things in different provinces.

Some are keeping schools closed longer. Some are only letting factories that make things crucial to the
supply chain open. For migrant workers who went home — well, Chengdu has 5 million migrant
workers.

First, you have to see a doctor and get a certificate that you’re “no risk.” It's good for three days.

Then you take the train to where you work. If it’s Beijing, you then have to self-quarantine for two
weeks. Your temperature is monitored, sometimes by phone, sometimes by physical check.

What’s going on with the treatment clinical trials?

They're double-blind trials, so | don’t know the results. We should know more in a couple of weeks.
The biggest challenge was enrolling people. The number of severe patients is dropping, and there’s
competition for them. And every ward is run by a team from another province, so you have to negotiate
with each one, make sure they're doing the protocols right.

And there are 200 trials registered — too many. | told them: “You’ve got to prioritize things that have
promising antiviral properties.”

And they’re testing traditional medicines?

Yes, but it’s a few standard formulations. It’s not some guy sitting at the end of the bed cooking up
herbs. They think they have some fever-reducing or anti-inflammatory properties. Not antivirals, but it
makes people feel better because they’re used to it.

What did you do to protect yourself?

A heap of hand-sanitizer. We wore masks, because it was government policy. We didn’t meet patients
or contacts of patients or go into hospital dirty zones.

And we were socially distant. We sat one per row on the bus. We ate meals in our hotel rooms or else
one person per table. In conference rooms, we sat one per table and used microphones or shouted at
each other.

That’s why I’'m so hoarse. But | was tested, and | know | don’t have Covid.
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Steve

Steven Black MD
SPEAC Project work package lead for CEPI
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The information transmitted in this e-mail is intended only for the person or entity to which it is addressed and may contain confidential and/or
privileged material, including "protected health information." If you are not the intended recipient, you are hereby notified that any review,
retransmission, dissemination, distribution, or copying of this message is strictly prohibited. If you have received this communication in error, please

destroy and delete this message from any computer and contact us immediately by return e-mail.
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President Donald J. Trump participates in a coronavirus roundtable
briefing Tuesday, March 3, 2020, at the National Institutes of Health in
Bethesda, Md. (Official White House Photo by Shealah Craighead)

P20200303SC 0059 0123 0182

President Donald J. Trump listens as Dr. Anthony S. Fauci, director of
the National Institute of Health, addresses his remarks during a
coronavirus roundtable briefing Tuesday, March 3, 2020, at the National
Institutes of Health in Bethesda, Md. (Official White House Photo by
Shealah Craighead)

P20200303SC 0272

President Donald J. Trump answers questions from reporters during a
coronavirus roundtable briefing Tuesday, March 3, 2020, at the National
Institutes of Health in Bethesda, Md. (Official White House Photo by
Shealah Craighead)

Please note that these photos are being sent to you for personal use
only. If you share them with friends or family, make sure to include the
disclaimer below. Thank you.

If posting to social media the following byline must be used: Official
White House Photo by Shealah Craighead

This photograph is provided by THE WHITE HOUSE as a courtesy and
may be printed by the subject(s) in the photograph for personal use
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5. Continue to address the usual mix of healthcare needs for patients
(from outpatient care to acute care to mental health care to long
term care)

a. Outpatient clinics and providers focus on wellness to
minimize ER visits/hospitalization to unburden the acute
care system—Ileverage telehealth

b. Continue to provide acute care and inpatient mental health
care (continuum of ER-inpatient care-intensive care) for non-
COVID conditions

c. Protect high-risk patients in residential/long term care
(nursing homes, hospice, long term psychiatry, etc.)

The notional conops divides the healthcare system into hot and safe
areas. The hot area is only acute care: ER-acute inpatient care-ICU
care. The safe areas include a separate acute care area (ER-acute
inpatient care-ICU care), all the outpatient clinics/care, other inpatient
care areas such as mental health, as well as long term/residential care
(nursing home, hospice, long term psychiatry, etc.).

Triage will not be easy (between hot and safe). Best [ could come up
with would be: (1) anyone already on home isolation or home
quarantine (may need a medical record flag); (2) anyone with ILI (could
narrow that down with a negative rapid flu test); (3) anyone with a sick
household member with suspected COVID. Could be very difficult for
an unconscious/confused, or trauma patient etc., but would probably err
on the side of hot and think of additional layered strategies to minimize
patient risk within that area (private rooms, patient PPE?). Triage
would need to err on the side of keeping the safe area safe.

The mitigation measures are our best tools to reduce community
transmission and reduce the probability of an infectious patient getting
into a safe area. If we have a breach in a safe inpatient area, it pretty
much converts that inpatient area into a hot area. That also means that
we have the staff in that area exposed (because of limited availability of
PPE, the staff in the safe area would not be PPE—PPE would have been
directed to the staff in the hot area). Those staff would likely need to be
placed on quarantine. The effect is we now have a much larger hot area
with even fewer staff. That would really be a mess.
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then hurriedly put in place will be any better than what they did on that
cruise ship. As a consequence, would expect much the same results.

I listened to the discussion yesterday. After listening to James and
Michael describe the conditions on and around the cruise ship, I
wondered whether anyone 1n healthcare leadership (outside the
expertise at our biocontainment facilities) is thinking about infection
control practices for any staff entering areas of a hospital caring for
COVID patients (like changing clothes before entering and perhaps
wearing scrubs, not bringing personal items into the area like iphones,
1pads, stethoscopes, white coats, purses, briefcases, etc.)? And
instituting policies that require all patients to phone for clearance to
enter prior to presenting at safe acute and non-acute areas including
community based clinics? Are we confident of the infection control
practices of acute care staff (that they know the basics of how to don
and doff PPE and behavior while in PPE?) Would HCWs in outpatient
clinics or long term care facilities be any better prepared than the crew
on board the cruise ship or the responders in Japan? I'm no expert in
infection control and would defer to the expertise in this group. I was
just a little surprised how little this seemed to be a concern for the
healthcare leaders gathered yesterday.

I think we are getting close to the point where we need to drop those
things that are not critical and focus on the most important things.

We are going to have a devil of time with lab confirmation—it is just
too slow (they had a 2 day turnaround on the cruise ship) and we just
don’t have the capacity for the volume of tests we would anticipate.
Charity has stressed this point again and again. That means we are
going to have to fly blind early on. Perhaps the best we are going to be
able to do in the near term if things begin to accelerate is screen all
suspect cases (pretty much anyone with ILI symptoms) with a quick flu
test and assume anyone who tests negative is suspected COVID until
proven otherwise; and treat everyone who tests positive with Tamiflu.
It will prove problematic early on, but as the epidemic barrels along,
COVID will displace everything (at that point we will just assume that
anyone with a fever or ILI has COVID). The problem is in the
beginning. It is going to be so hard to sort things out. Matt, James and
others are pushing for more rapid screening—but we just aren’t there
yet. The consequence is that we will be placing patients with resp
illness (that is not flu and presumed to be COVID) in areas with actual
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can be leveraged to create safer compartments or spaces by shunting
disease toward the home. By implementing these interventions, one
could reduce the likelihood of disease in workplaces (by home isolation
and home quarantine-- keeping sick employees at home and keeping
employees who are well but potentially infected because someone is
sick in their household, at home). Adding in other social distancing
measures including social distancing at work, helps to reduce
community transmission (adds additional protection to the workplace).
The consequence is shunting disease to the home--120 M different
compartments in the US, and making the workplace the safe place.
That is potentially very important for critical infrastructure. The
answer is not PPE for these employees. And why would we expect that
employees in these sectors would have any better IPC with the use of
PPE than we saw with staff on the Diamond Princess?

Healthcare is a key critical infrastructure. It is different from the other
sectors in that it will be attracting patients with COVID like a magnet.
It is hard to imagine how one could makes healthcare a safe
workplace. But it is only hard to imagine how one could do that unless
you begin to look a little closer at the different components of the
healthcare system and the roles each component might play during this
pandemic.

To illustrate this, I took a stab at developing a conops or roadmap to
look at the various pieces of the healthcare system. The shunting of
disease is really fractal. Just as we can look at shunting disease across a
community into one compartment (the home) to make other
compartments safer, we can do the same within our healthcare system—
shunt disease to the acute care area where COVID patients will be
concentrated. What are the strategies to do that?

This conops is notional. It is purposely designed for a severe outbreak
with severe disease and assumes that the healthcare system must
somehow continue to limp along and continue to care for the
background disease we see during normal times (strokes, AMIs,
fractures and trauma, appendicitis, other serious infections, CHF,
diabetic emergencies, psychotic episodes, preeclampsia, complicated
deliveries, end stage renal disease and dialysis, etc.) as well as sustain
outpatients with chronic conditions that require monitoring and care to
keep them well and out of the ER and out of the hospital.
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TOKYO

Prime Minister Shinzo Abe on Tuesday advised people
across the country not to go to work or school if they
develop cold-like symptoms, as the country grapples with
the spread of a new coronavirus originating in China.

Workplaces in the country, known for their long hours,
need to encourage people to take days off without
hesitation if they do not feel well, Abe said.

"The first thing that I want the people of Japan to keep in
mind is to take time off school or work and refrain from
leaving the house if they develop cold-like symptoms such
as fever," Abe told a meeting of a government task force on
the viral outbreak.

Teleworking is an "effective alternative" to help prevent the
virus from spreading further, Abe said.

He made the remarks as the government is scrambling to
contain the virus that originated in Wuhan, with more
people with no obvious link to China getting infected in
Japan.

The global outbreak of the disease called COVID-19 has
prompted some event organizers in Japan to rethink their
plans for hosting mass gatherings.

The number of confirmed cases in Japan has topped 600,
including over 500 passengers and crew on the Diamond
Princess, a quarantined cruise ship docked at Yokohama
near Tokyo with more than 3,000 confined.

The steady rise in infections in various parts of Japan has
raised public concern, prompting the health ministry to ask
people who develop symptoms such as a temperature of
37.5 C or higher for at least four days to consult local
health care centers and go to designated hospitals. The
period is set shorter for the elderly, those with underlying
conditions and pregnant women.

As Tokyo and other major cities in the country are
notorious for packed rush-hour trains, commuters have
been encouraged by a government panel of medical experts
to go to work earlier or later than usual as the risk of
infection is increased in crowds.
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Hello all - Clearly, the most important
thing of all 1s a reliable, real-time
diagnostic test that can differentiate
between flu and COVID-19. CDCs test
kits were recalled because states said
they were not working. Now they have
to remanufacture the faulty reagent.
How long will that take? If and when
more kits are available, will they be
available in sufficient quantity that all
health care providers will have access?

In all of this, I have not heard anyone
talk about the Nanopore MinlON
technology that has been used for
Ebola. What gives??? It is field
deployable and can be run in-house.
Hospital labs can run thousands of
samples at once. It gives results of all
viruses, bacteria, protozoa, fungi, in 2
hours. We all know this technology is
quite promising. Why aren’t we going
gangbusters to validate this rapid
technology and get it to all
diagnosticians? If ever there was a time
to invest in a diagnostic technology,
this 1s it!

Tracey
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My thinking is evolving in terms
of healthcare system response.
Initially I described how I would
refocus the outpatient clinics away
from COVID care and leverage
the NPIs of isolation and
quarantine to help keep the
workplace safe (for the clinic staff
and other patients) rather than a
strategy that employs PPE. 1
would only use the outpatient
clinic staff to help with
telephone/home care support of
those patients under home
isolation or home quarantine--to
help with compliance/adherence to
isolation and quarantine,
monitoring their health, and
optimizing the care of their other
chronic medical conditions (to
keep them out of the ER and the
hospital). But as I thought more
about this, it occurs to me that this
can be generalized beyond
outpatient clinics.

I would think about dividing our
healthcare system into two big
pieces: (1) acute care (EDs, acute
inpatient care, critical care); and
(2) non-acute care including
outpatient clinics (PC/Family
Practice, pediatrics, OB/GYN,
medical specialty, surgical
specialty, dental, mental health,
rehab, etc.), as well as other
inpatient areas (inpatient mental
health, substance abuse, nursing
homes, hospice care, memory
care, assisted living, etc.).
Inpatient surgery (and I suppose
labor and delivery) is part of acute
care, but for this outbreak, it
probably best belongs bundled
with the other non-acute inpatient
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Subject: RE: Red Dawn
Breaking, COVID-19
Collaborative, Feb 16 start

More things to keep an eye on
(attached links of stories and
translations of news reports):

Yesterday a 5 flight of evacuees

from Hubei arrived in Japan.
There were 65 on board and 7
people were symptomatic (11%).
Watch for the number of
confirmed—it will provide a point
estimate of prevalence of COVID-
19 in Hubei as of yesterday.
Sounds like this is the last flight
japan will accept.

Yesterday, Japan provided an
update of all cases in Japan:

e 53 people
were
infected in
Japan and
travelers
from China

o 454
passengers
and crew
members on
cruise ships,
and

e 13 people
returned on
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charter
aircraft.

520 people
in total.

23 people
were
determined
to be
seriously ill

Watching for other countries to
evacuate passengers from cruise

ship
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256
Canadians
on the
Diamond
Princess
cruise ship

32 tested +
(as of Feb-
17)

A plane
chartered by
the
Canadian
government
has left for
Japan to
evacuate its
nationals
aboard a
virus-hit
cruise ship
off
Yokohama,
TV Asahi
reported on
Tuesday,
citing a
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One plane carrying American
passengers touched down at Travis
Air Force Base in northern
California just before 11:30 p.m.
Sunday local time. A second flight
arrived at Lackland Air Force
Base in Texas around 2% hours
later, early Monday.

The California flight had 177
people on it, seven of whom tested
positive for coronavirus, Walters
said. An additional three people
were isolated during the flight for
fever. Upon arrival, 171 stayed in

Travis while six traveled to
Omabha.

It's unclear which passengers were
transferred there and whether
initial tests were positive or
whether they were at risk for the
virus.

The Texas flight had 151 people
board and included the other seven
who tested positive for
coronavirus. Two additional
passengers were 1solated on
account of fever. All passengers
who tested positive for

coronavirus then moved on to
Omabha.

The aircraft design allowed
passengers to sit in isolation
thanks to a plastic divider at the
tail of the aircraft.

13 high-risk
passengers await test
results at Nebraska
Medical Center
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Officials from the University of
Nebraska Medical Center and
Nebraska Medicine confirmed that
they are assessing 13 adults at
their quarantine and
biocontainment facility in Omaha.

“Late last night at about 2 or 3
a.m., we were asked to bring some
individuals here who had either
tested positive or had a high
likelihood of testing positive
because of symptoms they were
exhibiting,” said Dr. Chris
Kratochvil, the executive director
at the University of Nebraska
Medical Center’s Global Center
for Health Security.

Twelve of them are housed in the
quarantine center while one man
was transferred to the hospital’s
biocontainment unit for testing
and observation because of
symptoms including cough, fever,
shortness of breath,
lightheadedness and an
undisclosed chronic condition that
would make him particularly
vulnerable to the COVID-19
virus.

"He is doing good and in stable
condition at this time,” reported
Shelly Schwedhelm, Nebraska
Medicine’s executive director of
emergency management and
biopreparedness.

She went on to note that “the folks
in the quarantine center have all
been tested, and we’re waiting for
those results.”

She added that the other 12 are
isolated in “very nice rooms with
WiFi, TV and a small refrigerator
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So estimates of severity looking
only at the American passengers:

~400 total American passengers
58 confirmed to have COVID-19

12 Asymptomatic
(20%)

46 Symptomatic (80%)

~55% of total
cases mildly ill (hospitalized for
isolation only) (31 cases)

~25% of total
cases acutely ill requiring inpatient
care (15 cases)

~2%
of total cases requiring ICU
admission (1 cases)

Exp
ecte

mort
ality
for
patie
nts
with
pneu
mon
ia
admi
tted
to
ICU
(15-
50%
);
assu
min
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Those estimates fit pretty well
with the estimates from Feb-13.
To firm up these numbers it would
be useful to have actual numbers
from Japan on ICU admissions,
number requiring mechanical
ventilation, number in the hospital
because they are acutely ill, and
number in the hospital because of
isolation only (mildly ill or
asymptomatic). Also would be
helpful to have more granular
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evacuation flights, the statement
said.

"After consultation with HHS
officials, including experts from
the HHS Office of the Assistant
Secretary for Preparedness and
Response, the State Department
made the decision to allow the 14
individuals, who were in isolation,
separated from other passengers,
and continued to be asymptomatic,
to remain on the aircraft to
complete the evacuation process,"
the agencies said.

One charter flight carrying
evacuated Americans arrived at
Travis Air Force Base near
Fairfield, California, around 11:28
p.m. local time Sunday. A second
arrived at Joint Base San Antonio-
Lackland in San Antonio, Texas at
3:56 a.m. local time Monday.

The passengers who tested
positive were isolated from the
other passengers during the
flights, the statement said. And all
passengers are being "closely
monitored" throughout the flight.

"Any who become symptomatic
will be moved to the specialized
containment area, where they will
be treated," the statement said.

After the flights land, any
passengers that developed
symptoms on the flights and those
who had already tested positive
will be transported to "an
appropriate location for continued
isolation and care."
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transportation system half the
school age kids use each day) and
school age kids. An unsung hero
in all this was Lisa Koonin (who
was at CDC at the time). If
Richard birthed TLC, Lisa kept
the baby alive in the neonatal
ICU.

We still have much to learn about
this virus. Thus far, it seems to be
sparing kids (just like SARS). We
have been monitoring the reports
from China as well as the detailed
data we can see from Hong Kong,
Singapore, and Japan—the
numbers of kids remain very low
and disease appears to be mild.
Nonetheless, TLC (and the NPIs)
is focused on reducing disease
transmission (effectively
decreasing Ro)—the interventions
are really agnostic to severity. It is
why CDC had to scale the
implementation of TLC (later
called CMQG) to severity. Despite
the absence of severe disease in
kids, we really are still in the dark
in terms of the amount of
asymptomatic disease or mild sub-
clinical disease in kids because we
just haven’t been able to look.

I never forgot this graph of the
data from Bob Glass and the
inflection point that was observed
when the combo of closing
schools and social distancing of
kids was implemented in his
model. Although closing schools

is complicated by its 2" and 34
order impacts, it is actually a
pretty clean intervention in terms
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(homes, offices/workplaces,
schools, daycare, etc., is
unchanged). For additional
background and context, we
attached are 3 papers on NPIs and
TLC for those who are interested.
Richard Hatchett deserves full
credit for birthing the idea of TLC
(it was actually developed in
response to the threat of HSN1 and
later adopted for pandemic
influenza response). Duane,
perhaps you can store these
documents on MAX for safe
keeping and access?

The first paper is an historical
review of the 1918 pandemic (the
comparison of Philadelphia and
St. Louis is emblematic of the
lesson from 1918 that timing
matters when deploying NPIs—
need to be early). The second
paper is modeling work that was
done to evaluate these strategies.
At the time, modelers were
focused on how best to contain an
outbreak overseas (really focusing
on using antivirals primarily for
treatment and prophylaxis). They
focused their models to evaluate
the effectiveness of various
strategies and quantities of
antiviral medications required to
quench an emerging outbreak.
There were 3 groups who were
doing this work back then. They
each present their data in that
paper. A few things to note. In all
the model runs, they did not model
perfection or 100% adherence
(actually far from it). You will see
scenarios from 30/60 (meaning
30% compliance and 60%
ascertainment) on up to 90/80 ).
(See figures 1) Even leaky
implementation can reduce overall
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2. Migrating current ED/ICU
(non-COVID) patients to other
care sites 1s great idea.

3. Caring for COVID-19
patients:leveraging ED/ICU
personnel for high compliance and
usage of limited resources (PPE
everything that goes with it) is
very critical. Strategic usage and
minimizing non-medical staff is
necessary --- either these operators
are well-trained and protected, or
they cannot be there.

4. Concentrating care within
ED/ICU for COVID-19 ensures
rapid learning and sharing of
knowledge among workers as they
take care of these patients.
Clearly from the standpoint of
data collection and clinical
symptoms recording and
organization, it is more feasible
and allow for immediate analysis
and feedback.

5. Strategic prioritization of
limited resources is extremely
important. We must do it now,
because the supply chain is
already being affected and it can
20 worse.

6. Primary care and call centers
are good. If you want to do
strategic testing, this is also a good
place to involve.
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as they are ramping
up their capabilities to
care for patients with
COVID-19 presenting
anywhere in their
system. Staff
working in ERs and
ICUs are pretty
familiar with the care
of these types of
patients and the use of
appropriate PPE
(standard contact and
airborne precautions
including eye
protection). The staff
at the hospitals
undergo fit testing for
respirators, etc. Staff
in outpatient clinics
(especially remote
community based
outpatient clinics)
don’t typically
undergo fit testing for
respirators. So ERs
and ICUs have
muscle memory for
isolating patients and
providing care to
patients with
infectious respiratory
disease. Community
based outpatient
clinics do not.

As part of the
preparedness efforts,
there has been interest
in fit testing
outpatient clinic staff
and supplying these
clinics with PPE and
establishing
procedures for
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evaluating COVID-19
patients in the
community based
clinics. Given the
projected shortages of
PPE, that just doesn’t
seem like the most
prudent approach.

Rather than expand
the care of potential
COVID-19 patients to
community based
outpatient clinics, I
would focus on
hospital care--ERs
and inpatient areas
(especially ICUs). 1
would not pursue fit
testing for staff
working in outlying
clinics. As a strategy,
I suggested dividing
COVID patients into
two categories—(1)
those with illness that
1s mild enough to be
cared for at home
(self care or care by
other family
members); or (2)
those who are sick
enough to be seen in
the ER for possible
hospitalization. I
would refocus the
efforts of outlying
clinics away from
COVID and toward
keeping non-COVID
patients with the usual
mix of acute and
chronic illnesses we
see from hypertension
to CHF to diabetes,
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etc., out of the ER and
out of the hospital.
That is what they can
do to help unburden
ERs and hospitals for
the surge in COVID
patients in ERs and
hospitals. 1 would
leverage telephone
care as much as
possible to handle
patients with mild
disease seeking care
related to COVID
(and quickly develop
algorithms to
determine who has
mild disease and can
be managed by
telephone at home
and who needs to
evaluated in the ER).
Think of it like the
program Lisa
developed for
pandemic influenza
(Nurse On Call) on
steroids, minus the
antiviral piece. Could
we repurpose and
leverage that program
for COVID? Such a
strategy would help to
conserve our PPE
supply (avoid the
expansion of fit
testing and the
redirection of already
limited supplies of
PPE to outlying
clinics) and not ask
outlying clinics to do
something they don’t
typically do (that
usually doesn’t out
turn out very well). If

NIH-001585



the outlying clinics
focused on what they
normally do (caring
for patients with
chronic diseases),
they could help the
ER and hospitals cope
with the demands of
COVID. I would
think about Urgent
Care centers in the
same way—to help to
decompress ERs.

I also think that we
need to start thinking
about strategies to
conserve PPE for
hospitals. I'm
concerned about the
projected burn rates
and the supply chains
for PPE. Click on
Amazon and check
out the prices now.
Or click on WalMart
(can’t pick up any
masks from WalMart
now). I saw one
supplier selling 200
surgical masks on
WalMart’s site for
only $459.99. Such a
deal.

As a conservation
strategy, we might
think about limiting
the amount of staff
interacting with
infected patients and
cohorting patients
(even thinking of
strategies to minimize
need for
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housekeeping or food
service or lab services
from entering areas
with COVID patients-
-think Ebola-like
strategies (not out of
concern of disease
transmission but
simply to limit
number of staff to
conserve PPE).

Could do something
similar with ERs
(akin to what
pediatricians do to
separate sick call
patients from other
appointments). |
have recommend
prioritizing PPE for
EDs and ICUs as well
as specific inpatient
areas where we would
likely initially cohort
patients, not pursuing
fit testing of
outpatient clinic staff,
and shifting patients
with mild COVID
disease to telephone
care and away from
outpatient clinics.

[ know several of you
are part of large
healthcare systems.
Am curious how
others are
approaching this
challenge.

I am also resending
the questions I posed
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Gentlemen — attached is the latest version of the Placemat. The reason there are four
slides is to give you the option of how the backside is laid out. Slide one and three are
identical, the information on slides two and four are also identical just laid out differently.
Standing by for corrections as necessary.

v/r Tom
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This e-mail message is intended only for the recipient(s) named above. This message may contain trade
secrets, attorney-client communication, or other privileged and confidential information. Any review, re-
transmission, dissemination, reproduction or other use of, or taking of any action in reliance upon, this
information by persons or entities other than the intended recipient is prohibited. If you received this in
error, please contact the Sender and delete the material from any computer.
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Thanks so much for any direction that you can provide.

Best Regards,
Peter
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We are seriously considering using this platform to develop a rapid test to detect COVID-19.
Proof of principles that have been achieved toward that end are our demonstration that the
device can use two-step RT-PCR to detect influenza A and B in NP swab samples. The main
features of the device are described in the brief accompanying PDF.

| write now because we are unsure, if we were to produce a COVID-19 device, how it would be
deployed, by whom it would be used and who might be willing to purchase it. | would be very
grateful if you might be able to speak briefly with me and my colleagues about these open
questions. | am convinced this device can meet a major unmet need in clinical care and disease
control for this epidemic and we, as a group, want to make a difference. Your advice would be
invaluable as we weigh the risks and benefits of pivoting the company to this application.

With all best wishes; | hope all is well with you and your family.
gary

Gary Schoolnik, M.D.

Professor of Medicine

Stanford Medical School

Attending Physician (Internal Medicine, Infectious Diseases)
Stanford University Hospital

Chief Medical officer

Visby Medical
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Linda P. Fried, M.D., M.P.H.

Dean and DelLamar Professor of Public Health

Professor of Epidemiology

Mailman School of Public Health

Professor of Medicine, Vagelos College of Physicians and Surgeons
Senior Vice President, Columbia University Irving Medical Center
Columbia University
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Hi, Patty -

Exec Sec would like Dr. Fauci’s opinion on whether Dr. Collins should accept the attached invitation to
speak at an upcoming Coronavirus Preparedness Summit & Workshop being held this June in
Washington, DC. The conference is being organized by Syllabusx, a group of “international specialists in
public health and emergency planning events and disaster recovery conferences.”

Given the nature of the conference topics, do you concur with recommending Dr. Collins decline the
invitation and refer to CDC?

Thanks for your input.
Kara
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5. If someone wishes to travel to China to work on the live virus, are there any travel restrictions
other than the self isolation/quarantine already in place (and of course subject to change over
time)?

Thank you very much for your help with these important questions as we all try to do our best to
contribute solutions to this health crisis.

With best regards,
Linda

Linda P. Fried, M.D., M.P.H.

Dean and DelLamar Professor of Public Health

Professor of Epidemiology

Mailman School of Public Health

Professor of Medicine, Vagelos College of Physicians and Surgeons
Senior Vice President, Columbia University Irving Medical Center
Columbia University
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« Anne Schuchat will give a brief overview of current status and material
1ssues.

« Anthony Fauci will give a brief explanation of our understanding of the
virus and development of countermeasures.

« Brig Gen. Paul Friedrichs of DoD will provide a brief status report on force
protection.

o Acting Chief of Staff Mulvaney will open the floor for questions and
moderate the proceedings - possible that White House legislative affairs will
stand in here (Eric Ueland or Mike McKenna).

Expected participants:

Members (confirmed RSVPs thus far)
Senator James Risch

Leader McCarthy

Rep. Kay Granger

Rep. Greg Walden

Rep. Nita Lowey

Briefers

DHS — Alex Zemek

CDC—Dr. Anne Schuchat
NIAID—Dr. Tony Fauci
ASPR—Dr. Bob Kadlec
FDA—Dr. Steve Hahn

DHS - Ken Cuccinelli

NSC - Anthony Riggiero

NSC — Matt Pottinger

State — Stephen Biegun (tentative)
DOD — Brig Gen. Paul Friedrichs
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Draft Agenda:

1:30-2:00 pm — Opening Keynote

Dr. Anthony Fauci, NIAID

Introduced by Steve Morrison, CSIS Global Health Policy Center

2:00-2:50 pm - Panel Discussion

[The economics/business] loyce Chang, JP Morgan (confirmed)

[The politics] Jude Blanchette, CSIS Freeman Chair in China Studies (confirmed)

[The foreign politics] Melanie Hart, Center for American Progress (to be invited), or Bonnie
Glaser, CSIS China Power Project

[The public health] Steve Morrison, CSIS Global Health Policy Center (confirmed)
Moderator: Scott Kennedy, CSIS Trustee Chair in Chinese Business and Economics

2:50-3:30 pm — Newsmaker Speech
Matt Pottinger, NSC (to be invited)
Moderator and Follow-up Interview: Bonnie Glaser, CSIS China Power Project

J. Stephen Morrison

Senior Vice President & Director, Global Health Policy Center
Center for Strategic and International Studies (CSIS)

1616 Rhode Island Ave NW

Washington D.C. 20036

(202) 775-3276
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but not in Vancouver--the Ro in North America became less than
one pretty quickly.

To me, one important aspect is the control of respiratory transmission in
the hospital, avoiding extensive nebulization/aerosolization, or doing so in
negative pressure rooms, as for TB isolation.

(Treating patients with robots is a good idea!)

In the community, standard public health quarantine, contact tracing should
be sufficient for starters.

Although hundreds of cases are reported in China, the actual number of
infections is likely much higher. The 41 deaths are the tip of the iceberg of
not 800 infections (5% fatality rate), but maybe 8,000 infections (0.5%).
Although that rate is much better, if the mutating virus becomes very
contagious—then the impact could be similar to 1918 flu. That’s why
containment is so important.—and although draconian, the Chinese
government is doing the right thing (as far as we know).

When a new pathogen arrives, children often have mild disease but they
are important vectors for transmission in the community, reaching many

households. The second paper is the importance of closing schools to minimize
transmission—This was for flu with a short (pre-symptomatic) incubation, but may
be even more relevant for 2019-nCoV. It is much too early to even think of this in
the USA, but it may come to this--and sooner will be better than later, when that
time point comes.

Happy to help, any way that I can. Thank you for all you and NIAID are
doing!!!

Best wishes , Marty
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transformed into an active molecule(3). It is the ionized form which establishes covalent bonds with the SH group of
the cysteine of the a subunit of the proton pump.

The solution used in 2015 by Jason Long et al. was, as in 2016 by Dowall et al., DMSO(Dimethyl Sulfoxide).
DMSO is a polar and aprotic organic solvent with dissociation constant pKa = 35.1 This is probably an explanation
for the surprising findings from these studies regarding proton pump inhibitors: Inhibition of viruses at 100 pM (at
50 uM esomeprazole for 4 of the 5 viruses tested) and increase in endosomal pH only at a concentration of 200 pM.

This is a situation which, from my point of view, does not reflect the human tissue situation, because in this situation
omeprazole can be ionized in the intracellular space but also already in the extracellular space.
Besides, that’s probably its advantage: to be ionized and activated where there is an acidic environment.

Without taking into account the tissue situation and the need that omeprazole must be ionized to be transformed into
an active molecule, it would not be possible to explain the following publications, since it would be impossible to
obtain tissue concentrations required:

« Proton pump inhibitors as anti vacuolar-ATPases drugs: a novel anticancer strategy » (4)

« Anti-Rhinovirus activity of lansoprazole, which was probably due to an endosomal anti-acidic mechanism »

. « The use of omeprazole family compounds was associated with a lower probability of influenza-like illness »
(6)

« PPIs exert an antiviral function by effectively inhibiting virus-specific serine proteases » (7)

« Proton pump inhibitors for chronic obstructive pulmonary disease » (8)

« The ngH,K-ATPase shares approximately 65% sequence homology with the gH,K-ATPase » (9)
: « Omeprazole blocked another P-type ATPase, ATP7A (Menkes protein) in human epidermal mélanocytes »
(10)

« pH-dependent antitumor activity of proton pump inhibitors » (11)

« V-ATPase as a candidate target molecule or biomarker for cancer treatment and provide a potential role for
omeprazole as a chemosensitizer in clear cell carcinoma of the ovary » (12)

« Proton pump inhibitors such as omeprazole, used clinically to suppress gastric acidity in gastritis, are
activated by acidic conditions and tend to decrease intracellular pH and increase the extracellular pH via inhibition
of V-ATPases in a covalent interaction » (13)

« proton pump inhibitors have been shown to be highly effective at inhibiting V-ATPases in vitro » (14)

Specifically at the pulmonary level, we observe concerning proton pump inhibitors:

«...Since ATP12A shares approximately 65% identity with the gastric H+/K+-ATPase (ATP4A), we
investigated the potential of using clinically approved ATP4A proton pump inhibitors (PPIs) for their ability to
restore ASL pH in CF hAECs. We show that, despite not expressing ATP4A transcripts, acute exposure to the PPI
esomeprezole, produced changes in intracellular pH that were consistent with the inhibition of H+ secretion, but this
response was independent of ATP12A. More importantly, chronic exposure of CF hAECs to esomeprazole
alkalinized the ASL without disrupting the epithelial barrier integrity, but this increase in ASL pH was consistent
with a decrease in mRNA expression of ATP12A. We conclude that PPIs may offer a new approach to restore ASL
pH in CF airways, which is independent of CFTR.... » (15)
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« ...On the other hand, even though the gastric H+/K+-ATPase was not expressed in airway epithelial cells,
exposure to esomeprazole acidified the cytosol and increased ASL pH of primary CF hAECs. We show that
esomeprazole had a dual mechanism of action: acutely, it induced intracellular acidification in an ATP12A-
independent manner but, chronic exposure, which importantly did not have any deleterious effect on epithelial
integrity, was linked to decreased ATP12A mRNA levels. These results open up the possibility of repurposing PPls
as a new therapeutic approach for treating CF lung disease... » (15)

we found that the mRNA of ATP12A, the non-gastric H+/K+-ATPase, shares 70% identity with the
gabtnc II+KK+-ATPa‘;c ATP4A mRNA, which translates to around 65% identity in the protein products... » (15)

« Proton pump inhibitor therapy predisposes to increased risk of developing pneumonia » (16)

« Na+/H+ Exchangers Are Required for the Development and Function of Vertebrate Mucociliary Epithelia »
(17)

« ATP4a is required for development and function of the Xenopus mucociliary epidermis - a potential model
to study proton pump inhibitor-associated pneumonia » (18)

Regarding coronaviruses and Golgi complex:

« ...Coronaviruses (CoVs) acquire their envelopes from the endoplasmic reticulum-Golgi intermediate
compartment (...), also called the cis-Golgi network (...). The three main envelope proteins (S, M and E) are
synthesized in the ER and move to the ERGIC/Golgi region where they orchestrate assembly of virus by interacting
with the viral nucleocapsid (...). Once virions have budded into the lumen of the ERGIC, the ~120 nm particles
must move through the host secretory pathway to be released from infected cells. Coronaviruses are believed to
follow the constitutive secretory pathway for exocytosis, although only a few studies have addressed the release of
virions. During infection, a progressive disruption of Golgi structure is observed, with swollen unstacked cisternae
late in infection... »

« ...Weak bases (which disrupt acidification), v-ATPase inhibitors, and expression of a pH activated proton channel
all block a number of membrane trafficking steps (...) One mechanism for how luminal pH can affect vesicular
trafficking involves a subunit of the membrane sector of the v-ATPase, which has been shown to act as a pH sensor
in endosomes. This subunit undergoes a conformational change as the luminal pH drops, which recruits cytoplasmic
machinery leading to subsequent vesicle formation... » (19)

« ...Pharmacological and other manipulations of the pH gradient that result in neutralization of the lumen
have all been shown to cause slow trafficking of cargo through the Golgi complex as well as alteration in Golgi
morphology... »
< ...Similar to M2, the infectious bronchitis virus (IBV) coronavirus E protein elicits multiple secretory pathway
disruption phenotypes when overexpressed in mammalian cells... » (20)

« ...The envelope protein (E) of coronaviruses plays an important role in virus assembly (...) Using
coronavirus infectious clones, it was shown that the transmissible gastroenteritis virus E protein is essential for virus
production, and murine hepatitis virus lacking E protein is viable but extremely debilitated... »

« ... The exact mechanism of coronavirus release after budding into the endoplasmic reticulum—Golgi intermediate
compartment is not known. Large vacuoles containing budded virions are observed in infected cells, presumably en
route to the plasma membrane where fusion of the vacuole results in release of virions... » (21, 22)

« ...It might be worth investigating whether ion-channel inhibitors, such as amantadine, or proton pump
inhibitors specifically are able to inhibit this increase in Golgi pH. For now, though, it still remains to be seen
whether CoV release is mediated by viroporin ion channel activity or through PPIs with host proteins of the
secretory pathway... » (23)

« V-ATPases are also important for transportation of newly synthesized acid hydrolases from Golgi to
lysosomes » (24)
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«...cardiotonic steroids ouabain and bufalin, which are known not to affect the transport function of Na+,K+-
ATPase, inhibited infection of cells with MHV, FIPV, Middle East respiratory syndrome (MERS)-CoV, and VSV,
but not [AV, when the compounds were present during virus inoculation. Cardiotonic steroids were shown to inhibit
entry of MHYV at an early stage, resulting in accumulation of virions close to the cell surface and, as a consequence,
in reduced fusion. In agreement with an carly block in infection, the inhibition of VSV by CTSs could be bypassed
by low-pH shock. Viral RNA replication was not affected when these compounds were added after virus entry. The
antiviral effect of ouabain could be relieved by the addition of different Src kinase inhibitors, indicating that Src
signaling mediated via ATP1AT1 plays a crucial role in the inhibition of CoV and VSV infections...» (25)

In conclusion, in order to verify the possible efficacy of omeprazole and esomeprazole in the control of infection by
coronaviruses :

The equivalent of the maximum serum concentration that can be obtained in the human body should be used
and tested in active (ionized) form in vitro.
Unlike an in vitro test, the human body is an open system, a dissipative system. However, local concentrations of the
ionized form should not exceed serum concentrations of the inactive non-ionized form in the absence of active
transport.
But the transformation from the non-ionized form to the ionized form could continue until the saturation of the
reactions at the cellular level or until the depletion of the transformation capacity from the inactive form to an active
form, linked to a change in acidity or the depletion of the inactive form.

As omeprazole can modify or even inhibit the action of the M2 protein of the influenza virus at the cellular
level (26), based on a computer simulation test, it would be desirable to check the interaction capabilities of
omeprazole with protein E of the coronavirus. Protein E is likely to resemble the protein M2 in its mode of action.

In the absence of a treatment recognized as effective in the context of a coronavirus infection and in the
absence of data clearly demonstrating the ineffectiveness of omeprazole, personally, I would be tempted to take
omeprazole after being in contact (at a distance of less than 2 to 3 meters) with people at risk of contamination or if |
had the first symptoms, hoping for the inhibitory activity of omeprazole on P-type ATPases (27, 28) in the context
of coronavirus exocytosis, in analogy to the action "off target on the endosomal vATPase" during endocytosis
processes.

This step, if effective, will not prevent infection, but could lessen its importance, slow the process down and give the
immune system a complementary option to defend itself...

Personal experience, using omeprazole in the context of seasonal respiratory viral infections since 2007,
reminds me of the indication to divide the daily dose into two daily doses (omeprazole 10mg morning and evening is
usually already effective for seasonal respiratory viral infections). According to the evolution and the importance of
inflammatory state I associate an antihistamine, eg cetirizine.

In the context of the coronavirus, [ would be tempted

share the maximum permissible daily dose of omeprazole in 3 divided doses after being in contact with
people at risk of contamination at a distance of less than 2 to 3 meters

divide the daily dose of omeprazole into two daily doses in case of minor symptoms

take the daily dose of omeprazole in a single dose if the symptoms worsen with repercussions on the general
condition

to resume the daily dose of omeprazole in two daily doses when the symptoms of severity diminish.

The effectiveness of esomeprazole may be greater than omeprazole.
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Taking into account the aforementioned publications, it should not be forgotten that omeprazole will reduce
secretions at the respiratory level. A positive effect on respiratory secretions during acute viral respiratory diseases
which can become negative (by moditying the pH, the ciliary mobility and the volume of secretions) during
prolonged use, thus promoting the risk of bacterial pneumonia (29).

The advantages and disadvantages may vary depending on the user phenotype of omeprazole with regard to
cytochrome P 450 (30).

Best regards

Johannes Hambura
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Let me know if any of those times work for him!
Thanks,

Joslyn Chesson

Editor

WTOP News
(202) 895-5060
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period of fever, viremia stage. These simple approaches can be incorporated with the other medical
treatments and supportive care.

| cannot be certain, but want to help as a holistic physician. Thank you very much for reading this email
and providing your insight as well as help.

Sincerely,

Ching Y. Voss, M.D.
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Your participation would make a great difference if you are available. Attached to this email you will find
an invitation from North American chair Meghan O'Sullivan. Please do let us know if you have any
guestions about the event or your potential role in it, and we hope that you are able to accept our
invitation.

Best wishes,
Richard

Richard Fontaine
Executive Director
Trilateral Commission - North America
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Thanks,
Jon

Jonathan LaPook, M.D,

Chief Medical Correspondent, CBS News
Professor of Medicine

NYU Langone Health

Twitter (@DrLaPook
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delete it from your system. You should not reproduce, distribute, store, retransmit, use or disclose its
contents to anyone. Please note we reserve the right to monitor all e-mail communication through our
internal and external networks. Turner and the Turner marks are trade marks of Turner Broadcasting
System Inc and are used under licence.

Turner Broadcasting System Europe Limited (Company No. 1927955), Turner Entertainment Networks
International Limited (Company No. 2803512), Turner Broadcasting System Holdings (Europe) Limited
(Company Number 2802926) and Cable News International Limited (Company No. 5001368) are
incorporated in England and Wales and share the same registered office at Turner House, 16 Great
Marlborough Street, London W1F 7HS.
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Dear Dr
Fauci,

| hope you
are well! |
am
reaching
out from
CNN
Internatio
nal to
enquire if
you are
available
today to
joinus on
Connect
the World
at 11aET
to discuss
the
coronavir
us.

Might this
be a
possibility
? It would
be great
to arrange
this.

Backgroun
d on CNN
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. The
views
expressed
may not
be official
policy, but
the
personal
views of
the
originator.
If you
have
received
this email
in error,
please
notify the
sender by
return e-
mail and
delete it
from your
system.
You
should not
reproduce

’
distribute,
store,
retransmit
, use or
disclose
its
contents
to anyone.
Please
note we
reserve
the right
to
monitor
all e-mail
communic
ation
through
our
internal
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external
networks.
Turner
and the
Turner
marks are
trade
marks of
Turner
Broadcasti
ng System
Inc and
are used
under
licence.

Turner
Broadcasti
ng System
Europe
Limited
(Company
No.
1927955),
Turner
Entertain
ment
Networks
Internatio
nal
Limited
(Company
No.
2803512),
Turner
Broadcasti
ng System
Holdings
(Europe)
Limited
(Company
Number
2802926)
and Cable
News
Internatio
nal
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communication through our internal and external networks. Turner and the Turner
marks are trade marks of Turner Broadcasting System Inc and are used under
licence.

Turner Broadcasting System Europe Limited (Company No. 1927955), Turner
Entertainment Networks International Limited (Company No. 2803512), Turner
Broadcasting System Holdings (Europe) Limited (Company Number 2802926) and
Cable News International Limited (Company No. 5001368) are incorporated in
England and Wales and share the same registered office at Turner House, 16 Great
Marlborough Street, London W1F 7HS.
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Information in this email including any attachments may be privileged or confidential and is intended
exclusively for the addressee. The views expressed may not be official policy, but the personal views of
the originator. If you have received this email in error, please notify the sender by return e-mail and
delete it from your system. You should not reproduce, distribute, store, retransmit, use or disclose its
contents to anyone. Please note we reserve the right to monitor all e-mail communication through our
internal and external networks. Turner and the Turner marks are trade marks of Turner Broadcasting
System Inc and are used under licence.

Turner Broadcasting System Europe Limited (Company No. 1927955), Turner Entertainment Networks
International Limited (Company No. 2803512), Turner Broadcasting System Holdings (Europe) Limited
(Company Number 2802926) and Cable News International Limited (Company No. 5001368) are
incorporated in England and Wales and share the same registered office at Turner House, 16 Great
Marlborough Street, London W1F 7HS.
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This email message is a private communication. The information transmitted, including attachments, is
intended only for the person or entity to which it is addressed and may contain confidential, privileged,
and/or proprietary material, Any review, duplication, retransmission, distribution, or other use of, or
taking of any action in reliance upon, this information by persons or entities other than the intended
recipient is unauthorized by the sender and is prohibited. If you have received this message in error,

please contact the sender immediately by return email and delete the original message from all
computer systems. Thank you.
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"We have seen a flurry of activities from other companies," CEO Paul Hudson told a news
conference after Sanofi published 2019 results on Thursday.

"We are one of the few companies that has the expertise to know when it is just a fantasy, or
when it could be real. In the next week or two, you will see something more confirmatory about
the approach we will take."

Hudson declined to give further details.

Sanofi had already said it was sharing its expertise and data acquired from other outbreaks with
the Coalition for Epidemic Preparedness Innovations (CEPI), which is working with biotech
businesses to try to develop a vaccine candidate for the coronavirus.

Britain's GlaxoSmithKline is also collaborating with CEPL

"The objective here is not a newspaper headline, it is real work that will make a difference,”
Hudson said.

(Reporting by Matthias Blamont Writing by Sarah White Editing by David Goodman)
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In light of the current and evolving threat
presented by the corona virus, I am writing
to you as a courtesy to inform you of a
project that Admiral Jackson, Dr.
Hofmann, and I have been consulting on.
We believe so strongly in the technology,
people, and potential that we have been
consulting pro bono and currently have no
financial stake in the project. While not
developed specifically designed for such
purposes, I increasingly believe that until a
vaccination and treatment for the corona
virus is available, this technology may be
the last best chance in containing, and
eradicating the virus, thereby protecting
the homeland, our economy, the Continuity
of the Presidency, an Enduring
Constitutional Government, our people and
our Country. Moreover, reverting to my
"lessons-learned, problems-ahead"
statement, even after this crisis is over, and
a vaccine and treatment procured, it will
only be a matter of time until "next time."
This letter is proof-positive of that reality.
My experiences, especially in the early
2000's (e.g. anthrax and other biothreats,
SARs, etc.) underpin my beliefs.

The technology that provides the solution,

both now and in the future, involves a
unique formulation of a photo catalytic
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nano titanium dioxide solution (the Air
Force guys will, of course, understand what
that means, so you non-Air Force folks, just
buy them a beer and they'll explain it to
you) that is safer, more effective, and more
cost effective than any other solution. It
was developed and approved in the EU, and
I have asked the senior leadership of the
company to come to Washington DC next
week. Dr. Hofmann and I spent the day
yesterday with a Chinese “titan" respected
by and with access to the most senior
government officials, academic and medical
giants, and investment and industry
captains. I have encouraged, and he has
agreed in principal, to follow our
recommendations as they relate to their
largest airline, and their key facilities.

In short, our strategic priority is to first
fortify the weak link in the pandemic chain:
the airlines. Doing so will provide the time
necessary to isolate, contain, and ultimately
destroy the threat at its source
(Wuhan),and in its home (China). As
President Bush so commonly stated about a
very different threat, we need to fight the
battle over there, so that we don't have to
fight the battle here. Although President
Bush was a true believer in the threat of a
pandemic, I believe this threat, and the
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threats that are surely to follow are, in
reality, many, many times greater than the
threat he envisioned when making that
statement. By fighting a possible
impending pandemic at its source we will
preserve and protect the safety and
confidence of our people, and the strength
of our economy.

Once we have interrupted the threat supply
chain, we can then shore up our critical
infrastructure using the same technology
and process, then assist the Chinese in
addressing their challenges, and protect
our international allies elsewhere. In that
vein, in addition to the Chinese, I have also
discussed this technology and strategy with
senior proxies for another of my former
patients, His Royal Highness, the Crown
Prince of Saudi Arabia, and his father, the
King.

As I noted above, I have asked the
leadership of the company to come to
Washington (from Germany and Denmark)
next week for a variety of meetings. While
Admiral Jackson will be "tied up in Texas"
for the foreseeable future, please let me
know if you would like to meet with myself
or Dr. Hofmann, or the company
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discharged. More than 4,600 confirmed cases (including > 100 deaths)
have occurred since December 8, 2019.

A total of 13 additional, exported, confirmed cases have been reported
(through January 28, 2:00 p.m. EST) since Monday, January 27. More
than 25 cases have been exported in the past 7 days. Cases reported
since Monday arrived in the following countries on the dates shown:
Singapore (January 19 and 23), Taiwan (January 22), Japan (January 20
and 21), France (arrival date unknown), and Thailand (arrival dates
unknown). All of these cases had travel history to Wuhan or contact with
an ill person from Wuhan while in China.

In addition to these exported cases, 7 locally acquired cases have been
reported since Monday in Germany (4), Japan, Taiwan and Vietnam. The
cases in Japan, Taiwan, and Vietnam reported contact with an obviously ill
person from China. In Germany all 4 cases had close contact in a
business seminar with an apparently asymptomatic Chinese woman on
January 21 (who previously had contact with relatives from Wuhan); the
women states symptom onset was on a flight to Shanghai on January 23,
and she was later confirmed to have 2019-nCoV. Incubation periods in
these cases have been as short as 3 days. In light of the secondary cases
in Germany in a business setting, the most cautious approach of having
arrivals stay at home or in a hotel for 14 days after their last possible
exposure in China is increasingly justified.

Updated travel advisories include: 1) Australia: reconsider travel to China;
2) Canada: avoid all travel to Hubei Province; 3) Finland: avoid
nonessential travel to Hubei Province; 4) France: avoid all travel to Hubei
Province; 5) Germany: avoid nonessential travel to China and avoid all
travel to Hubei Province; 6) India: avoid all nonessential travel to China; 7)
New Zealand: avoid all travel to Hubei Province; 8) Taiwan: avoid all
nonessential travel to China.

Singapore now denies entry to residents of Hubei Province and those who
have traveled there in the past 14 days.

Mongolia and 3 regions (Amur Oblast, Khabarovsk Kray, Yevreyskaya
Oblast) in Far Eastern Federal District, Russia have closed their land
borders with China.

Bangladesh, Canada, India, Kazakhstan, Russia, and South Korea are
arranging flights to repatriate their respective citizens from Wuhan. These
persons will be closely monitored and present little threat of onward
transmission.

All tourist attractions in Tibet Autonomous Region have been closed.

Current influenza vaccination is recommended to decrease the risk of
simple influenza being mistaken for 2019-nCoV upon return.

Infection control supplies have been depleted in medical facilities in the

smaller cities in central China; the situation is critical in many areas and
resupply is uncertain.
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In a reversal of long-standing policy, WHO now recommends that all countries
implement temperature screening at points of entry for passengers arriving from 2019-
nCoV-affected countries. Screening should be accompanied by dissemination of risk-
communication messages at points of entry to later capture asymptomatic persons who
are in the incubation phase.

In early January, some exit screening was implemented at Wuhan Tianhe International
Airport (nonstop flights to Istanbul, London, New York, Osaka, Paris, Rome, San
Francisco, Tokyo, and major hubs throughout Southeast Asia), as well as at 3 major rail
stations in Wuhan. More restrictive screening was instituted on January 15 in Hubei
until cessation of international flights on January 23. Despite exit screening at all
international airports in China in the past week, significant numbers of cases continue to
be exported.

Entry screening at international ports of entry has been or is being implemented as
noted below, and anyone with fever and respiratory symptoms who has been to 2019-
nCoV-affected areas in the previous 14 days will be detained and isolated at these
locations:

Algeria: Houari Boumediene Airport, Mohamed Boudiaf International Airport, Oran
Ahmed Ben Balla Airport

Burma (Myanmar): Yangon International Airport
Egypt: Cairo International Airport (all flights from China)

Hong Kong: All border checkpoints, including Hong Kong International Airport and the
railway station in West Kowloon

India: Bengaluru, Chennai, Delhi, Hyderabad, Kochi, Kolkata, and Mumbai international
airports (all flights from China and Hong Kong)

Italy: Leonardo da Vinci-Fiumicino Airport

Iran: Tehran Imam Khomeini International Airport (all flights from China)
Macau: Macau International Airport

North Macedonia: Skopje International Airport (connecting flights from Asia)
Qatar: Hamad International Airport (all flights from China)

Russia: Moscow, Irkutsk Oblast, and Yekaterinburg international airports and points of
entry in Amur Oblast

Singapore: Changi Airport
South Africa: O.R. Tambo International Airport (all flights from China)
South Korea: Incheon International Airport

Taiwan: All international airports
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2. Many residents protested because they don’t want the quarantine Center for Coronavirus in their
neighborhood. Do they need to worry about it?

3. What is your suggestion regarding the location of quarantine those people from Wuhan. And what
is essential for Quarantine Center for Coronavirus?

Thank you very much for your time.

Zachary Lee
BBC Chinese
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validates of the importance of our ongoing liaison program and the long term benefits of our
mutual commitment to each other’s public health security

Please remain well and | look forward to see you again soon.
Best wishes and warm regards.

Dr Bob Kadlec
ASPR
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received this message in error, please contact the sender immediately by return
email and delete the original message from all computer systems. Thank you.

NIH-002176






















































NIH-002198



NIH-002199





















NIH-002206









NIH-002209



NIH-002210









please contact the sender immediately by return email and delete the original message from all
computer systems. Thank you.

This email message is a private communication. The information transmitted, including attachments, is
intended only for the person or entity to which it is addressed and may contain confidential, privileged,
and/or proprietary material. Any review, duplication, retransmission, distribution, or other use of, or
taking of any action in reliance upon, this information by persons or entities other than the intended
recipient is unauthorized by the sender and is prohibited. If you have received this message in error,
please contact the sender immediately by return email and delete the original message from all
computer systems. Thank you.
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| look forward to hearing from you soon.

Thank you very much.

Seyoung Lee
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Regional Medical Center Everett in Washington is “interesting,”
said Scott Lindquist, the state epidemiologist for infectious
disease at Washington’s Department of Health.

“That adds to the knowledge about this,” he told reporters

on a conference call Friday. “It’s not only excreted in your
respiratory secretions, it’s also secreted in your stool.”

Read More: What You Need to Know About the Spreading
Coronavirus

Researchers don’t yet know how exactly 2019-nCoV spreads
from person to person, but suspect it’s most likely from coming
into contact with virus-containing droplets that could be
emitted by an infected person’s cough and transferred to their
hands or surfaces and objects.

Face Masks

That’s led to a run on face masks. But those may be of

limited benefit in the event the virus is being transmitted via
the fecal-oral route, said John Nicholls, a clinical professor

of pathology at the University of Hong Kong.

Squat latrines, common in China, lacking covers and hands

that aren’t washed thoroughly with soap and water after visiting
the bathroom could be a source of virus transmission, said
Nicholls, who was part of the research team that isolated and
characterized the SARS virus.

A virus-laden aerosol plume emanating from a SARS patient
with diarrhea was implicated in possibly hundreds of cases at
Hong Kong’s Amoy Gardens housing complex in 2003. That led the
city’s researchers to understand the importance of the virus's
spread through the gastrointestinal tract, and to recognize both
the limitation of face masks and importance of cleanliness and
hygiene, Nicholls said in an interview.

“I think in Wuhan, that would be a very likely place where

you might get the transmission” from fecal material, he said.

“If it's using the same receptor as for SARS, | can’t see why it
shouldn’t be replicating in the gut.”

Nicholls and colleagues at the University of Hong Kong are
testing laboratory models of human tissues and specimens to
understand where and how the Wuhan virus replicates, he said.

Emerging Evidence

Doctors have reported diarrhea infrequently in 2019-nCoV
patientsadmitted to Wuhan hospitals, though it’s been more
prominent among reported cases outside the city, including
members of a Shenzhen family infected in Wuhan, and more
recently in the first U.S. case in Washington state. That
patient experienced a two-day bout of diarrhea from which a
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sample tested positive.

The lab in Washington didn’t attempt to grow the virus from
that specimen, said Lindquist, the state epidemiologist,
“because it wasn’t going to add anything to his care.”

Many of the emerging coronaviruses are so-called
pneumoenteric viruses, meaning they can replicate both in the
respiratory tract and the gastrointestinal system, said Ralph
Baric, professor of microbiology and immunology at the Gillings
School of Global Public Health at the University of North
Carolina at Chapel Hill, who has studied coronaviruses for
decades.

Overwhelmed by hundreds of severely sick pneumonia
patients, doctors in Wuhan might not have focused on any gastric
signs, Baric said in a phone interview.

‘So Overwhelmed’

“The Chinese are so overwhelmed at the moment and trying to
do a combination of treating patients and dealing with the scope
of the outbreak, and then trying to get out papers that describe
what’s happening,” he said.

Any virus in stool is more likely to be present during the

acute phase of an infection, occuring before hospitalized
patients develop a life-threatening complication known as acute
respiratory distress syndrome, Baric said.

“I have also spent most of my time focusing on the

respiratory tract symptomology rather than the gut because of
the relationship between these different emerging viruses and
acute respiratory distress syndrome,” he said.

Zijian Feng, deputy director general of Chinese Center for
Disease Control and Prevention, and colleagues released a report
Wednesday on the first 425 Wuhan cases, and noted that early
infections that didn’t appear to display typical signs -- such

as fever and viral pneumonia -- or had mild symptoms might have
been missed.

“The initial focus of case detection was on patients with
pneumonia, but we now understand that some patients can present
with gastrointestinal symptoms,” Feng and co-authors said in
their report, which was published in the New England Journal of
Medicine.

Emerging evidence of virus-containing diarrhea warrants

further investigation, said Peter Collignon, a professor of

clinical medicine at the Australian National University Medical
School in Canberra, who advises the Australian government on
infection control.

“This is something new,” Collignon said in an interview.

“We presume it’s respiratory droplets, but with SARS there was
evidence of other routes. We have to keep an open mind.”
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1st February (2nd Feb for Eddie)
Information and discussion is shared in total confidence and not to be
shared until agreement on next steps.

Dial in details attached.

Please mute phones.

1 will be on email throughout — email Paul or | Paul if any problems
If you cannot make it, | will phone you afterwards to update.

One Hour

6am Sydney

8pm CET

7pm GMT

2pm EST

11am PST

(Hope | have the times right!)

Thank you for the series of calls and for agreeing to join this call.

Agenda
e |ntroduction, focus and desired outcomes - JF
e Summary — KA

Comments — EH

Q&A - All

e Summary and next steps - JF

Kristian Anderson

Bob Garry - | have not been able to contact Bob. Please forward if you can.
Christian Drosten

Tony Fauci

Mike Ferguson

Ron Fouchier

Eddie Holmes

Marion Koopmans

Stefan Pohlmann

Andrew Rambaut
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Paul Schreier
Patrick Vallance

<Coronavirus sequence comparison[1].pdf>
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Tony Fauci

Mike Ferguson
Ron Fouchier
Eddie Holmes
Marion Koopmans
Stefan Pohlmann
Andrew Rambaut
Paul Schreier
Patrick Vallance

<Caronavirus sequence comparison[1].pdf>
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7pm GMT

2pm EST

1lam PST

(Hope I have the times right!)

Thank you for the series of calls and for agreeing to join this call.

Agenda
e |ntroduction, focus and desired outcom
e Summary — KA
e Comments—EH

Q&A - All

e Summary and next steps - JF

Kristian Anderson

Bob Garry - | have not been able to contact Bob.

Christian Drosten
Tony Fauci

Mike Ferguson
Ron Fouchier
Eddie Holmes
Marion Koopmans
Stefan Pohlmann
Andrew Rambaut
Paul Schreier
Patrick Vallance

es-JF

Please forward if you can.
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“We are taking on an individual-by-individual basis what's the regulatory need for anything in China ...
versus what are the personnel risks associated,” he said.

Monitoring the the situation in China could soon get trickier as the State Department expands
mandatory evacuation from affected areas of the country.

The coronavirus also broke out in an election year when President Donald Trump wants to deliver on his
promise to bring down drug prices — not traditionally the province of the FDA, a regulatory agency
designed to focus on safety and efficacy.

“If my patients couldn’t get access to something because of cost — that was a real problem for me as a
doctor. Now I’'m on the other end of that, but what can we do to make sure that that pipeline flows in
the best way possible?” said Hahn, 60, an oncologist, researcher and Washington newcomer.

Hahn was confirmed as commissioner on Dec. 18, the night before the administration announced its
plan to let states import cheaper medicines from Canada — an approach that prior FDA commissioners
opposed over fears it would jeopardize the safety of the drug supply. Trump has endorsed letting states
such as Florida do this.
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it intends to perform this testing.

The Company has its own cGMP-capable drug manufacturing facility. This highly customizable facility can be
employed to produce several thousand doses of drugs per batch for treating coronavirus patients, if the Company's
drug successfully transitions to obtaining an exploratory treatment approval for use in patients.

The Company's platform technology has already proven that it can result in safe drugs. The Company's first IND-
ready clinical drug candidate, namely NV-HHV-101, has successfully undergone a standard battery of Safety and
Toxicological testing, as previously disclosed by the Company in press releases and SEC filings.

The Company is building on its previous work against coronaviruses. The Company's technology relies on copying
the human cell-surface receptor to which the virus binds, and making small chemicals that are called "ligands" that
will bind to the virus in the same fashion as the cognate receptor. These ligands are chemically attached to a
nanomicelle, to create a nanoviricide®. It is anticipated that when a virus comes in contact with the nanoviricide, not
only would it land on the nanoviricide surface, binding to the copious number of ligands presented there, but it
would also get entrapped because the nanomicelle polymer would turn around and fuse with the virus lipid envelop,
harnessing a well known biophysical phenomenon.

"It is like a 'Venus-Fly-Trap' for the virus," explained Dr. Diwan.

The Company focuses on developing broad-spectrum ligands and, thereby, broad-spectrum nanoviricides, copying
the specific human cellular receptor. No matter how much a virus mutates, it lands on the same cell surface receptor,
and binds in the same fashion. Thus, it is highly unlikely that a virus might escape a nanoviricide against it, in spite
of mutations.

In 2014, the Company had worked on developing antiviral treatments against MERS-CoV, and coronaviruses in
general. It had developed potential candidates for testing in animal models. The MERS-CoV threat was eclipsed by
the Ebola epidemic of 2015. The Company developed viable drug candidates against Ebola in a rapid response time
of a few weeks and sent them for testing to USAMRIID. These initial candidates showed significant activity. The
Company believes that another cycle of optimization would have resulted in a candidate ready for animal testing
under the criteria established by USAMRIID then.

During these previous crises, the Company did not have the modern labs, the cGMP drug manufacturing facility or
the BSL2 virology testing facility, all of which were commissioned after 2015 at its modern campus in Shelton, CT.

The Company is preparing an IND application for its first clinical drug candidate to go into human clinical trials.
This drug candidate, NV-HHV-101, is a skin cream with the treatment of shingles rash as its first indication. It has
shown broad-spectrum activity against HSV-1 (cause of "cold sores"), HSV-2 (cause of "genital ulcers"), and VZV
(the varicella-zoster virus, that causes chickenpox in children and immune-compromised humans, and shingles in
adults).

NV-HHV-101 has already gone through standard battery of safety-toxicological testing, which provides confidence
that our platform is capable of creating safe drugs.

The Company has its own cGMP-capable drug manufacturing facility where it intends to produce the drugs for
clinical supply.

The Company's top priority remains working on its first IND application for NV-HHV-101. The Company intends
to solicit interest and financing from government agencies in order to accelerate its work on the coronaviruses.

The market size for the treatment of shingles is estimated at approximately one billion dollars by various estimates.
These estimates take into account the Shingrix® vaccine as well as existing vaccines. About 500,000 to Imillion

cases of shingles occur in the USA alone every year.

The market size for our immediate target drugs in the HerpeCide™ program is variously estimated at billions to tens
of billions of dollars. The Company believes that its dermal topical cream for the treatment of shingles rash will be
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its first drug heading into clinical trials. The Company believes that additional topical treatment candidates in the
HerpeCide™ program, namely, HSV-1 "cold sores" treatment, and HSV-2 "genital ulcers" treatment are expected to
follow the shingles candidate into IND-enabling development and then into human clinical trials. These additional
candidates are based on NV-HHV-101, thereby maximizing return on investments and shareholder value.

The Company develops its class of drugs, that we call nanoviricides®, using a platform technology. This approach
enables rapid development of new drugs against a number of different viruses. A nanoviricide is a "biomimetic" - it
is designed to "look like" the cell surface to the virus. The nanoviricide® technology enables direct attacks at
multiple points on a virus particle. It is believed that such attacks would lead to the virus particle becoming
ineffective at infecting cells. Antibodies in contrast attack a virus particle at only a maximum of two attachment
points per antibody. In addition, the nanoviricide technology also simultaneously enables attacking the rapid
intracellular reproduction of the virus by incorporating one or more active pharmaceutical ingredients (APIs) within
the core of the nanoviricide. The nanoviricide technology is the only technology in the world, to the best of our
knowledge, that is capable of both (a) attacking extracellular virus, thereby breaking the reinfection cycle, and
simultaneously (b) disrupting intracellular production of the virus, thereby enabling complete control of a virus
infection.

About NanoViricides

NanoViricides, Inc.(www.nanoviricides.com)is a development stage company that is creating special purpose
nanomaterials for antiviral therapy. The Company's novel nanoviricide® class of drug candidates are designed to
specifically attack enveloped virus particles and to dismantle them. Our lead drug candidate is NV-HHV-101 with
its first indication as dermal topical cream for the treatment of shingles rash. The Company is also developing drugs
against a number of viral diseases including oral and genital Herpes, viral diseases of the eye including EKC and
herpes keratitis, HIN1 swine flu, H5N1 bird flu, seasonal Influenza, HIV, Hepatitis C, Rabies, Dengue fever, and
Ebola virus, among others. The Company's technology is based on broad, exclusive, sub-licensable, field licenses to
drugs developed in these areas from TheraCour Pharma, Inc. This press release contains forward-looking statements
that reflect the Company's current expectation regarding future events. Actual events could differ materially and
substantially from those projected herein and depend on a number of factors. Certain statements in this release, and
other written or oral statements made by NanoViricides, Inc. are "forward-looking statements" within the meaning
of Section 27A of the Securities Act of 1933 and Section 21E of the Securities Exchange Act of 1934. You should
not place undue reliance on forward-looking statements since they involve known and unknown risks, uncertainties
and other factors which are, in some cases, beyond the Company's control and which could, and likely will,
materially affect actual results, levels of activity, performance or achievements. The Company assumes no
obligation to publicly update or revise these forward-looking statements for any reason, or to update the reasons
actual results could differ materially from those anticipated in these forward-looking statements, even if new
information becomes available in the future. Important factors that could cause actual results to differ materially
from the company's expectations include, but are not limited to, those factors that are disclosed under the heading
"Risk Factors" and elsewhere in documents filed by the company from time to time with the United States Securities
and Exchange Commission and other regulatory authorities. Although it is not possible to predict or identify all such
factors, they may include the following: demonstration and proof of principle in preclinical trials that a nanoviricide
is safe and effective; successful development of our product candidates; our ability to seek and obtain regulatory
approvals, including with respect to the indications we are seeking; the successful commercialization of our product
candidates; and market acceptance of our products. FDA refers to US Food and Drug Administration. IND
application refers to "Investigational New Drug" application. CMC refers to "Chemistry, Manufacture, and
Controls".

Contact:

NanoViricides, Inc.
info@nanoviricides.com
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Chief Scientist

PS: Sorry if this is a duplication — just want to make sure the key people receive the invite. Sorry about
the short notice!
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PS: Sorry if this is a duplication — just want to make sure the key people receive the invite. Sorry about
the short notice!
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