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If you only have a few minutes, jump to the section below entitled “Proof that the Paper by
Fisman, et al. Should be Retracted Immediately”.

The legacy media has been like pigs at a trough today and yesterday with the
publication of an atrocious ‘peer-reviewed’ ‘scientific’ article by Dr. David Fisman, Dr.
Ashleigh Tuite, and a graduate student. After all, with raw public health data unable to
support the only COVID-19 narrative that has been deemed acceptable, fresh fuel was
apparently needed. Lots of media outlets have been reporting on this study; one of

them being CTV News. Here is the headline for their article:

“Being with unvaccinated people increases COVID-19 risk for those who are vaccinated:

modelling study”

This kind of messaging will only fuel hatred and segregation and the potential
development of harmful policies. And it is all in the name of bad science. As a
researcher who has published and reviewed many scientific papers, I can tell you that
the article by Fisman, et al. is the worst one that I have ever seen. The ‘peer reviewers’
of this article should be ashamed of themselves for allowing this to be published, and
the editor even more so. If the Canadian Medical Association Journal does not promptly
retract this article, they will have made themselves an embarrassment among scientific

publishers.

This paper by Fisman, et al. is only thinly veiled hate speech under the guise of
science. Before I walk you through the numerous massive errors in this paper, let me
first show you one example of the messaging regarding the impact and relevance of

the paper.

Fisman was quoted by CTV News as saying “We thought what was missing from that
conversation was, what are the rights of vaccinated people to be protected from
unvaccinated people?”. The only reason why Fisman is trying to turn people against
other people is due to the abject failure of the COVID-19 ‘vaccines’ to function like
vaccines. That is to say that the purpose of a vaccine is to protect people from a
pathogen; to prevent both the disease and transmission of the causative agent. Such a
medical product does not require one to pit people against people. Fisman has
inappropriately labelled critically thinking people as an enemy when the actual
culprits are SARS-CoV-2 and overly rushed jabs of exceptionally poor quality and
highly questionable safety that have been pushed as the sole solution at the expense of

all others.

One of the few accurate statements in the CBC News article was this quote about
Fisman where: “he acknowledges that a simple mathematical model doesn't fully
reflect the real world or the diverse factors that must be taken into account when

setting public health policy”. This is an understatement if ever I saw one.

I already spend an inordinate amount of time and energy correcting misinformation
and disinformation coming from scientists who should know better. As such, I am not
going to conduct an exhaustive breakdown of the article by Fisman, et al. However,
here are quite a few examples that make it clear that the science is flawed and the

messaging not only biased, but completely incorrect...

1. Minor issue: “While the ability to vaccinate to herd immunity has been held back by
the increasing transmissibility of novel SARS-CoV-2 variants of concern...”. How about
considering the fact that the ‘vaccines’ are so far from performing like real
vaccines that they never could have been used as tools to achieve herd
immunity. The authors of the paper are not immunologists and this has been an
ongoing issue when discussions have turned to the immunological sub-
discipline of vaccinology. They don’t seem to realize that the term ‘immunity’ in
‘herd immunity’ means protected from disease and transmission of the
causative agent of that disease; otherwise herd immunity would be an

unrealistic goal. To do this via vaccination, sterilizing or near-sterilizing
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immunity is required. The current SARS-CoV-2 vaccines don’t come close to
meeting this standard. This is painfully obvious by the fact that SARS-CoV-2
has been allowed to become endemic despite most of the population having
taken multiple doses. Look at how many work places and other organizations
(and cruise ships, and research stations in Antarctica) have had SARS-CoV-2
run rampant through their 100% or almost 100% ‘vaccinated’ populations.
Major issue: “antivaccine sentiment, fuelled in part by organized disinformation
efforts, has resulted in suboptimal uptake of readily available vaccines”.

In fact, the article by Fisman, et al. represents one of the most egregious
examples of disinformation that I have seen.

Most of the people that remain ‘unvaccinated’ are not ‘anti-vaccine’ by any
stretch of the imagination. Due to critical thinking and following the science,
they are not in support of the current crop of COVID-19 jabs. Remember, the
definition of a vaccine was changed to accommodate these jabs. They are
nothing like any of the historically mandated vaccines, such as those used in the
childhood immunization series.

People have been wary because the initial clinical trials to evaluate these
‘vaccines’ are still ongoing, literally meaning the jabs are still in the
experimental phase. Other reasons for wariness include that the stated endpoint
of the ongoing clinical trials is a reduction in cases of COVID-19, which they
are failing to do. Hesitancy is because the placebo control arms of the clinical
trials were removed (in contravention of study protocols) after a median follow-
up time of only two months so no mid- to long-term safety signals can be
detected via active monitoring. It is because the only safety monitoring left is
via outdated and flawed passive voluntary monitoring systems that dramatically
underestimate adverse events. It is because the vaccines behave in stark
contrast to what was publicly stated. For example, they don’t stay at the
injection site. Rather, the mRNA vaccines get distributed throughout the body
(see my recent article about this). It is because serious side-effects were only
unveiled after the rollout into the public, leading to things like the AstraZeneca
‘vaccine’ being deemed too dangerous for Canadian adults (many other
countries detected the blood clotting problem and avoided this jab and then had
to teach Canadian health authorities about this problem) and the Moderna
vaccine being declared too dangerous for young males by harming their hearts.
Other reasons for COVID-19 vaccine hesitancy include public health ‘experts’
disseminating disinformation like what is contained in the article by Fisman, et
al. Also, many people recognize the validity of naturally acquired immunity and
the massive accumulation of literature that shows it is superior in almost every
way to the ‘vaccine’-induced immune responses. And there are a myriad of other
reasons.

I refer to this as a major issue because Fisman and his colleagues are labeling
people and using subjective argumentation in an attempt to justify it. This

sentence in the paper has no place in the world of objective science.

. Major problem: “Nonvaccination is expected to result in amplification of disease

transmission in unvaccinated subpopulations, but the communicable nature of
infectious diseases means that this also heightens risk for vaccinated populations”.
Some critical considerations have been missed here. The issue is not about
nonvaccinated versus vaccinated people; it is about who is immune and who is
not. Fisman, et al. really need some advanced immunology training before
opining about vaccines. They need to realize that immune responses to
vaccination follow a bell-shaped curve in an outbred population like humans.
Most people respond moderately well. A few will respond very robustly; these
are the high responders. And then a minority will be low- or non-responders.
These individuals will have no protection against disease. As such, showing
certification of having received two or more jabs does not guarantee immunity.
And then there is the reality that the human immune system can work in the
absence of external ‘hand of man’ interventions. This means that our immune
systems can mount protective responses to natural infections. Having lived with
SARS-CoV-2 for more than two years and with the Delta and Omicron variants
having ripped through the population, a vast majority of ‘unvaccinated’ people
would be expected to have naturally acquired immunity. Conflating the
concepts of immunity and vaccination represents a major conceptual flaw with
this paper. I reccommend that Fisman and his colleagues review this video that I
am in full agreement with: Fauci teaches that natural infection is the best form

of vaccination.

. Major issue that proved to be a fatal flaw: “We also assumed that some fraction of

the unvaccinated population had immunity at baseline owing to previous infection and
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that a fraction of the population was vaccinated”. Initially, this seems reasonable.
But then one learns that the number plugged into the simple mathematical
model was only 20% of the population having naturally acquired immunity.
Really?!? After more than two years of living with SARS-CoV-2 and and Delta
and Omicron sweeping through Canada, one is to believe that only 20% have
immunity? Where is the evidence for this? A paper showing that a vast majority
of Canadians might have some degree of naturally acquired or cross-reactive
immunity against SARS-CoV-2 can be found here. I would expect that even
more unvaccinated Canadians would now have natural immunity.
Unfortunately, the Canadian taskforce for gathering data about immunity
among our population was disbanded so we missed the boat on tracking this
incredibly important parameter that would have a major influence on any
epidemiological model. So, what is the source of data used by Fisman, et al. to
come up with their proposition of 20% immunity with a ‘plausible’ range of 10-
50%? The source is stated as “assumption”! Isn’t that interesting. This is notable
because all mathematical models are only as good as the assumptions that are
plugged into them. The old adage is ‘garbage in, garbage out’. I will show you
below how this single unjustified assumption biased the conclusions of the

paper.

. Fatal flaw: “We treated immunity after vaccination as an all-or-none phenomenon,

with a fraction of vaccinated people (as defined by vaccine effectiveness) entering the
model in the inmune state and the remainder being left in the susceptible state. For
example, a vaccine that is 80% efficacious would result in 80% of vaccinated people
becoming immune, with the remaining 20% being susceptible to infection.” There are
multiple major issues here. First, the COVID-19 ‘vaccines’ fail to confer
immunity, which is protection against disease and transmission. It is common
knowledge that ‘vaccinated’ people get infected and sick at least as much as, if
not more than the ‘unvaccinated’. This is why a desperate emphasis has been
placed on the debatable possibility that disease severity is merely dampened by
‘vaccination’. A such, a biologically incorrect assumption was made here.

Also, the effectiveness of the vaccine that was plugged into the model started at
40% and went up from there. However, these high percentages represent relative
risk reduction, not absolute risk reduction. Do you remember when we were
told that Pfizer’s ‘vaccine’ was 95% effective? That did not mean that 95% of the
population was protected against getting COVID-19 (or 80% as used in the
example in the paper). That 95% reduction was a relative risk reduction. What
many people were not told is that most of the people in Pfizer’s clinical trial
never got COVID-19, which is the disease that can occur in some people who
get infected with SARS-CoV-2. In fact, the absolute risk reduction at the
population level in the study was a mere 0.84% as a result of ‘vaccination’. As
such, it is completely inappropriate for Fisman, et al. to plug values for relative
risk reduction into their population-level models and treat them as though they
represent absolute risk reduction. Conflating relative versus absolute risk
reduction was misleading. As expert epidemiologists the authors must surely
know the difference between absolute versus relative risk reduction. This is

evidence that what they disseminated was disinformation.

. Fatal flaw: “We did not model waning immunity”. I was flabbergasted by this

assumption. COVID-19 ‘vaccine’-induced immunity is ridiculously short-lived.
In contrast, naturally acquired immunity is much longer-lived. This differential
effect would have had a major influence on the outcome of the mathematical

model. This assumption by the authors ignores obvious scientific facts.

. Major issue: There was no discussion about assumptions with respect to the

safety (or lack thereof) of the COVID-19 ‘vaccines’ that might offset the
perceived value of ‘vaccination’. Regardless of their viewpoint, they should have

discussed this and provided evidence for their stance.

Major issue: “Boosting with mRNA vaccines appears to restore vaccine effectiveness
at least temporarily against Omicron”. This is not an accurate assumption to make.
The paper that was cited to justify this statement used data derived from a
simplistic model in a petri dish. It provided evidence of the presence of SARS-
CoV-2-neutralizing antibodies in the blood of people who received COVID-19
booster ‘vaccines’. However, this lacked a functional context. First, these
antibodies were measured in blood, but the virus infects the airways, so the
anatomical location that was studied is irrelevant. Second, it is possible that
there were non-neutralizing antibodies that could actually enhance disease but
no testing was performed to detect these; non-neutralizing antibodies were
ignored. There are other issues, but the point is that there was no way of

knowing whether the subset of antibodies measured in the cited study would



translate into any degree of protection against ‘real world’ infection. This shows
a bias by Fisman, et al. in pushing booster doses with the weakest of data to

support it.

o

. A refreshing truth: “The simplicity of our model is... a weakness, because it does not
precisely simulate a real-world pandemic process in all its complexity”. This is an

understatement and is one of the reasons why the paper should be retracted.

10. Major issue: The paper treats COVID-19 ‘vaccines’ as though these are the only
way to reduce the harm of COVID-19 among Canadians. There was no
discussion of alternative strategies such as prophylaxis or treatment using re-
purposed drugs, the promotion of vitamin D sufficiency (a vital molecule for
optimal functioning of the immune system) among a population in a northern

climate that is plagued with seasonal vitamin D insufficiency, etc.
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. Major issue: Fisman declared the following competing interests: “David Fisman
has served on advisory boards related to influenza and SARS-CoV-2 vaccines for
Seqirus, Pfizer, AstraZeneca and Sanofi-Pasteur Vaccines”! These seem like
inappropriate conflicts of interest, especially in light of the major flaws in his
paper. In combination, these are suggestive of an inappropriate bias in

judgement.

12. Minor issue: “He also served as a volunteer scientist on the Ontario COVID-19
Science Advisory Table”. My issue here is not related to a conflict of interest, but
rather the shoddy epidemiological modeling in his current paper raises serious
questions about all of the historical modeling done with the Ontario Science
Table. Journalist Brian Lilley published an article in the Toronto Sun on March
16, 2022 about the poor track record of mathematical modeling by the Ontario
Science Table (of which Fisman is a former key member of the modeling group).

It included these quotes...

“The self-appointed, self-important Science Table has been wrong with their
modelling predictions more times, and in more ways, than I can count.”

“The Science Table has somehow achieved a revered status in Ontario, a sort of
secular sainthood bestowed upon their members and their work despite a spotty
track record of predicting how the pandemic is going. They’re not an official
government body; in fact, they have no official government role, but they are seen as
and presented as the authoritative voice on COVID in the province.”

“I'm just judging the Science Table by their track record and if you did that, you

wouldn’t be listening to them either.”

13. Major issue: The messaging in the paper by Fisman, et al. carries serious
implications. It implies that the unvaccinated are selfishly causing harm to the
‘vaccinated’. If the conclusions of the paper were to stand, they would logically
lead to things like policies for forced vaccinations or stricter segregation of the
‘unvaccinated’ or harsher penalties against them. It is scary to see scientists

using disinformation to promote hatred and division amongst Canadians.

Proof that the Paper by Fisman, et al. Should be Retracted Immediately

For the final 'nail in the coffin that is the paper by Fisman, et al., let’s make only one
adjustment to their model. First, kudos to the authors for making their mathematical
model available. Seeing the epidemiological models being used to inform COVID-19
policies has been a rarity over the past couple of years. Fisman did not make his model
available in his previous paper (that was also published in the Canadian Medical
Association Journal), nor for any models that he was involved with when serving on the
Science Table. Unfortunately, the current disclosed model highlights exactly why
nobody should ever trust any epidemiological model that has not been fully disclosed.

I encourage you to download the model. You can find it as a Microsoft Excel file here.

Now select the first tab, entitled “Patch Model”. In the top left corner of this page you

will see “Model Symbology and Parameters”...
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3 Time step delta t 0.002 -
4 Contacts per unit time pc 436.800 164-728 Calculated
5 |Rate of recovery from infection gamma 7z 73 4191 Wolfel et al., 2020
Rate of loss of immunity rho 0.00 Up to 0.75 Set to zero but can
increase to 0.75
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10 Proportion vaccinated Pv 0.8 - Ontario data (approximate)|
11 Vaccine efficacy VE 0.8 Higdon et al., 2021

12 Population (N) N 4 10000000 Statistics Canada

13 Baseline immunity in unvaccinated 0.2 Assumption

14 St = susceptibles at time t

15 infectives at time t

16 Rt = removed (immune) at time t
17

Note that the default value used for baseline immunity among the ‘unvaccinated’ was a
mere 20%, which was based on pure speculation (se the ‘Reference’ column, cell F13).
Remember, I cited a peer-reviewed published scientific paper suggesting that ~90%

have immunity.

If you scroll to the right on the same Excel page, you will find the following data
starting at cell AD19...

AD AE AF AG A A
19 MODEL OUTP TO RISK AMONG. FROM
20
2
2
23
2
Vaccinated cases Vaccinated cases Fraction of contacts with _ Total Incident cases Fraction of cases acquired from Ratio of fraction of infections acquired

quired from  acquired from unvaccinated unvaccinated from unvaccinated to fraction of contacts.
25 |vaccinated
Eal , - -
27 1257921101 1.397690112 01 13.97690112 01 1
287 1294529465” 2.170057749" 01" 151162504" 0.143617458" 1436174583
297 1343719363 3.167252281" 01" 16.60444591” 0.190747243" 1907472431
307 14091420877 4.451404350" 01" 18.54202423" 0.240064313” 2.400843126|
317 14.95515303” 6.107512892" 01" 2106266592 0.269968654” 2.899686543|
327 16.08923443” 8243624586" 01" 24.33275002" 0.338782979” 3.38782979|
337 17572257017 1099921996 01" 28.57147697" 0384972047 3,849720466|
347 19505663147 1455400227 01" 34.08056541” 0.427324153” 4273241533
357 2202039500” 19.14326999” 01" 41.16366507” 0.465052613” 4,650526126|
387 252854563" 25.06460091” 01” 50.35005927 " 0.497806781” 4.978067807|
377 295189606 32.70630879” 01" 62.22526939" 0.525611365” 5.256113652|
387 3500233508” 42.56811284" 01” 7757044792 0.54876714" 5.487671398]
397 42.09865602” 55.2044002" 01” 97.39305622" 0.567744789” 5677447895
407 512762039" 71.715785" 01” 122.991989” 0.56300314” 5.830031397|
417 6313875476" 92.90239105” 01” 156.0411458” 0595371116” 5.953711156|
427 78464457977 1202320213 017 198.6964793” 0605103934 6.051039342|
437 9325565083 155.4771320” 01" 2537327858" 0612759334 6.127593345|
447 12380255317 200.9154042" 017 32471795737 0618738199” 6.187381993|
457 1567644197 250.469624" 01" 416.2340429" 0623374345 6.233743452|
467 1992726127 334.6835612" 017 534.1561732" 0.62693942" 6.269394196|
477 2540607584” 431.0412021" 01" 686.0019605" 0629650099 6.208500987|
487 32462802557 556.7360231” 017 8313649486 0631675816 631675816|
497 4154420817 717.0031981” 01” 1132.445250" 06331460117 6.331460107|
50 : 53218810137 922 4992856: 0 1: 1454, 587387: 0534156379: 6341563789

Epidemic curve | revalence by rovp | Incidence and KR | Conrbutonto risk | Assorativiy and AR | RO Estmates | @ B

..below the purple arrow are numbers that provide a theoretical indication of the
proportion of cases of COVID-19 that ‘vaccinated’ people got from the ‘unvaccinated’
after normalizing for their amount of contact people with the ‘unvaccinated’ group. A
number larger than ‘1’ indicates that cases of COVID-19 among the ‘vaccinated’ came
disproportionately from contact with the ‘unvaccinated’. The first row of data
represents the starting point of a theoretical wave of COVID-19, hence the reason why
column AI27 starts at ‘1. As you move down the column, the time into the modeled
wave of cases of COVID-19 increases. Note that the ratios rapidly rise well above ‘1’
suggesting a bias in transmission coming from the ‘unvaccinated’. This is the basis for

Fisman, et al. promoting fear of the ‘unvaccinated’.

However, I have provided an excellent-quality peer-reviewed scientific article as a
reference that suggests that immunity among ‘unvaccinated’ people in British
Columbia was ~90%. To be conservative, let’s say it is only ~85% across Canada, despite
this likely being an underestimate as most Canadians were exposed during the record-
shattering waves caused by the Delta and Omicron variants sweeping through the
country. So, let’s change this single parameter in the mathematical model to see what
happens. I changed the proportion of the ‘unvaccinated’ with immunity from 20% to a
justifiable 85%...

A B Cc D E E
1 Model Symbology and Parameters
2 Parameter description Symbol Value Plausible Range Reference
3 Time step delta t 0.002 -
4 Contacts per unit time pc 436.800 164-728 Calculated
5 Rate of recovery from infection gamma £ 73 41-91 Wolfel et al., 2020
Rate of loss of immunity rho 0.00 Up to 0.75 Set to zero but can
increase to 0.75
6 Townshend 2021
7 _|Birth rate = death rate mu 0.00 - Set to zero
8 Basic reproduction number (R0) Ro 6 4-8 Xia et al., 2021
9 Eta (mixing, 0 = random, 1 = assortative) Eta Y 0.50 01 Assumption
10 Proportion vaccinated Pv 0.8 Ontario data (approximate)|
11 Vaccine efficacy VE 0.8 Higdon et al., 2021
12 Population (N) N Ll 10000000 - Statistics Canada
13 Baseline immunity in unvaccinated 0.85 0.1-0.5 Assumption
14 St = susceptibles at time t
15 It = infectives at time t
16 Rt = removed (immune) at time t

..now look at the effect this had on the data (look under the purple arrow)...

AE AF AG AH A

19 MODEL OUTPU TO RISK AMONG FROM
20
21
2
23
2

Vaccinated cases Vaccinated cases Fraction of contacts with _ Total incident cases Fraction of cases acquired from Ratio of fraction of infections acquired

acquired from  acquired from unvaccinated unvaccinated from unvaccinated to fraction of contacts
25 vaccinated
=y - - - - -
27 1257921101 1.397690112 o1 13.97690112 01 1
287 12.94529465” 13773136977 017 14.32260835” 0.006163608” 0.961636082|
297 1331240981" 1.360435465” 01" 1467284521 0.002717904” 0.927179044
307 13681116877 1.346823905” 017 15.02794077" 0.089621321” 0896213211
317 14051946267 1.336269426" 01" 15.38821569” 0.086837191” 0868371911
327 14425401577 132857956 017 15.75398113” 0.084332941” 0.843329409|
33( 14.80196188" 1.323577651” 01” 16.12553953” 0.082079589” 0620795886
34 15.18208398" 1.321101658” 017 16.50318563” 0.080051312” 0.800513117]
357 15566204417 1.321003046” 0.1% 16.88720746” 0.078225074” 0.782250736|
387 15954741367 1.3231457617 017 17277887127 0.076580299” 0.76580299|
377 16.34809635" 1.327405291" 017 1767550164 0,075098592" 0.750985923]
387 16746655017 1.3336677937 017 18080323717 0.073763491” 0.737634909|
397 17.15079306” 1341820202 017 18.49262235” 0,07256025" 0.725602495|
407 17.56086868” 1.3517949437 017 18.91266362” 0.071475651” 0.714756509|
a7 17.977232817 1.3634783447 017 19340711167 0,070497839” 0704978391
427 18.40022588” 1.376800912” 017 1977702678 0.069616173” 0.696161727]



447 19267418607 1.408084871" 017 20,67550356" 0.068104018” 0.681040182|
457 19712260677 1.4250231847 017 21.13818385” 0.067457223" 0674572231

487 20165017817 1.445153565” 01” 2161017137" 0.066873767” 0.66873767]
477 20625997477 1.4657286717 017 2200172615 0.066347404” 0.663474036|
487 21.09550299” 1.487608113” 01" 22.56310911” 0.065872511” 0656725114
497 21573834377 1510748094” 017 2308458247 0.065444029” 0654440294
50 : 22.06128807" 1535121089” 01” 2359641006” uoﬁﬁnsuc 0.650574001
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..remarkable, isn’t it! Correcting only this one assumption completely reverses the
conclusions of the paper. All of a sudden every ratio drops below ‘1, meaning that
transmission is occurring disproportionately from ‘vaccinated’ people. Now the

‘unvaccinated’ are serving as a protective buffer for the ‘vaccinated’.

Now one must ask how skewed the conclusions of the paper would go in the opposite
direction if the several other incorrect assumptions were to be corrected. As you can
plainly see, this paper by Fisman, et al. is nothing short of preposterous. How could a
paper be allowed to be published in what used to be a respected medical journal when
its conclusions get completely reversed when only one of several reasonable
corrections are made! The paper by Fisman, et al. is a classic demonstration of ‘garbage
in, garbage out’ The authors are very intelligent, well-trained scientists who ply their
trade well. They know what they are doing. As such, in my expert opinion, their paper
represents disinformation (i.e., the deliberate dissemination of misinformation). I
would be willing to stand in a court to justify my opinion. I honestly believe that the
authors need to be investigated, as does the editor who allowed the paper to be
published; and it would be great if the names of the reviewers who supported its
publication could be made public. And the legacy media outlets that are promoting
this ‘scientific’ garbage should be ashamed. They could use some immunology
expertise and a return to investigative journalism to separate themselves from being

labeled as propaganda artists.

Modeling Should Predict ‘Real World’ Data

Here are some ‘real world’ data that Fisman, et al. would be wise to consider in their
modeling. This was copied from the website of the Ontario Ministry of health on April
26, 2022..

COVID-19 cases by vaccination status

Graph Table Past30days ¥

Rate por 100,000 (7-day average)

At the end of their paper, Fisman, et al. strongly promoted booster doses as a way to
reduce ‘infections’. Yet the ‘real world’ data clearly show that the boosted sub-
population is being diagnosed with disproportionately more cases than the ‘not fully
vaccinated’ group, which includes the ‘unvaccinated’ and people who received a single
dose. Why would someone want to take a booster and more than double their risk of
getting diagnosed with COVID-19?!? Which is stronger evidence, the public health
data shown above or contradictory messaging based on inappropriate massaging of a
purely theoretical model? When mathematical models are misused they become no

more utilitarian than toys.
A Direct Message to Fisman, et al.

Fisman and Tuite: Your paper, which can be flipped on its head by correcting just one
of your multiple incorrect immunological assumptions, stigmatizes the ‘unvaccinated’
and could potentially be used to justify policies as draconian as forced inoculations.
Why are you even promoting messaging based on theoretical models using
assumptions that you are not qualified to opine on when concrete scientific evidence
about transmission could be generated via biological sampling? You owe Canadians an
apology for disseminating harmful disinformation. Should you wish to contest my
immunological critiques, I would invite you to arrange a forum where we can have an
objective third party moderate a respectful discussion about COVID-19 vaccinology in

front of the Canadian public with equal representatives on both sides of the debate.



A Message to the Administration of the University of Toronto

You should launch an investigation into the academic conduct of Drs. Fisman and

Tuite.
A Message to the College of Physicians and Surgeons of Canada

You should investigate Dr. Fisman and the harms that may be caused by his actions as

a physician in publishing a misleading scientific paper in a medical journal.
A Message to the Canadian Medical Association Journal

Do the right thing and immediately retract the paper by Fisman, et al. There is a
rumour that you may have sent this paper directly to Canadian physicians. If true,
make it very clear to them that the paper represented disinformation disseminated by
a physician who knows better. You should reconsider future recruitment of the
services of the reviewers that promoted the publication of this paper and recommend
that their academic institutions review their conduct. You should also review the

conduct of your editorial board and peer review process.
A Message to the Legacy Media

Make the right choice and do everything that you can to blunt the profound harms
caused by your rampant and widespread dissemination of misinformation. It is
promoting hatred against critically thinking people who made highly informed and
justified choices to avoid inoculations that are still in their initial clinical
experimentation phase and for about which there is profound scientific debate.
Protect the people that you have inappropriately placed at risk. You know where it will
lead if you promote polarization of two groups of people and fuel feelings of anger and
hatred in one of them against the other. Replace journalists with those who are willing
to think critically and who will not support censorship of legitimate experts with
‘dissenting’ views. Nor should peer-reviewed scientific papers be treated like the

gospel truth. The anonymous peer review process is fallible.
A Message to All Canadians

We are more alike than different. Do not fall into the trap set in the paper by Fisman,
et al. to equate ‘likeness’ with ‘vaccination’ status. As an expert vaccinologist who has
been closely following the accumulating science and, more importantly, as a fellow

human being, I implore you to promote unity.
Correcting the Disinformation

Fisman had Tweeted, “Our paper supports the idea that the decision to remain unvaccinated
confers risk not only on the unvaccinated individual but (disproportionate to contact rates) on

vaccinated individuals too”.

If Fisman were to demonstrate objectivity as a scientist, he would update his Tweet to
state something like the following: “After correcting just one of the several inappropriate
immunological assumptions, our paper now supports the idea that the decision to get
‘vaccinated’ confers risk not only on the ‘vaccinated’ individual but (disproportionate to
contact rates) on ‘unvaccinated’ individuals too; unlike our previous conclusion, this corrected
model matches real-world data. Thank-you to those who chose to remained ‘unvaccinated’
since you are now selflessly serving as a buffer to the ‘vaccinated’ We are sorry to the field of
public health modeling for disclosing how easy it is for the conclusions of our models to be
manipulated by assumptions that we sometimes pull out of thin air. We also apologize to
‘unvaccinated’ people (most of whom have received legitimate vaccines throughout their
lifetimes) for misleading media organizations around the world into promoting hatred against
you. Now that our model has been shown to point to the ‘vaccinated’ as the main culprits of
transmission of SARS-CoV-2, we implore you to not promote hatred against us like we have

done to you.”

..don’t worry Dr. Fisman, I can tell you sincerely and from experience that the vast
majority of ‘unvaccinated’ people will not return ill wishes in kind, even as more
hypocritical messaging is unveiled. I for one want to see unity restored among
Canadians. Hatred, segregation, and mislabeling of people have no place here. Much

healing needs to happen and your current misdeed has been very counterproductive.
Overall Conclusions

No government should be allowed to implement policies based on results of
epidemiological modeling prior to full disclosure of the data, the model used to
generate predictions, and the conflicts of interests of the modelers. As demonstrated

by Fisman, et al., public health models in the hands of the wrong people can result in



devastatingly harmful and brutally misleading public messaging. This, in turn, could

lead to the introduction of inappropriate health policies. And finally, multiple
objective immunologists should always be consulted to advise on the immunological

parameters being plugged into any health-related models.

In the name of good science, the correction of mis/dis-information, and in a desperate

attempt to maintain some public faith in vaccinology,

Byram
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