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KEY FINDINGS AND RECOMMENDATIONS: 

1. The FOI document of adverse events and complications following 
covid-19 vaccination in Saskatchewan was up to 21 April, 2022. 
During this period a total of 1,229 adverse events are documented. 

2. In a total of 285 cases, further doses of covid-19 vaccine were 
recommended/ordered, even though a very serious adverse event 
appears to have occurred. 

3. The 285 cases are what appears to be egregious cases which defy 
explanation. However, the majority of the 1,229 total cases 
documented could be regarded as serious adverse events. 

4. There are several limitations to the FOI document - and the 
conclusions that can be drawn from it (see below). But based on 
the information available, the findings are extremely alarming and 
extremely unlikely to be similar to any other vaccine related 
adverse events seen in Saskatchewan (eg. Flu vaccine, childhood 
vaccines etc.) 

5. Based on the clear and very serious signals of harm, there must 
be an immediate halt to the covid-19 vaccine campaign in 
Saskatchewan.  

6. An independent study of adverse events by an independent  panel 
of experts must be immediately instituted, to report to the Minister 
of Health in a time-bound fashion. 

7. The credibility and trust of the public in essential childhood 
vaccines or in the provincial health system itself is at stake. 

8. Although the public would be correct at being alarmed at the 1,229 
adverse events in the SHA document, the true number of vaccine 
related harms is likely to be magnitudes of times higher and can 
only be determined by continued, active surveillance and 
monitoring by an independent agency and by determining age and 
morbidity adjusted all cause mortality and illness. 

https://drive.google.com/file/d/1AhSOiSpHWEqJKiPrvrHE3Jci8PRnJhV9/view?usp=sharing


LIMITATIONS OF STUDY 


1. The age and sex of individuals harmed by the covid-19 vaccine have 
not been made available in this FOI document. Privacy concerns were 
likely involved - but this should be made available in aggregate form: 
i.e. total number of male vs female and age groups. Since some 
serious adverse events such as myocarditis are more prevalent in 
young individuals and in the male sex, it would be important to know 
this information.


2. Co-morbidities (i.e. diseases already present in the individual at the 
time of the vaccine) and drug history are not listed. I have therefore 
given the data a very wide berth - i.e. a very generous interpretation of 
possible adverse effects where attribution is more difficult. However, in 
the judgement of the person entering the adverse event, it appears that 
almost all the events are unrelated to drug history or medical history - 
i.e. associated directly, with the vaccine.


3. Most adverse events are after the first dose - but the dose schedules 
are not possible to determine in individual cases.


4. The MHO (Medical Health Officer/Medical Officer of Health) appears to 
be the physician advising for or against further doses of the vaccine. 
However, the data does not tell us the following about the role of the 
MHO: Did the MHO reject any adverse events reports? On what basis 
were those reports rejected? How many reports were rejected? Did the 
MHO see and examine the patient? Did they know the full history? Did 
they call each adverse event associated patient? Who appointed the 
MHO? On what basis? Did MHOs file all reports with Health Canada 
database? If not, why not?


5. The data presented in the SHA adverse event report is collected in a 
passive fashion - i.e. the SHA waits until a patient chooses to report 
his/her adverse event. The patient may not choose to report or a 
relative/physician may also not choose to report. The Vaccine Adverse 
Events Reporting System (VAERS) in the USA recognizes the 
limitations of passive reporting. The VAERS website also 
acknowledges that the true number of adverse events is likely to be 
much higher that that reported by passive reporting: “"Underreporting" 
is one of the main limitations of passive surveillance systems, including 
VAERS. The term, underreporting refers to the fact that VAERS 
receives reports for only a small fraction of actual adverse events.”   
The only way to get an accurate measure of adverse events is by 
active surveillance - i.e. where physicians and nurses actively follow 

https://www.cdc.gov/vaccinesafety/ensuringsafety/monitoring/vaers/index.html#anchor_1616772265496
https://vaers.hhs.gov/data/dataguide.html


the vaccinated population, actively looking for possible adverse 
events. For example, with regard to myocarditis in young people after 
the m-RNA vaccine, the passive surveillance Hong Kong study showed 
a rate of 1 in 2,700 young people. But an active surveillance study from 
Thailand has recently shown a rate of 1 in 100 young people 
developing myocarditis after the m-RNA vaccine.


6. The SHA adverse event data document includes only short term (days 
and weeks) adverse events. Medium (months) and long term (years) 
adverse events and effects cannot be determined from the SHA 
document. This is of particularly great importance in children and 
young adults, in whom the m-RNA vaccine has the potential to cause 
adverse events several years, even decades after vaccination. Apart 
from evidence indicating that m-RNA vaccination itself can make the 
subject more vulnerable to subsequent covid-19 infection with 
variants, there are numerous auto-immune (where the body’s immune 
system cells attack the patient’s own cells) related adverse events that 
can occur as a result of m-RNA vaccination. In addition, there is 
disturbing new evidence that m-RNA vaccine generated spike protein 
can cause serious neurotoxic adverse effects as well as increase the 
risk of cancer.


7. There is no indication of whether any patient in this report was refused 
medical exemption/religious and conscience exemption - and 
subsequently developed an adverse event. Given the aggressive 
investigation and persecution by the licensing bodies and other 
authorities (including employment authorities) of physicians and the 
public who sought/gave exemptions to m-RNA injections, this 
information would be of public interest.


https://jamanetwork.com/journals/jamapediatrics/fullarticle/2789584
https://anishkokamd.substack.com/p/vaccine-myocarditis-update-from-thailand
https://anishkokamd.substack.com/p/vaccine-myocarditis-update-from-thailand
https://www.medrxiv.org/content/10.1101/2022.04.18.22271936v1.full
https://www.israelnationalnews.com/news/328102
https://www.frontiersin.org/articles/10.3389/fimmu.2022.872683/full
https://www.sciencedirect.com/science/article/pii/S027869152200206X


EXPLANATION OF STARRED CASES IN PDF DOCUMENT:


In the pdf document that constitutes the SHA adverse event report, a total 
of 285 cases are marked with a STAR.

For example, this is a screenshot of a starred case:




Please note that the starred cases are not the only cases of concern for 
serious adverse events associated with the covid-19 vaccine in 
Saskatchewan.


The starred cases are those that:


1. Are serious, often life-threatening adverse events recorded after a 
particular covid-19 vaccine - eg. Anaphylaxis


2. In spite of the serious adverse event, the MHO has recommended “no 
change” to immunization schedule (i.e.further doses of covid-19 
vaccine) or recommended further doses to be still administered, but in 
the ER/“monitored” setting. 


3. In the opinion and judgement of the great majority of physicians 
reading these starred cases, any further contact with the covid-19 
vaccine would have been prohibited (contraindicated).


WHY ARE THE STARRED CASES MARKED SEPARATELY?


1. These are not the only serious adverse events recorded.

2. However, the principle of not administering any drug, including 

vaccines when the patient has already had a severe adverse event with 
the same drug/vaccine appears to have been violated in each of these 
285 cases. 

3. Typically, a health practitioner would never administer any drug/vaccine 
to any patient of any age if the patient has had any significant adverse 
reaction to a previous administration of the same vaccine.


4. In all these covid-19 vaccine related cases, the serious adverse event, 
including anaphylaxis have been confirmed by the MHO and health 
practitioner. However, in the normal practice of medicine, even a 
history of allergy/adverse event is sufficient to indicate to the physician 



or nurse that the same drug/vaccine should never be given to the 
patient again.


5. It is an accepted medical principle that when there is a serious adverse 
event with one dose of a vaccine/drug, further doses of the same 
vaccine can cause a much more serious adverse event, or death.


6. As discussed in the section of “limitations,” it is unclear from the data 
provided whether the MHO actually saw and evaluated individual 
patients with serious adverse events.




POSSIBLE UNDERLYING MECHANISMS OF TOXICITY OF SPIKE 
PROTEIN:


Background: It is well known by the public that the m-RNA technology 
used to produce the covid vaccine has never been used in a widespread 
clinical setting in human beings before. It was rushed through “emergency 
use” or “interim use” authorization, without adequate studies of adverse 
events related to this new technology.


Most cells in the human body comprise a “command centre,” i.e. the DNA 
of the cell. The DNA gives instructions to the cell to make proteins via the 
m-RNA molecules. This entire process is part of the genetic coding 
process of each cell (note the term “gene” does not refer to only the 
transmission of hereditary characters from parent to offspring).


m-RNA (Pfizer, Moderna) and adenovirus “vector” based vaccines (Astra-
Zeneca, J&J) both introduce new genetic code into a cell, in order to 
instruct the cell to make a new type of protein - i.e. the covid-19 spike 
protein.


Spike protein is part of the covid-19 virus particle. As such, it may be 
expected to have its own toxic effects on cells, since it is part of the virus 
itself. Multiple studies now show that this is indeed the case - i.e. the spike 
protein itself is toxic to the human body, whether produced by the virus or 
by the vaccine.


Spike protein related toxic effects in turn, can explain the multiple, serious 
adverse events related to the vaccine, including death.


1. Many effects of the spike protein are related to the ability of the spike 
protein to induce clotting in both small and large vessels. The spike 
protein does this by multiple mechanisms, including altering the lining 
of blood vessels (the lining become “rough” instead of being 
completely smooth).


2. Spike protein damages lung tissue via a mechanism that may be 
independent of its effect on blood vessels and clotting.


3. The neurological side effects of the vaccine, including Bell’s Palsy, 
Guillain-Barre Syndrome, transverse myelitis and paraesthesias are 
extensively reported in the vaccine injury related literature. The 
mechanism of these serious adverse events is likely to be a 

https://www.ahajournals.org/doi/full/10.1161/CIRCRESAHA.121.318902
https://www.ahajournals.org/doi/full/10.1161/CIRCRESAHA.121.318902
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7827936/
https://medicalxpress.com/news/2021-04-sars-cov-spike-protein-lung.html


combination of vascular injury (above) and clotting as well as a 
separate, spike-protein related mechanism of injury to brain and nerve 
tissue. In addition, auto-immune (i.e. where the body attacks its own 
tissues) mechanisms are likely to be involved. Following spike protein 
generating covid-19 vaccination, the incidence of Bell’s palsy is 3-7 
times greater than in the general population.


4. Covid-19 spike protein that is produced by all the approved Canadian 
vaccines have been the cause of thousands of cases of myocarditis 
world-wide, particularly noted in children and young adults. Some of 
these children and young adults have died. Myocarditis in any form, 
(including in those patients who don’t report to a physician) is a serious 
illness, with possible long term consequences, including death. A 
large, recent Israeli study involving hundreds of thousands of patients 
showed that this is confined to vaccine induced myocarditis - the 
incidence of myocarditis following “natural” covid infection was not 
increased. In other words, natural covid infection does not cause 
significant myocarditis, but covid-19 vaccination does cause 
myocarditis in some children and young adults. The mechanism is 
likely to be multifactorial, including a direct toxic effect on cardiac 
(heart) cells.


5. Immune dysfunction as a result of spike protein producing covid-19 
vaccines can present with a range of problems for patients, including 
increased susceptibility to further infection. A recent review of auto-
immune related adverse events include significant and life-altering 
events in virtually organ system including, nervous, circulatory, renal 
and musculoskeletal systems. 


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8538996/
https://www.biorxiv.org/content/10.1101/2021.01.11.425914v1.full
https://www.frontiersin.org/articles/10.3389/fimmu.2022.872683/full
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7906673/
https://www.nature.com/articles/s41598-022-10928-z
https://pubmed.ncbi.nlm.nih.gov/35456309/
https://www.dicardiology.com/content/sars-cov-2-spike-protein-binds-hearts-vascular-cells-potentially-contributing-severe
https://pubmed.ncbi.nlm.nih.gov/34807265/
https://www.israelnationalnews.com/news/328102
https://www.frontiersin.org/articles/10.3389/fimmu.2022.872683/full


Note about immune response after naturally acquire covid-19 infection vs 
m-RNA injection spike protein response:

The human immune system mounts a multidimensional response to first 
contact and subsequent entry of a respiratory virus like covid-19. This is in 
fundamental contrast to the unidimensional response to the m-RNA spike 
protein vaccine. In essence, the differences are:

1. The mucosal component of the immune response (i.e. the response in 

the lining of the nose and oral (mouth, pharynx) passages is crucial and 
very pronounced in natural virus infection but completely absent in the 
spike protein response to the m-RNA injection. This means that in 
natural encounters with a respiratory virus, the lining cells of the nose 
and throat themselves mounts a powerful immune response against 
the virus. Since the spike protein bypasses the nose and throat, this 
vital component of immune protection is absent.


2. The body mounts immune responses to all components of a virus in a 
natural infection and not just to the spike protein (after m-RNA 
injection). 


3. For a detailed review of natural infection response vs m-RNA spike 
protein response see this link. This very well researched article is 
written for people with a non-medical background


https://pubmed.ncbi.nlm.nih.gov/33329607/
https://onlinelibrary.wiley.com/doi/10.1002/jmv.25685
https://notesfromthesocialclinic.org/an-open-letter-to-parents-and-pediatricians-2/


EXPLANATION OF SELECTED TERMS IN SHA ADVERSE EVENTS 
REPORT:


ANAPHYLAXIS: This is a severe, immediate, life-threatening and 
potentially fatal immune system response upon contact with a foreign 
substance or antigen, including a vaccine. 

The Australasian Society of Clinical Immunology and Allergy (ASCIA) 
defines anaphylaxis as follows:


• Any acute onset illness with typical skin features (urticarial rash or 
erythema/flushing, and/or angioedema), plus involvement of 
respiratory and/or cardiovascular and/or persistent severe 
gastrointestinal symptoms; or

• Any acute onset of hypotension or bronchospasm or upper airway 
obstruction where anaphylaxis is considered possible, even if typical 
skin features are not present. 

Anaphylaxis in the SHA Adverse Events Report:
1. Fifteen (15) cases of anaphylaxis to the covid-19 vaccine were 

recorded in the SHA report. 
2. However, incredibly, even after recording anaphylaxis, in a number of 

cases, the MHO recommendation is to continue with further doses of 
the covid vaccine, with “no change” in immunization schedule

3. Based on universally agreed definitions of anaphylaxis and by the 
descriptions present in the SHA report, the number of cases of 
anaphylaxis are grossly underestimated  - for example, symptoms that 
include, urticaria with generalized rash with “throat closure” and tongue 
oedema (all in one patient) have not been identified as anaphylaxis. In 
most of these cases, there was “no change” in immunization schedule.

4. The cases that fit the definition of anaphylaxis are starred in the 
accompanying pdf document.

5. In some of the anaphylaxis cases, the MHO’s instructions are, “no 
further doses with Pfizer vaccine.” Since all the vaccines are essentially 
spike protein generating vaccines, there is no scientific or clinical 
rationale for authorizing further doses with the same type of vaccine 
that produced the anaphylaxis.

6. All this begs the question - who was diagnosing anaphylaxis? On what 
criteria? Were the criteria standardized? What was the basis of 

https://www.allergy.org.au/hp/papers/acute-management-of-anaphylaxis-guidelines


recommending “no change” in immunization schedule following 
anaphylaxis?

MYOCARDITIS AND PERICARDITIS: The heart is a remarkable, hard-
working pump that is composed of muscle.  “Myocardium” describes the 
muscles cells comprising the heart. Myocarditis is inflammation of the heart 
and heart muscle. The inflammation causes the heart tissue to swell, with 
necrosis (death of tissue) and the heart muscle as a result can behave in 
an erratic fashion, including cause dangerous, irregular heart rhythms 
(arrhythmias) and death. 
The pericardium is a “sac” of tissue, that surrounds the heart, protects it 
and is very closely in contact with it. When inflammation occurs in the 
myocardium, it can involve the pericardium. Pericarditis is also a serious 
condition and can occur without myocarditis, but is closely associated with 
myocarditis.

Myocarditis cannot be described as a “mild” disease (this description was 
invented during the covid pandemic). Cardiologists and other physicians 
have always known that myocarditis is a serious disease and can cause 
serious short and long term complications in the patient.  The complications 
include sudden death (especially in young people), dilatation of the heart, 
cardiac failure and death from cardiac failure.

Apart from short and medium term complications of myocarditis, including 
heart failure and death, there is a documented long term (years) risk of 
complications leading to death in up to 19.2% of patients who are 
diagnosed with myocarditis within 5 years.

MYOCARDITIS RESULTING FROM THE COVID-9 VACCINE:

The risk of myocarditis after a covid-19 vaccine is significant, particularly for 
young people and children. In Hong Kong, for example, 1 in 2,700 
adolescents developed myocarditis, directly as a result of receiving the 
covid-19 vaccine. However, an active surveillance study from Thailand has 
recently shown a rate of 1 in 100 young people developing myocarditis 
after the m-RNA vaccine. Death from covid-19 vaccine induced myocarditis 

https://socratic.org/questions/which-is-the-cardiac-muscle-layer-of-the-heart
https://socratic.org/questions/which-is-the-cardiac-muscle-layer-of-the-heart
https://www.ahajournals.org/doi/10.1161/CIRCHEARTFAILURE.120.007405
https://pubmed.ncbi.nlm.nih.gov/34664804/
https://www.israelnationalnews.com/news/328529
https://pubmed.ncbi.nlm.nih.gov/22365425/
https://jamanetwork.com/journals/jamapediatrics/fullarticle/2789584
https://anishkokamd.substack.com/p/vaccine-myocarditis-update-from-thailand


in children and young people can occur suddenly and sometimes whilst 
asleep.

However, there is no increased risk of myocarditis in people who are 
naturally infected with the covid-19 virus. 

With regard to our young people and children, there was a recent, very late 
(but better late than never!) acknowledgement by the Chief Public Health 
Officer of Ontario, Dr. Kieran Moore, that the risk vs benefit ratio does not 
support the vaccination of children and young people with the covid-19 
vaccine - i.e. the vaccine gives the young person/child all the serious risks 
and no benefit whatsoever. He also acknowledged that the risk of the 
natural covid-19 infection for healthy young people is negligible.

Not only are healthy children and young people not at risk from the natural 
covid-19 infection, most of them have already had covid-19. At least 75% of 
children have already had the natural, covid-19 infection (as of April 2022 - 
this percentage is likely to be much higher now). Since the covid virus 
infection is so mild in children, many of them have minimal or no symptoms 
when they have the natural infection.

There is excellent evidence that those who have already had the covid-19 
virus infection do not need the covid-19 vaccine. The body’s own immune 
mechanisms are excellent at fighting off and preventing further covid-19 
infection. 

https://meridian.allenpress.com/aplm/article/146/8/925/477788/Autopsy-Histopathologic-Cardiac-Findings-in-2
https://pubmed.ncbi.nlm.nih.gov/35456309/
https://twitter.com/Roman_Baber/status/1547279824648953856
https://www.westernstandard.news/news/ontario-top-doctor-acknowledges-myocarditis-risk-from-vaccines/article_79b2aa4c-02dc-11ed-a77d-ff4a6d740dc9.html
https://www.researchsquare.com/article/rs-689684/v1
https://www.cdc.gov/mmwr/volumes/71/wr/pdfs/mm7117e3-H.pdf
https://www.cdc.gov/mmwr/volumes/71/wr/pdfs/mm7117e3-H.pdf
https://www.medrxiv.org/content/10.1101/2021.06.01.21258176v2
https://www.cell.com/cell-reports-medicine/fulltext/S2666-3791(21)00015-X#%20
https://www.cell.com/cell-reports-medicine/fulltext/S2666-3791(21)00015-X#%20


Myocarditis and Pericarditis in the SHA adverse events report:
1. Many young people with chest pain would not have contacted the 

health system, but myocarditis may still have been present.
2. We do not know the criteria used by the SHA to diagnose myocarditis, 

and whether these criteria were standardized.
3. 12 cases of myocarditis and/or pericarditis are recorded in the SHA 

report
4. However there are several cases that fit the classic symptoms of 

myocarditis which are not recorded as myocarditis or not investigated 
for myocarditis/pericarditis at all. For example, 15 patients report 
“tightness of chest” and another 15 patients report “chest pain.” There is 
no indication that all these cases were investigated for myocarditis.

5. Since myocarditis is particularly noted in young people and children, 
medium and long term follow up of all these cases is essential in order 
to monitor these patients and to actively investigate all patients 
reporting chest pain/chest tightness/palpitations etc.



MAJOR DEFECTS IN SASKATCHEWAN AND CANADA’S VACCINE 
INJURY REPORTING SYSTEM 
1. Unlike VAERS in the USA, Canada’s vaccine injury reporting system is 

extremely convoluted and a member of the public cannot report a 
vaccine injury to the system. 

2. In Saskatchewan (and Canada), a member of the public has to first find 
(often not easy) a doctor/nurse/health professional and then report an 
adverse event to the vaccine. In the USA, under the VAERS system, 
any member of the public can directly report an adverse event.             
As described on the VAERS website: “VAERS accepts reports from 
anyone. Patients, parents, caregivers and healthcare providers (HCP) 
are encouraged to report adverse events after vaccination to VAERS 
even if it is not clear that the vaccine caused the adverse event. In 
addition, HCP are required to report certain adverse events after 
vaccination.”

3. Once a patient in Saskatchewan (and Canada) finds a doctor, the 
doctor may not believe the patient or belittle the patient’s symptoms or 
ignore the symptoms altogether, depending on the doctor’s personal 
beliefs about the vaccine. Faced with a definite adverse event from the 
vaccine, the doctor may attribute the event to “chance” or to some other 
cause. 

4. Even if the Canadian doctor decides to file a vaccine harms report, he/
she is faced with a daunting, 9 page pdf form, which doctors may be 
reluctant to fill. The instructions on how to fill the form alone run into 
several dozen pages. Many Canadian doctors will bale out of the 
reporting ordeal at this stage.                                                                 
In contrast, the VAERS system in the USA is a simple, single page, web 
based reporting form. The report of deaths and injuries from the covid 
vaccines in the VAERS report run into tens of thousands and hundreds 
of thousands of cases, respectively.

5. Even if the Saskatchewan (or Canadian) doctor believes the vaccine 
injured patient and does not bring his/her own biases into the reporting 
and decides to fill in the daunting, 9-page form, there are further, crucial 
and extremely opaque steps that need to be completed before the 
vaccine injury/death is entered into the Canadian vaccine injury 
database. 

https://www.canada.ca/en/public-health/services/immunization/reporting-adverse-events-following-immunization/form.html
https://www.canada.ca/en/public-health/services/immunization/reporting-adverse-events-following-immunization/form.html
https://vaers.hhs.gov/faq.html
https://www.canada.ca/en/public-health/services/immunization/reporting-adverse-events-following-immunization.html
https://www.canada.ca/content/dam/phac-aspc/documents/services/immunization/aefi-form-october-2021-eng.pdf
https://www.canada.ca/en/public-health/services/immunization/reporting-adverse-events-following-immunization/user-guide-completion-submission-aefi-reports.html
https://vaers.hhs.gov/esub/index.jsp
https://vaers.hhs.gov/esub/index.jsp
https://openvaers.com/covid-data


6. The completed, 9-page pdf form in Saskatchewan (and Canada) must 
be printed and sent manually (there is no email address or fax number) 
to a provincial agency, presumably for “approval.”  In Saskatchewan, 
the form must be sent to the “Saskatchewan Ministry of Health.” 

7. Who assesses the form in the “Saskatchewan Ministry of Health?” On 
what basis? What percentage of reports are then sent on to Health 
Canada or entered into the provincial database? 

8. Conclusion - the Saskatchewan and Canadian vaccine injury reporting 
system is convoluted and broken. There are major roadblocks and 
impediments to reporting at every step. It appears to be designed to 
actively discourage reporting. It is failing the citizens of Saskatchewan 
and Canada. There is an urgent need for an independent inquiry into 
Saskatchewan (and Canadian) vaccine injury and deaths.

The Author of this report is an experienced Canadian physician with 
training in virology, public health and data analysis. This physician 
chooses to remain anonymous. 

https://www.canada.ca/en/public-health/services/immunization/federal-provincial-territorial-contact-information-aefi-related-questions.html

