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Summary: 
The recent paper by Fisman et al. “sought to explore the impact of mixing of vaccinated and 
unvaccinated populations on risk of SARS-Cov-2 infection among vaccinated people”1. To this end, the 
authors developed a simple deterministic model to simulate hypothetical outcomes of incident cases in 
Ontario Canada2 under various group mixing scenarios. The model itself is wholly inadequate, poorly 
constructed, baseline conditions vaguely specified, key parameters and classifications poorly defined, 
model assumptions highly biased and the interpretation of their results fundamentally flawed.  

The authors make no attempt to test their model or to reconcile the obvious discrepancy between the 
incidence rates produced by their model and the actual incidence rates observed during the Dec. 2021 – 
Jan. 2022 epidemic wave, the first true test of the vaccination strategy in Canada. In fact, the authors 
don’t mention this outbreak at all. Incredulously, the authors then proceed to use the simulated 
outcomes from their modelling exercise as a basis to inform public policy whilst failing to even 
recognize the necessity of looking at the actual real-world outcomes! A quick visit to the Ontario Covid-
19 website3 uncovers a stark contrast between reality and the authors’ “findings.” Indeed, the simulated 
results are opposite to the reality that played out in Ontario during the Dec/Jan epidemic wave. 

At its core, the population mixing paper written by David N. Fisman, Afia Amoako and Ashleigh R. Tuite 
appears to be scientific fiction: The authors concoct an unrealistic model to explore the impact of 
assortative mixing on disease dynamics and contribution to risk and then attempt to pass off the 
fictitious findings as fact in order to inform policy that seeks to unjustly vilify and violate the rights of 
individuals who forgo covid vaccination.  

The complete lack of scientific quality and integrity is truly astounding, especially coming from a tenured 
professor of epidemiology (the main author) who highlights mathematical modeling & simulation along 
with decision analysis & cost-effectiveness analysis as research interests. While numerous scientists 
rebuked the study and its “findings”4, the concerns go far beyond poor-quality model building and a 
mere misinterpretation of results. How the study’s many shortcomings escaped the journals peer-review 

 
1 David N. Fisman, Afia Amoako, Ashleigh R. Tuite. Impact of population mixing between vaccinated and 
unvaccinated subpopulations on infectious disease dynamics: implications for SARS-CoV-2 transmission. CMAJ 
2022;194:E573-E580. 
2 As indicated in Table 1 of Fisman et al. 
3 https://covid-19.ontario.ca/data#vaccinationStatus4Eligible 
4 Within one week of publication, rebukes by 22 other researchers and health care professionals had already been 
submitted and posted on the Canadian Medical Association Journal website; 
https://www.cmaj.ca/content/194/16/E573/tab-e-letters 
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process is unfathomable. Indeed, concerns of bias, falsification, fabrication, misrepresentation, 
inappropriate influence, and potential political interference are not to be taken lightly.  

The highly erroneous “findings” of this University of Toronto study were quickly taken up and 
disseminated by over a dozen media outlets in the country and have received international coverage. In 
addition, the paper has been misused and the findings misrepresented – entities in the oversimplified 
simulation have been dangerously equated to flesh-and-blood people and the applicability of the study 
was made out to be current day despite its results being in stark contrast to observed trends. This has 
resulted in the propagation of fear, mistrust, and derisive attitudes towards a segment of the population 
in the real world who bear absolutely no resemblance to the entities in Fisman et al.’s model. The 
potential harm of this mis/disinformation on an already divisive society is massive.  

Given the seriousness of the offences and the influence of the authors, this matter warrants a thorough 
investigation by the University of Toronto. It is prudent to consider strict disciplinary measures to 
counter both the societal harm of the study and the potential long-term reputational harm on the 
university that may well follow once an apolitical, retrospective assessment of the pandemic is possible. 

Below is a brief overview of some of the major issues with the study together with the true implications 
of the research put forth by Fisman et al., as well as the reasons I believe there to be a strong case of 
scientific fraud against this work. 

Concern #1: Overt Bias 

The authors’ overt bias, which heavily favors vaccination, permeates every facet of this study from 
unsupported opinions to the choice of baseline values, questionable model assumptions, and the 
misinterpretation of results. The bias even extends beyond this scope to inappropriately and 
irresponsibly inform public policy.  

The paper commences with praise regarding vaccine development while disparaging comments 
regarding disinformation are pointedly directed at the contrarian (so called “antivaccine”) sentiment 
along with a broad statement about the harms of such information, mainly due to decreased vaccine 
uptake. There is no mention of the many pro-vaccine claims that have proven false over the past year, 
nor is there mention of the organized coercive tactics that have been used to increase vaccine uptake 
nor their potential harm or unintended consequences. The authors go on to make false comparisons 
between choosing not to vaccinate and reckless behavior such as driving under the influence of alcohol 
and other intoxicants.  

The inclusion of unnecessary, subjective opinions in the study’s introduction sets the stage for the 
slanted modelling that follows. The propaganda then returns in the interpretation section of the paper 
where the authors blame the “unvaccinated” (a classification term they didn’t even bother to define) for 
poor policy decisions made by our public health care system that led to the cancelation of elective 
surgeries for cancer and cardiac disease. Indeed, if vaccinated individuals cannot get the care they need, 
the authors put blame squarely on the unvaccinated5. 

 
5 Fisman et al. make the statement without: (i) providing any evidence or discussion as to whether the cancellation 
of elective surgeries was necessary or warranted; (ii) presenting any evidence supporting disproportionate 
hospitalization or increased healthcare service amongst the unvaccinated, and (iii) without consideration of all-
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These outrageous and completely baseless claims have no place in what should be an objective scientific 
paper. The unsupported comments are a strong indication that the authors are ready to inject their 
personal beliefs into the study rather than perform the tasks required to produce objective research. 

Indeed, the modelling itself is riddled with bias. For example, vaccine effectiveness is overstated6,7 and 
waning immunity amongst the vaccinated is completely ignored whilst natural immunity is understated8. 
Both vaccine effectiveness and natural immunity amongst the unvaccinated are key inputs, so any bias 
passes directly through to the model outputs and results including the so-called attack rates (used to 
justify segregating the population), and the dubiously defined ψ (used to assign transmission blame).  

Even the purported limitation section of the paper demonstrates an inability to recognize bias and 
properly assess the many model shortcomings. The only “weakness” mentioned is that the model “does 
not precisely simulate a real-world pandemic process” and thus they likely (substantially) 
underestimated vaccine benefits9. A quick crosscheck against real-world data proves this notion entirely 
false, in fact opposite, as explained in later sections.   

Concern #2: Poorly constructed, inadequate modelling 

Perhaps the most important shortcoming of this modelling exercise is that it lacks any meaningful 
hypothesis or model fitting. To be clear: 

 No hypothesis is being tested and no observational data is modelled in this study, therefore no 
meaningful inferences can be drawn about the real-world impact of population mixing regarding 
SARS-CoV-2 transmission.  

 
 This is not a factual study. This is a HYPOTHETICAL exercise, and a poorly drafted one at that. The 

model is exploratory in nature with absolutely no benchmarking or validation of any kind. Simplistic 
models in this class are generally not to be taken seriously.  

As noted by the authors, simple mathematical models can provide important insights into the behaviour 
of complex communicable diseases when done properly. Unfortunately, as demonstrated by the 

 
cause hospitalizations and all-cause mortality. It should be noted that since vaccine outcomes have not been 
actively tracked and monitored, one cannot establish a net reduction in hospitalization or death due to 
vaccination. 
6 The value 0.8 used for vaccine effectiveness does not appear to follow directly from the sources referenced by 
Fisman et al. I could not find an actual reference to the 0.4 value used for Omicron. 
7 From the preprint Effectiveness of COVID-19 vaccines against Omicron or Delta infection 
(2021.12.30.21268565v1.full): "... receipt of 2 doses of COVID-19 vaccines was not protective against Omicron 
infection at any point in time, and VE was –38% (95%CI, –61%, –18%) 120-179 days and –42% (95%CI, –69%, –19%) 
180-239 days after the second dose. VE against Omicron was 37% (95%CI, 19-50%) ≥7 days after receiving an 
mRNA vaccine for the third dose. Findings were consistent for any combination of 2 mRNA vaccines and 2 doses of 
BNT162b2 for the primary series (Table S1, Figure S1)." 
8 There appears to be no basis for the 0.2 estimate used as the base reference for natural immunity amongst the 
unvaccinated. 
9 Once again, Fisman et al. fails to acknowledge possible harms. It should be noted that adverse vaccine reactions 
are not being actively tracked; causal relationships between injury and covid vaccination have been established; 
and, we do not know the extent of long-term adverse effects. Vaccine benefits need to be properly weighed 
against such unintended harms. 
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authors, when fundamental scientific standards are ignored, these models can lead to hugely erroneous 
conclusions and stifle progress. More on this in the next section. 

As discussed previously, the study demonstrated a complete lack of scientific objectivity and this 
shortcoming filtered through to all aspects of model building. In addition to this critical flaw, there were 
several other glaring shortcomings. The most obvious modelling deficiencies include: 

A. The use of a deterministic model to simulate a highly stochastic process 

Pandemic conditions are dynamic and the SARS-Cov-2 virus is constantly mutating. Vaccine efficacy 
and immunity depend on a multitude of factors and conditions, many of which change over time. 
Risk of infection and transmission change depending on the prevailing viral strain and population 
incidence rates. These fluid conditions bring about a great deal of uncertainty that must be 
incorporated into any serious model in order to draw meaningful inferences.  Moreover, because 
risk of infection depends on age, underlying health, environmental factors etc., community 
incidence and transmission will to some extent be impacted by regional factors such as 
demographics, population density, climate/season etc. As such, establishing a well-defined 
modelling baseline is also essential.  

The model outcomes are probabilistic in nature. Not only must initial conditions be specified, the 
uncertainties in the input parameters MUST be reflected in the modelling in order to provide 
meaningful results along with a measure of confidence in those results. We are dealing with a highly 
dynamic stochastic process and that requires stochastic modelling. 

Fisman et al.’s simple model fails to account for many key factors driving transmission and fails to 
capture realistic transmission dynamics. The authors of the study also fail to acknowledge that 
uncertainty equates to risk and thus any discussion about risk must incorporate uncertainty. 
 

B. Ambiguous terms, poorly constructed model parameters, unsupported baseline estimates, misuse 
of basic terminology: 
 
 The authors did not specify the criteria for classifying individuals as unvaccinated or vaccinated 

(does the “vaccinated” group include partially vaccinated, two doses, three doses…). 
 

 It is unclear how authors chose the baseline values of 0.4 and 0.8 for vaccine effectiveness; the 
values appear to be arbitrary (i.e. “guesstimates”). A brief discussion of how these values were 
chosen or derived from the range of estimates provided in the papers referenced by the authors 
would be helpful, especially in light of the fact that vaccine effectiveness depends on which 
vaccine an individual takes and time since last dose. What assumptions are the authors using in 
setting their baseline values?  
 

 The baseline immunity imparted by the vaccines are over-estimated based on literature7 and 
without the incorporation of waning immunity this bias is further augmented10. There seems to 

 
10 Hiam Chemaitelly, M.Sc., Patrick Tang, M.D., Ph.D., Mohammad R. Hasan, Ph.D., et al. Waning of BNT162b2 
Vaccine Protection against SARS-CoV-2 Infection in Qatar. N Engl J Med 2021; 385:e83 
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be no basis for the low baseline value of 0.2 for immunity within the unvaccinated population11. 
These deficiencies are not minor. They drive the results. 
 

 The concept of uncertainty seems to have escaped the authors. The authors did not incorporate 
any meaningful measure of uncertainty in their deterministic model. The authors state: “Our 
lower-bound estimate for vaccine effectiveness (40%) reflected uncertainty about the emerging 
Omicron variant.” A point estimate is not an incorporation of uncertainty. While the authors run 
a series of hypothetical scenarios in an attempt to capture the reduced effectiveness of vaccines 
to emerging variants, this range doesn’t reflect the true uncertainty of the estimates where 
vaccine effectiveness values dip below zero depending on time since last vaccination7.  
 

 Failure to capture waning immunity and to adequately model transmission dynamics (serious 
flaws): “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 immune 
state and the remainder being left in the susceptible state.”1 While the authors refer to their 
model as simple, a better word would be inadequate, evidenced by its failure to even represent 
the real-world results in its spectrum of possibilities. 
 

 The authors construct a dubious output measure, ψ, which they interpret as the degree to 
which risk in one group may be disproportionately driven by contact with another. No 
information is provided about the reliability or validity of this newly constructed measure. Its 
interpretation is by no means transparent; it requires greater scientific scrutiny before being 
accepted as meaningful.  
 

 The true driver of incidence rates is immunity not vaccination. There are many factors that 
weigh into an individual’s immunity and risk of infection including: previous infection, overall 
health of the individual, age, vocation, vaccination status, type of vaccine administered and time 
since last dose etc. The fact that the authors focus on one, highly political factor to inform public 
policy suggests a politically motivated agenda or bias. Wouldn’t a more positive approach 
advocate for a healthy lifestyle that builds up one’s immunity? Focus on overall health would 
help reduce illness and disease across the board, not just covid outcomes.  

It is worth discussing what categories should be defined in order to inform policy: e.g. 
vaccinated versus unvaccinated or immune versus not immune or high risk versus low risk. For 
example, when modelling the Omicron case, the immunity values were set to 0.2 for the 
unvaccinated group and 0.4 for the vaccinated group. Ignoring for a moment that this is 
opposite the pattern of observed incidence rates, surely such arbitrary values must be assigned 
a high degree of uncertainty. An uncertainty of merely 0.1 on the same scale for each group 
produces the possibility for overlap. Thus, immunity could be granted to the same proportion of 
entities for each group, and yet one group is to be severely penalized with travel bans and 
mandates while the other enjoys complete freedom. This makes absolutely no sense, and, in the 
end, amounts to rewarding one group for compliance with a behaviour that is of no medical 

 
11 A majority of uninfected adults show preexisting antibody reactivity against SARS-CoV-2 by Abdelilah Majdoubi 
et al. (https://insight.jci.org/articles/view/146316) 
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value (in the model) – the value becomes purely political. So then, how blurred are the lines? 
How fast are they changing? Turning? Will the vaccinated suddenly get wiped off the travel 
roster? As shown in the next section, that reality is not so far fetched.  
 

C. Baseline conditions are not fully developed nor adequately defined. The authors do not explicitly 
state their baseline. From the tables presented and the papers referenced regarding initial 
assumptions, the initial conditions seem to be: 
 Region: Ontario, Canada 
 Proportion of population vaccinated: 80% 
 Initial prevalence: 100 cases 
 Timing: Post-Delta, with the Omicron variant emerging and just prior to an epidemic wave 
 Factors such as season and population demographics do not seem to play a role in the model; 

no differentiation is made regarding type of vaccine administered.  
 

D. The results follow from basic diffusion principles and are a simple projection of the authors’ 
expectations:  
 
In the introduction of the paper, the authors state their central expectation regarding viral 
transmission: “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, when vaccines confer imperfect immunity.” 
 
The authors concocted a model that simply projects this expectation, as specified above, into a 
graphical representation. Nothing more.  
 

E. Complete lack of diagnostic testing or benchmarking of results: 
 
The authors made no attempt to test the fit of their model to real-world data. Confidence intervals 
were not provided for the outputs (the deterministic model was not fit for this task). The authors 
provide no measures of reliability, validity, precision or confidence of the results. No statistical 
analysis was undertaken in the study. 

Concern #3: Failure to replicate real-world scenarios/observations  

While the authors failed to test their model, a quick visit to the Ontario Covid-19 website12 provides an 
easy reality check. 

 
12 Unvaccinated is defined as the number of cases where: people did not have any vaccine dose, or where 
symptoms started between 0 and less than 14 days after receiving the first dose of a COVID-19 vaccine; Partially 
vaccinated cases is defined as the number of cases where symptoms started: 14 days or more after receiving the 
first dose of a 2-dose vaccine series, or between 0 and less than 14 days after receiving the second dose of a 2-
dose vaccine series; Fully vaccinated cases is defined as the number of cases where symptoms started 14 days or 
more after receiving: the second dose of a 2-dose vaccine series, or a single-dose vaccine series (for example, 
Janssen). 
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As outlined in the previous section, the first wave of infections post-vaccination rollout, when almost 
80% of the eligible population in Ontario was fully vaccinated (Dec 2021-Jan 2022), provides the most 
appropriate test-set to evaluate the model presented by Fisman et. al. 

Below is a comparison of the incidence rates and incident cases that Ontario witnessed versus the 
simulated rates and cases produced by the Fisman et. al model under the intermediate like-with-like 
mixing scenario. 

Figure 1: In Dec 2021-Jan 2022 the real-world version of Fisman et al.’s epidemic scenario played out.  
  The results were OPPOSITE to those simulated by Fisman et al. 
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Across the range of all scenarios modelled, the simulated results indicated that (1) the risk of infection 
was markedly higher among the unvaccinated during the epidemic, as shown by disproportionately high 
incidence rates, and, (2) cases in the unvaccinated subpopulation accounted for a substantial proportion 
of infections during the epidemic wave.  

As shown in the above graphs, not only are the simulated incident cases and rates off by orders of 
magnitude compared to those observed in the true epidemic wave13, the trends observed during the 
Dec/Jan epidemic were OPPOSITE to Fisman et. al’s simulated expectations.  

In reality, what we observed in the December 2021-January 2022 epidemic wave was the following (1) 
the incidence rates amongst the vaccinated population were disproportionately HIGHER than the 
unvaccinated and (2) cases in the vaccinated population account for the vast majority of Covid-19 
infections. In short, Fisman et al.’s model failed completely. None of their scenarios captured the 
pattern observed in the true epidemic wave. 

The trend of increased infection risk amongst the vaccinated population is not only being witnessed in 
Ontario, other countries have also reported this finding, including the UK14. Even more worrisome are 
the current trends observed amongst the boosted population. Data from Ontario, UK and elsewhere 
indicate a susceptibility to infection that increases with each subsequent vaccine dose, with the boosted 

 
13 It should be noted that actual infection rates can be quite different than reported case rates, as was the 
situation early in the pandemic. However, with increased testing, the two quantities tend to converge (this is why 
we have seen a convergence of Case Fatality Rate with Infection Fatality Rate). Note that the authors speak to 
cases but they may be referring to actual infections; it is unclear. This conflating of terminology is rampant 
throughout the paper. Another example of conflation is in regards to vaccine effectiveness versus efficacy versus 
immunity. These terms have separate meanings yet seem to be used interchangeably within the paper. 
14 E.g., COVID-19 vaccine surveillance report Week 11, 17 March 2022, UK Health Security Agency 

Figure 2: Covid-19 Incidence rates by vaccine status 

 

 

 

 

 

 

 

 

Ban the Boosted? Real data shows that incidence rates amongst the boosted far exceed those of 
the not fully vaccinated and double vaccinated. Are they putting others at increased risk? 

This graph, pulled directly from the 
official Government of Ontario covid-19 
website, shows much greater incidence 
rates amongst persons who receive their 
Covid booster shot. 

This trend has also been observed in 
other countries like the UK, casting doubt 
on the assertion that the booster vaccine 
enhances immunity and reduces onward 
transmission. 
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showing a marked increase as in Figure 215. There are also concerns that any vaccine efficacy imparted 
from the vaccines begins to wane within increasingly shorter timeframes. It is prudent for the scientific 
community to address this issue and openly discuss the implications of these striking, real-world 
observations. 

The emergence of the Omicron variant and the outbreak that ensued marked the first true test of 
Canada’s vaccination efforts. The results were shocking: record levels of SARS-Cov-2 infections with 
greater incidence amongst the vaccinated.  

The dissonance between what was expected and what transpired is so stunning that many refuse to 
acknowledge that it even happened. That certainly appears to be the case in the Fisman et al. study: no 
mention of the Dec/Jan epidemic, no attempt to create a model that simulates real-world transmission 
dynamics, and no attempt to test their “simple deterministic model.” 

Indeed, why bother with such basic scientific protocols if they are inconvenient?  

The model was designed to simulate the outcomes that align with preconceived notions of how the virus 
and vaccines work. It provided a vehicle to influence public policy in a way that aligns with a political 
agenda. It passed the peer review process. It was published and passed on to major media outlets. And 
one week after publication, the study found its way into Canadian Parliament where Liberal MP, Adam 
van Koeverden, stood up and cited it as justification for travel restrictions against the unvaccinated.  

This sequence of events is, of course, extremely dangerous. The harm that can come of such unscientific 
methods to influence policy cannot be overstated. The publication of Fisman et al.’s critically flawed 
population mixing model cannot be permitted to stand. 

Concern #4:  Misinterpretation of Results & Their Implications (Societal Harm) 

The Fisman et al. study was exploratory in nature. The authors simplistic model projected their 
expectations of how a viral outbreak would play out under various population mixing scenarios if their 
understanding of transmission dynamics and vaccine efficacy were correct. It was not.  A comparison of 
their projections with real-world data indicates that the authors’ simplistic understanding is erroneous. 
Moreover, any actions advocated by the authors based on their modelling are faulty and ill-advised. 

The inability of Fisman et al. to recognize the failure of their model to adequately capture real-world 
transmission dynamics and viral incidence is consistent with the myopic approach they adopted – an 
approach that:  

 Fails to consider the uncertainty in vaccine effectiveness, especially under emerging variants;  

 
15 Not fully vaccinated cases: Number of cases where: people did not have any vaccine dose; symptoms started 
after receiving the first dose of a 2-dose COVID-19 vaccine; symptoms started between 0 and less than 14 days 
after receiving the first dose of a single-dose vaccine series (for example, Janssen); symptoms started between 0 
and less than 14 days after receiving the second dose of a 2-dose vaccine series. Fully vaccinated cases: Number of 
cases where symptoms started 14 days or more after receiving: the second dose of a 2-dose vaccine series, or a 
single-dose vaccine series (for example, Janssen). Vaccinated-with booster dose cases: Fully vaccinated people 
with one or more booster dose administered at least 14 days before symptoms started. 
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 Fails to consider the many risks and adverse consequences of vaccinating an entire population 
with new genetic vaccines that were developed, produced and administered at “remarkable 
speed” (as quoted in their mixing paper);  

 Fails to consider the true limitations of their work;  
 Fails to consider the potential for societal harm resulting from the adoption of their poorly 

constructed public policy suggestions; 
 Fails to address the lack of evidence that strong government actions such as general lockdowns 

or the exclusion of unvaccinated individuals from restaurants, gyms, travel by plane or train etc. 
had any measurable benefit on covid transmission and incidence; and  

 Fails to discuss how heavy-handed measures compare to more moderate actions and 
treatments.  

Given the influence of the authors16 in shaping public policy and advising on pandemic response, these 
shortcomings are extremely concerning. What’s more, the authors fail to acknowledge the 
disproportionate impacts17 of generalized pandemic measures on the young and healthy18,19 as well as 
the immense harm that stems from measures that infringe on constitutional rights. These impacts affect 
both mental and physical well-being, individual finances and the greater economy, social cohesion and 
trust in government institutions. All these impacts need to be properly addressed, and that cannot be 
done with a simple mathematical model, a faulty one at that. 

So where do we go from here? 

By now, it should be clear that the underlying assumptions and modelling framework proposed by 
Fisman et al. have been proven false. This finding, in itself, has tremendous value.  

 
16  The Competing Interests section of the paper notes, “David Fisman has served as a volunteer scientist on the 
Ontario COVID-19 Science Advisory Table and has served as a legal expert on issues related to COVID-19 
epidemiology for the Elementary Teachers Federation of Ontario and the Registered Nurses Association of Ontario. 
He has also served on advisory boards related to influenza and SARS-CoV-2 vaccines for Seqirus, Pfizer, 
AstraZeneca and Sanofi-Pasteur Vaccines. Ashleigh Tuite was employed by the Public Health Agency of Canada 
when the research was conducted.” 
17 The risk profile of covid-19 increases by several orders of magnitude from the youngest in the community to the 
eldest. Conversely, in the context of long-term safety, the risk profile of the vaccine is largest for younger age 
groups and lowest for the elderly. Other factors such as underlying health, gender, occupation and work 
environment also impact these risk profiles. Pandemic measures and vaccine mandates that completely ignore 
these factors and is applied in a blanket manner cannot be seen as minimal. When risk changes by orders of 
magnitude between identifiable groups, strategic measures and strategic allocation of resources will yield optimal 
benefit while a blanket approach results in disproportionate impacts across groups and is both wasteful and 
potentially disastrous. This follows from basic principals of mathematics and optimization. 
18 For most individuals, SARS-CoV-2 poses little risk of serious disease and it has been likened to the common cold. 
The risk of severe disease is, however, a concern for a small and identifiable subpopulation, namely the elderly and 
those with underlying health issues. Note that the infection fatality rate (IFR) is estimated to be in the ballpark of 
0.05% for those under 70 years old (Ioannidis JPA. Infection fatality rate of COVID-19 inferred from seroprevalence 
data. Bull World Health Organ. 2020 Oct 14 [Epub ahead of print]) 
19 CDC best estimate of IFR (Infection fatality ratio) in the US as of Sept. 10, 2020: Age 0-19 years: 0.00003; Age 20-
49 years; Age 0.0002; Age 50-69 years: 0.005; Age 70+ years: 0.054. Updated IFR estimates as of Mar. 19, 2021: 
Age 0-17: 0.00002; Age 18-49: 0.0005; Age 50-64: 0.006%; Age 65+: 0.09 (COVID-19 Pandemic Planning Scenarios: 
https://www.cdc.gov/coronavirus/2019-ncov/hcp/planning-scenarios.html) 
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Fisman et al. presented a model based on their understanding of SARS-CoV-2 transmission and vaccine 
efficacy. Indeed, the scenario they presented and their “findings” are consistent with the messaging and 
presumptions that have dominated our public health policies throughout the pandemic. This consistency 
with “accepted” expectations helps explain how the paper sailed through peer review, was published by 
CMAJ and why results were quickly disseminated to the public by corporate media. This demonstrates 
both the power and the danger of scientific bias and deeply rooted preconceived notions. It illustrates 
how glaring falsehoods and inconsistencies can escape the notice of established “experts” and it shows 
the willingness of media and politicians to uncritically accept “scientific” findings that suit their purpose.  

This revelation signals that we need to stop for a moment, reflect on the pandemic strategy that has 
been adopted, and change course. We need to ask:  

 Why are experts looking to simulated data for the answers when we already have the real data 
right in front of us? 
 

 Why/how did Fisman et al. and so many other experts get things so wrong?  
 

 What implication does this have on the “accepted” narrative regarding the vaccine program and 
vaccine effectiveness? 
 

 If experts got this model and their findings so wrong when they literally had the real outcomes 
right in front of them, what else have they been wrong about? 
 

 Don’t the real-world observations from the Omicron wave demonstrate that federal vaccine 
mandates and travel restrictions against the unvaccinated are scientifically unsupported?  
 

 Do the arguments supporting human rights violations that were presented in the Fisman et al. 
study justify greater restrictions be placed on vaccinated individuals, especially if boosted? 

These are important questions and they should be addressed.  

Regarding the last two questions:  

 Yes, the real-world observations from the Omicron wave do, in fact, demonstrate that federal 
vaccine mandates and travel restrictions against the unvaccinated are scientifically 
unsupported.  
 

 The violation of fundamental human rights, whether for the unvaccinated subpopulation or 
vaccinated, should never be taken lightly. Indeed, there are safeguards written into the 
Constitution that are meant to protect the rights of citizens from government abuse and 
overreach. More on this in the section below.  

We need to move forward in a more positive, comprehensive and beneficial manner. Objective, 
evidence-based science that adheres to established protocols and ethics is a powerful tool for 
understanding the world around us and can provide insight that benefits the health and safety of 
individuals and communities. It is important for universities and reputable journals to keep these 
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principals at the forefront of their research efforts and peer-review processes to safeguard against 
unintended public harm and potential scientific fraud.  

Concern #5:  The danger of conflating reality with fiction  

The assertions made in the interpretation section of the Fisman et al. paper moves the study from 
mere incompetence to the realm of scientific fraud and a vile attack on basic human rights. 

Throughout the interpretation section of the Fisman et al. paper, the authors conflate reality with 
simulation and fact with fiction. Consider the following line taken from the interpretation section of 
the study  

“Many opponents of vaccine mandates have framed vaccine adoption as a matter of 
individual choice. However, we found that the choices made by people who forgo 
vaccination contribute disproportionately to risk among those who do get vaccinated.” 

The authors did not show this. No people were involved in this study. No real-world observations 
were used at all. The statement points to a real-world issue, namely, freedom of individual choice. 
Then it claims that they found that people who forgo vaccination contribute disproportionately to 
risk. This flagrantly incriminating, unsubstantiated and fictitious “result” was quickly disseminated 
by the media. 

The authors then continue along these faulty lines, making unwarranted assertions about 
population mixing and such, that ends on this “fact”:  

The fact that this excess contribution to risk cannot be mitigated by high like-with-like 
mixing undermines the assertion that vaccine choice is best left to the individual and 
supports strong public actions aimed at enhancing vaccine uptake and limiting access to 
public spaces for unvaccinated people, because risk cannot be considered “self-regarding.” 
There is ample precedent for public health regulation that protects the wider community 
from acquisition of communicable diseases, even if this protection comes at a cost of 
individual freedom.” 

A fact, a thing that is known or proved to be true: 

Merriam-Webster 

1(a): something that has actual existence; (b): an actual occurrence 

2: a piece of information presented as having objective reality 

3: the quality of being actual: ACTUALITY 

Macmillan Dictionary  

1: (COUNTABLE) a piece of true information 

2: (UNCOUNTABLE) things that are true or that really happened, rather than things 
that are imaginary or not true 
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Other dictionaries such as the Cambridge Dictionary, Collins English Dictionary, Britannica 
Dictionary etc. all provide similar definitions.  

What Fisman et al. present is not fact, it is fiction based on highly subjective, unscientific modelling 
that has no connection to reality whatsoever.  

Not only is the “fact” statement presented by Fisman et al. deceiving and unjustified, it is highly 
irresponsible and potentially dangerous. The authors use the fictitious “fact” as a means to 
inadequately and inappropriately advise on public policy, advocating gross violations of human 
rights.  

Contrary to claims made by Fisman et al., the study’s findings do not support segregation, 
community exclusion of the unvaccinated or “strong public actions aimed at enhancing vaccine 
uptake.” Such support is unwarranted and unethical. Moreover, the paper is an inappropriate 
forum to advocate public policy that undermines fundamental human rights, whimsically ignoring 
all the legal and ethical considerations built into the Canadian Constitution to protect such rights. 
How these fraudulent and unethical assertions escaped the peer-review process is unfathomable.  

As mentioned in the above section, the Canadian Constitution was created to protect citizens from 
government abuse and overreach. While Section 1 of the Constitution includes a provision of 
reasonable limits to individual rights and freedoms when in the best interest of the greater 
community, any such limits must be demonstrably justified via the Oakes test. Indeed, the onus of 
proof is on the government and, to date, they have failed to provide that proof.  

While a discussion regarding Oakes criteria and the lack of scientific evidence to support the federal 
vaccine mandate, travel restrictions and other covid measures is long overdue, it is beyond the 
scope of this critique. More pointedly, such constitutional considerations were also beyond the 
scope of the Fisman et. al study and any suggestion that a hypothetical, provably false simulation 
can justify the waving of constitutional rights and freedoms without such consideration is beyond 
absurd.  

It is clear to me and many others that politicians have been misusing the name of “science” to 
justify circumventing the Constitution and their duty to provide the necessary evidence for the 
measures they impose. “Experts” have facilitated that abuse, most recently witnessed on Monday 
May 2nd, 2022 when the Fisman et al. study made its way into parliamentary proceedings to support 
the federal travel restrictions against the unvaccinated.  

This has to stop. The University of Toronto and CMAJ should not be party to it.  

Science should not be used as a weapon to quash human rights and to circumvent the Constitution. 
Maintaining an objective scientific approach is vital when studying this pandemic and informing the 
public. Doing otherwise has tremendous potential to do harm and inadvertently increase misery and 
suffering.  
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Concern #6:  The rampant spread of disinformation 

A handful of model parameters in a spreadsheet hardly constitutes a person, yet many have conflated 
the entities of Fisman et al.’s simulation with real people. A fair question to ask is: Why is this so? News 
of the study spread rapidly to media outlets, who pushed articles such as the following to untold 
numbers of layman readers: 

 Merely hanging out with unvaccinated people puts the vaccinated at higher risk: study by Eric 
Schank, Salon20 (April 27, 2022)  
 

 Unvaccinated people threaten the safety of individuals vaccinated against SARS-CoV-2 
Reviewed by Emily Henderson, B.Sc., News Medical21 (April 25, 2022) 
 

 Unvaccinated People Increase Risk of Covid Infection Among Vaccinated, Study Finds by Robert 
Hart, Forbes22 (Apr 25, 2022) 
 

 Unvaccinated disproportionately risk safety of those vaccinated against COVID-19, study 
shows by Andrea Woo, The Globe and Mail23 (April 25, 2022) 
 

Entities in Fisman et al.’s “unvaccinated” group are characterized mainly by a single parameter setting of 
0.2 – the baseline immunity in unvaccinated people – which sets them apart from the “vaccinated” 
group. The Fisman et al. paper refers to this value as an assumption and is arbitrary. There is no artificial 
intelligence, social structure, or particularly complex interactions occurring between entities in this 
model. There is no real biology at play, or physics. There is no comparison with real situations or data. 
Every step is deterministic. These entities are completely “flat,” abstract, and void of any connection to 
reality. Insight into exactly how they are conflated with real people can be gathered by a closer look at 
some of the articles: 
 

 Unvaccinated People Create Higher Risk for Vaccinated, Study Says by Ralph Ellis, WebMD24 
(April 27, 2022) 

 
From the article: 

“People who don’t get vaccinated against COVID-19 are putting themselves in danger 
and also are creating a ‘disproportionate’ threat to the health of vaccinated people, 
even in places with high vaccination rates, says a study published in the Canadian 
Medical Association Journal.” 

 
20 https://www.salon.com/2022/04/27/unvaccinated-risk/ 
21 https://www.news-medical.net/news/20220425/Unvaccinated-people-threaten-the-safety-of-individuals-
vaccinated-against-SARS-CoV-2.aspx 
22 https://www.forbes.com/sites/roberthart/2022/04/25/unvaccinated-people-increase-risk-of-covid-infection-
among-vaccinated-study-finds/?sh=3a0da7a124a3 
23 https://www.theglobeandmail.com/canada/article-unvaccinated-covid-risk-for-vaccinated-canada/ 
24 https://www.webmd.com/vaccines/covid-19-vaccine/news/20220427/unvaccinated-people-create-higher-risk-
for-vaccinated-study-says 
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 Study: Unvaccinated People Increase COVID-19 Risk, Even Among Vaccinated People 
Healthline25 (April 25, 2022) 
 

From the article: 

“Experts say COVID-19 risk increases when unvaccinated people mingle with vaccinated 
individuals.” 

“Dr. William Schaffner, a professor in the Division of Infectious Diseases at the 
Vanderbilt University School of Medicine in Tennessee said the study is a model, but the 
takeaways can be ‘very, very instructive.’” 

“We know that the virus can infect the vaccinated as well as unvaccinated people… but 
this model indicates, really with some clarity, that unvaccinated people not only have 
obviously increased risk for themselves… but are more efficient transmitters… drivers 
or engines of transmission in the community,” Schaffner told Healthline. 
 

 Mixing with the unvaccinated increases COVID-19 risk for the vaccinated, study finds by 
Morgan Lowrie, Canadian Press, Toronto Sun26, Montreal Gazette27, National Observer28,Times 
Colonist29 (Apr 25, 2022) 
 
  From the article: 
 

“The research published Monday in the Canadian Medical Association Journal found 
that vaccinated people who mix with those who are not vaccinated have a significantly 
greater chance of being infected than those who stick with people who have received 
the shot.” 

These articles either contain quotes from the paper that make erroneous assertions about actual people 
that were never studied, and/or contain quotes from experts who have also confused Fisman et al.’s 
entities with people. That is, the public’s misinterpretation is largely due to the erroneous manner in 
which the results were presented in the CMAJ paper, the erroneous connections to reality made or 
implied therein, and the dissemination pipeline. Moreover, the study – heavily centered on the Delta 
variant – was promoted as applicable to current day, despite the dominance of Omicron and despite the 
glaring contradiction of the model with Omicron infection case data. It is mindboggling how the authors 
could promote the hard-line views of this paper focused against the unvaccinated when current, readily 

 
25 https://www.healthline.com/health-news/study-unvaccinated-people-increase-covid-19-risk-even-among-
vaccinated-people 
26 https://torontosun.com/health/mixing-with-the-unvaccinated-increases-covid-19-risk-for-the-vaccinated-study-
finds 
27 https://montrealgazette.com/pmn/news-pmn/canada-news-pmn/mixing-with-unvaccinated-increases-covid-19-
risk-for-vaccinated-people-study-finds-2/wcm/964efac0-7226-46c2-b546-2e4c57d7e036 
28 https://www.nationalobserver.com/2022/04/25/news/mixing-unvaccinated-risk-covid-vaccinated 
29 https://www.timescolonist.com/national-news/mixing-with-unvaccinated-increases-covid-19-risk-for-
vaccinated-people-study-finds-5295746 



16 
 

available data indicates the much larger population of boosted individuals are showing multiple times 
(as much as three times14) the infection rate of unvaccinated individuals. 
 
Clearly, the authors have generated a massive trail of misinformation, resulting in the propagation of 
fear, mistrust, and derisive attitudes towards a segment of the population in the real world who bear 
absolutely no resemblance to the entities in Fisman et al.’s model. The ethics of this endeavour must be 
addressed, and soon. Additionally, if some future version of this paper survives scrutiny and is not fully 
retracted, any references to actual people or reality should be removed from the paper. The first page 
should display a glaring warning that the results therein are highly oversimplified and do not relate to 
real events – past, present or projected. 
 
Delving further into these and other articles that are based on the paper, it quickly becomes clear that 
the first author heavily promoted the work, leveraging the non-existing connections between the study 
and real people. For example, 
 

 Unvaccinated people increase risk of COVID-19 infection among vaccinated: study by Irelyne 
Lavery, Global News30 (April 25, 2022) 
 
  Quote by David Fisman pulled from the article: 
 

“We use models in a lot of different ways,” said Fisman. “They’re just simplified versions 
of reality.” 

As noted in previous sections, Fisman et al.’s model cannot be considered as consistent with reality.  
 
Another example appears in the article Merely hanging out with unvaccinated people puts the 
vaccinated at higher risk (as referenced above), speaking to the CMAJ article:  
 

“I think it becomes reasonable to use vaccine mandates and passports as a measure that 
prevents the benefit of vaccines (in those who choose to be vaccinated) from being eroded by 
the choices of others," Fisman continued. "Striking a balance between the rights of individuals 
and rights of communities is pretty much bread-and-butter public health, so it's unclear to me 
why this would be contentious. There is no fundamental right to spread tuberculosis, typhoid or 
syphilis, for example." 

 

In the above quote, Fisman likens normally-healthy unvaccinated people to carriers of tuberculosis, 
typhoid, and syphilis. Perhaps Dr. Fisman can clarify how the SARS-Cov-2 population mixing study is 
related to syphilis transmission and vaccination. Is there even a syphilis vaccine available? Is a study 
regarding the transmission of syphilis forthcoming that will shed light on this link?   

 
30 https://globalnews.ca/news/8783380/unvaccinated-vaccinated-covid-risk-canadian-study/ 
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These appear to be more false comparisons, the goal of which is to cast individuals labelled as 
unvaccinated in poor light. Comments of this nature to media outlets expose intent, and elevate the 
disseminated material from misinformation to disinformation.  

In short, the ramifications of the Fisman et al. publication, just days off the press, have been immensely 
harmful and have caused an even greater rift in in an already divided society. Media, politicians and the 
public have confused the fiction presented by Fisman et al., and published by CMAJ, as fact.  

Not surprisingly, the prevailing takeaways from the study are that unvaccinated people threaten the 
safety of the vaccinated, they are “drivers” of disease31,32,33, and that it’s best to “stick to your own 
kind.” The misleading headlines noted above represent a mere sample of the disinformation that is 
running rampant. 

An immediate remedy must be sought to end the disinformation and put a stop to further harm 
accruing from this study. 

Concern #7: Blatant scientific and research misconduct 

As outlined in the University of Toronto’s Policy on Ethical Conduct in Research, the University expects 
all faculty, students and those holding a university post to adhere to the highest standards of ethical 
conduct in every aspect of research. Moreover, the university policy complies with the requirements of 
the Tri-Agencies (CIHR, NSERC or SSHRC) whose framework promotes scholarly and scientific rigour as 
well as honesty and accountability in the dissemination of knowledge.34,35  

Allegations specific to the University’s Framework to Address Allegations of Research Misconduct 
include: 

 
31 Once again, real-world data indicate the opposite may be the case, see COVID-19 Alberta Statistics, (retrieved via 
The Wayback Machine - https://web.archive.org/web/20220110084941/https://www.alberta.ca/stats/covid-19-
alberta-statistics.htm) 
32 There is evidence of increased susceptibility to SARS-CoV-2 within the 14 days of an individual’s first inoculation. 
This suggests that vaccination may drive transmission, especially in the absence of policy or vaccination protocols 
that warn individuals of this increased risk or that do not attempt to limit exposure to the virus during this time. 
This also demonstrates potential bias in labelling those who experience covid symptoms within 14 days of their 
first or second inoculation as “unvaccinated” as is the case for the data presented on the official Ontario Cov-19 
website.  
33 Another indication that vaccination may help drive infection appeared early during the Pfizer clinical trials. See:  
Vaccines and Related Biological Products Advisory Committee Meeting December 10, 2020 FDA Briefing Document 
Pfizer-BioNTech COVID-19 Vaccine: "Clinical laboratory tests (hematology, chemistries) were assessed in study 
BNT162-01 and C4591001 phase 1. The only common laboratory abnormality reported throughout the studies was 
transient decreases in lymphocytes 1-3 days after Dose 1, which increased in frequency with increasing dose, were 
mostly Grade 1-2, generally normalized at the next laboratory assessment 6-8 days after Dose 1" 
"Suspected COVID-19 cases that occurred within 7 days after any vaccination were 409 in the vaccine group vs. 287 
in the placebo group." 
34 University of Toronto Framework to Address Allegations of Research Misconduct and the Policy on Ethical 
Conduct in Research is available online: https://research.utoronto.ca/research-integrity/submit-research-integrity-
complaint 
35 https://rcr.ethics.gc.ca/eng/framework-cadre.html#a2-1 



18 
 

A. Fraud including the fabrication and falsification of data and results - two of the most severe 
violations of research integrity. 

Data fabrication is the act of making up data and reporting the made-up data as a true reflection 
of events. This often occurs when a researcher fills out the experiment with personal assumed 
data.36 An example of fabrication includes artificially creating data when it should be collected 
from an actual experiment or observation.37 The fabrication of data is a particularly blatant form 
of misconduct; it is a deliberate attempt to deceive others.38  

Falsification involves a deliberate manipulation the research process to produce a desired result, 
including leaving out data that goes against a desired result.39 

Falsification and fabrication are dangerous to the public as they can result in people giving and 
receiving incorrect medical advice; relying on falsified data can lead to death or injury or lead 
patients to take a drug, treatment, or use a medical device that is less effective than perceived.40 

Fisman et al. concocted a simulation to produce outcomes that align with their personal 
beliefs, they omitted any reference to readily available real-world data that completely 
contradicts their results, then proceeded to state the fabricated results as fact. Furthermore, 
they advocated for human rights violations to be put into public policy based on their 
fictitious findings. 

B. Willfully misrepresenting and misinterpreting findings resulting from conducting research 
activities.  

As mentioned in previous sections, the authors make numerous misrepresentations and 
misinterpretations of findings. Moreover, the following indicate that the misrepresentations are 
willful: 

(i) The authors show overt bias and make inappropriate disparaging comments indicating 
personal prejudice. 

(ii) Within one week of the publication, over a dozen rebukes submitted by 22 researchers 
and health care professionals were brought to the attention of the authors and posted 
on the CMAJ website. These serious concerns have gone largely dismissed. On May 3rd, 
2022 the authors acknowledged that they had received criticism regarding their 
incorrect interpretation of model results, their incorrect choice of parameters and that 
their model is stoking hatred against those who choose to remain unvaccinated against 
SARS-CoV-2. Instead of heeding these warnings and giving these concerns their due 
diligence, the authors suggest that any errors lie with the (mis)interpretation or lack of 
modelling competency of those critiquing the paper. Moreover, despite several medical 

 
36 Eungoo Kang and Hee-Joong Hwang, The Consequences of Data Fabrication and Falsification among 
Researchers, Journal of Research and Publication Ethics Vol 1 No 2 (2020), 7-10, JEL Classification Code : I29, O30, 
O39. https://www.koreascience.or.kr/article/JAKO202027265688897.pdf 
37 https://www.niu.edu/academic-integrity/students/cheating/fabrication-or-falsification.shtml 
38 https://onlineethics.org/cases/ethics-science-classroom/overly-ambitious-researchers-fabricating-data 
39 https://www.kuali.co/post/research-misconduct-why-we-need-to-take-it-seriously 
40 https://journals.library.columbia.edu/index.php/bioethics/article/view/8940 
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doctors and researchers pointing out the inconsistency of the study’s findings with real-
world data, the authors double-down on their erroneous findings.41 

(iii) The main author has, on several occasions and through various media outlets, stated 
the findings as fact or a reflection of reality knowing that wasn't the case. 

(iv) The authors list mathematical modeling as a key area of expertise; the main author is a 
tenured professor who teaches mathematical epidemiology. Certainly, such individuals 
would understand rudimentary model building, interpretation of results and inference.  

(v) The authors list several substantive conflicts of interest that align with the fabricated 
results. 

The use of this critically flawed work and fraudulent claims to target and penalize a segment 
of society is not only harmful to the group it seeks to punish, but to society as a whole. By 
reinforcing a false premise regarding transmission and infection, it hinders actual progress 
from being made and that affects the health and wellbeing of everyone.   

C. Lack of sufficient scientific rigour: The main author, Dr. David Fisman, is a tenured professor of 
epidemiology who highlights mathematical modeling & simulation along with decision analysis 
& cost-effectiveness analysis as research interests.42 A co-author, Dr. Ashleigh Tuite, is an 
infectious disease epidemiologist and mathematical modeler. In particular, she is interested in 
the use of mathematical models to synthesize and communicate complex information and 
uncertainty43.  
 
It is difficult to reconcile the alleged expertise of the authors with such a poorly constructed 
study that fails to adhere to the most basic research protocols. This does not bode well for the 
reputation of the University of Toronto and it undermines the field of mathematical 
epidemiology.  
 
Recall that it was the mortality projections based on Professor Neil Ferguson’s seriously flawed 
epidemiological model that sparked global lockdowns in 2020, including here in Canada. These 
lockdowns have had a detrimental impact on our health and well-being as well as the economy. 
The massive influence of the projections that came from this one study—projections that were 
overstated by orders of magnitude—was largely a result of who reported them. As Mark Landler 
and Stephen Castle wrote in the New York Times: “It wasn’t so much the numbers themselves, 
frightening though they were, as who reported them: Imperial College London.” The Times 
articled noted that, with the professor’s ties to the WHO, Imperial was “treated as a sort of gold 
standard, its mathematical models feeding directly into government policies.”44 
 
Ferguson’s report, based on a clearly faulty model, advocated for radical lockdowns and strict 
social distancing until a vaccine was available. Now Fisman et al.’s fraudulent report, written by 

 
41 https://www.cmaj.ca/content/194/16/E573/tab-e-letters#re-impact-of-population-mixing-between-vaccinated-
and-unvaccinated-subpopulations-on-infectious-disease-dynamics-implications-for-sars-cov-2-transmission 
42 https://www.dlsph.utoronto.ca/faculty-profile/fisman-david-n/ 
43 https://www.dlsph.utoronto.ca/faculty-profile/tuite-ashleigh/ 
44https://www.nytimes.com/2020/03/17/world/europe/coronavirus-imperial-college-johnson.html; 
https://www.iedm.org/the-flawed-covid-19-model-that-locked-down-canada/ 
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faculty members out of University of Toronto and published by CMAJ, vilifies and advocates for 
human rights violations against individuals that, in reality, have shown and continue to show (as 
of this writing) reduced infection rates compared to the vaccinated (especially those who 
received a booster shot).  

The harm that comes from such scientific misconduct is massive, especially during a global pandemic 
where scientific results can quickly be incorporated into government policy that affects tens of 
millions of lives. 

The authors’ credibility is clearly compromised in this area and this brings into question any previous 
work, recommendations, and advocacy these authors have done regarding the pandemic. All such work 
should be reviewed for errors and bias, especially in regards to Covid-19 vaccination or anything derived 
from mathematical modelling exercises done in part, wholly, or influenced by any of the three authors. 

Bottom Line: A RETRACTION and INVESTIGATION are in order 

The assertion made by the authors of Fisman et al. that the unvaccinated contribute disproportionately 
to risk among those who do get vaccinated is completely unfounded. It is direct result of a fabricated 
model that flips reality. Indeed, the data posted on the official Ontario Covid website shows that during 
the Omicron surge in Dec 2021 – Jan 2022, the incidence rate was disproportionately greater amongst 
the vaccinated group. Not only has this trend continued, individuals who’ve received the booster dose 
show even greater risk of infection.   

The Fisman et al. study concocted a model simulation that FLIPPED reality, then proceeded to inform 
policy based on this inverted, false reality. More specifically, the study leveraged a false premise to 
support public policy aimed at enhancing vaccine uptake and limiting access to public spaces for 
unvaccinated people. 

This study must be retracted, immediately, and denounced by both the University of Toronto and CMAJ. 
As competent, ethical scientists, we cannot pretend that the epidemic wave in Dec/Jan never happened 
and simply overwrite it with a fake simulation that says the opposite. 

Moreover, I am calling on the University of Toronto to investigate David N. Fisman, Afia Amoako and 
Ashleigh R. Tuite for research misconduct. The affiliations of the main author with the Ontario Science 
Table, Pfizer and other pharma companies, along with the affiliation of Tuite with the Centre for 
Immunization Readiness (Public Health Agency of Canada) and the affiliation of all authors with the Dalla 
Lana School of Public Health (University of Toronto) call into question the prevailing advice our public 
health officials have been given, the intent behind that advice and the consequences of “expert” 
incompetence or deception. 

 


