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Introduction
1. Further to my report of 11 May 2022 (Report), I have been provided and read the affidavit of
Mr. Christopher James dated 10 June 2022 (Mr. James’ affidavit).
2. In this further Report, I reply to Mr. James’ affidavit and also provide details of the rates of
adverse events reported from myocarditis to CARM, and updating information on further deaths
reported to DAENS in the 5-11 year old age group following COVID Vaccine since my last report.
3. In this reply, I use the same definitions as in my Report. Source documents are attached.
4. From paragraphs 125-135 of Mr. James affidavit, Mr. James criticises the manner in which I have
set out the statistical information from CARM and MedSafe.
5. My Report summarised the publicly available data from the CARM website (in CSV format) and
MedSafe reports (as the two contain different information) of adverse events reported following
delivery of the COVID vaccines.
6. From there, I drew conclusions from the New Zealand data and the New Zealand Article for
NON-covid vaccines adverse event reports (for reasons explained at paragraphs 8.2 and 8.3 of
my Report). I also drew comparisons with the Australian data.
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7. My analysis of the adverse events data for both NON-covid and COVID Vaccines shows that
there has been a substantial increase in adverse event reporting to CARM following the
introduction of COVID-vaccines. For:
a.
b.

NON-COVID vaccines, CARM was receiving 2.6 adverse event reports per day (between
2005 to 2009); and
COVID Vaccines, CARM was receiving 137 adverse event reports per day.

8. This change in number of reports per day is more than a fifty-fold, or 5207% increase in adverse
event reports from NON-covid to COVID Vaccines.
Quality of the CARM and MedSafe data
9. Throughout my Report I have explained concerns and shortcomings with the CARM data, see
paragraphs 6.9, 6.10, and 9.10. From a statistical analysis perspective, the CARM data is not
good quality or analysable data for reasons I have described.
10. At paragraph 135 of Mr. James’ affidavit, he has identified a potential further shortcoming in the
data that the CARM data namely “records reported events which may or may not have been
medically confirmed.” This is not information that is available from the publicly available CARM
data.
Reply to Mr. James’ affidavit
11. Mr. James makes five criticisms of the analysis in my Report, namely:
a.
b.
c.
d.
e.

failure to standardise the number of adverse events against the number of vaccines
administered – paragraphs 125-130 of Mr. James’ affidavit;
failure to take into account extra public interest in the COVID Vaccines over NON-covid
vaccines – paragraph 131 of Mr. James’ affidavit;
different population sizes between New Zealand and Australia - paragraphs 132-133 of
Mr. James’ affidavit;
Mr. James’ analysis of adverse event reporting as plotted - paragraph 134 of Mr. James’
affidavit; and
identification of serious adverse events - paragraph 135 of Mr. James’ affidavit.

12. I deal with each criticism under their own heading below.
a. Adverse reaction reports not standardised using number of vaccine doses administered
13. As to the criticism that my Report does not adjust the number of adverse events reported by the
number of vaccine doses administered, I repeat my comments above. Also, I was not asked to
standardise my analysis of the CARM data, rather I was asked to report on what the CARM and
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MedSafe data showed. The data indicates that during the COVID Vaccine period there is a 50fold increase in reporting, or 50 times the rate of adverse events being reported to NON-covid
times.
14. Mr. James suggests that the reason for the increase is the great number of COVID Vaccine doses
being administered.
15. Even standardising the figures using the numbers of vaccine doses Mr. James’ has identified for
each period there is still a significant increase in adverse event reports for the NON-covid period
and the COVID Vaccine period, see Table 1:
Vaccine

NON-Covid
COVID Vaccine

Doses per Day
(information below
provided by Mr
James)
3,780
26,451

Adverse events
reported to CARM/day

Adverse Events per
10,000 doses
Administered

2.6
137

6.8
51.7

Table 1: NON-covid and COVID vaccines standardised against number of vaccines
administered, respectively
16. In addition to standardising the number of adverse events reported by the number of vaccines
delivered, I have further adjusted these to 10,000 doses for easier comparison. For the COVID
Vaccine period of February to December 2021 the number of adverse events reported is a 660%
increase (compared with NON-covid vaccines). Even standardising the number of adverse
events against the number of COVID Vaccines administered, the increase is statistically
noteworthy.
b. Increased public interest and media scrutiny leads to increased adverse event reporting
17. Mr. James’ is also critical that my analysis does not take into account the likelihood of increased
public interest, media scrutiny, and changes to the reporting environment in the COVID Vaccine
period which could explain the increased in adverse events reported.
18. I was not, nor was I asked to conduct a detailed review of possible reasons behind the data for
the substantial increase in adverse events per day from NON-covid to COVID Vaccines.
19. Further, such data or information is not available from the CARM and MedSafe publicly available
information.
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c. Different population sizes between Australia and New Zealand
20. Similar to the first criticism Mr. James has suggested my comparisons of the New Zealand
adverse event reports with the Australian data fails to take into account the respective
population sizes of New Zealand and Australia.
21. I have not done a per capita analysis as this would not provide useful data. Instead, I have
conducted my comparative analysis on a per dose administered basis (as described at paragraph
9.31.and Table 11 of my Report).
22. Data from both countries forms a useful comparison. From a statistical analysis perspective, I
used the Australian data as a means to compare and understand more about the New Zealand
data. It is not unreasonable to compare the Australian data with the New Zealand data because
both countries:
a.
b.
c.
d.

e.

faced similar COVID infection timeframes;
started a similar vaccination campaign at a similar time;
have similar voluntary reporting systems for adverse events;
are both western countries with similar underlying population health issues (relative to
each other and distinct from a comparison to a second or third world country for
instance)
ease of access – I have completed a similar analysis for Australia using the TGA database
so it makes sense to use that data as a sensible comparison (especially in light of poor
quality MedSafe data).

23. Another reason for using the Australian data was where there were shortcomings in the New
Zealand data and I could not replicate the work I had done on the Australian data, ie as
explained at paragraph 7.7 of my Report.
24. As mentioned above, my Report does not expressly take into account a per capita comparison
because to do so would be irrelevant. More appropriately, I have analysed the number of
adverse events reported per country per 10,000 doses, see Table 2:
Geography
Adverse Events per 10,000 doses
New Zealand
57.01
Australia
18.99 (rounded up to 19.00)
Table 2: comparison of adverse events reported to New Zealand CARM and Australian
DAENS per 10,000 doses of COVID Vaccines administered
25. From my analysis, New Zealand is reporting three times, or 200%, the number of adverse events
than Australia for every 10,000 doses administered.
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d. Mr.James’ adverse events analysis
26. Mr. James’ has conducted his own adverse events analysis at paragraph 134 of Mr. James’
affidavit and is unable to identify the significant spike in adverse event reporting I identified in
December 2021 and explain at paragraph 9.16, 9.17 and 9.18 and illustrate in Table 6 and Figure
16, of my Report.
24. Mr. James’ analysis is different to mine. His analysis reviews all adverse events, whereas I am
reviewing the number of serious adverse events that are being reported.
25. When plotted over the four time periods I have been asked to review, there is a spike in the
number of serious adverse events as a percentage of total adverse events. Namely, there was a
twofold increase in the number of serious adverse events as a percentage of total of adverse
events reported in mid-December 2021, see Table 3:
Serious Adverse Events as a percentage of TOTAL Adverse Events Over Time
2005-2009
1 Feb 2021 to 16 Dec
17 Dec 2021 to 16 Jan
17 Jan 2022 to 31
NON-covid vaccines
2021
2022
March 2022
COVID-Vaccine
COVID-Vaccine
COVID Paediatric
Vaccine
3.6%
4.0%
8.1%
8.1%

Table 3: serious adverse events as a percentage of total adverse events over time
30. Finally, Mr. Jame’s graph plots adverse events following the first dose (blue line), second dose
(brown line) and all doses (black line). There is no explanation as to what the black line all doses
means. However, all doses appears to be an average of the first and second dose rather than a
tally of all doses.
e. Identification of Serious Adverse Events
31. Mr. James’ is critical of the classification I have made for serious adverse events from all adverse
events reported to CARM.
32. Because the CARM and MedSafe data and information that is publicly available does not give
such classification, I have identified a selection of adverse events as “potentially” or “likely”
serious based on their description. I explained and identified this at section 6 of my Report,
specifically paragraph 6.9 and 6.10 and as dealt with at paragraph 12.2, and following table 19 in
my Report.
33. If CARM and MedSafe have this categorisation data available, I am prepared to rerun my
analysis. However, absent it, I rely upon the analysis carried out in my Report.
5
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Reports of myocarditis to CARM versus expected background rates of myocarditis
26. Further to my analysis of serious adverse events, in children in paragraph 12.2 of my Report and
the comments throughout the Mr. James’ affidavit with respect to rates of myocarditis being
reported to CARM, I have conducted some further analysis.
27. Myocarditis is inflammation of the heart muscle (myocardium). The inflammation can reduce
the heart's ability to pump blood. A severe case can weaken the heart, which can lead to heart
failure, abnormal heartbeat and sudden death.
28. Treatment may include medication to regulate the heartbeat and improve heart function. In
rare but severe cases, a device may be required to help the heart function.
Source: https://www.mayoclinic.org/diseases-conditions/myocarditis/symptoms-causes/syc-20352539

Expected Background rate of Myocarditis in NZ per 100,000 Population 2008 to 2009 vs Actual
Rate AEFI’s due to the Pfizer vaccines 2021
29. Figure 4 below shows the expected rate of Myocarditis in the New Zealand population from
2008 to 2019 sourced from the GVDN (Global Vaccine Data Network). I have added the current
rate of myocarditis for 2021.
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Figu
re 4:
exp
ecte
d
bac
kground rate of myocarditis in New Zealand per 100,000population from 2008 to 2019 versus actual
rate of adverse events reported due to the Pfizer Vaccines.
Source: Expected background rates are sourced from Global Vaccine Data Network.

30. The 2021 actual rate is calculated as 12 months of myocarditis adverse event cases divided by
total NZ population x 100,000. The New Zealand population statistics. There is no information
for 2020.
Source: View table - Infoshare - Statistics New Zealand (stats.govt.nz)

31. The figures 2008 to 2019 are NON-covid years. They show an underlying increasing level of
myocarditis in the New Zealand population. This underlying level will continue to increase
independent of COVID Vaccines, unless the root cause can be identified and addressed. The
actual figures for 2021 as presented are simply those diagnosed with myocarditis as the result of
the adverse event reporting following a Pfizer Comirnaty Vaccine per 100,000 population.
32. The actual level in 2021 (COVID Vaccine period) is showing more than double the expected rates
of myocarditis than for 2017, 2018 and 2019 (NON-covid Vaccine period).
33. The myocarditis actual rate for 2021 is sourced from MedSafe adverse events reporting from
February 2021 to April 2022, which has been adjusted to 12 months. The 2021 figure, does not
7
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include any additional underlying causes of myocarditis in the population. This figure could
include at least the weighted average of historical myocarditis in the population which existed
before COVID. For example, assuming the underlying level in 2021 is the same as it was in 2019,
this would take the actual rate for 2021 to 2.25 plus 6.93 which is 9.22 – suggesting that a more
likely figure is around 9 cases of myocarditis for every 100,000 people in New Zealand.
34. Adding the weighted underlying average of myocarditis to the number of reports of myocarditis
reported to CARM in 2021 sees an increase of 4 times the background level of myocarditis per
100,000 population (9.22/2.25=4.09) when compared to the NON-covid vaccine years which is
significant.
Expected Background Rate of Myocarditis in NZ per 100,000 Population 2008 to 2019 vs Actual
Rate AEFI’s due to COVID vaccines 2021 by Gender
35. Figure 5 below show the expected rate of myocarditis in the New Zealand populations from
2008 to 2019 now reported by gender. I have added the current rate of myocarditis for 2021.

Figure 5: expected rate of myocarditis in NZ per 100,000 population 2008 to 2019 vs actual rate of
adverse events due to Pfizer COVID Vaccines 2021 by gender
Source: Expected background rates are sourced from Global Vaccine Data Network.

36. The myocarditis actual rate for 2021 in New Zealand is sourced from MedSafe adverse events
reported by gender, from February 2021 to April 2022, adjusted to 12 months.
8
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37. The actual rate for males is 12 months of myocarditis cases divided by New Zealand population
of males x 100,000. Similarly, the actual rate for females is 12 months of Myocarditis cases
divided by New Zealand population of females x 100,000.
Source: View table - Infoshare - Statistics New Zealand (stats.govt.nz)

38. Figure 5 above shows clearly a higher expected rate in males than females and this is also
evident in the actuals.
39. Adding the baseline 2019 information, to reflect the underlying level of myocarditis in the
population already, to the actuals gives a new male figure of 10.27 cases of myocarditis for
every 100,000 population and for females 7.76 cases of myocarditis for every 100,000
population.
40. As per Figure 5, the actual levels of myocarditis in males reported to CARM in 2021 is just under
3 times (7.4/2.97=2.5)) the background level of myocarditis per 100,000 population and in
females just 4 times (6.17/1.53=4) the background level of myocarditis per 100,000 population.
Both figures are statistically significant.
The expected background rate of myocarditis in New Zealand per 100,000 population 2008 to
2019 vs actual rate adverse events from COVID Vaccines in 2021 by age range
41. Figures 6 below shows the expected rate of myocarditis in the New Zealand population from
2008 to 2019 by age range. I have added the current rate of myocarditis for 2021. I have
included two figures for figure 6 to assist with reading the numbers on the bar graphs.
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Figure 6.1: The expected background rate of myocarditis in New Zealand per 100,000 population 2008
to 2019 vs actual rate adverse events from COVID Vaccines in 2021 by age range
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Figure 6.2: The expected background rate of myocarditis in New Zealand per 100,000 population 2008
to 2019 vs actual rate adverse events from COVID Vaccines in 2021 by age range
42. Looking at Figure 6 above, the expected background rates for years 2008 to 2019, show no
myocarditis in the 0-19 age group compared to the other age ranges. As at 2017,2018 and 2019
(NON-covid period) the highest incidence of myocarditis is in 40-59 and 60-79 year age groups.
43. As per the actual rates in 2021, which have not been adjusted for any underlying level of
myocarditis that might exist in the population, I note the significant incidences of myocarditis
now in 0-19, 20-39 and 40-69 age groups. The number of adverse events of myocarditis
reported to CARM and adjusted for the NZ population, per 100,000 population, in these age
groups is statistically significant.
44. I repeat my comment from above, the reports for 2021 I have graphed are conservative because
they include no underlying level of myocarditis in the population. At least the weighted average
of historical myocarditis in the population which existed before COVID, could be added to better
estimate the overall rate of myocarditis in the New Zealand population.
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Update on the DAENS reporting since my Report
45. At paragraph 12.3 and table 20 of my Report I set out a selection of adverse events reported to
DAENS in Australia since 10 January 2022, when the roll out to children 5-11 began. At that
time, 3 deaths were reported by the TGA to children 5-11 since 10 Jan 2022 and up to 24 April
2022.
46. Since my Report, there have been a further two deaths following Pfizer Cominarty Vaccines in 511 years reported to DAENS up to 29 May 2022.
47. This takes the number of deaths reported to five in the 5-11 year old age group. See table
below with screenshots following.
48. A complication associated with reviewing the death information in the TGA DAEN web site is
deaths are routinely reported in the TGA DAEN website with no age details. From February 2021
to 10 January 2022, there were 65 cases identifiable by case number (and screenshots) that had
a death as a reported outcome but had the ‘AGE ‘omitted. Of these cases 22 were reportedly
related to Pfizer Vaccines. There may be children aged 12-18 included in these deaths. Children
5-11 were provisionally approved to be vaccinated in Australia from 10 January 2022. Refer link
below for screenshots which evidence the death entry of these records with no ages identified.
https://1drv.ms/b/s!Al71AGIGLVVzgkevoHbinqhCrSN3?e=M32spM
Date

Case
Number
719838

Gender

Age

M

7

•
•

Cardiac Arrest
Generalised tonicclonic seizure

Death as
reported
Outcome

25 March
2021

724023

F

9

•

Cardiac Arrest

28 March
2021

724925

M

6

•

Adverse Event Following Immunisation

Death as
reported
Outcome
Death as
reported
Outcome

6 May 2021

733723

M

10

•

Adverse Event Following Immunisation

Death as
reported
Outcome

10 May
2021

734187

M

5

•
•

11 March
2021

Adverse Event

Result

Death as
reported
Outcome
Table 7: summary of deaths reported to DAENS following COVID-19 Vaccine in 5-11 year olds since the
roll out to this age group on10 January 2022
Abdominal Pain
Cardiac arrest
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Table of Contents Sources
1. Expected background rate of Myocarditis per 100,000 population in NZ
Pages 1-17
a. Overall population – sourced from Global Vaccine data Network
b. Segmented by gender
c. Segmented by age range
2. Calculation of Actual Incidence of Myocarditis per 100,000 population in NZ as follows”
 Adverse events following immunization as provided by Medsafe downloaded (11.44am on 3rd May 2022)
 Includes 14 months of data from Feb 2021 to April 2022.
Page 18
 Population statistics sourced from NZstats.View table - Infoshare - Statistics New Zealand (stats.govt.nz) Pages 19-23
 Overall, population
 by gender,
 by age range (insert screenshots here.)
3. Actual rates for 2021
Pages 25-27
a. calculated from incidence of Myocarditis adverse events divided by population numbers,
b. reported per 100,000 population.
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CONTENT 1
Expected background rate of Myocarditis per 100,000 population in NZ overall population – sourced from Global Vaccine data Network
Link View table - Infoshare - Statistics New Zealand (stats.govt.nz)
GVDN data – overall NZ
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CONTENT 2
Expected background rate of Myocarditis per 100,000 population in NZ by gender
GVDN (Global Vaccine data Network) NZ background rates by Gender
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CONTENT 3
Expected background rate of Myocarditis per 100,000 population in NZ by age range
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Analysis from the aefi linsting which shows the incidence of myocarditis adverse events from feb 2021 to apor 2022
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Age Group

0 to 9 10 to 19 20 to 29 30 to 39 40 to 49 50 to 59 60 to 69 70 to 79 80 to 89 90 to 99 100 and over

Myocarditis
(10028606)

1

47

87

114

65

47

27

17

8

Myocarditis
(10028606)

1

13

35

45

36

30

11

9

5

Myocarditis
(10028606)

33

49

65

27

17

16

8

3

Myocarditis
(10028606)

1

3

4

2

Female all ranges
Population screenshots
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1

Grand
Total

Gender

414 All
185 Female

1

219 Male
10 Unknown

Male all ranges
Population screenshots
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Overall population of NZ Q4 2021
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Male population
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Population NZ female
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CONTENT 5
Actual rates calculated from incidence of Myocarditis adverse events divided by population numbers, reported per 100,000 population
Calculating the myocarditis incident rate for 2021 - overall
No of myocarditis cases - 414
Period of time Feb 2021 to Apr 2022 - 14 months
Equivalent myocarditis cases in 12 months - 355
Population of NZ is 5120200 – see nzstats link.
Answer: 355/5120200*100,000=6.93

Calculating the Myocarditis incident rate for 2021 by gender
No of myocarditis cases - 414
No of Male myocarditis cases -219
No. of Female Myocarditis cases - 185
unknown - 10 cases
Period of time Feb 2021 to Apr 2022 - 14 months
Equivalent myocarditis cases in 12 months - 355
Equivalent Myocarditis cases in males in 12 months - 188
Equivalent Myocarditis cases in females in 12 months - 159
Population of NZ is 5120200 - https://infoshare.stats.govt.nz/default.aspx?RedirectReason=session_expired
Male population in Nz end of 2021 -2541300
Female population in Nz end of 2021- 2578900
Answer:male 188/2541300*100,000=7.4
Answer female 159/2578900*100,000=6.17

www.thehoodnz.com

Calculating the background rate for 2021 by age range
No of myocarditis cases - 414
14 months

12 months

0-19

48

41

20-39

201

172

40-59

112

96

60-79

44

38

80+

9

8

Total

414

355

Population of NZ is 5120200 - https://infoshare.stats.govt.nz/default.aspx?RedirectReason=session_expired
Females

Males

Total

0-19

623700

657920

1281620

20-39

705060

720900

1425960

40-59

657840

632290

1290130

60-79

475900

444640

920540

80+

89920

70300

160220

2552420

2526050

5078470
marginally short of total pop - probably rounding in original Nzstats
database

www.thehoodnz.com

Answer: 0-19 41/1281620*100,000=3.21
20-39 172/1425960*100,000=12.08
40-59 96/1290130*100,000=7.44
60-79 38/920540*100,000=4.1
80+ 8/160220*100,000=4.81
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