Ms. Salak’s description of the assault:

The day before the assault, May 7 2016, in the Intensive Care Unit of Colonia del Sacramento Hospital, a male orderly laid me out naked in front of him and made comments about the “whiteness” of my skin, asking me if I was from the “North.” I said yes. As he washed my naked body, he proceeded to tell me how he liked women with white skin, that it was rare in Uruguay. As I listened to this, helpless before him, just out of a coma, I feared I was in danger of being sexually assaulted.

That evening, one of the male night orderlies (the “stout man,” as I will later call him) approached me. He put unidentifiable substances into my neck IV. Then he put a pill in my mouth that I already knew to be some kind of tranquilizer. Given the sexual comments from the other orderly, I thought it wise not to consume the pill. So I pushed it beneath my lip and waited for the stout man to look away. As soon as he did, I spit it out in my water glass. But he caught me doing it. Angrily, he mashed up the pill in the glass and forced me to drink all the water. Eventually, I faded into a light sleep, but the sedation never fully kicked in as I had been drinking cannabis/hemp tea all day (to help bring down inflammation and protect my brain), and I knew it was acting as an antidote to the side effects of any narcotics or toxins.

So I was awake and lucid when the two male orderlies entered the ICU in the early morning on Sunday, May 8th. There was a window across from me. As I saw no sunlight, I assumed it was around 4:00-5:30A.M. Prior to the men’s entry, I had been wondering why the entire staff of the ICU was gathered in a back room, laughing and chatting as if they were having a party or lively staff meeting. Every once in a while I could hear the female night doctor leading some kind of discussion. There was no one in the ICU—no nurses, no doctors. The place was completely deserted, curtains drawn before the room across from me, hallway lights dimmed. It seemed odd to me—it was an ICU. At the very least, shouldn’t there have been a nurse around?

But there was no one at all, and then suddenly the two male orderlies walked in. The moment I saw them approaching me, with no one else in the room—in particular, no women—I knew they were planning to assault me. Naturally, they would do it while the rest of the ICU staff was off in their meeting. I knew there was absolutely nothing I could do to stop them. I had just survived a coma that no should have survived, was attached to IVs and catheters, and was completely at their mercy.

The first orderly, whom I will call the “stout man,” approached me from the right. The second man, whom I will call the “tall man,” approached me from the left. I was stripped of all sheets and they laid me naked before them. The stout man slid me to him and placed me on my side, painfully yanking at my catheter tube and raising my buttocks, spreading my genitals open in front of him. At that point I protested and asked what he was doing. I tried to ask for a woman, a nurse. I felt the man wiping something over my genitals, then opening them wide. I could feel a pressure in my bowels (likely from the object being jammed into my vagina, pressing into my rectum).  Shortly after I must have lost consciousness.

I soon awoke before the tall man on the other side of the bed, who had placed me on my side before him, facing him. He stood over me. Both men rolled sheets under my body so that my genitals were tilted at an angle to the tall man. They were all-business, clearly following a protocol that they had done many times before. The tall man moved my right leg forward. He positioned my left knee against my chest. He spread my vagina and anus open (this was likely when the tall man began moving the object inside my vagina). I protested again. I asked him what he was doing to me. I kept talking to him until the man said something back. One of the words he spoke was “sangre,” blood. He held me in this exposed position. Suddenly, I felt violent, deep stabbing within my body. It was like black flames shooting through my body. I fought the man with what strength I had, but then I must have fainted from the pain.

When I awoke, the tall man still had my genitals spread open before him and was saying something to the stout guy. The stout guy left and returned with some kind of packets. They looked like long Q-tip packages (which I figured were anesthetic lubricant, as I was protesting and moving around so much, making it hard for them). The tall guy slid me across the table to the stout man, who proceeded to place me before him and open my anus as wide as it could go. I remember feeling it stretching as if beyond its capacity. At this point, I was so weak and near surrender that I was just ready to give up, but a voice in my head told me that I needed to say something to the man immediately or he would succeed in killing me. Somehow, I forced myself to speak. I demanded to know what he was doing to me. I tried to say Stop! in Spanish. Pare!

To my astonishment, he mumbled something and stopped. The two men put me back in my bed. They stuck a surgical sheet under me to absorb all the blood leaving my anus and vagina, putting an additional large pad between my legs. The ICU staff came back on-duty. The lights were turned on, and the curtains were opened. Women—nurses—appeared on the ward again. The day doctor replaced the night doctor. Meals were served. Everything went back to normal.

I put a hand between my legs, feeling all the blood, knowing the orderlies had horribly harmed me. I raised my bloody hand above my head so the ICU staffers could see and come over. But no one seemed to notice. They all ignored it. As I lay in bloody pads and sheets, the day doctor came by to check my breathing and to order a chest X-ray. My husband was allowed to briefly see me. I showed him the blood between my legs. By this time I was very weak and in shock, and unable to really explain what had happened to me beyond the fact that I was bleeding. When he saw the blood, he thought I had started menstruating from the stress of what had happened to me. I was not yet well enough to be able to articulate anything else, so I did not report the assault to him until I had stabilized a few days later.

Though I had come out of a coma less than two days earlier, men suddenly came to remove me from the ICU and place me in the communal ward of the general hospital across the street. This was just hours after the orderlies’ brutal assault. My torso was obscenely swollen from internal hemorrhaging, and I was bleeding profusely from my genitals and anus. Everyone, from the X-ray tech guy to the day doctor to the nurses, must have seen the blood and known that something improper had happened. But no questions were asked. The nurse/female doctor in the public hospital who removed my catheter and bloody pads winced at the sight and shook her head, but said nothing.

After spending a night in the crowded communal room of the public hospital, some Uruguayan friends had me moved into a private isolation room upstairs due to the gravity of my situation. For days, I hovered between life and death from blood loss, still consuming the special hemp tea my husband had made. (Hemp was well used in the 19th century to stop uterine hemorrhaging and prevent loss of consciousness from blood loss, and is likely the reason why I did not die from blood loss after the assault.) Four days after the assault, a Uruguayan doctor released me from the public hospital and allowed me to go home with a private nurse in attendance. I weighed 155 pounds when I returned home on May 12, 2016. Four days later, I weighed 135 pounds. Presumably, I had lost 20 pounds of internal blood and water weight created by the assault. I finally stopped bleeding from my genitals one week post-assault. Two weeks post-assault, my bowels still do not function properly, and my abdomen remains swollen with a feeling of internal hernia. Also, my legs feel extremely weak and wobbly, making it hard to walk—as if all the muscles had been stripped. I believe this was partly from my struggle against the orderlies. Dizziness will remain a problem until lost blood can be replaced. My tail bone aches with walking, and sitting brings discomfort. Through the grace of God, all cognitive functioning remains intact.



Examination of Kira Salak by Jake Sturm Seven Days After the Hospital Assault

NOTE: As Ms. Salak’s assault occurred in a hospital, likely on the orders of the ICU night/weekend doctor, we could not call a doctor into the house to do a forensic examination of Ms. Salak’ injuries. I have studied pre-med in college, I have university degrees in physics, computer science, and psychology. My physics degree gives me an advanced understanding of blunt force trauma and the effects that are created by the forces from this type of trauma. I also worked as a nurse’s aid in nursing homes and hospitals, had advanced medical training in the U.S. Army as an Army officer, taught Anatomy and Physiology in a college, have a detailed understanding of the human body from my studies of psychology, etc. Therefore, I have all of the knowledge and skills to do a forensic exam on Ms. Salak and have provided the details of that exam below. –Jake Sturm

Externally, the inside of the labia minor were extremely swollen and inflamed from the forced insertion of an object into the vagina. At this time, the labia minor lay swollen and open, exposing the stretched, enlarged, open vagina, i.e. the vagina looked liked a woman’s vagina after childbirth, when the vagina and labia have been stretched open from the child’s head and body coming out of the vagina (Ms. Salak gave birth by cesarean section, so her labia and vagina were unchanged by childbirth) . There was still some swelling in the labia majora that is likely due to the abdominal bleeding engorging the labia with blood. 

There was severe injury around the opening to the urethra. It is unlikely that this is from the catheter; it appears that the object that was inserted into the vagina was forcibly pressed against the labia minor and upon the opening to the urethra, then forcibly slid downward into the opening to the vagina. The opening to the urethra was extremely swollen, but without obvious internal injuries, so it does not appear any objects were forcibly inserted into the urethra; instead, as described, the injuries are from an abrasion injury during insertion of an object into the vagina.

There are also bruises and swellings from the object rubbing along the lower inner part of the labia minor as it was inserted into the vagina that are consistent with the injuries to the urethra. Judging by the injuries to both the urethra and the inside of the labia minor, it appears that the assailant used one hand to push the object down upon the labia minor, while the other hand forcibly slid the object down into the vagina. Due to the extremity of the injuries, it would appear that the assailant had used full force when committing both actions. 

As Ms. Salak had a catheter in her urethra, a second assailant must have pulled on the catheter upwards towards Ms. Salak’s abdomen. Ms. Salak did recall feeling the catheter being pulled before the vaginal assault.

Abrasions extend nearly all they way up the inside of the labia minor. Because the object had to be at least the size of the abrasions, the object had to be at least 7 to 10 centimeters long. As the vagina was left stretched open by insertion four days later, the object had to be at least 7 to 10 centimeters wide, but it could have been larger than 10cm. Thus, given the abrasions along the labia minor, the object appears to have been a large, round metal object, at least 7 to 10 centimeters in diameter. It is possible it was longer than wider, but it appears to have been round on the end. As the object was forcibly inserted, it must have had a handle. In other words, the object may have looked something like this: a short metal rod with a handle at the top and a large ball on the end.

The injuries along the bottom of the labia minor indicate that insertion into the vagina occurred from the front of the body. Specifically, the insertion occurred with Ms. Salak lying on her left side, her right leg lifted, the handle of the object parallel to the labia and raised a few centimeters above the abdomen. An insertion from this angle could only occur if someone were facing the front of Ms. Salak’s body—i.e., it had to be done by the orderly Ms. Salak described as “the tall man” who was positioned facing the front-rear of her.

Note: Ms. Salak’s description of the assault starts with her being with the stout man, her back to him. According to Ms. Salak, the stout man started by wiping her vagina and anus with a cloth. As Ms. Salak did not feel the insertions into her anus and vagina, the cloth must have had anesthetic on it (it is likely that this anesthetic would also paralyze and therefore relax the muscles). 

Because the object was forced into the vagina along the inside of the labia, the object had to have been pushed directly into the lower part of the vagina—i.e., directly into the posterior fornix. As there is no obvious injury to the cervix, the object had to be inserted downward toward the pubic bone, below the normal pathway of the vagina. The pubic bone was bruised, showing that this was the insertion pathway. This insertion appeared to have been done so as to purposely place the object into the posterior fornix. The injury to the tail bone indicates that insertion was very violent and forceful. 

From Ms. Salak’s description of the events, it is likely that vaginal insertion occurred while Ms. Salak was still next to the stout man, facing the tall man, immediately after the stout man wiped Ms. Salak’s genital area with anesthetic. Based upon Ms. Salak’s description of her position and the location of the orderlies, immediately after the stout man had wiped her and he still had Ms. Salak’s right leg held up, the tall man must have inserted the object into Ms. Salak’s vagina in the manner described above. Ms. Salak stated she had a vague recollection of feeling sudden pressure in her rectum immediately after being wiped (she was likely moving in and out of consciousness from the violent insertion and would only have partial recollection of the event). The anal pressure would be consistent with the downward insertion of the object into her vagina which would ram the object against her rectum through her vaginal wall, compressing the vaginal and rectal walls against her tailbone. 

The labia minor were bright red and swollen along the entrance to the vagina, again consistent with forcible entry of a foreign object into the vagina. There were several swollen, bruised areas around the entranceway and severe swelling and injury of tissue. 

Within the vaginal wall there was one abrasion, about 1cm-2cm long, on the bottom of the vagina near the posterior fornix, again consistent with entry going downward toward the pubic bone. The abrasion was extremely tender to the touch. 

There was severe swelling all throughout the posterior fornix; the entire area was tender to touch. The walls of the posterior fornix were so stretched that the posterior fornix now formed a pouch at the end of the vagina. There was bruising in two primary locations in the posterior fornix. The first was from the initial insertion of the object via the front of the body. The second, accounting for the majority of bruising, is where the posterior fornix faces the abdomen, which could only be from very forceful repeated movements back and forth of the object against the vaginal wall of the posterior fornix. These movements could only be done with the object’s handle now perpendicular to the labia and parallel to the vagina (there was no injury to the sacrum, so this is the only possible placement of the handle so that the object would miss the sacrum). This would indicate that after insertion into the vagina, the handle of the object was aligned with Ms. Salak’s back before being moved in and out violently to pummel and injure Ms. Salak’s internal body.  This action of moving the object in and out as described could only be done from the rear of the body. To do this, according to Ms. Salak, the orderlies repositioned her on her side, facing the tall man who stood over her; they placed rolled sheets under her body to tilt her chest down, her buttocks at a slight angle facing the tall man. In this position, the tall man could easily perform the assault, the handle now easily repositioned parallel to her back.

As there is no injury to the cervix, the object was only moved back and forth within the posterior fornix in front of the cervix, and not pulled past the cervix (it is likely the vagina stretched with each forced insertion, so there was no need for movement within the vagina itself). If the object was longer than 10cm long, there should have been abrasions along the cervix and the vaginal wall from the movement of the object. As there are no abrasions from the movement, the object had to be around 10cm long, attached to a metal rod (a metal rod in the vagina during the movement of the object would be too thin to make abrasions on the cervix or the vaginal wall, which is what was found in examination).

A large welt was also found on Ms. Salak’s right heel, suggesting she struggled against her assailants during the assault. This welt is consistent with her pushing herself off something, possible the top of the lowered guard rail, to move away from the assailant’s thrusts of the object into her body. Her left leg has a torn psoas muscle, indicating she violently pushed off something with the left foot, also. All of the injuries on both legs indicate Ms. Salak was resisting the assault with great force, apparently using her legs to rotate her body away from the insertions into her vagina of the object. It is likely these movements prevented the tall man from getting sufficient force during his insertions of the object to tear Ms. Salak’s vaginal wall and finally led to the object being pulled out of her vagina when she rotated her body away from the tall man. It is also likely that to prevent Ms. Salak from pushing of this object with her feet during the final anal assault they moved her to the end of the bed and placed her feet in a position where they could not push off anything, i.e. over the end of the bed. In the final position, Ms. Salak’s legs were positioned such that her right leg was placed perfectly to kick the assailant during the anal assault (Ms Salak has extensive training in taekwondo). As her injuries indicate that she had full motor control of her legs (though no sensation in her legs and so no actual awareness of what they were doing), it is almost certain that when Ms. Salak yelled “Stop!” that she also kicked the assailant violently, which would have stopped the assault. There is also a muscle tear in Ms,. Salak’s right shoulder indicating that she was holding onto something, likely the guard rail, with her right arm to steady her body when her left foot was violently forced into some solid object. These tears in the right shoulder would be consistent with a very hard kick during the final part of the assault. From her leg injuries, it can be concluded that Ms. Salak’s had the normal reflexes to move away from the object when it was thrust into her body. As Ms. Salak was capable of talking, she should have also had the normal reflexive vocalizations of screaming out in pain each time the object was thrust into her body, i.e. she was likely crying out loud enough to be heard by the entire ICU staff laughing in the room down the hall (if she could hear them, they should be able to hear her). 
As the abdominal organs are too high to be reached from the vagina, the movement of the object within Ms. Salak’s posterior fornix could not have reached them. While this assault would not have injured any of the abdominal organs except possibly the colon, the object was precisely placed to create severe damage to the aortic vessels feeding the uterus, vagina and anus, resulting in massive hemorrhaging. This hemorrhaging occurred, as seen in later x-rays and also because Ms. Salak’s abdomen became severely swollen and distended from internal bleeding after the assault (also recall Ms. Salak stating that the tall man said the word “blood” in Spanish to tell the stout man that the procedure was working). According to Ms. Salak’s hospital ICU medical records, her white blood cell count dropped from 13,400 cells per cubic millimeter on May 7th 2016, the day before the assault, to 7,710 cells per cubic millimeter on May 9th, the day after the assault. This is a 42% drop in Ms. Salak’s white blood cells over 48 hours. During this same time period her red blood cell count dropped from 4.5 million cells per ul (4,500,000) down to 4.1 million cells per ul (4,100,000), a 9% drop in red blood cells. All other blood values are normal, therefore the only explanation for such a loss of red and white blood cells is a massive loss of blood, i.e. severe abdominal bleeding from the assault. The blood loss at the time of the blood test was probably over 35% of her total blood. Normally, a person would be in a coma at this point, but Ms. Salak was consuming cannabis tea at this time, and cannabis is well known to protect the brain during blood loss. Unfortunately, Ms. Salak had only consumed a small amount of the cannabis tea, only enough to block the effects of the narcotics and drugs and keep her conscious during the assault. By the time the day doctor arrived at around 06:30, Ms. Salak’s blood loss was greater than the cannabis could treat. Upon interviewing Ms. Salak I discovered that there was approximately one to two hours of time following the assault that she does not recall. By both her descriptions of the blood she witnessed coming out of her body and by the blood tests, the blood loss at the time the day doctor arrived was over one third of her blood, so much blood loss that with the small dose of cannabis she consumed, she finally lost consciousness and once again went into a coma. Therefore, when the day doctor arrived at approximately 06:30, Ms. Salak was in her last hour or two of life, bleeding slowly to death from the assault in front of the entire ICU night staff. 

On May 8th, at 07:00, approximately one hour after the assault and while Ms. Salak was still bleeding heavily, a blood test was done that showed that her white blood cell count had dropped by 36%, i.e. as said above, Ms. Salak had lost over one third of her blood in the assault. As neither white blood cells or platelets are replaced while hemorrhaging occurs, the platelet count should have also had approximately the same percentage drop. According to the medical records, the platelet count dropped only 5% at the same time the white blood cell count dropped by 36%. There is no natural biological process that can explain this difference during hemorrhaging. The only possibility is that Ms. Salak was given a blood transfusion with red blood cells and platelets by the day doctor at around 06:30, May 8. From the blood test done immediately after the assault (May 8) until the next day (May 9), Ms. Salak’s white blood cell count dropped by 9% and her platelet count dropped by 6%, i.e. the changes in the two from hemorrhaging are now almost identical. Both the red blood cell count and the platelet count dropped by 10% from before the assault until the day after the assault, the amount of blood that was lost during the time from after the assault until the next day, i.e. the loss in platelets and red blood cells only reflects the loss from May 8th through May 9th but does not reflect any of the cells lost during the actual assault  This could only be possible if there was a blood transfusion replacing the red blood cells and platelets lost during the assault on the morning of May 8 before the 07:00 blood test.  Ms. Salak recalled that when she awoke, there was a line connected into her neck cannula that was filled with blood, i.e. almost certainly a blood transfusion. There is no mention in her records of a blood transfusion. No further transfusions could have been given to Ms. Salak as her cannulas were all removed after the May 9th blood test. As the day doctor appears to have withheld food and fluids from Ms. Salak during her first three days in the hospital while she was in a coma (Ms. Salak went three full days with no food, and likely, also with no fluids during this time), it appears that the ICU staff went from trying to murder her for nearly four days to saving her life. Something obviously occurred after the assault that stopped the murder attempts. 

Ms. Salak continued bleeding four more days in the hospital after this test and then another day at home, so her blood loss must have been over 40% of her total blood. Only the most brutal, violent assault can result in such a loss of blood.

Judging by where the men had placed the object in the vagina, in addition to breaking the aortic vessels, it would appear that their objective had been to also rupture the vaginal wall. If the wall had been ruptured (provided that the rod of the object was long enough), the object could have then been forced into the abdominal cavity, leading to death within a very short time.

There was bruising and swelling in the perineum indicating the object was placed over her anus and perineum and then forced into her body in a manner that is similar to the vaginal insertion. As the posterior labial commissure is not torn, these injuries in the perineum are not from the vaginal assault but from a separate anal assault.

Around the rim of the anus were hemorrhoids, large swollen areas, and anal tears, consistent with insertion of a foreign object within the anus. The injuries do not appear severe enough to be made by an object much wider than 10 cm. Within the rectum there were three abrasions, each about 1cm to 2 cm long. As detailed below, this is consistent with Ms. Salak’s description of the stout man’s assault—she said it felt as if he was pulling her anus as wide apart as it could go—the pain killers and anesthesia prevented her from actually feeling the object in her (but, as with the vagina, the pain killers did not block the feeling of pressure). As there are abrasions all along the wall of the rectum, the object appears to have been pulled nearly all the way out of the rectum and then rammed back in to the end of the rectum repeatedly during the assault—i.e., the anal assault was much more violent than the vaginal assault. There is severe damage in the rectosigmoid junction, with many abrasions, swelling and bruising. This area was obviously pounded by an object that was forced into the rectum, which once again damaged abdominal blood vessels, the rectum wall and caused more internal bleeding. There does not appear to be any tears that went through the wall of the anus or rectum, likely because Ms. Salak verbally protested a third time during the stout man’s anal assault and told him to stop, and also because she resisted the assault as best as she could. After Ms. Salak’s did this, the stout man finally stopped the assault. It appears the goal in the anus was also to create hemorrhaging as well as rupture the rectal wall and get the object into the abdominal cavity. The tearing of the wall did not occur, but the hemorrhaging continues with each bowel movement a full three weeks after the assault (immediately after a bowel movement, Ms. Salak’s heart rate goes into tachycardia, her skin becomes cold and clammy, she feels panicked, and she is breathless, i.e. she has all the symptoms of internal bleeding, hemorrhaging).

Note: It is likely that an anal assault was attempted by the tall man after the vaginal assault. Ms. Salak was aware that something more was going to happen after the vaginal assault by the tall man, which is why she asked him a second time what he was doing. It is likely that because Ms. Salak was resisting the anal assault, likely still pushing off something with her feet, he stopped trying to get the object into her so he could reposition her so she could not resist, and also to anesthetize her rectum/ These two actions would stop her from protecting herself from their violent assault. This would explain why Ms. Salak was repositioned and passed to the stout man. 

As there are only abrasions on the body from forced insertion and no actual cuts, even where the object pounded the body, the object that was inserted had to be rounded—likely a round metal ball—attached to a metal rod (anything other than a ball would have left much more damage along the rectal wall).

Nearly a week after the assault, Ms. Salak and her husband observed on pads fresh red blood coming from both her anus and vagina (initially, there was so much blood that it impossible to see that it was coming from both orifices).

According to Ms. Salak, after the assault occurred at ~05:00A.M., the day doctor came onto shift around 07:00A.M. and immediately took blood from Ms. Salak. She also ordered an x-ray of her chest, which would be the proper tests do to if she had discovered Ms. Salak had been assaulted as described above. The x-ray, which I viewed in the hospital, showed pulmonary infiltrates, which the doctor said was new. Pulmonary infiltrates are common with abdominal compartment syndrome, i.e.—the filling of the abdomen with fluid. As Ms. Salak was brought to the ER for respiratory failure, I did not look at the abdominal region of the x-ray, and so did not see the blood in her abdomen that must have been visible on the x-ray. The results for the blood test, which confirmed massive internal bleeding, is given above.

On the day after the assault, after she had been transferred to the public hospital, Ms. Salak took the pharmacy receipts from the medication that was given to her by the nurse. One of the slips showed that Ms. Salak was being given 200 mg Quetiapine several times a day. Quetiapine  is an extremely powerful antipsychotic. This drug was not listed in Ms. Salak’s medical records as one of the drugs she was supposed to be receiving. This drug causes extreme drowsiness and prevents a person from processing information properly, preventing them from being able to reason properly or even communicate. She was given this in the morning, so it was not for sleep. Thus, Ms. Salak could not tell me about the assault in the hospital because she was too drugged to be able to explain to me what happened to her. Four days after she came home, when the drug wore off, she began to tell me all the details.

Jake Sturm’s account of Ms. Salak’s Poisoning with Neurotoxin
On May 2, 2016, Ms. Salak went to the local mall. It was the first time she was out of the house in six weeks. On May 3rd, Ms. Salak began to have trouble breathing. At this time, Ms. Salak’s daughter Shyloh Sturm began to have a very runny nose with copious snot running out of it and her seizures from her epilepsy became worse. I began giving Ms. Salak cannabis to treat her condition. On May 4, Ms. Salak went through the entire day stable but constantly having breathing problems. By 22:00 she had trouble breathing and was in crisis. 

I worked in a hospital as a nurse’s aide for more than four years, so I know breath sounds. Ms. Salak’s lungs were totally clear, with no fluid build-up. No pneumonia. No whistles, crackles or any other sign of lung constriction. Her asthma medications, Albuterol and Advair, both failed completely and had no effect. In every previous case of asthma, however, they had always worked. This would only be possible if the crisis was not caused by a constriction of the airways or by edema in the lungs—i.e., it was not an asthmatic crisis (which is what the doctors at the hospital had called it). The only possibility was that her diaphragm and breathing muscles were paralyzed by a toxin. This, and the runny nose of Shyloh, are the classic symptoms of Sarin exposure.

Based on my training as a U.S. Army Chemical Officer, I would say this chemical seems to be a variant of Sarin, probably developed by Germany somewhere in the Middle East. It also had some special method of delivery where the dose keeps increasing until it reaches fatal levels in a few days.

Based on my training, this poison appeared too strong even for atropine. The Israelis are developing the most powerful anti-nerve agent in the world using synthetic cannabinoids, the medicinal compounds in cannabis. From the medical literature of the 19th century, I knew that cannabis would act as an antidote to poison in the body, regardless of type. Trusting this old knowledge, I gave my wife a tea made with cannabis sativa and cannabis hemp.

I kept her cannabis dose high enough to block the neurotoxin from getting into the receptors in her brain that control breathing. For six hours, I succeeded in keeping her alive. Throughout this, she was suffocating constantly. 

She vomited several times, another symptom of Sarin poisoning, making it very difficult to keep a therapeutic dose of cannabis in her. I began rolling her cannabis cigarettes in addition to the tea. She smoked these cigarettes every time she became nauseous or couldn’t breathe. Every time the cigarette would make it easier for her to breathe, decrease the nausea, and give her a few more minutes of life. If this had been a problem in the lungs, she would never have been able to get the smoke from a cigarette into her lungs without coughing or having asthmatic spasms. The lungs were clear and fine. Ms. Salak drank the cannabis tea I made her in tiny sips every few minutes, she could not get more in because of the nausea. 

At 4 AM she seemed to stabilize. She insisted I lay down and get some rest. Unfortunately, I did do this. Shortly after I laid down, Ms. Salak vomited again. This time she could not smoke the cigarette because her breathing made it too difficult to smoke. She managed to get a small amount of cannabis tea into her body during this time.

By 4:30 AM the cannabis had dropped below therapeutic levels and she began to go into crisis. I woke up and found Ms. Salak in severe difficulty, but breathing. I went to the kitchen to get medicine and then Ms. Salak called out for me.

I ran over to find her on all fours on the floor. She lost her bladder, another Sarin symptom. I ran for an epinephrine injector pen, even though it was not asthma. When I returned she was in the last minutes of life. The epinephrine did nothing for her breathing. It clearly was not an asthmatic crisis. 

Ms. Salak died before me. She turned blue very quickly. Her diaphragm now was fully paralyzed. I had to get her to the hospital for intubation so she could breathe until the poison wore off. 

It was over seven minutes before CPR was administered. Her lungs gurgled from the fluids that fill the lungs after death. I put my hand on her chest and she had a heart beat. It appears that her heart had died (she had ST segment elevation in her EKGs in the hospital, this shows that her heart was deprived of oxygen and went into complete failure). The epinephrine had kept the heart beating, likely in fibrillation, even after death.  

Finally, during CPR, the medicine in her stomach must have finally been absorbed and pushed the cannabis levels in her body back up to therapeutic level, allowing her to breathe on her own again.

For a week after Ms. Salak stopped breathing, Shyloh continued to intermittently make the same breathing sounds as Ms. Salak did when her diaphragm was paralyzed. We took Shyloh to a hospital, and like Ms. Salak, her lungs were clear. The poison must have passed through the breast milk and also poisoned Shyloh. Shyloh’s lower brain epilepsy worsened after the poisoning and continued to cause violent seizures until two weeks after the event.

The ER records shows Ms. Salak with clear lungs and in agonal breathing. Normally, agonal breathing occurs when there is severe injury to the brain and the entire brain is dead, all that remains is a very small reflexive functioning left in the part of the brain stem that controls breathing. Agonal breathing is a brainstem reflex; it is the last respiratory pattern prior to terminal apnea (loss of breath). In another words, normally, the agonal breathing would indicate that she was close to being completely brain dead and would die shortly without respiratory assistance (this type of injury to the brain creates paralysis of the breathing muscles, just as a neurotoxin does, which leads to death by suffocation). 

According to the medical literature, if Ms. Salak was near brain death from not breathing for seven minutes, allowing Ms. Salak to be on the respirator for a day and half would have normally allowed enough time to pass for the final reflexes of life, agonal breathing, to die off and cease. Therefore, if Ms. Salak’s paralyzed diaphragm was caused by brain injury from not breathing, removing her from life support as the ICU staff did on May 6 was to end her life, as by that time her brain should have been fully dead and life was only being sustained by machines. But Ms. Salak did not die when she was removed from the machine. She not only was able to breathe on her own, but she was able to talk, i.e. there was no cognitive loss. 

There is no possible way Ms. Salak could have actually been brain dead when she entered the ICU if she now has full cognition. The only possibility is she was poisoned by a neurotoxin that was blocking the brains neurotransmitters, preventing the brain from sending signals. This is exactly what Sarin does. Externally, this would appear to be brain death, exactly what the emergency room doctors and ICU doctors believed was occurring to Kira. But in truth, her brain signals were being blocked by the neurotoxin. As a doctor at the hospital told me that the German Ambassador to Uruguay, Dr. Heinz Peters, had called and asked about Ms. Salak’s condition (she is a U.S. citizen and so he had no reason to call), he obviously ordered Ms Salak’s poisoning, her removal from life support, and the assault described above. Dr. Peters would do this because Ms. Salak, a journalist, has proof that the German hospital eugenics program is still running, murdering innocents, especially Muslims, in their hospitals.

By the time they took Ms Salak off life support, Ms. Salak’s body had removed enough of the neurotoxin from her body that she regained consciousness and breath on her own. Cannabis must have acted like pyridostigmine bromide, protecting enough of the neuroreceptors from the neurotoxin that she could recover once the toxin began to leave the body. 

Obviously, the doctors, ordered to kill her by taking her off life support, were then forced to murder her through the assault when she awoke. 

Note: Because there was a case in Uruguay were nurses murdered patients by giving them drugs in their IVs, this method probably could not be used to murder patients in this country any more. 

There is no question by my training as a U.S. Army Chemical officer that Ms. Salak was poisoned with a neurotoxin.

