


Alaska Public Health Association

RO. Box </-18% « Anchorage, Alaska 99509

March 9, 1992

Ms. Arliss Sturgulewski, Chairman

Senate Health. Education and Social Services Committee
Senate

State Capitol, Juneau, AlIl 99801-1182

Dear Senator Sturgulewski:

I understand that the Senate Health Education and Social Services
Committee s currently considering the following Fills which are of great
interest to the Alaska Public Health Association (ALPHA):

Senate Bill 286, Immunization, Minors
Senate Bill 290, Access. Children, Preventive Health

The membership would greatly appreciate your consideration of ALPHA®S
position on the Bills as your committee does its work.

SENATE BILL 286 IMMUNIZATION, MINORS

ALPHA opposes enactment of Senate Bill 286, "an Act relating to the
immunization of minors". Many people believe that the vaccine-
preventable diseases of childhood, measles, mumps, rubella, diphtheria,
pertussis, and polio are a thing of the past, and some might even believe
that they no longer exist. Except for smallpox, which was eradicated
from the world in 1977, those diseases do sull exist, but iIn relatively
smaller numbers than in the past. The decline in the incidence rates ol
childhood diseases is largely attributable to the development of effective
vaccines. Twenty-one thousand cases of paralytic polio were reported iIn
the USA In 1952; now. fewer than 10 cases are reported each year. Cases
of diphtheria peaked at 207,000 in 1921; four cases were reported last
year. During 1990, nearly 28,000 cases of measles were reported in the
United States, 18 times the number reported in 1983, ana at least 89

people died of measles.



Alaska®"s current Immunization Program traces Its roots to the epidemics
of diphtheria and measles iIn Alaska in 1975 and 1977. Investigation of
the measles epidemic In 1977 showed that it occurred because Alaska®s
school immunization law was not being enforced and children were not
being vaccinated. A massive, state-wide vaccination program was
effective In stopping the epidemic. Since March 1, 1977, the day care
and school 1mmunization regulations have been enforced with great
success.

Senate Bill 286 (SB-286) would amend Alaska®s school immunization law
to allow parents and guardians to exempt their children from all
childhood vaccinations merely by stating in writing that their personal
beliefs are contrary to immunization. In addition, subsection (© places
decisions about when and how long to exclude unimmunized children
from schools during outbreaks of vaccine preventable diseases, In the
hands of school administrators and private physicians rather than in the
hands of experienced public health authorities. The Alaska Public Health
Association is strongly opposed to the adoption of SB-286 because it
proposes to weaken a law which, diligently enforced since 1977, has
been extraordinarily effective In making Alaska schools safe from vaccine-
preventable diseases.

In early 1990 Alaska experienced its largest measles outbreak in 20
years. The epidemic originated In Ketchikan and spread within three
weeks to Barrow. Eighty children and adults were affected; one infant
died. A remarkable fact about this epidemic is that there was absolutely
no evidence of measles transmission within schools, even iIn Ketchika*.
where 42 cases occurred. In contrast, In May 1973, before the school
immunization law was stringently enforced. Ketchikan recorded an
outbreak of 64 measles cases, all of whom were school aged children. [t
is only because of the high lewels of compliance with the state
immunization law and the resulting low levels of preventable diseases,
that anyone can even consider allowing a personal beliefs exemption to
mandated childhood immunizations.

The success of an immunization program depends upon what is known as
"herd immunity': the more people In a community who are immune t a
disease, the more diffiacult it IS O Introduce that disease iInto the
community. Fra group of people who have aU been vaccinated against a
disease such as measles are exposed to a person who has measles, few or
none of those people would contract the disease. In such a situation, a
substantial disease outbreak, or epidemic, cannot occur. However, If
immunization lewels In a community drop, then there are more people
susceptible to the disease, and the disease again becomes a potential
threat to the community.



It iIs 1mportant to understand also that vaccines are not perfectly
protective; not every child who 1is fully vaccinated against a disease
becomes I1mmune t It Sometimes the vaccine doesn"t "take.” The
percentage of people who are fully protected by administration of a
vaccine differs for each vaccine. [t iIs estimated, for example, that
between 80% and 90% of persons who receive the full scries of
diphtheria-tetanus-pertussis (DPT) shots arc adequately protected from
these diseases. This means that 10-20% of people who have been
vaccinated are stall susceptible to these diseases.

Parents who elect not t have their children vaccinated put their own
children at risk of acquiring such diseases as diphtheria, pertussis, and
measles. This would remain a private, personal choice if it had no
potential effect on other members of the community. However, because
vaccines do not perfectly protect all children who are vaccinated,
children who are not vaccinated and who become ill with a vaccine-
preventable disease do pose a threat to other members of the
community. For this reason, the personal beliefs exemption becomes a
significant public concern and not simply an issue of personal choice.

In order for a vaccine to be useful, iIts benefits must outweigh s risks.
Although vaccines are extremely effective In preventing certain diseases
and their complications, they are not without side-effects. The side-
elTects, or adverse effects, associated with vaccine administration may be
mild or severe. However, permanent, serious adverse effects associated
with vaccines are rare. DPT wvaccine, particularly the pertussis
component, has for years been attacked as an unsafe vaccine. Massive
research activities have been conducted world-wide, predominantly 1in
the United States and Great Britain, to determine the nature and
frequency of side-effects associated with DPT vaccination. The National
Childhood Vaccine Injury Act (Public Law 99-660), passed by the U.S.
Congress iIn 1956, called for a review of possible adverse consequences of
pertussis and rubella; this led to the establishment In 1989 of the
Committee to Review the Adverse Consequences of Pertussis and Rubella
Vaccines. The results of the committee®s review and analysis of all
available, pertinent medical and scientific Iiterature were published this
year (Adverse Effects of Pertussis and Rubella Vaccines. National Academy
Press. Washington. DC, 1991). They concluded, in part, that (@) there iIs
insufficient evidence to indicate any causal relation between DPT vaccine
and permanent neurologic damage, and (2 available scientific evidence
iIs consistent with a causal relation between DPT vaccine and acute
encephalopathy (an inflammatory brain condition), with an estimated
range of risk between 0.0 and 10.5 occurrences per million
immunizations. In contrast, natural pertussis disease iIs complicated by
encephalopathy once In every 250 cases. The use of DPT vaccine has
resulted in a 93% decline iIn the number of cases of this potentially fatal
disease during the past 50 years. The vast majority of scientists,
physicians, and public health officials believe that the benefits of
immunization far outweigh the risks.



The Alaska Public Health Association opposes SB-286 because it seeks,
without substantial medical justification, to weaken our stale™s cffecti/c
school i1mmunization law, a law whose diligent enforcement has
minimized transmission of serious illnesses In Alaska®s schools for the
past 15 years. ALPHA urges you and other committee members to vote
against passage of SB-286.

SENATE BILL 290, ACCESS, CHILDREN, PREVENTIVE HEALTH

ALPHA opposes Senate Bill 290, "an Act relating to access for children to
preventive health services; and providing for an effective date’'. ALPHA
docs not support this Bill for the following reasons:

1) The intention of this Bill is to create a nonprofit public corporation
within the Department of Health and Social Services t "fecilitate a
program to bring preventive health care services to children” by
cooperating "with existing preventive service programs funded by the
public or the private sector’’. The vague notion of coordinating existing
programs hardly seems to warrant the establishment of a new state
bureaucracy.

2.) The newly established corporation would be seriously handicapped in
its mission since it provides no new services for children, nor dies it
expand or iImprove upon any existing services. It has no cost
containment features, no focus on the improvement of rural services, and
intends to fully utilizez the extremely iInefficient services of the private
health Insurance industry.

In summary ALPHA opposes Senate Bill 286 and Senate Bill 290 and

urges you and your committee members to vote against enactment of
these Bills. Thank you for consideration of this matter.

Sincerely yours,
0$40WrI CaQQju g*-

Bill Dann, President
Alaska Public Health Association
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Alaska State Legislature

P.O. Box Y
Juneiiu, AK 99811-3100
Phone: (907) 165-3991

Legislative Research Agency Fnx: (907) 163-3351

August 26, 1991

MEMORANDUM
TO: Senator Arliss Sturaulewski

FROM: Linda J. Snow
Legislative AnaTyst

RE: Recent Developments in Laws Affecting Immunizations of Minors
Research Request 92.021

You asked for information about recent developments in other states concerning
mandatory immunization of minors attending public schools, and exemptions from
those requirements. You were particularly interested in developments in
philosophical or personal belief exemptions from mandatory immunization of
school children.

According to a recent survey of the 50 states® mandatory childhood immunization
laws prepared by the Centers for Disease Control (CDC), U.S. Public Healti®
Service, all 50 states allow medical exemptions from mandatory immunization,
with the exception of Mississippi and West Virginia all allow exemptions for
religious reasons, and 20 states allow exemptions for philosophical or personal
reasons.1 We interviewed public health officials in six of the 20 states
which allow exemptions on the grounds of philosophical or personal beliefs, as
well as officials in those two states which recently eliminated philosophical
exemptions from their laws. Relevant statutes of the six states contacted
(Arizona, California, Colorado, Minnesota, Utah and Washington) which currently
allow philosophical exemptions are included as Attachment A. Montana and
Delaware recently eliminated philosophical reasons as allowable exemptions to
childhood immunization requirements in public schools.

Common Elements of State Laws

State mandatory childhood immunization laws are structured similarly in the
states our research encompassed. In general, state laws applied to public
school enrollment, though many also applied to private schools, day care

1The 20 states which currently allow exemptions from mandatory childhood
immunizations for philosophical or personal reasons are Arizona, California,
Colorado, Ildaho, Indiana, Louisiana, Maine, Michigan, Minnesota, Missouri,
Nebraska, North Dakota, Ohio, Oklahoma, Pennsylvania, Rhode Island, Utah,
Vermont, Washington and Wisconsin.
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centers, and postsecondary education facilities. Three elements are common to
these state laws: 1) admission to educational institutions is conditional upon
compliance with mandatory immunization laws; 2) allowable exemptions from
mandatory immunization are defined; and 3) vreasons for exclusion from
attendance are delineated.

In most cases, a child"s admission to an institution is conditional upon
presenting either a medical record of immunization, medical proof of immunity
from specified diseases, or an authorized exemption form. Reasons for
exemption from immunization may include physical or medical circumstances,
religious beliefs, philosophical or personal beliefs, and provisional
exemptions which allow a period of time for compliance when a child is new to
a school system. Exclusion from school attendance may occur because the
requirements of conditional admission to the facility have not been met and/or
when children who have been exempted from immunization are subject to infection
due to an outbreak of a communicable disease. Although not always codified in
state law, this last condition for exclusion from school attendance generally
exists in state public health policy.

Policy of National Organizations

Mr. Bob Snyder, public health advisor with the Vaccination Project, CDC in
Atlanta, Georgia, stated that the CDC opposes philosophical exemptions to
mandatory immunization requirements in public schools because the exemptions
are believed to be open-ended and vulnerable to abuse. Because exclusion from
school attendance or quarantine may result in several months of missed school
for unvaccinated children during an outbreak of infectious disease, the CDC
supports a model law for mandatory childhood immunizations which does not
include an exemption for philosophical or personal beliefs.

According to Dr. John Middaugh, chief of Epidemiology in the Alaska Department
of Health and Social Services, the American Association of Pediatrics has
recommended that states eliminate not only philosophical belief exemptions to
mandatory immunization, but religious belief exemptions as well.

States Which Allow Philosophical Belief Exemptions

Arizona. Arizona state law allows exemptions from mandatory immunization for
medical, religious, philosophical and provisional reasons. The law requires
exclusion from school attendance for noncompliance but does not codify
exclusion or quarantine during infectious disease outbreaks. However, an
Arizona attorney general®s opinion states that children with a religious
exemption may be excluded from attendance in the case of an outbreak of
measles. According to Dr. Sands of the Arizona Department of Health Services,
the state recently changed the law to state that admission to public school 1is
conditional to compliance with state immunization laws. The department
requested the change because the old law was considered unenforceable and
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inadequate to protect school-aged children. Dr. Sands stated that Arizona
courts have upheld the legality of exclusion practices during the outbreak of
infectious diseases.

California. State law in California allows medical exemptions, personal
exemptions (which incorporate both religious and philosophical reasons), and
provisional exemptions to mandatory immunization. The law also establishes
authority to exclude children for noncompliance and to exclude exempted
children during infectious outbreaks. Marcy Jones, health promotion consultant
for the California Department of Health Services, stated that philosophical
exemptions to mandatory school immunizations are not abused in that state. Of
500,000 California children enrolling in kindergarten this year in California,
439 children (.088 percent) had medical exemptions and 2,700 children (0.54
percent) had personal belief exemptions.

Colorado. Colorado state law allows medical, religious and philosophical
exemptions to the mandatory immunization law, but does not codify provisional
exemptions. However, provisional exemptions are allowed without statutory
authority. Exclusion from attendance is allowed for noncompliance and during
infectious outbreaks. Ms. Judy Conner, director of Immunization in the
Colorado Department of Health stated that 97 percent of children enrolling in
that state®s public school system are immunized. Of those not immunized, 0.1
percent have medical exemptions, 0.2 percent have religious exemptions, 1.1
percent have personal belief exemptions, and 1.6 percent are provisionally
exempt because they are newly enrolled in Colorado public schools and have 60
days to comply with immunization requirements. Ms. Conner did not believe that
any of the exemptions were being abused.

Minnesota. State law in Minnesota allows exemption from mandatory immunization
for medical reasons and personal reasons (which include both religious and
philosophical reasons). The law does not authorize provisional exemptions, nor
does it allow for exclusion from attendance for noncompliance or during
infectious outbreaks. That state has an unwritten policy to exclude
unvaccinated children from attending classes during an infectious disease
outbreak, and no court cases in Minnesota have challenged that policy to date.
According to Cheryl Morton, immunization program representative for the
Minnesota Department of Health, there 1is no abuse of the personal belief
exemption from mandatory vaccination in Minnesota public schools.

Utah. Utah state law allows medical exemptions, personal belief exemptions
(which incorporate both religious and philosophical reasons), and provisional
exemptions to mandatory immunization. The law allows exclusion from classes
for noncompliance. According to Mr. Rick Crankshaw, immunization program
director with the Utah Department of Health, the state legislature is currently
attempting to eliminate existing personal belief exemptions (while still
allowing religious belief exemptions) to mandatory public school immunization
laws. The pending legislation was prompted by an outbreak of measles in a Utah
community 1in 1990 in which 67 of the 125 recorded cases could be traced
directly to children with personal belief exemptions from mandatory
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immunization. While not in statute, state regulations call for exclusion and
guarantine of unvaccinated children. However, it is Mr. Crankshaw®"s belief
that by the time exempted children are excluded, they have already been exposed
to the infectious disease.

Mr. Crankshaw believes that the mandatory immunization law would not have
passed in Utah without the personal belief exemption and that eliminating that
exemption from the law will be difficult. However, it is his opinion that the
personal belief exemption is a handicap to the mandatory immunization law. Mr.
Crankshaw stated that 1.9 percent of students entering public school in Utah
have exemptions from mandatory immunization, and 75 percent of those exemptions
are for personal beliefs. State law requires either a record of immunization,
medical proof of immunity or a valid exemption form for enrollment in public
school. Mr. Crankshaw feels that the personal belief exemption may be abused
in that often parents will sign a personal beliefs exemption form if they
cannot immediately locate immunization records. Although these children have
been protected by vaccination, they may unnecessarily be excluded from
attendance to school.

Washington. Washington state law allows medical, vreligious belief, and
personal belief exemptions to mandatory vaccination. State statutes allow
exclusion only for noncompliance with the law, but state policy advocates
exclusion in the case of an outbreak of infectious disease. Walt Lasota,
senior health advisor in the Washington Department of Health, stated that
Washington has experienced outbreaks of measles among groups of people who
philosophically object to mandatory immunization of children. He feels that
exclusion from classes is the price one pays for not vaccinating.

States Which Have Eliminated Philosophical Belief Exemptions

Delaware. In 1984, the Delaware state legislature eliminated philosophical
beliefs as a basis for exemption from mandatory immunization of public school
children. According to Edith Vincent, state supervisor of Health Services and
Health Education in the State Department of Public Instruction, that department
had recommended allowing only medical exemptions. The recommendation was based
on a study of costs to educate children who had been handicapped or severely
debilitated by infectious disease conducted by the Delaware Department of
Public Instruction. However, an organized religious group in that state
supported the exemption on religious grounds, and it was kept in the law. The
state"s current religious exemption 1is broader than most, and nearly
encompasses philosophical beliefs by stating that children may be exempt if
their parents®™ or guardians® "individual religious beliefs reject the concept
of immunization," thereby eliminating the need for belief in an "organized"
religion with established tenets.

Montana. According to Dick Paulsen, program manager Tfor the Montana
Immunization Program 1in the Montana Health and Environmental Services
Department, that state eliminated the philosophical exemption from mandatory
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immunization of public school children in 1988. There was no opposition in the
legislature to this change. Large outbreaks of measles in the state directly
related to children with personal beliefs exemptions in the prior year prompted
the legislation. Whole communities protested the exemptions and supported the

change.

Mr. Paulsen stated that he believes 95 percent immunization (the rate prior to
the change in Montana law) 1is not enough to stop the spread of measles.2 He
believes that the personal beliefs exemptions were abused because many times
when children with personal exemptions were excluded from school during
infectious disease outbreaks, the parents would immunize and return the
children to classes. The 1988 legislation allows for exemptions on religious
grounds; however, an affidavit must be signed each year for the exemption to
be valid. Mr. Paulsen stated that his department rarely receives calls (about
one call per year) from parents complaining about the lack of a personal belief

exemption.

The Alaska Experience

Dr. John Middaugh, chief of Epidemiology in Alaska®s Department of Health and
Social Services stated that Alaska®s childhood immunization program is one of
the most successful in the country. We now immunize 99 percent of school-aged
children and have had no infectious disease outbreaks since 1976. There were
recently two cases of measles in the Fairbanks area, which were brought in from
out of state by adults. After intensive surveillance, it was determined that
the infection had not spread to any other residents of the state. Dr. Middaugh
attributes this to Alaska®s immunization program.

A Legal Perspective

Attachment B contains a May 1991 article from the National Law Journal entitled
"Rights of State and Family Clash In Forced-Immunization Cases.” The article
mainly addresses court cases involving absence of immunization or other medical
care for children because of the parents” religious beliefs. Although all
states but two allow exemptions from mandatory immunization on a religious
beliefs basis, that basis has not held up well in state or federal courts.3
The court cases pit the first amendment clause of free exercise of religion and
the 14th amendment due process clause (which provides parental rights to raise

Z2The vaccine for measles is only 95 percent effective. If only 95 percent
of the school children are immunized, this effectively means only 90 percent
of the children are immune.

31t could be argued that religious grounds are stronger than philosophical
grounds. Personal belief exemptions would likely fare worse in the courts if
challenged.
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their children without state intervention) against the state®s power to protect
a child"s interests (parens patriae). In Prince v. Massachusetts, the U.S.
Supreme Court stated in dicta (not binding in subsequent cases) "[t]he right
to practice religion freely does not include liberty to expose the community
or the child to communicable disease or the latter to ill health or death.”
According to the article, state courts have consistently held that intervention
to protect the health of a child is justified. The U.S. Supreme Court
recognized the states™ power to require vaccinations in Jacobson v
Massachusetts, stating that mandatory vaccinations did not interfere with
personal liberty. Maryland state law allows that the Secretary of Health may
declare an emergency or epidemic, and under these conditions, children may be
immunized over the objections of their parents.

Synopsis

Twenty states allow philosophical or personal belief exemptions to mandatory
childhood immunizations. Both the Centers for Disease Control and the American
Association of Pediatrics are opposed to philosophical belief exemptions, and
court cases on both the state and national level seem to indicate that the
courts do not believe religious or philosophical reasons are adequate to
warrant endangering a child"s health by refusing to immunize.

Of the six states contacted which allow philosophical or personal belief
exemptions to mandatory childhood immunization, only one (Utah) believed the
exemptions were being abused. Montana public health officials cited abuse as
one reason for eliminating the personal belief exemption from Montana law in
1988. All states interviewed practice exclusion of unvaccinated children from
classes during outbreaks of communicable diseases with authority from either
state laws or public health policy. Thus, it appears that children who are not
immunized are subject to the risk of contracting infectious disease and the
risk of being excluded from classes during outbreaks.

Included as Attachment C 1is the CDC report entitled "State Immunization
Requirements 1989 - 1990." | hope this information is helpful to you. If you
need further assistance, feel free to call this office.

Attachments



DEPARTMENT OF
HEALTH AND ENVIRONMENTAL SCIENCES

STANSTEPHENS, GOVERNOR COGSWELL BUILDING
STATE OF MONTANA"
FAX H (406) 444-2606 HELENA, MONTANA S9G20

August 21, 1991

Linda Snow

Legislative Research Agency
P.O. Box Y

Juneau AK, 99811

Dear Linda,

Enclosed is information relating to Montana®s dropping the
philosophical exemption from the Immunization Law in 1989.

As 1 mentioned on the phone, there was no opposition, written or
verbal, to removing the personal exemption. There was strong
support from schools, hospitals, physicians and health officials
for the removal of the personal exemption. 1 think the bill
passed unanimously with no opposing votes in both the Montana
senate and house.

The only group which was concerned with the proposed changes was
a religious group who wanted to make sure they were still allowed
a religious exemption. The conditions of the religious
exemption, which appear in the law, were developed by the
spokesman for the Christian Scientists. Parents who claim
religious exemptions must submit a new, notarized religious

exemption each year.

To my knowledge, there have been no problems faced by Montana
school or health official in enforcing this law. 1 know of no
phone calls or inquiries to our office this year from people who
are upset with the Immunization requirements.

Montana has not had a measles outbreak since the law was changed.
This means that no one has imported measles to Montana residents
and Montana has not exported measles cases to other states
(including Alaskal).

I hope this iInformation is useful. IT you need more information,
please call me at (406) 444-5580.

, Sincerely,

\ j /il*~
Dick Paulsen, Manager
Montana Immunization Program

Enclosure

anequal opponwm iv employer
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MONTANA DEPARTMENT OF HEALTH AND ENVIRONMENTAL SCIENCES
FOR THE SENATE EDUCATION AND CULTURAL RESOURCES COMMITTEE

MONTANA. IMMUNIZATION LAW TESTIMONY
HB 364

Chairman Hammond and Committee members, 1 am Dick Paulsen and | submit this
testimony, as the manager of the Montana Immunization program, on behalf of the

Montana Department of Health and Environmental Sciences.

The Montana Immunization Law has proven effective in reducing illness due to
vaccine-preventable diseases in Montana School children. These proposed legis—
lative changes are intended to reduce the potential for disease introduction
into the school system and allow the county health officer the ability to deter—
mine appropriate control measures, including length of exclusion, during an
outbreak. These changes are based upon our recent experiences with disease
introduction and the continuation of outbreaks that have occurred in Montana
since the enactment of the Montana Immunization Law in 1980. Proposed changes
in the law include: 1) broadening of the application of immunization law from
only K-12 schools to other educational settings that play an important part in
disease transmission, 2) it defines "pre-school™ for use in the law, 3) it
includes mumps as a necessary vaccine, 4) it removes the personal exemption,

5) it removes the 30-day exclusion period for those excluded during outbreaks.
The length of exclusion would then be determined by the county health officer

who 1is responsible to determine what is necessary to control communicable

disease outbreaks.

The bill was amended in the House to reinstate the religious exemption which the
Department originally wanted to remove. The Glacier County measles outbreak in
1985 (137 cases) was started due to a religious exemption. The Department is
willing to accept the amendment that puts the religious exemption back into the
law as found in this bill. However, we will reassess our position with the

next, legislature if if it is found that the religious exemption leads to future

disease outbreaks in Montana.
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The Department also favors the House amendment that removes the 30 day transfer
period for immunization records which was, in part, responsible for the recent
measles outbreak in Flathead County. This amendment was recommended by a school
superintendent in Kalispell. The schools will now copy the immunization record
and give the c..-- to the student. Allowing a 30 day period for the original
copy of the record to be transferred is a sensible approach for both getting the

record to the school and helping keep disease out of the school.

The personal exemption played an important part in starting the 1987 statewide
measles where 127 measles cases occurred. It started in Great Falls and was
initiated by a student with a personal exemption. Following the 1987 outbreak,
a "measles critique”™ was sponsored by the Department which included six major
health departments (Cascade, Missoula, Flathead. Lewis and Clark, Yellowstone,
and Silver Bow Counties) and representatives from the Indian Health Service and
the Centers for Disease Control in Atlanta, Georgia. From that critique came a
strong recommendation to remove the personal and religious exemptions from the
Immunization Law. The Department has also received communication from the
County Health Departments and Montana Medical Association supporting a removal
of the exemptions. Montana is in the minority of states that do allow philo—
sophical (personal) exemptions. Presently, 28 states do not allow philosophical

exemptions for school entry.

What actually happens during an outbreak demonstrates how the exemptions are
being abused. During the recent outbreak in Flathead County, there were 15
Flathead County High School students that had claimed personal exemptions and
two that had claimed religious exemptions for measles for school entry. Upon
exclusion from school, due to the outbreak, all students had returned to school
as immunized except for one student who stayed out for the entire period due to
a religious exemption. In the Great Falls outbreak in 1987, there were 21 per—
sonal and 13 religious exemptions in the junior high and high schools in Great
Falls. Once those students were excluded due to the outbreak, all except for
three students returned to school immunized. It is easier for the parents to
sign an exemption rather than to take action to immunize their child. This puts
the rest of the school system and communities at unnecessary risk to vaccine-

preventable diseases.
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There have been ten measles or rubella outbreaks on college campuses in Montana
since 1976. This includes outbreaks, since 1987, effecting with both
universities at Bozeman and Missoula, Pocky Mountain College, Eastern Montana
College, and Flathead Valley Community College. Remember, measles 1is most
serious 1in adults. At Principia College (a Christian Science college) in
Illinois, in 1985, there were three deaths iIn students due to measles. Since
rubella has its most serious conseauence related to pregnancy, it"s very impor—
tant to ensure that the college age group is well immunized against rubella. It
has been extremely frustrating and difficult to stop measles outbreaks on

college campuses when there is no required documentation of immunization for

students.

College immunization requirements have been recommended by the Advisory Com—
mittee on Immunization Practices* (ACIP) since 1980 and the American College
Health Association since 1983. The Board of Regents has recently developed a
policy for implementing a measles and rubella immunization requirement for all
students in the university system. The Department has met with the Commissioner
of Higher Education several times and have agreed that the primary focus for the
law, on prevention of vaccine preventable diseases in this population, is
measles and rubella. Both of the Montana universities have already adopted
similar requirements for entry. The proposed change in the law is intended to
cover gl post-secondary schools including those not in the university system.
Post-secondary facilities have played an important part in measles outbreaks,

not only in the United States but in Montana.

Mumps was not included in the original draft of the immunization law primarily
due to the fact that the immunization program was not able to provide mumps
vaccine to all school-aged children due to cost. The program now provides mumps
vaccine in the combined MMR vaccine. MMR is the vaccine of choice and is
received by all children when they receive measles and rubella vaccination.
Including mumps in the law would not be difficult for schools as they already

have information on mumps vaccine included on the immunization records.

—————————————— *Note: The ACIP is the group which sets the standard for public
health practices related to immunization in the U.S.



Pre-school and head start are also not included presently in the requirements
for immunization laws and rules. There are some schools which have a pre-school
within the school facility as listed in the Directory of Montana Schools pub—
lished by the Office of Public Instruction. This is a dangerous mixture of

potentially un-immunized children in a school setting.

Exclusion period being limited to 30 days in the law is contrary to what is
recommended for outb.eak control by the Centers for Disease Control. Un-
immunized students should not be allowed into a school even if an outbreak
continues past 30 days. During the recent outbreak in Kalispell, the situation
arose where a student wanted to return to school after the 30-day period but
still had not been immunized. The county health officer had to apply to the
parent for the parent to decide not to send the children on their own accord.
Local Health officers have the authority, by the Administrative Rules of
Montana, to do what is necessary to control communicable disease in their
county. The determination, on when the return should occur, shouldbe made by a
County Health Officers. Should the child return to school and develop measles
because the law says they can return, the following could happen: 1) the child
would be unnecessarily exposed to a dangerous disease, 2) the outbreak would
continue with possible spread of the disease to others (especially other un-
immunized siblings), and 3) the parents may have legal recourse against the
state of Montana should the child get measles due to their return to school as

presently allowed by the Montana Immunization Law.

In closing, Montana has experienced some serious problems related to vaccine-
preventable diseases. We, 1in Montana, have been very lucky in that we have not
had anybody die during our measles outbreaks. Texas 1is not so fortunate. In
the current outbreak in Texas, there have been as many as five deaths that may
be directly related to measles. This included a 21 year old who was 21 weeks
pregnant. There was a child that died due to pertussis in Ravalli county in
1986. The Montana Immunization Law has played an important part inreducing the
occurrence and subsequently the consequence of vaccine-preventable diseases.
Apparently maintaining high immunization levels alone is not good enough. We

have to keep these diseases from being seeded in our schools. Once a disease



it can spread very cuickly as was seen again

like measles gets into a school,
Immunization Law

this year in the Flathead measles outbreak. The Montana School

needs to be strengthened so that the potential Tor disease introduction into our
IT these proposed changes are acted upon favorably,

population can be reduced.
in ensuring the health and satetv of Montanans. Your

it would be a major step

consideration 1is appreciated.



1. Number of persons with religious and personal exemptions in Montana (Based

upon 1986-87 school year data):

Note: Schools that failed to report are not included in this data.

It is anticipated that use of personal and religious exemptions will

increase due to information received in the Park County outbreak that
occurred in the summer of 1988. Of the 24 cases of measles that occurred in
Park County, all had refused immunization. There is an increase of people

in Park County that are now using personal and/or religious exemptions.

Religious and personal exemptions played an important part in starting

measles outbreaks that occurred in Glacier and Cascade Counties.

Glacier County — 137 cases; occurred in 1985; was initiated by a

student who claimed a religious exemption, visited out-of-state and

brought measles back into Montana.

Statewide outbreak - started in Great Falls in 1987; 127 measles cases
were reported statewide; was initiated by a student with a personal

exemption who had not traveled outside of Montana.

Following the 1987 measles outbreak a "measles critique" was sponsored by

the Department which included six major health departments (Cascade,
Missoula, Flathead, Lewis and Clark, Yellowstone and Silver Bow Counties)

and representatives from the Indian Health Service and the Centers for
Disease Control (Atlanta, GA). From that critique came a strong recommenda—
tion to remove the religious and personal exemptions in Montana as they have

played a major role in starting disease outbreaks.

DP/war-49xt-6



5. The Montana Medical Association has sent written communication to the
Department supporting a removal of the religious and medical exemptions.

6. Montana is in the minority of states that do allow philosophical (personal)
exemptions. Presently 28 states do not allow personal exemptions for school

entry.

7. Other states that do not allow religious exemptd”,”. include Mississippi and

West Virginia.

8. Is it constitutional to not allow for religious exemptions? — Mississippi
law was challenged in 1979 in a suit entitled "Brown v. Stonel -- it was
determined that excluding the religious exemption from the law was constitu—
tional and the Mississippi Supreme Court said that allowing a religious
exemption would not be in the best interest o the health and welfare of the

state.

9. The use of exemptions has been abused and recent outbreaks provide exampl
of what happens when an outbreak occurs and school exclusion follows:

a. Great Falls 1987 - There w/ere 21 personal and 13 religious exemptions
in junior and high school students in Great Falls. Once those students

were excluded due to the outbreak, all except three students returned

to school iImmunized.

b. Flathead County outbreak 1988 -- There were 15 Flathead County High
School students that claimed personal exemptions and two that had
claimed religious exemptions for measles for school entry. Upon
exclusion from school all students with exemptions returned to school

immunized, except for one student who stayed out for the entire

outbreak.

10. Personal and religious exemptions have put the entire school system and

communities at risk to vaccine-preventable diseases.

DP/war-49xt-7
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HOUSE BILL NO. 364
INTRODUCED BYR. NELSON, CONNELLY,
SQUIP.ES, B. BROWMN, HARP
BY REQUEST OF THE OEPARTKENT OF HEALTH
AND ENVIRONMENTAL SCIENCES

A BILL FOR AN ACT ENTITLED:  "AN ACT TO REQUIRE IMMUNIZATION
OF STUDENTS ATTENDING  PRESCHOOLS,  VOCATIONAL-TECHNICAL
CENTERS, COLLEGES, AND UNIVERSITIES; TO INCLUDE HUMPS IN
THOSE "DISEASES THAT REQUIRE IMMUNIZATION PRIOR TO A
STUDENT’S ATTENDANCE IN A SCHOOL OTHER THAU A POSTSECONDARY
SCHOOL: TO ELIMINATE THE RIGHT OF A STUDENT TO BE BEXEMPT
FROM IMMUNIZATION ON PERSONAL OR—REbBtGIOHS GROUNDS; TO
REQUIRE THAT A RELIGIOUS EXEMPTION BE REASSERTED ANNUALLY BY
A m DAVIT, SUBJECT TO A PENALTY FOR PERddRY FALSE SWEARING:
TO REMOVE THE LIMIT OH THE LENGTH Or TIKE THAT A STUDENT KAY
BE EXCLUDED FROM SCHOOL DURING A DISEASE OUTBREAK IF THE
STUDENT IS EXEHPT FROM IMMUNIZATION REQUIREHF.NTS, TO DELETE
THE 30-DAY GRACE PERIOD FOR TRANSFER PUPILS; TO REQUIRE A
SCHOOL TO RELEASE IHHUNIZATION RECORDS OF A TRANSFERRING
PUPIL; AMENDING SECTIONS 20-5-402 TKROUCH 20-5-405, AND
20-5-40B, MCA AND PROVIDING AN EFFECTIVE DATE."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MONTANA

Section 1. Section 20-5-402, MCA is amended to read:

© 0o ~N o o B~ W DN B
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"20-5-402. Definitions. For the purposes of this part,
the following definitions apply:

(1) "Department* means the department of health and
environmental sciences provided tor in Title 2, chapter 15,

part 21.

(2) "Governing authority" means thebeard of trustees
of a school district or the administrator of a private
school, preschool, vocattcnBlI-fccchi'.ical-ccr.terr-corlcTeT-or
cniveraity OR POSTSECOHDARY SCHOOL.

(3) “Immunization” means induction of a state of
resistance to a disease throughadministration of an
immunizing agent.

(4) "Local health officer cr-department” means a city,

city-county, county, or district health officer or
department.
(5) "Local health department” means a city,

clty-county, county, or district health department.

(6) "POSTSECOKDARY = SCHOOL" MEANS A

VOCATIONAL-TECHNICAL CENTER, A COMMUNITY COLLEGE, A UNIT OF
THE .MONTANA UNIVERSITY SYSTEM, OR A PRIVATE UNIVERSITY OR
COLLEGE.

f6j(7) "Preschool" means a place or facility that
provides, on a regular basis and as its primary purpose,
educational instruction designed for children 5 years of age

or younger and that:

HB 364
REFERENCE BILL
AS AFENDED

SECOND PRINTING
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(a) serves no child under 5 years of age for mote than

3 hours a day; and

(b) serves no child 5 years of age for more than 6
hours a day.

(5)f7)(8) "School"™ means an a place or Institution for
the teaching of individuals, including--a—preschooly—any
establishment the curriculum of which is comprised of the
work of”

(A) any combination of kindergarten through grade ,17.t
a—vocntioncl-tcchnicol--ccntcr7-a-collcqcT-or-a-aniversi by;

(B) A POSTSECOHDARY SCHOOLOIl

(C) A PRESCHOOL."

Section 2. Section 20|-5-403, MCA, is amended to read:

"70-5-403. Immunization required — grace-period-for
transfers RELEASE AND ACCEPTANCE Or IMMUNIZATION RECORDS.
(1) The governing authority of any school OTHER TIAH A
POSTSECONDARY SCHOOL may not allow any person tocommence
attendance as a pupil unless the person:

(@) has been immunized against diphtheria, pertussis,
tetanus, poliomyelitis, rubella, mumps, and measles
(rubeola) in the manner and with immunizing agents approved
by the department, except that pertussis vaccination is not
required tor a person 7 years of age or older;

(b) qualifies for conditional attendance; OR

(c) files for an exemptionr-or

-3- HB 364
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, (d)—is «—pupil—trnnsferring--£ron—another—school
districtr-in-which-case-the —provisions—of—nubsection—f
applyt "ee

£2)—A-person-who-transfers-From-onc-school-districft-to
another  has-—30“--coxendor--deys—afte r—eorrjnenoernent —of
attendence-afc-the-achool-to-which-hc—or—she--trans Errs—to
either —complete—iavr.uniration—nan-specified—in-schsection
(1) (a)T-ccm.mence-im.munitetion—in—the—meaner—required —by
20-5-4 04r-or-£ile-for-nn-exerr.ptionr-1 £-none-of-the -foregoing
actions —is —taken—within—30—deysr-fche-transfer-popil-is
prohibited-frora-Earther-abtcndence-unbil-saeh nji action—is
taken.

(7) 1A1 THE COVERHING AUTHORITY OE A POSTSECONDAY
SCHOOL HAY HOT ALLOW ANY PERSON TO COMVENCE ATTENDANCE AS A
PUPIL UNLESS THE PERSON:

(1) HAS BEEN IKMUNIZED AC-AIHST RUBELLA AND MEASLES
(P.UBCOLA) IH THE HAMVER AND WITH IMMUNIZING AGENTS  APPROVED
BY THE DEFAR7MEHT; OR

(1) FILES FOR AH EXEMPTION.

(3) THE GOVERNING AUTHORITY OF APOSTSECONDARY SCHOOL
HAY IMPOSE IKMUNIZATIOH REQUIREMENTS AS A CONDITION Of
ATTENDANCE THAT ARE MORE STRINGENT THAN THOSE REQUIRED BY
(THIS ACT).

(3) A PUPIL WHO TRANSFERS PROM ONE SCHOOL DISTRICT TO
ANOTHER HAY PHOTOCOPY IMMUNIZATION RECORDS IN THE POSSESSION
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or THE SCHOOL OF ORIGIN. THE SCHOOL DISTRICT TO WHICH A
PUPIL TRANSFERS SHALL ACCEPT THE PHOTOCOPY AS EVIDENCE OF
IMMUNIZATION. WITHIN 30 DAYS AFTER A TRANSFERRING PUPIL
CEASES ATTENDANCE AT THE SCHOOL OF ORIGIN, THE SCHOOL SHALL
SEND THE ORIGINAL IMMUNIZATION RECORDS FOR THE PUPIL TO THE
SCHOOL DISTRICT TO WHICH THE PUPIL TRANSFERS."

Section 3. Section 20-5-404, HCA, is amended to read:

"20-5-404. Conditional attendance. The governing
authority of a school OTHER THAN A POSTSECONDARY SCHOOL mav
allow the commencement of attendance in school by a person
who has not been immunized against each disease listed in
20-5-403 it that parson has received one or more doses of
polio, measles (rubacla), mumps, rubella, diphtheria,
pertussis, and tetanus vaccine, except that pertussis

vaccine is not required for a person 7 year of age or

older."

Section 4. Section 20-5-405, MCA is amended to read:

"20-5-405. Perpor.alT-relrgTOeST-cr-medical .Medical OR
RELIGIOUS exemption, fD-W San-s-porentr-ganrdrenr-or-adalt
vbo-he3-the-re3pon3ibirity-for-thr-care--and—eestody—oE--a
ntr.or--seekrng--to—attend—achsalr-or-the-peraon-aeeking-fco
ettend-r cheol-—if —an--adaltr—signs—and—fiies —with—the
geverning-aathority-a-vritten-statenent-on-o-forn-preacribed
by —the--department-3teting-fchofc-riw3=nirefcion ej-ccntrery-to

the--personal—or belieEs of the

reiigiocs signer7

-5- HB 364
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immnnrzetion—of-the-person-seeking-t0-0ltend-school-may-not
be-reqaired-prier--to—eor.f.enccraenfc--of—attendance—in--any
school t—The—statement—must—be—maintained-os-part-oE-the
personl3-i=.i\Bnrfation-recordsr

ID WHEH A PARENT, GUARDIAN, OR ADULT WHO HAS THE
RESPONSIBILITY FOR THE CARE AND CUSTODY OF A HINOR SEEKING
TO ATTEND SCHOOL OR THE PERSON SEEKING TO ATTEND SCHOOL, IE
AN ADULT, SIGNS AND FILES WITH THE GOVERNING AUTHORITY,
PRIOR TO THE COMVENCEVENT OF ATTENDANCE EACH SCHOOL YEAR, A
NOTARIZED AFriDAVIT ON A FORK PRESCRIBED BY THE DEPARTMENT
STATING TEAT IMMUNIZATION IS CONTRARY TO THE RELIGIOUS
TENETS AND PRACTICES OF THE SIGNER. IMMUNIZATION OP THE
PERSON SEEKING TO ATTEND THE SCHOOL MY NOT BE REQUIRED
PRIOR TO ATTENDANCE AT THE SCHOOL. THE STATEMENT MUST 3E
MAINTAINED AS PART OF THE PERSON’S IMMUNIZATION RECORDS. A
PERSON WHD 1-ALSELY CLAIMS A RELIGIOUS EXEMPTION IS SU3JECT
TO THE PENALTY FOR PSPEERY FALSE  SHEARING PROVIDED IN
45-7-591 45-7-202.

foffp (2) When a parent, guardian, or adu.lt who has
the responsibility for the care and custody of a minor
seeking to attend school, or the person seeking to attend
school, if an adult, files with the governing authority a
written statement signed by a physician licensed to practice
medicine in any jurisdiction of the United States or Canada

stating that the physical condition of the person seeking to

-6- HB 364
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attend school or medical circumstances relating to him

1 required by the department or unless that pupil has been

Indicate that some or all of the required Immunizations are 2 exempted under 20-5-4D5.
not considered cafr and indicating the specific nature and 3 (2)Each governing authority shall file a written
probable duration of the medical condition or circumstances 4 report on the immunization status of all pupils under its
which contraindicate immunization, he is exempt from the 5 jurisdiction with the department nod the local health
requirements of this part to the extent indicated by the 6 department  at times and on forms prescribc-d by the
physician's statement. The statement must be maintained ‘as 7 department,
part of the person's immunization records. 8 (3) The local and state health departments shall have

< t?-)(3) Whenever there is good cause to believe that 9 access to all information relating to immunization of any
a person for whom an exemption has been filed under this 10 pupil in any school.”
section has a disease 0l has been exposed to a disease 11 NEW SECTION. Section G. Extension oT authority. Any

listed in 20-5-403 or will as the result of school 12 existing authority to make rules on the subject of the

attendance be exposed to such disease, the person may be 13 provisions of [this actl is extended to the provisions of

excluded from the school by the local health officer or the 14 (this act).

department untilthe excluding authority Is 15 NEW SECTION. Section 7. 5everability. If a part of
satisfied that the person no longer risks contracting or 16 (this act) is invalid, all valid parts that are severable
transmitting that disease. The—exclusion—period--moy—not 17 from mthe invalid part remain in effect. |If a part of [this
exceed-BB-celendnr-deyST" IB act) is invalid in one or irore of its applications, the part

SECTION 5. SECTION 20-5-408, MCA IS AVENDED TO READ:

19 remains in effect in all wvalid applications that are
"20-5-408. Enforcement. (1) The governing authority of 20 . severable from the invalid applications.
any school other than a postsecondary school shall prohibit 21 NEW SECTION. Section B. Effective date. (This act) is

from further attendance any pupil allowed to attend 29 effective July 1, 1989.

n  conditionally who has failed to obtain the immunizations

-End-
It requiredby 20-5-403(1) within time periods established by
the department wuntil that pupil has been immunized as
-7- HB 364 8 HB 364
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0 be absent from public
mrposes is constitutionally
onsent has been obtained,
from all teachers, school
mation officers for excused
is purposcsg'but the total
excused religious absences
in order that the cxemp-
enccs not be abused. Op.
2, p. 11, 1976-77

expulsion of students

10 statute which addresses
y be the basis for suspcn-
a student in grades nine
mstantive and procedural
:es limit the manner in
tension or expulsion may
seforc, while truancy may
i some cases to suspend or
adcs nine through twelve,
h case must be considered
n be made as to whether
ion would violate constitu-
Op.Atty.Gen. No. 182-139.

Je justification for suspen-
>f student in grades one

1 attendance law, former
section] prohibited the ex-
rom school solely for non-
the ages of eight and of
grammar school courses.
-179.

be suspended or expelled
bscnces from school. Op.

cer does not have authori-
without a warrant or to
parent for alleged viola-
utendance laws. Op.Atty.

er beginning of semester

y not bar enrollment of a
ly lor the reason that the
e than ten days after the
mter or, if a transfer stu-
Il and furnish transcripts
withdrawal from a previ-
ten days of the beginning
whichever is applicable.
-095.

Jtic association rules, stu-
t due to incarceration in

§ 15-803

juvenile institution after committing burglary  basketball. Clay v. Arizona Interscholastic
to obtain money for drugs was nol entitled to  Ass’n, Inc. (App.1988) 157 Ariz. 350, 757 I'.2d

additional year of eligibility to play high school  1059.

§ 15-803. Immunizations for school attendance: rules and requlations;
record: exclusion of children: violation: classification; def-

initions

A. The department of health services shall adopt rules and regulations
prescribing immunizations for schoo] attendance and pertaining to the ap-
proved méans of immunization and indicated reinforcing immunization for
such diseases, including recommended optimum ages for administration of
such immunizations.

B. Beginning with the 19s1-1982 School year, prior to attending school in
this state, the parent or guardian or person’in foco parentis of a child shall
submit to the school administrator an immunization record of such child if
such a record has not previously been submitted to the school. Such record
shall contain one of the following statements signed by such parent or
guardian or person in loco parentis:

L That the child has received the immunizations prescribed by the depart-
ment of health services pursuant to this section.

2. That the physical condition.of the child is such that such immunizations
would seriously éndanger the child's health.

3. That the child has not received such immunizations because the child is
being reared as an_adherent to a religion the teachings of which are opposed
to such immunizations.

4. That the child has not received the necessary immunizations because
the parent, guardian or person in loco parentis ‘does not consent to the
immunization of the child.

5. That the child's necessary immunizations will be initiated within fiftegn
days of the first day of school attendance and completed in accordance with
this section.

C. A parent, guardian or person in loco parentis submitting a statement

ursuant to subsction B, paragraph 5 shall within_ fifteen days of the child's

?irst day of school attendance and thereafter submit records of the necessary
immunizations prescribed by the department of health services pursuant to

subsection a of this section.

p. A child is not entitled to attend school unless the parent, guardian or
Person in loco é)arentm has submitted one of the statements requirgd pursuant

0 subsection B of this section.

E. The governing hoard may,_ after notice and hearing as_provided in
s 15-843, suspend Or expel a child from school attendante if the parent,
guardian or person in loco parentis has failed to submit one of the statements

required pursuant to subsection B of this section.
397
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EDUCA0

F.In the section, unless the.context otherwise requires:

L "School" means any Public school or_an?/ public
ution providing instruc

school or other public insti
children.

2. "School administrator” means the
control and supervision of the school or
Added by Laws 1981, Ch. 1, § 2, eff. Jan. 23, 1981.

§ 1, eff. April 30, 1981.

preschool, headstart
tional or custodial care to

ﬂrincip_al or person having general
IS designee.
Amended by Laws 1981, Ch. 283,

Repeal
This section is repealed by Laws 1990, Ch. 208, § 1, effective January

1, 1992

Historical and Statutory Notes

Source:
Laws 1912, Ch. 77, 8§ 72, 85.
€S. Code 1913, §§ 2768, 2798.
Laws 1925, Ch. 71, § 1
Rev. Code 1928, § 1030.
Laws 1933, Ch. 65, § 2.
Code 1939, § 54-502.
AR.S. former 88 15-302, 15-341, 15-342, 15-
343,
Laws 1958, Ch. 21, § 1
I"tws 1960, Ch. 127, § 17.
Laws 1961, Ch. 14, § 1
Laws 1976, Ch. 127, § 1
Laws 1978, Ch. 93, § 1.
Laws 1978, Ch. 178, § 1
Laws 1979, Ch. 3, .
Laws 1979, Ch. 83, §§ 1to 3.
Laws 1980, Ch. 195, § 1.
The 1981 amendment inserted "Beginning
with the 1981-1982 school year,” in the first

sentence of subsec. B; inserted a new par. 4,
renumbered former par. 4 as par. 5; substitut-
cd "within fifteen days of' for "within sixty
days of' in par. 5 of subscc. B; rewrote subsec.
C. which had read:

"C. The governing board shall establish,
with the advice of the county health dcpart-
ment, a policy to provide for the exclusion
from school of children having or suspected of
having a communicable disease.”;

inserted new subsccs. D and E; and relettercd
former subsec. D as subset. F.

Laws 1989, Ch. 258, § 1, effective June 21,
1989, relating to a review of issues related to
the immunization of children as a condition of
enrollment in school, was repealed on January

I, 1990, by § 2 of that act.

Administrative Code References
Department of health services, see A.C.R.R. ”.9-6-501.

Library References

Schools ©=158(1).
WESTLAW Topic No. 345.
C.J.S. Schools and School Districts § 453.

United States Supreme Court

School desegregation. Annual readjustment
of attendance zones, see Pasadena City Bd. of

Ed. v. Spangler, 1976, 96 S.Cl. 2697, 427 U.S.
424, 49 L.Ed.2d 599, on remand 549 F.2d 733.

Notes of Decisions

Exclusion of children 3
Immunization histories 1
Religious objections to Immunization 4

Sanctions, In general 2

1. Immunization histories

Director of department of health services has
adequate statutory authority to require by rcg-
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ulation that immunization histories be sub-
mitted to the county health officer. Op.Atty.
Gen. No. 78-141.

2. Sanctions, in general

Sanction available to governing board is sus-
pension or expulsion of child from school at-
tendance, aflcr notice and hearing, if the par-
ent, guardian or person in loco parentis has
failed to submit one of the statements required
by this section relating to immunization
records. Op.Atty.Gen. No. 187-041.

School administrator, to whom statements as
to school child's immunizations were to be
submitted under § 15-342 (repealed; see now,
this section] relating to conditions of school
attendance, was responsible for determining
whether there had been compliance with a
statement that a school child's immunizations
would be completed within 60 days of the first
day of school attendance in accordance with
former section, but school administrator could
not impose sanctions for failure to child's par-
ent, guardian, or person in loco parentis to
comply. Op.Atty.Gen. No. 180-131.

Former § 15-342 (sec, now this section),
stating, as a condition of school attendance,
that parent, guardian, or person in loco paren-

§ 15-805

tis of a child shall submit an immunization
record of the child, did not authorize school
districts to expel students on basis of the fail-
ure of their parents, guardians, or persons in
loco parentis to comply with the requirements
for providing the school witli immunization
records of their children. Op.Atty.Gen. No.
179-254.

The absence of clear statutory sanctions pre-
cluded a school district from refusing to enroll
a child for noncotnpliancc with § 15-342 (re-
pealed; now, this section] relating to condi-
tions of school attendance. Id.

3. Exclusion of children

A school district may not exclude students
who do not have proper immunization records
pursuant to this section. Op.Atty.Gen. No. 187—
041.

4. Religious objections to Immunization

Parents may refuse, for religious reasons, to
immunize their children against measles; how-
ever, under Arizona law, such unimmunized
children may be excluded from school attend-
ance during measles outbreaks. Op.Atty.Gen.
No. 189-081.

§ 15-804. Attendance officer; appointment; salary
A The ?overning board of a school district may appoint an attendance

officer for

he schodl district. The salary of the attendance officer shall be

fixed by the governing board and paid from the funds of the school district.

.B.. If in the opinign of the ?overning boards of two or more school
districts one officer will adequately serve Such districts, such officer may be

appointed by the districts jointly.

His salary may be apportioned as the

3_ove_rn|ng boards provide and shall be paid ‘from“the funds of the school

IStricts.

Added by Laws 1981, Ch. 1, § 2, eff. Jan. 23, 1981.

Historical and Statutory Notes

Source:
Laws 1921, Ch. 143, § 1
Rev. Code 1928, §1035.

Laws 1933, Ch. 65, § 3.
Code 1939, § 54-507.
A.RS. former § 15-324.

Library References

Schools <£=161.
WESTLAW Topic No. 345.

C.J.S. Schools and School Districts 88 471 to
474,

§ 15-805. Attendance officer; powers and duties

A The attendance officer shall enforce the law relating to: _
1. School attendance of children between the ages of eight and sixteen

years.
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§3380

DISEASE PREVENTION AND CONTROL

NOTES OF DECISIONS

The statutory scheme requiring immunization for
all school-age children (Health & Saf. Code,
8§ 3380-3390) docs not extend a grant of immu-
nity to vaccine manufacturers for products liability
including strict liability in tort. Although a serious
dilemma is created by legislation requiring mass

not the only solution, since the market for vac-
cines can lespond to liability by raising prices.
There is nothing in the statutes, or in their legisla-
tive history, which can be read to require immu-
nity for vaccine manufacturers. Flood v Wyeth
Laboratories, Inc. (1986. 2d Dist) 183 Cal App 3d

inoculations when vaccines arc not completely 1272, 228 Cal Rptr 700.

safe, immunizing manufacturers from liability is

§3380. Legislative intent _ _
In enacting this chapter, it is the intent of the Legislature to provide:
) A means for the eventual achievement of total immunization of

(a

aP ropriate age groups against diphtheria, pertussis, tetanus, poliomy-
elitis, measles, mumps, and rubella.

That the persons re%uwed to be immunized be allowed to obtain
iMfmunizations from whatever medical source they so desire, subject
only to the condition that the immunization be rPerformed in_accor-
dance with the re ulatl%ns of the State Degartme t of Health Services

and that a record of the immunization 1S made in accordance with
such regulations.

(c) Exemptions from immunization for medical reasons or because of
personal beliefs.

(d) For the keeping of adequate records of immunization so that
health departments, “schools, and other institutions, parents or guard-
jans, and the Persons, immunized, will be able to ascertain that & child
IS fully or only partially immunized, and so that appropriate public
aﬁenues will be able to ascertain the immunization needs of groups of

children in schools or other institutions.

Added Stats 1977 ch 1176 82, effective September 30, 1977, Amended Stats 1978 ch 429
§ 137.3, effective July 17, 1978, operative July 1, 1978; Stats 1979 ch 435 § 1

Former Section: Former § 3380, similar to present 8§ 3381, 3382, 3384 was added by Stats
1961 ch 837 § 1, amended by Stats 1st Ex Sess 1962 ch 26, Stats 1965 ch 86 § 1, ch 890 § 1,
Stats 1968 ch 323 § 2, Stats 1971 ch 705 § 1, Stats 1973 ch 142 § 37, effective June 30, 1973,
operative July 1, 1973, and repealed by Stats 1977 ch 1176 § 1, effective September 30, 1977.

Amendments:
1978 Amendment: Substituted “State Department of Health Services” for "State
Department of Health" in subd (b).
1979 Amendment: Substituted "measles, mumps, and rubella" for "and measles” in
subd (a).

Historical Derivation:

(a) Former 83387, as added by Stats 1st Ex Sess 1962 ch 26 § 3, amended bv Stats 1971 ch
1593 § 177.

(b) Former 83407, as added by Stats 1967 ch 1021 § 1, amended by Slats 1971 ch 1593
§ 179.

(c) Former § 3480, as added by Stats 1971 ch 833 § I.
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Collateral References:
Cal Jur 3d Health and Sanitation § 13.

§538§%il “Governing authority”; Immunization required for admission
As used in this chapter, the ter overning autharit ns the
overning bo%ra ? Fach scnooi stn%t o r%ﬁgautlhont yof eac% other
gnvate or public Institution res n3| e for the 0 eraF on and control
Ionfsmgnwnst tution or the princi ppa or administrator of each school or
The governing authority shall not unfondmonally admit any Q%son
aml ugrnl of"any prlv te or public eementary or seﬁon ary scno
C dcaecente[1 urs rIy néJrser school, “or .deve Pmeﬁt centr
un ess gnor f0 hJS 0 admission to that institution he or she
L L}g |mmun|ze? against diphtheria, pert(tsms whooplng

coug po lomyelitis, measles, mumps, and rubella
mariner and with |mm nizin ents a rov by the sflate e arf
the age of seven haI

ment, except that all students have reache
not Be re LPred to elmmunlzeé]agamst gertussm or mumps.

Persons aread enroIIe in Cahfornla lic or %Se)/ate schgols at the

kmder arten | or above as of Jan arr%/ e exempt
e rub e immunization requirement f?r school attendang

unt trans r to enter, or attend a school at the seventh an

n| t 885 . éudentB entermg tPe mBh grade on or after

Fe rua ey need nat e screend for rubella.” Students entermg

tra? rseve ngh grade on or after February 1, 1987, need not be screene
ub

Added Stats 1977 ch 1176 § 2, effective September 30, 1977. Amended Stats 1979 ch 435 § 2;
Stats 1982 ch 472 § 1, effective July 10, 1982.

Former Section: Former § 3381, similar to present § 3387, was added by Stats 1961 ch 837
§ 1, amended by Stats 1971 ch 705 82, and repealed by Stats 1977 ch 1176 § 1, effective
September 30, 1977.

Amendments:

1979 Amendment: (1) Deleted “(a)” at the beginning of the section; (2) substituted
"measles, mumps, and rubella” for "and measles” in the second paragraph; and
(3) added the third paragraph.

1982 Amendment: (1) Added the exception in the second paragraph; and (2)
amended the third paragraph by (a) substituting “immunization requirement for
school attendance until they transfer to, enter, or attend a school at the seventh
and ninth grade levels" for "and mumps immunization requirement for school
entry"”; and (b) adding the second and third sentences.

Historical Derivation:

(a) Former 8§ 3380, as added by Stats 1961 ch 837 § 1, amended by Stats 1st Ex Sess ch 26,
Stats 1965 ch 86 § 1, ch 890 § 1, Stats 1968 ch 323 § 2, Stats 1971 ch 705 § I, Stats 1973 ch

142 § 37.

(b) Former § 3400, as added by Stats 1967 ch 1021 § 1, amended by Stats 1971 ch 705 §6,
Stats 1973 eh 142 § 38.

(c) Former § 3481, as added by Stats 1971 ch 833 § 1
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§3382. Conditional admittance of persons not fully immunized
against listed diseases

A person who has.not been f3uglgy immunized against one or more of
the disgases listed in Section 3381 may be admitted by the governing
authority on condition that within time periods designated by regula-
tion of the state department he or she Presents evidence that he of she
has been fully immunized against all of these diseases.

Added Stats 1977 ch 1176 § 2, effective September 30, 1977.

Former Section: Former § 3382, similar to present 8§ 3383, 3388, was added by Stats 1961 ch
827 § |, amended by Stats 1971 ch 1593 § 176, operative July 1, 1973, and repealed by Stats
1977 ch 1176 § 1, effective September 30, 1977.

Historical Derivation:

(a) Former 8 3380, as added by Stats 1961 ch 837 § 1, amended by Stats 1st Ex Sess 1962 ch
26, Stats 1965 ch 86 § 1, ch 890 § 1, Stats 1968 ch 323 § 2, Stats 1971 ch 705 § 1, Stats 1973
ch 142 § 37.

(b) Former 8§ 3400, as added by Stats 1967 ch 1021 § 1, amended by Stats 1971 eh 705 § 6,
Stats 1973 ch 142 § 38.

(c) Former § 3482, as added by Stats 1971 ch 833 § 1

§ 3383. Sources of immunizations; Records

The immunizations, required by this chapter may be obtained from
any private or public source deSired, providing that the immunization
is administered” and records are made in accordance with regulations
of the state department.

Added Stats 1977 ch 1176 § 2, effective September 30, 1977.

Former Section: Former § 3383, similar to present § 3389, was added by Stats 1961 ch 837
§ 1, amended by Stats 1971 ch 705 §3, and repealed by Stats 1977 ch 1176 § 1, effective

September 30, 1977.
Historical Derivation:
(a) Former § 3382, as added by Stats 1961 ch 827 § 1, amended by Stats 1971 ch 1593 § 176.

(b) Former 8§ 3402, as added by Stats 1967 ch 1021 § 1, amended by Stats 1973 ch 142 § 38,
Stats 1974 ch 545 § 47.

(c) Former § 3484, as added by Stats 1971 ch 833 § 1.

§ 3384. Exceptions
The requirements of this chapter shall not apply to any person 13
years of age or older, or to any person seeking admission to a
communitycollege.

Added Stats 1977 ch 1176 S 7, effective September 30, 1977.

Former Section: Former ' 384, similar to present § 3385, was added by Stats 1961 ch 837
§ 1, amended by Stats 1 > Sess 1962 ch 26 §2, Stats 1971 ch 705 §4, and repealed by
Stats 1977 ch 1176 § 1, t ive September 30, 1977.
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Historical Derivation:

(a) Former § 3380, as added by Stats 1961 ch 837 § 1, amended by Stats 1st Ex Sess 1962 ch
26, Stats 1965 ch 86 § I, ch 890 § 1, Stats 1968 ch 323 § 2, Stats 1971 ch 705 § 1, Stats 1973

ch 142 § 37.

(b) Former 8§ 3400, as added by Stats 1967 ch 1021 § 1, amended by Stats 1971 ch 705 §6,
Stats 1973 ch 142 § 38.

(c) Former § 3481, as added by Stats 1971 ch 833 § 1

Collateral References:
Cal Jur 3d Health and Sanitation § 13.

Annotations:
Power of courts or other public agencies, in the absence of statutory authority, to
order compulsory medical care for adult, 9 ALR3d 1391.

%3385 Letter or_affidavit stating beliefs opposed to immunization;
emporary exclusion from school

Immumzatton of a Person shall not be required for_admission to a
school or other ins |tuH0n listed n Section 3381 if the parent or
guardlan or a utw 0 as assumed re3ﬁon3|blllt for his of ner care
nd custody In the case of a minor, or the person’ seeking admission if
an emanmpvated minor, files with the governln% author|y a letter or
affidavit satmg that such |mmun|zat|on IS C ntrag |s or h
beliefs. However, whenever there good cause Jieve that s c
Erson has been exposed. to one of tecommunlca |seases liste |n
ubdivision (a) of Section 3380, that Rerson ma %méaorarly
exc gd ed from’the school or Instifution uhtil the Ioca heaI fficer is
satisfied that the person is no longer at risk of developing the disease.

Added Stats 1977 ch 1176 § 2, effective September 30, 1977.

Former Section: Former § 3385, similar to present § 3386, was added by Stats 1961 ch 837
§ 1, amended by Stats 1971 ch 705 85, and repealed by Stats 1977 ch 1176 § 1, effective
September 30, 1977.

Historical Derivation:

(a) Former § 3384, as added by Stats 1961 ch 837 § 1, amended by Stats 1st Ex Sess 1962 ch
26 §2, Stats 1971 ch 705 §4.

(b) Former § 3404, as added by Stats 1967 ch 1021 § 1, amended by Stats 1971 ch 705 §9.
(c) Former § 3486, as added by Stats 1971 ch 833 § 1

Collateral References:

Annotations:
Power of court or other public agency to order medical treatment over parental
religious objections for child whose life is not immediately endangered. 52 ALR3d

1118.
Power of court or other public agency to order medical treatment for child over
parental objections not based on religious grounds. 97 ALR3d 421.

§ 3386. Statement by OPhysmans contraindicating |mmun|zat|on
|

If the are tor uar an files with the overntn aythori r|tte
statement y a |censed pltysmlan to gthe effet t at the py3|ca
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§3386 DISEASE PREVENTION AND CONTROL

condition of the child is such, or medical circumstances relating to
the child are such, that immunization is not considered safe, indicat-
ing the specific nature and probable duration of the medical condition
or circumstances which contraindicate immunization, such person
shall be exempt from the requirements of this chapter to the extent
indicated by the physician’s statement.

Added Stats 1977 ch 1176 §2, effective September 30, 1977.

Former Section: Former 83386, similar to present § 3390, was added by Stats 1961 ch 837
§ land repealed by Stats 1977 ch 1176 § 1, effective September 30, 1977.

Historical Derivation:

(a) Former § 3385, as added by Stats 1961 ch 837 § 1, amended by Stats 1971 ch 705 § 5.
(b) Former § 3405, as added by Stats 1967 ch 1011 § 1, amended by Stats 1971 ch 705 § 10.
(c) Former § 3485, as added by Stats 1971 ch 833 § 1

§ 3387. Record of immunization

Any person or organization administering immunizations shall furnish
each person immunized, or his or her parent or guardian, with a
written record of immunization given in a form prescribed by the
state department.

Added Stats 1977 ch 1176 § 2, effective September 30, 1977.

Former Section: Former § 3387, similar to present § 3380, was added by Stats 1st Ex Sess
1962 ch 26 8§83, amended by Stats 1971 ch 1593 § 177, operative July 1, 1973, and repealed
by Stats 1977 ch 1176 § 1, effective September 30, 1977.

Historical Derivation:

(a) Former § 3381, as added by Stats 1961 ch 837 § 1, amended by Stats 1971 ch 705 §2.
(b) Former 8§ 3401, as added by Stats 1967 ch 1021 § 1, amended by Stats 1971 ch 705 §7.
(c) Former § 3483, as added by Stats 1971 ch 833 § 1,

§3388. County health officer’s immunization program; Recovery of
cost

The county health officer of each county shall organize and maintain
a program to make immunizations available to all persons required by
this chapter to be immunized. The county health officer shall also
determine how the cost of such a program is to be recovered. To the
extent that the cost to the county is in excess of that sum recovered
from persons immunized, the cost shall be paid by the county in the
same manner as other expenses of the county are paid.

Added Stats 1977 ch 1176 § 2, effective September 30, 1977.

Historical Derivation:

(a) Former § 3382, as added by Stats 1961 ch 827 § 1, amended by Stats 1971 ch 1593 § 176.

(b) Former 8§ 3402, as added by Stats 1967 ch 1021 § 1, amended by Stats 1973 ch 142 § 38,
Stats 1974 ch 545 §47.

(c) Former 8§ 3487, as added by Stats 1971 ch 833 § 1
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§ 3389. Documentary Rroof of entrants |mmun|zat|on status; Periodic

rewﬁw of record of entrant admttt con |t|onall’¥ Fl’Othltlon from

further attendance; Cooperation Wlt countY health orficer
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and sc oIarshlp record on prOVI (Fe staée epartment.
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t|on vpro | tiegom fthrther eﬁtendance an puBt

pon |t|0n to optain tne re un?d atlons
W|t In the nhe I|m|t owed In t e reg ations of the sta B arf-
ment unes up| |s exempted (p ectlp 3385 ntil
|n e |I3§§ be n fully immunizea against all of the dlseases listed

g%The governln authority shall Llle a written report on the im
atjon_Status of'new entrants to the schoo o‘ ﬁ tutlon Hndert e|r
jurisdiction with the state artment Bnd oca eaIt gartment
al times .and onforms scn e g the state department
Er(pwde ragra (a? li] JVISI n () of ?e tion 49076 of th
?tlonC % local healt rtme tsha ave access 1o t
ete hea (irmatto as |t aes p iImmunization of each

stu gnt In the schoos or other IH Ptutlons isted In Section 3381 In
order to determine immunization geficiencies.

8?? The, governin authont shaII oopp1 rate with the, coun{y health
|er |n carr m% (p ram the Immunization 0 Bets(pns
app ytn% for admission t fs oo or |nftltutlon under |tsg “Sd
tion.” T e vern|n oar danp sctr]oo district may_usé funas,
rop ert erso nel rict for that purpose. The overn
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|cense 2p SICIa ang ual led 9 tere nurse a row ed
Section, BUsiness and esamns Code to administer
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Added Stats 1977 ch 1176 § 2, effective September 30, 1977.

Historical Derivation:

(a) Former § 3383, as added by Stats 1961 ch 837 § 1, amended by Stats 1971 ch 705 § 3.

(b) Former § 3403, as added by Stats 1967 ch 1021 § I, amended by Stats 1971 ch 705 § 8.
(c) Former § 3488, as added by Stats 1971 ch 833 § 1
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. Exceptions. Nothin rn the, provisions of this part 8 shal

strue t0 req Pre the testi g drd% treatmenttt ﬁﬁ minor, c‘a?g

_person who s am m er o a We -recognized churc Hr relrgrous

den Ination g Rse rer roui convictjons n accordance with the t et?

or prrnch es of his church or re rfgrous enomination are against medica
treatment for disease or physical defects

Source: L. 65, p. 722,84; C.R.S. 1963, § 66-27-4.

Am. Jur.2d. See 39 Am. Jur.2d, Health, § 27. I

PART9
SCHOOL ENTRY IMMUNIZATION

Editor’s note: The substantive provisions of this pan 9 were repealed and reenacted in 1978,
causing some addition, relocation, and elimination of sections as well as subject matter. (For
an historical record of this article, check the cumulative table located in the front of this volume.)

254901 Definitions. As used in this part 9, unless the context otherwise
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PART 10
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as provided lor acquiring schoolhouse sites in the name and in behalf of such district,
a suitable tract of land cither within or without the limits of such district to be used
for the purpose of instruction, experimentation, and demonstration in agriculture. The
provisions of this section shall apply as well to districts organized under special acts
as under the general laws, notwithstanding any provisions or restrictions in the laws
under which the same are organized.

History: EX1959 ¢ 71 art 4 s 30
123.65 [Repealed, 1980 c 609 art 6 s 48]

123.66 RECORDS AS EVIDENCE.

The records of all districts and boards and all transcripts thereof, or any part
thereof, certified by the clerk or other officer having custody thereof, shall be prima
facie evidence of the facts therein stated and all records, books, and papers ofsuch dis-
trict or board shall be subject to the inspection of any voter of the district.

History: EXx1959 ¢ 71 art 4 5 32

123.67 COUNTV ATTORNEY, DUTIES.

When the boundaries of any district are coterminous with the boundaries of a
county unless the board retains separate counsel, the county attorney may serve as
attorney forthe board withoutadditional compensation from the district, but the board
of county commissioners of such county may allow such additional compensation for
legal servicesrendered to the board as the board ofcounty commissioners deem proper.

History: EX1959 ¢ 71 art 4 5 33
123.68 [Repealed, 1989 c 329 art 9 s 34]

123.681 SALE AT AUCTION.

Notwithstanding sections 123.37, subdivision 1, 471.345 or any other law, the
board ofa school district or of a cooperative center for vocational education may, in
lieu of advertising for bids, sell at public auction to the highest responsible bidder a
building constructed or to be constructed by a secondary or post-secondary school stu-
dent or class as a school assignment. A board shall publish notice of a sale at least two
weeks before the sale in the official newspaper ofthe district, orin the case ofacoopera-
tive center, in the official newspapers of each of the member districts, and may, at its
discretion, publish additional notice in the official paper or elsewhere. A building may
be withdrawn from sale prior to the completion of the sale unless the auction has been
announced to be without reserve. If the saic is made at public auction, a duly licensed
auctioneer shall be retained to conduct the sale. The auctioneer shall be paid from the
proceeds of the sale or from any funds available to the board which are not otherwise
restricted or encumbered.

History: 1979 ¢ 1105 1

123.69 [Expired]
NOTE; Set also scclion 1-14.45.
NOTE: Sec Laws 1979, chaplcr 292, section 2.

123.70 HEALTH STANDARDS; SCHOOL CHILDREN.

Subdivision 1. Except as provided in subdivisions 3 and 4, no person over two
months old may be allowed to enroll or remain enrolled in any elementary or secondary
school or day care facility in this state until the person has submitted to the administra-
tor or other person having general control and supervision of the school or day care
facility, one of the following statements:

(1) a statement from a physician or a public clinic which provides immunizations
stating that the person has received immunization, consistent with medically accept-
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able standards, against red measles after having attained the age of 12 months, rubella,
diphtheria, tetanus, pertussis, polio, and mumps; or

(2) a statement from a physician or a public clinic which provides immunizations

stating that the person has received immunizations against red measles after having
attained the age of 12 months, rubella, and mumps and that the person hascommenced
a schedule of immunizations for diphtheria, tetanus, pertussis, and polio and which
indicates the month and year of each immunization received.

Subd. 2. No person who has commenced a treatment schedule of immunization
pursuant to subdivision 1, clause (2), may remain enrolled in any day care facility, ele-
mentary, or secondary school in this state after 18 months of enrollment unless there
is submitted to the administrator, or other person having general control and supervi-
sion of the school or day carc facility, a statement from a physician or a public clinic
which provides immunizations that the person has completed the primary schedule of
immunizations fordiphtheria, tetanus, pertussis, and polio and in which the month and
year of each additional immunization received is included. For a child less than seven
years ofage, a primary schedule of immunizations shall consist of four doses ofvaccine
for diphtheria, tetanus, and pertussis and three doses of vaccine for poliomyelitis. For
a child seven years of age or older, a primary schedule of immunizations shall consist
of three doses of vaccine for diphtheria, tetanus, and polio.

Subd. 3. (a) If a person is at least seven years old and has not been immunized
against pertussis, the person must not be required to be immunized against pertussis.

(b) Ifa person is at least 18 years old and has not completed a seriesofimmuniza-
tions against poliomyelitis, the person must not be required to be immunized against
poliomyelitis.

(c) Ifastatement, signed by a physician, issubmitted to the administrator or other
person having general control and supervision ofthe school or day care facility stating
that an immunization is contraindicated for medical reasons or that laboratory confir-
mation ofthe presence ofadequate immunity exists, the immunization specified in the
statement need not be required.

(d) If a notarized statement signed by the minor child’s parent or guardian or by
the emancipated person is submitted to the administrator or other person having gen-
eral control and supervision of the school or day care facility stating that the person
has not been immunized as prescribed in subdivision | because of the conscientiously
held beliefs of the parent or guardian ofthe minor child or ofthe emancipated person,
the immunizations specified in the statement shall not be required. This statement
must also be forwarded to the commissioner of the department of health.

(e) If the person isunder 15 months, the person is not required to be immunized
against red measles, rubella, or mumps.

Subd. 4. A person who is enrolling or enrolled in an elementary or secondary
school or day carc facility may substitute a statement from the emancipated person or
a parent orguardian ifthe person isa minor child in lieu of the statement from a physi-
cian or public clinic which provides immunizations. If the statement is from a parent
or guardian or emancipated person, the statement shall indicate the month and year
of each immunization given. In order for the statement to be acceptable for a person
who is six years ofage or younger, enrolling in an elementary school or day care facility,
it must indicate that the following was given: no less than one dose of vaccine each for
measles, mumps, and rubella given separately or in combination, and no less than four
doses ofvaccine for poliomyelitis, unless the third dose was given after the fourth birth-
day, then three doses are minimum, and no less than five doses of vaccine fordiphthe-
ria, tetanus, and pertussis, unless the fourth dose was given after the fourth birthday,
then four are minimum. In order for the statement to be acceptable for a person who
is seven years ofage or older, enrolling in an elementary or secondary school, the state-
ment must indicate no less than one dose of vaccine each for measles, mumps, and
rubella given separately or in combination, and no less than three doses of vaccine for
poliomyelitis, diphtheria, and tetanus. The commissioner of health, on finding that any
ofthe above requirements are not necessary to protect the public’s health, may suspend
for one year that requirement.
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Subd. 5. Ifa person transfers from one elementary or secondary school to another,
the person shall be allowed 30 days to submitone or more of the statements as specified
in subdivision 1or 3, during which time the person may enroll in and attend the school.

Subd. 6. The commissioner of health, on finding that an immunization required
pursuant to this section is not necessary to protect the public’s health, may suspend for
one year the requirement that children receive that immunization.

Subd. 7. Each school or day care facility shall maintain on file immunization
records for all persons in attendance that contain the information required by subdivi-
sions 1,2, and 3. The department ofhealth and the board of health, as defined in section
145A.02, subdivision 2, in whose jurisdiction the school or day care facility is located,
shall have access to the files maintained pursuant to this subdivision. When a person
transfers to another elementary or secondary school or day care facility, the administra-
tor or other person having general control and supervision of the school or day care
facility shall assist the person’s parent or guardian in the transfer of the immunization
file to the person’s new school or day care facility within 30 days of the transfer. Upon
the request ofa public or private post-secondary educational institution, as defined in
section 135A.14, the administrator or other person having general control or supervi-
sion of a school shall assist in the transfer of a student’s immunization file to the post-
secondary institution.

Subd. 8. Theadministrator or other person having general control and supervision
of the elementary or secondary school shall file a report with the commissioner ofedu-
cation on all persons enrolled in the school, except that the superintendent of each
school district shall file a report with the commissioner of education for all persons
within the district receiving instruction in a home school in compliance with sections
120.101 and 120.102. The parent of persons receiving instruction in a home school
shall submit the statements as required by subdivisions 1, 2, and 4 to the superinten-
dent ofthe school district in which the person resides by October 1ofeach school year.
The school report shall be prepared on forms developed jointly by the commissioner
of health and the commissioner ofeducation and be distributed to the local school dis-
tricts by the commissioner of health and shall state the number of persons attending
the school, the number ofpersons who have notbeen immunized according to subdivi-
sion 1or 2, and the number of persons who received an exemption under subdivision
3, clause (c) or (d). The school report shall be filed with the commissioner of education
within 60 days of the commencement of each new school term. The commissioner of
education shall forward the report, or a copy thereof, to the commissioner ofhealth who
shall provide summary reports to boards of health as defined in section 145A.02, subdi-
vision 2. The administrator or other person having general control and supervision of
the day care facility shall file a report with the commissioner of human services on all
persons enrolled in the day care facility. The day care facility report must be prepared
on forms developed jointly by the commissioner of health and the commissioner of
human services and be distributed to day care facilities by the commissioner of health
and must state the number of persons enrolled in the facility, the number of persons
with no immunizations, the number of persons who received an exemption under sub-
division 3, clause (c) or (d), and the number of persons with partial or full immuniza-
tion histories. The day care facility report shall be filed with the commissioner of
human services by November 1ofeach year. The commissioner of human services shall
forward the report, or a copy thereof, to the commissioner of health who shall provide
summary reports to boards of health as defined in section 145A.02, subdivision 2. The
report required by this subdivision is not required of a family day care or group family
day care facility.

Subd. 9. Asused in this section the following terms have the meanings given them.

(a) “Elementary or secondary school” includes any public school as defined in sec-
tion 120.05, or nonpublic school, church, or religious organization, or home school in
which achild is provided instruction in compliance with sections 120.101 and 120.102.

(b) “Person enrolled in any elementary or secondary school” means a person
enrolled in grades kindergarten through 12 and a handicapped child receiving special
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instruction and services as required in section 120.17, excluding a child being provided
services according to section 120.17, subdivision 2, clause (c) or (g).

(c) “Family day care" means day carc for no more than ten children at one time
of which no more than six arc under school age. The licensed capacity must include all
children of any caregiver when the children are present in the residence.

(d) “Group family day care” means day care for no more than 14 children at any
one time. The total number ofchildren includes all children ofany caregiver when the
children are present in the residence.

Subd. 10. A statement required to be submitted under subdivisions 1, 2, and 4 to
documentevidence ofimmunization shall include month, day, and year forimmuniza-
tions administered after January 1, 1990.

HiS'[OIi/Z 1967¢ 8585 12; 1973 ¢ 137s 1-3; 1977 ¢ 3055 45: 1978 ¢ 758% 1; 1930
co5Ms L c444; 1987 ¢c309s 24; 1988 ¢ 430s 1-8; 1989c 215 1-7

EARLY CHILDHOOD HEALTH AND DEVELOPMENTAL SCREENING
123701 PURPOSE.

The legislature finds that early detection of children’s health and developmental
problems can reduce their later need for costly care, minimize their physical and educa-
tional handicaps, and lid in their rehabilitation. The purpose of sections 123.701 to
123.705 is to assist parents and communities in improving the health of Minnesota
children and in planning educational and health programs.

History: 1977 ¢ 437s 1
123702 SCHOOL BOARD RESPONSIBILITIES.

Subdivision 1. Every school board shall provide for a voluntary program of early
childhood health and developmental screening for children once before entering kin-
dergarten. This screening program shall be established either by one board, by two or
more boards acting in cooperation, by educational cooperative service units, by early
childhood family education programs, or by other existing programs. No school board
may make this screening examination a mandatory prerequisite to enroll a student. The
school districts are encouraged to reduce the costs of preschool health screening pro-
grams by utilizing volunteers in implementing the program.

Subd. la. Components. A screening program shall include at least the following
components to the extent the school board determines they are financially feasible:
developmental assessments, hearing and vision screening, review of health history and
immunization status, and assessments of height and weight. All screening components
shall be consistent with the standards of the state commissioner of health for early and
periodic screening programs. No child shall be required to submit to any component
ofthis screening program to be eligible forany other component. No screening program
shall provide laboratory tests, a health history or a physical examination to any child
who has been provided with those laboratory tests or a health history or physical exami-
nation within the previous 12 months. The school district shall request the results of
any laboratory test, health history or physical examination within the 12 months pre-
ceding a scheduled screening clinic. A school board may offer additional components
such as nutritional, physical and dental assessments, blood pressure, and laboratory
tests. State aid shall not be paid for additional components.

Subd. 2. Ifany child’s screening indicates a condition which requires diagnosis or
treatment, the child’s parents shall be notified of the condition and the school board
shall ensure that an appropriate follow-up and referral process is available, in accor-
dance with procedures established pursuant to section 123.703, subdivision 1.

Subd. 3. The school board shall actively encourage participation in the screening

program.
Subd. 4. Every school board shall contract with or purchase service from an
approved early and periodic screening program in the area wherever possible.
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History: C. 1953, 53A-11-203, enacted by Cross-References. — Utah Division of Ser-
L. 1988, ch. 2, § 153. vicess for the Visually Handicapped,
Effective Dates. — Laws 1988, ch. 2, § 347  § 53A-26-101.
makes the act effective on February 2, 1988.

PART 3
IMMUNIZATION OF STUDENTS

53A-11-301. Certificate of immunization required.

Unless exempted for Eersonal medical, or re(! |ouBObjectrons as provrdeﬁl r]
ec lon Iaoz udent ma doatten %? rPrrvat 0r_parochia
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the sugen as received Immunization aga ainst communica
required by rules adopted under Section .

History: C. 1953, 53A-11-301, enacted by local health department as to schools,
L. 1988, ch. 2, § 154. § 26-24-24.

Effective Dates. —Laws 1988, ch. 2, § 347 State Department of Health, Chapter 1 of
makes the act effective on February 2, 1988.  Tite 26.

Cross-References. — Powers and duties of



53A-11-302 PUBLIC EDUCAT'ION

53A-11-302. Conditional enrollment ofmove-ins and trans-
fers— Grounds for exemption from required Im-
munizations.
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History: C. 1953, 53A-11-302, enacted by Cross-References. — Period of minority,
L. 1988, ch. 2, § 155. § 15-2-1.

Effective Dates. — Laws 1988, ch. 2, § 347
makes the act effective on February 2, 1988.

COLLATERAL REFERENCES

Am.Jur. 2d. —39 Am. Jur. 2d Health § 27. Key Numbers. — Health and Environment
C.J.S. — 39A C.J.S. Health and Environ- &> 25.
ment § 22.

53A-11-303. Regulations of department.
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History: C. 1953, 53A-11-303, enacted by Effective Dates Laws 1988, ch. 2, § 347
L. 1988, ch. 2, § 156. makes the act effective on February 2, 1988.
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STUDENTS IN I'UIILIC SCHOOLS 53A-11-305

53A-11-34. Certificate part of students record — Forms
for certificates — Transfer of immunization
record to official certificate.
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History: C. 1903, 53A-11-304, enacted by Effective Dates. — Laws 1988, ch. 2, § 347
L. 1988, ch. 2, § 157. makes the act effective on February 2, 1988.

53A-11-305. Immunization by local health departments —
Fees.
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History: C. 1953, 53A-11-305, enacted by first sentence of Subsection (2); and added the
L. 1988, ch. 2, § 158; 1988, ch. 202, § 1. second, third, and fourth sentences in Subsec-
Amendment Notes. — The 1988 amend- tion (2) and Subsection (3).
ment, effective April 25, 1988, deleted "with- Effective Dates. — Laws 1988, ch. 2, § 347
out cost for the vaccine" following "immu- makes the act effective on February 2, 1988.
nized" in the first sentence of Subsection (1); Cross-References. — Local health depart-
substituted "vaccine” for “"biologicals" in the ments, Chapter 24 of Title 26.
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53A-11-306 PUBLIC EDUCATION

53A-11-306. Conditional enrollment — Suspension for
noncompliance — Procedure.
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a Less a parent, 3 |an eoq\?l agi rot erorsm{ero a tu?ent 0|s

V/It out arent or |€ eI ng aut orttﬁl IanX ?oo shah
Elqlt ungEt atte%ance yastu entung racondl onal enraliment

alled to a]m Immunization re l1 ?k WI'[ In t|me period set forth |n

efl Parent s o ? ren Who ar%tﬁrghlblted ” m attend(! tg

or quardians of ¢
school for {?ﬂ?ure tg compﬂy with the provisions of this part shall be referre

the juvenile court.

History: C. 1953, 53A-11-30G, enacted by Cross-References. — Juvenile courts,
L. 1988, ch. 2, § 159. Chapter 3a of Title 78.

Effective Dates. — Laws 1988, ch. 2, § 347 Period of minority, § 15-2-1.
makes the act effective on February 2, 1988.

PART 4
REPORTING OF PROHIBITED ACTS

53A-11-401. Definitions.
a For ﬁ“é%&sﬁi j&fecttons 53A-11-301 through 53A-11-304 [53A-11-402

& ducator eansa erson emgl%‘htbﬁ/er g&lbltc school, but ex-

A “”tt’ rttan”s“tt“tt%t rohidtied b §a clioh 53A3-50L
ectton EE%-%%;O Slectton 58-37-8, rePaqu to con ro”substances of

relating to drug’ paraphérnalia.
History: C. 1953, 53A-11-401, enacted by 8§ 53A-11-301 to 53A-11-304 in the introduc-
L. 1988, ch. 2, § 160. tory language seems incorrect, Those sections
Effective Dates. — Laws 1988, ch. 2, § 347 deal with immunization of students. Sections
makes the act effective on February 2, 1988. 53A-11-402 to 53A-11-404 deal with reporting
Compiler’s Notes. — The reference to of prohibited acts.

53A-11-402. Mandatory reporting of prohibited acts.
If Wﬂucat%r has reasonable cause éo believe that a student. af tge ubL

ducator Is em s commtted a pronibited act
Ft ?f) imme |ate(iy report that topt% scptoolp H]em nated pe(?ucator

History: C. 1953, 53A-11-102, enacted by Effective Dates. — Laws 1988, ch. 2, § 347
L. 1988, ch. 2, § 161. makes the act effective on February 2, 1988.
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(3) "Local health department” shall mean the city, town, county, district
or combined city-county health department, board of health, or health
officer which provides public health services.

COMMON SCHOOL PROVISIONS

(4) "School” shall mean and include each building, facility, and location
at or within which any or all portions of a preschool, kindergarten and
grades one through twelve program of education and related activities are
conducted for two or more children by or in behalf of any public school
district and by or in behalf of any private school or private institution
subject to approval by the state board of education pursuant to RCW
28A.305.130(6), 28A.195.010 through 28A.195.050, and 28A.410.120.

(5) "Day care center" shall mean an agency which regularly provides
care for a group of thirteen or more children for periods of less than
twenty-four hours and is licensed pursuant to chapter 74.15 RCW.

(6) "Child” shall mean any person, regardless of age, in attendance at a
public or private school or a licensed day care center.

Formerly § 28A.31.102, enacted by Laws 1979, Ex,Sess., ch. 118, § 2, eff. Sept. 1,
1979. Amended by Laws 1984, ch. 40, § 4; Laws 1985, ch. 49, § 2, eff. April 17,
1985. Recodified as § 28A.210.070 and amended by Laws 1990, ch 33, §§ 4, 191

Historical and Statutory Notes 1990 Legislation

1984 Amendment. In the introducto- Laws 1990, ch. 33, § 191, changed in-

ry phrase and in subsec. (1), substituted ternal references to correspond with re-
"through 28A.31.120" for "through codification.
28A.31.122".

Severability—Laws 1984, ch. 40: See
1985 Amendment. Added subsec. (6 S . k
defining "Child". © Historical Note following § 28A.195.050.

28A.210.080. Immunization program—Attendance of child conditioned
upon presentation of alternative proofs

The attendance of every child at every' public and private school in the
state and licensed day care center shall be conditioned upon the presenta-
tion before or on each child's first day of attendance at a particular school
or center, of proof of either (1) full immunization, (2) the initiation of and
compliance with a schedule of immunization, as required by rules of the
state board of health, or (3) a certificate of exemption as provided for in
RCW 28A.210.090. The attendance at the school or the day care center
during any subsequent school year of a child who has initiated a schedule
of immunization shall be conditioned upon the presentation of proof of
compliance with the schedule on the child’s first day of attendance during
the subsequent school year. Once proof of full immunization or proof of
completion of an approved schedule has been presented, no further proof
shall be required as a condition to attendance at the particular school or
center.

Formerly § 28A.31.104, enacted by Laws 1979, Ex.Sess., ch. 118, § 3, eff. Sept. 1,
1979. Amended by Laws 1985, ch. 49, § 1. eff. April 17, 1985. Recodified as
§ 28A.210.080 and amended by Laws 1990, ch. 33, 8§ 4, 192.

Historical and Statutory Notes 1990 Legislation

1985 Amendment. In the first sen- Laws 1990, ch. 33, § 192, changed in-
tence, following “shall be conuitioned ternal references to correspond with re-
upon the presentation” substituted "be-  codification.
fore or on" for “within forty-five davs
of.
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28A.210.090. Immunization program—Exemptions from on presenta-
tion of alternative certifications

COMMON SCHOOL PROVISIONS

Any child shall be exempt in whole or in part from the immunization
measures required by RCW 28A.210.0G0 through 28A.210.170 upon the
presentation of any one or more of the following, on a form prescribed by
the department of social and health services:

(1) A written certification signed by any physician licensed to practice
medicine pursuant to chapter 18.71 or 18.57 RCW that a particular vaccine
required by rule of the state board of health is, in his or her judgment, not
advisable for the child: Prowded, That when it is determined that this
particular vaccine is no longer contraindicated, the child will be required to

have the vaccine;

(2) A written certification signed by any parent or legal guardian of the
child or any adult in loco parentis to the child that the religious beliefs of
the signator are contrary to the required immunization measures; and

(3) A written certification signed by any parent or legal guardian of the
child or any adult in loco parentis to the child that the signator has either a
philosophical or personal objection to the immunization of the child.

Formerly § 28A.31.10G, enacted by Laws 1979, Ex.Sess., ch. 118, § 4, eff. Sept. 1,
1979. Amended by Laws 1984, ch. 40, § 5. Recodified as § 28A.210.090 and
amended by Laws 1990, ch. 33, §8 4, 193.

Historical and Statutory Notes Severability—Laws 1984, ch. 40: See
1984 Amendment. In the introducto- Historical Note fOIIOWing § 28A.195.050.
ry paragraph, substituted "through
28A.31.120" for "through 28A.31.122".
1990 Legislation
Laws 1990, ch. 33, § 193, changed in-
ternal references to correspond with re-
codification.

28A.210.100. Immunization program—Source of immunizations—W rit-
ten records

The immunizations required by RCW 28A.210.060.through 28A.210.170
may be obtained from any private or public source desired: Provided, That
the immunization is administered and records are made in accordance with
the regulations of the state board of health. Any person or organization
administering immunizations shall furnish each person immunized, or his or
her parent or legal guardian, or any adult in loco parentis to the child, with
a written record of immunizaiion given in a form prescribed by the state
board of health.

Formerly § 28A.31.110, enacted by Laws 1979, Ex.Sess., ch. 118, § 6, eff. Sept. 1,
1979. Amended by Laws 1984, ch. 40, § 7. Recodified as § 28A.210.100 and
amended by Laws 1990, ch. 33, §§ 4, 194.

Historical and Statutory Notes Severability—Laws 1984, ch. 40: See
1984 Amendment. Near the begin- Historical Note following § 28A.195.050.
ning of the first sentence, substituted
"through 28A.31.120" for "through
28A.31.12.T*.
1990 Legislation
Laws 1990, ch. 33, § 194, changed in-
ternal references to correspond with re-
codification.
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28A.210.110.

COMMON SCHOOL PROVISIONS

Immunization program—Administrator’s duties upon re-
ceipt of proof of immunization or certification of ex-
emption
A child's proof of immunization or certification of exemption shall be

presented to the chief administrator of the public or private school or day

care center or to his or her designee for that purpose. The chief adminis-
trator shall:

(1) Retain such records pertaining to each child at the school or day care
center for at least the period the child is enrolled in the school or attends
such center;. :

(2) Retain a record at the school or day care center of the name, address,
and date of exclusion of each child excluded from school or the center
pursuant to RCW 28A.210.120 for not less than three years following the
date of a child’s exclusion;

(3) File a written annual report with the department of social and health
services on the immunization status of students or children attending the
day care center at a time and on forms prescribed by the department of
social and health services; and

(4) Allow agents of state and local health departments access to the
records retained in accordance with this section during business hours for
the purposes of inspection and copying.

Formerly § 28A.31.112, enacted by Laws 1979, Ex.Sess., ch. 118, § 7, eff. Sept. 1,
1979. Recodified as § 28A.210.110 and amended by Laws 1990, ch. 33, §§ 4, 195.

Historical and Statutory Notes Notes of Decisions

1990 Legislation

Laws 1990, ch. 33, § 195, changed in-
ternal references to correspond with re-
codification.

For basic development, see N otes
of D ecisions tinder § 28 A81.112 in
main volume

28A.210.120. Immunization program—Prohibiting child’s presence,
when—Notice to parent, guardian or adult in loco par-

entis, contents

It shall be the duty of the chief administrator of every public and private
school and day care center to prohibit the further presence at the school or
day care center for any and all purposes of each child for whom proof of
immunization, certification of exemption, or proof of compliance with an
approved schedule of immunization has not been provided in accordance
with RCW 28A.210.080 and to continue to prohibit the child’s presence until
such proof of immunization, certification of exemption, or approved sched-
ule has been provided. The exclusion of a child from a school shall be
accomplished in accordance with rules of the state board of education. The
exclusion of a child from a day care center shall be accomplished, in
accordance with rules of the department of social and health services.
Prior to the exclusion of a child, each school or day care center shall
provide written notice to the parentfs) or legal guardian(s) of each child or
to the adult(s) in loco parentis to each child, who is not in compliance with
the requirements of RCW 28A.210.080. The notice shall fully inform such
person(s) of the following:. (1) The requirements established by and pursu-
ant to RCW 28A.210.060 through 28A.210.170; (2) the fact that the child
will be prohibited from further attendance at. the school unless RCW
28A.210.080 is complied with; (3) such procedural due process rights as are
hereafter established pursuant to RCW 28A.210.160 and/or 2SA.210.170, as

[
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appropriate; and (4) the immunization services that are available from or
through the local health department and other public agencies.

Formerly § 28A.31.114. enacted by Laws 1979, Ex.Sess., ch. 118, § 8, eff. Sept. I,
1979. Amended by Laws 1984, ch. 40, § 8; Laws 1985, ch, 49, § 3, eff. April 17,
1985. Recodified as § 28A.210.120 and amended by Laws 1990, ch. 33, §8 4, 1915

care center each local health department
shall provide".

1990 Legislation
Laws 1990, ch. 33, § 196, changed in-

Historical and Statutory Notes

1984 Amendment. In subd. (1) of the
last sentence, substituted "through

28A.31.120" for "through 28A.31.122".

1985 Amendment. At the beginning
of the first sentence, deleted "Upon noti-
fication by the local health department,"”;
and, in the fourth sentence, following
"Prior to the exclusion of a child" substi-

ternal references to correspond with re-
codification.

Severability—Lav/s 1984, ch. 40: See
Historical Note following § 28A.195.050.

Administrative Code References

tuted ", each school or day care center In general, see WAC 248-100-163 et
shall provide” for "from a school or day  S€d-

28A.210.130. Immunization program—Superintendent of public in-
struction to provide information

The superintendent of public instruction shall provide for information
about the immunization program and requirements under RCW
28A.210.060 through 28A.210.170 to be widely available throughout the
state in order to promote full use of the program.

Formerly 8§ 28A.31.115, enacted by Laws 1985, ch. 49, § 4, eff. April 17, 1985.
Recodified as § 28A.210.130 and amended by Laws 1990, ch. 33, §§ 4,197.

Historical and Statutory Notes

1990 Legislation

Laws 1990, ch. 33, § 197, changed in-
ternal references to correspond with re-
codification.

28A.210.140. Immunization program—State board of health rules, con-
tents

The state board of health shall adopt and is hereby empowered to adopt
rules pursuant to chapter 34.05 RCY/ which establish the procedural and
substantive requirements for full immunization and the form and sub-
stance of the proof thereof, to be required pursuant to RCW 28A,210.060

through 28A.210.170.

Formerly § 28A.31.116, enacted by Laws 1979, Ex.Sess., ch. 118, § 9, eff, Sept. 1,
1979. Amended by Laws 1984, ch. 40, § 9. Recodified as § 28A.210.140 and

amended hy Laws 1990, ch. 33, 8§ 4, 198.

Severability—Laws 1981, ch. 40: See

Historical and Statutory Notes o= .
Historical Note following § 28A.195.050.

1984 Amendment. At the end of the
section, substituted "through
28A.31.120" for "through 28A.31.122”.

1990 Legislation

Laws 1990, ch. 33, § 198, changed in-
terna! references to correspond with re-

codification.
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State Immunization Requirements
Applicable to Any or All of Grades K-12

Statt  Diphtheria  Tetanus  Pertussis Mealsges I\/Iumfs Rubella Polio

Alabama K-12 K-12 K- yrs K-12 K-12
Alaska K-12 K-12 K6 s K-12 Not Required  K-11yrs K-12
Arizona K-12 Not Reqzuwed Not Requwed K-12 Not Required  K-1 K-12
Arkansas K-12 K-6 YIS K-12 Not Required  K-12 K-12
California K-12 K-12 K-6yrs K-12 K-5 yrs K-12 K-12
Colorado K-12 K-12 K-6yrs K-12 K-6 K-12
Connecticut K-12 K-12 K-6yrs K-12 K-12 K-12 K-12
Delaware K-12 K-12 K- yrs K-12 K-10 K-12 K-12
Dist, of Col. K-12 K-12 K-6yrs K-12 K-12 K-12 K-12
Florida K-12 K-12 K6 s K-12 K-12 K-12 K-12
Georgia K-12 K-12 K-6yrs K-12 K-12 K-12 K-12
Hawali K-12 K-12 K6 yrs K-12 K-12 K-12 K-12
|daho K-5 K-5 Not Requwed K-5 K- K-5 K-5
lllinois K-12 K-12 K-5 yrs K-12 K-12 K-12 K-12
Indiana K-12 K-12 K- yrs K-12 K-5 K-12 K-12
lowa K-12 K-12 K-6yrs K-12 Not Req2U|red K-12 K-12
Kansas K-12 K-12 K-s s K-12 K-12 K-12
Kentucky K-12 K-12 New Enterers ~ K-12  Not Required ~ K-12 K-12
Louisiana New Enterers New Enterers New Enterers New Enterers New Enterers New Enterers New Enterers
Maine K-12 K-12 K-6yrs - K-10 K-12 K-12
Maryland K-12 K-12 K-6yrs K-12 Not Required  K-12 K-12
Massachusetts K-12 K-12 K6 yrs K-12 K-1 K-12 K-12
Michigan New Enterers New Enterers New Eniterers New Enterers New Enterers New Enterers New Enterers
Minnesota K-12 K-12 K-6 yIs K-12 K-12 K-12 K-12
Mississippi K-12 K-12 . K-6yrs K-12 New Enterers  K-12 K-12
Missouri K-12 Not Reqzuwed Not Required ~ K-12  Not Required ~ K-12 K-12
Montana K-12 K-1 K-6yrs K-12 ~ New Enterers  K-12 K-12
Nebraska K-12 K-12 K-6 s K-12 K-12 K-12 K-12
Nevada K-12 K-12 K- yrs K-12 ~ New Enterers  K-12 K-12
New Hampshire  K-12 K-12 K-ers K-12 K-12 K-12 K-12
New Jersey K-12 K-12 K-6yrs K-12 K-15 yrs K-12 K-12
New Mexico K-12 K-12 K6 yrs K-12- Not Req2U|red K-12 K-12
New York K-12  Not Reqzuwed Not Required  K-12 K-1 K-12 K-12
North Carolina K-12 K-6yrs K-12 New Enterers ~ K-12 K-12
North Dakota K-12 K-12 K6 s K-12 K-12 K-12 K-12
Ohio K-12 K-12 K-6 yrs K-12 K-12 K-12 K-12
Oklahoma K-12 K-12 K6 yrs K-12 New Enterers  K-12 K-12
Oregon K-12 K-12 NotRequired  K-12  New Enterers  K-12 K-12
Pennsylvania K-12 K-12 Not Required ~ K-12 K-12 K-12 K-12
Puerto Rico K-12 K-12 K-6yrs K-12 K-12 K-12 K-12
Rhode Island K-12 K-12 Not Requwed K-12 K-e yrs K-12 K-12
South Carolina K-12 K-12 5 yrs K-12 Not Reqzuwed K-12 K-12
South Dakota K-12 K-12 K@ yIs K-12 K-12 K-12
Tennessee K-12 K-12 K6 yrs K-12 K-12 K-12 K-12
Texas K-12 K-12 Not Required  K-12 K-17 er K-11 er K-12
Utah K-12 K-12 K-6yrs K-12 K-12 . K-12
Vermont K-12 K-12 K-6 s K-12 Not Required K 12 K-12
Virginia K-12 K-12 K6 yrs K-12 New Enterers  K-12 K-12
Washington, K-12 K-12 Not Required ~ K-12 K- K-12 K-12
West Virginia  New Enterers New Enterers New Enterers New Enterers Not Re uired New Enterers New Enterers
Wisconsin K-12 K-12 K-6yrs K-12 K-12 K-12

Wyoming New Enterers New Enterers  K-syrs  New Enterers New Enterers New Enterers New Enterers



DIPHTHERIA

Immunization Requirements
(For Any or All of Grades K-12)

New Enterers

K.-5th Grade

K-12th Grade



State
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.

Florida
Georgia
Hawaii
Idaho
lllinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico

New York
North Carolina

North Dakota
Ohio
Oklahoma
Oregon

Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Ulah
Vermont
Virginia
Washington
'Vest Virginia
Wisconsin
Wyoming

Grade
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-12
K-12
K-5
K-12
K-12
K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-12

K-12
K-12
K-12
K-12

K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
New Enterers
K-12
New Enterers

DIPHTHERIA
State Immunization Requirements

Applicable to Any or All of Grades K-12

Dosage Requirements and Additional Comments
4 doses, last dose on or after 4th birthday
5 doses unless 4th dose after 4th birthday, then 4; 3 doses if 7 years and older
5 doses unless 4th dose after 4th birthday
3 dosts; last must have been after 4th birthday
4 doses; 4th dose after 2nd birthday
4 doses
3 doses
4 doses; 5 if 4th is before 4th birthday

3 doses plus booster if series started as infant; a 5th dose is recommended; also
required of college students

5 doses unless 4th dose after 4th birthday, then 4; 3 doses if 7 yrs & older

3 doses minimum; the last dose given after 4th birthday

As recommended by American Academy of Pediatrics

4 doses

4 doses; the last a booster on or after 4th birthday plus a 10 year booster

4 doses for K-1, 3 doses for grades 2 and above

3 doses, one must be after age 4 years

4 doses if series is begun before age 7 years; 3 if begun after 6 years

3 to 5 doses— the last a booster on or after 4th birthday plus a 10 year booster
4 to 5 doses; at least 1 dose after age 4 years

3 doses

4 doses if 6 yrs or younger; 3 doses if 7 yrs or older

4 doses for K; 3 doses plus 10 year booster for 1-12

4 doses, only 3 if series started after 6 ye. \ plus booster every 10 years

5 doses unless 4th dose after 4th birthday, tuen 4; 3 doses if 7 yrs & older

4 doses if before 7 years; 3 if after 7 years; at least 1 booster dose after 4 years
3 doses, at least 1 after age 3 years

4 doses if 6 years old or less; 3 if 7 years or older; last dose after 4th birthday
3 doses

4 doses minimum, with at least 1 dose on or after 4th birthday

3 doses minimum; provided the last dose is given on or after 4th birthday

4 doses including booster for ages 1-6; 3 doses for 7 years and older

4 doses if begun before age 7 years; 3 if after age 7 years; at least 1 dose after 4th
birthday

3 doses

5 doses; 3 doses by 1 yr of age, 1 booster dose in 2nd yr, 1 booster dose on or
after 4th birthday; only 4 doses required if 4th dose on or after 4th birthday

4 doses
4 doses; 3 if 3rd on or after 6th birthday
3 doses

4 doses; 5 if 4th was before age 4 years; 3 for grades 2-12 if in Oregon Schools on
3/14/82 unless 1 or more before 6 months, then 4 doses

3 doses

3-t- doses, provided the 3rd is given after 4th birthday

3 doses

3 doses, at least 1 must have been on or after 4ih birthday
4 doses, at least 1 must have been after 4th birthday

4 doses
3 doses,
4 doses
3 doses, with 6 months between 2nd dose and any thereafter
3 doses, with 3rd after 4th birthday or 4th dose required

4 doses, last dose must be at or after age 4 years

3 doses minimum, with at 'cast 1 after 4th birthday

4 doses, only 3 if 3rd received after 4th birthday

4 doses, entering Wyoming schools

1 dose after 4th birthday plus 1 within 10 years



TETANUS

Immunization Requirements
(For Any or All of Grades K-12)

Alaska

Puerto Rico

Not Required

New Enterers

K-5th Grade

K-12th Grade



State
Alabama
Alaska

Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.

Florida
Georgia
Hawaii
Idaho
lllinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico

New York
North Carolina

North Dakota
Ohio
Oklahoma
Oregon

Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah

Vermont

Virginia
Washington
West Virginia
Wisconsin
Wyoming

Grade
K-12
K-12

Not Required
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-12
K-12
K-5
K-12
K-12
K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
New Enterers
K-12
K-12
Not Required
K-12
K-12
K-12
K-12
K-12
K-12

No

—

Required
K-12

K-12
K-12
K-12
K-12

K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-12
i.». r.errrj.
K-12
New Enterers

TETANUS

State Immunization Requirements

Applicable to Any or All of Grades K-12

Dosage Requirements and Additional Comments

3 dose minimum required

5 doses unless 4th dose after 4th birthday, then 4 doses; 3 doses if 7 years and
older

Usually given with diphtheria

3 doses, but last must have been since 4th birthday
4 doses, 4th dose after 2nd birthday

4 doses

3 doses

4 doses; 5 if 4th was before 4th birthday

3 doses plus booster if series started as infant; a 5th dose is recommended; also
required of college students

5 doses unless 4th dose after 4th birthday, then 4; 3 doses if 7 yrs & older

3 doses minimum, the last dose given after the 4th birthday

As recommended by American Academy of Pediatrics

4 doses

4 doses; the last a booster on or after 4th birthday plus a 10 year booster

4 doses for K-1, 3 doses for grades 2 and above

3 doses, 1 must be after age 4 years

4 doses if started before age 7 years; 3 if begun after 7 years

3 to 5 doses— the last a booster on or after 4th birthday plus a 10 year booster
4 to 5 doses; at least 1 dose after age 4 years

3 doses

4 doses if 6 yrs or younger; 3 doses if 7 yrs or older

4 doses for K; 3 doses plus 10 year booster for 1-12

4 doses, only 3 if series started after 6 years of age, plus booster every 10 years
5 doses unless 4th dose after 4th birthday, then 4; 3 doses if 7 yrs & older

4 doses if before 7 years; 3 if after 7 years; at least 1 booster dose after 4 years
3 doses, at least 1 after age 3 years recommended

.4 doses if 6 years or less; 3 if 7 years or older; last dose after 4th birthday

3 doses

4 doses minimum, with at least 1 dose on or after 4th birthday

3 doses minimum, provided the last dose is given on or after 4th birthday
4 doses including booster for ages 1-6; 3 doses for 7 years and older

4 doses if begun before age 7 years; 3 if begun at age 7 years or older; at least
1 dose after 4th birthday

5 doses; 3 doses by 1 yr of age, 1 booster dose in 2nd yr, 1 booster dose on
or after 4th birthday; only 4 doses required it 4th dose on or after 4th birthday

4 doses
4 doses; 3 if 3rd received on or after 6th birthday
3 doses

4 doses; 5 if 4th was before age 4 years; 3 for grades 2-12 if in Oregon Schools
on 3/14/82 unless 1 or more before 6 months, tnen 4 doses

3 doses

3+ doses, provided the 3rd is given after 4th birthday

3 doses

3 doses, at least 1 must have been on or after 4th birthday
4 doses, at least 1 must have been after 4th birthday

4 doses
3 doses.
4 doses
3 doses, vith 6 months between 2nd dose and any thereafter; plus booster in 10
years

3 doses, with 3rd after 4th birthday or 4th dose required

4 doses, last dose must be at or after age 4 years

3 doses minimum, with at least 1 after 4th birthday

4 doses, only 3 doses if 3rd received after 4th birthday

4 doses, entering Wyoming schools

1 dose after 4th birthday plus 1 within 10 years



PERTUSSIS

Immunization Requirements
(For Any or Ali of Grades K-12)

Alaska

Puerto Rico

Not Required

New Enterers

K-5 yrs or K-6 yrs



State

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.
Florida
Georgia
Hawaii
Idaho
lllinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire

New Jersey
New Mexico
New York
North Carolina

North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia

Wisconsin
Wyoming

Grade
K-6 yrs
K-6 yrs
Not Required
K-6 yrs
K-6 yrs
K-6 yrs
K-6 yrs
K-6 yrs
K-6 yrs
K-6 yrs
K-6 yrs
K-6 yrs
Not Required
K-5 yrs
K-6 yrs
K-6 yrs
K-6 yrs
New Enterers
New Enterers
K-6 yrs
K-6 yrs
K-6 yrs
New Enterers
K-6 yrs
K-6 yrs
Not Required
K-6 yrs
K-6 yrs
K-6 yrs
K-6 yrs

K-6 yrs
K-6 yrs
Not Required
K-6 yrs

K-6 yrs
K-6 yrs
K-6 yrs
Not Required
Not Required
K-6 yrs
Not Required
K-5 yrs
K-6 yrs
K-6 yrs
Not Required
K-6 yrs
K-6 yrs
K-6 yrs
Not Required
New Enterers

K-6 yrs
K-6 yrs

PERTUSSIS

State Immunization Requirements

Applicable to Any or All of Grades K-12

Dosage Requirements and Additional Comments
3 dose minimum required
5 doses unless 4th dose after 4th birthday, then 4 doses
Usually given with diphtheria
3 doses, but last must have been after 4th birthday
4 doses, 4th dose after 2nd birthday
4 doses
3 doses
4 doses; 5 if 4th was before 4th birthday
3 doses
5 doses unless 4th dose after 4th birthday; then 4 doses
3 doses minimum; the last dose given after the 4th birthday
As recommended by American Academy of Pediatrics

4 doses; the last a booster on or after 4th birthday

4 doses

3 doses, 1 must be after age 4 years

4 doses

4 doses minimum; if 4th given before 4th birthday, a 5th is required
4 to 5 doses; at least 1 after age 4 years; required to age 7 years
3 doses

4 doses if 6 yrs or younger

4 doses

4 doses, not required after 6th birthday

5 doses unless 4th dose after 4th birthday; then 4 doses

4 doses if before 7 years; at least 1 booster after 4th birthday

3 doses, at least 1 after age 3 years recommended

4 doses if 6 yrs or less; last dose after 4th birthday

3 doses

4 doses minimum, with at least 1 dose on or after 4th birthday

3 doses minimum; provided the last dose is given after the 4th birthday; not
required to be given if 7 years or older

4 doses including booster for ages 1-6
4 doses

5 doses; 3 doses by 1 yr of age, 1 booster dose in 2nd yr, 1 booster dose on or
after 4th birthday; only 4 doses required if 4th dose on or after 4th birthday

4 doses
4 doses; 3 if 3rd dose required on or after 6th birthday
3 doses

3+ doses, if 3rd is given after 4th birthday; not required after 7th birthday

3 doses, at least 1 received on or after 4th birthday
4 doses, at least 1 received after 4th birthday
4 doses

4 doses
3 doses, 6 months between 2nd and any thereafter
3 doses, with 3rd dose after 4th birthday or 4th dose required

3 doses minimum, with at least 1 dose after 4th birthday: not required after 7 years
of age

4 doses, only 3 doses if 3rd received after 4th birthday

4 doses: required up to but not inducing 7th birthday



MEASLES

Immunization Requirements
(For Any or All of Grades K-12)

W/,

New Enterers

K-5th Grade

W K-12th Grade



State
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.
Florida
Georgia

Hawaii
Idaho

lllinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey

New Mexico
New York

North Carolina
North Dakota

Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota

Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia

Wisconsin
Wyoming

MEASLES
State Immunization Requirements

Applicable to Any or All of Grades K-12

Grade
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-5

K-12

K-12

K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-12

K-12
K-12

K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-12

K-12
K--12
K-12
K-12

New Enterers
K-12
New Enterers

Dosage Requirements and Additional Comments
1 dose after 15 months of age
1 dose on or after 1st birthday
1 dose live measles vaccine given on or after 1st birthday
1 dose given after 1st birthday and after January 1968
1 dose of livo virus vaccine administered on or after 1st birthday
1 dose on or after 1st birthday
1 dose after age 1 and vaccine did not include gamma globulin
| dose after 15 months of age
1dose, must be repeated if given before 1969; also required of college students
ldose at 15 months recommended, over 12 months accepted; and in 1968 or later
1 dose of live virus vaccine given after the 1st birthday and after 1968; or positive
serology
| dose as recommended by American Academy of Pediatrics

1 dose after 1st birthday; MD diagnosis of disease or laboratory confirmation of
immunity accepted

1 dose at 15 months of age or later; MD diagnosis of disease or laboratory con-
firmation accepted

1 dose on or after 12 months of age; MD diagnosis of disease or laboratory con-
firmation accepted

1 dose after 15 months of age or physician’s diagnosis

1 dose given after 12 months of age

1 dose on or after 12 months of age, recommended 15 months

1 dose given on or after 15 months, 12 to 15 months also accepted

1 dose after 1st birthday or serologic confirmation of immunity

1 dose live vaccine at 1 year or older or serologic confirmation of immunity

1 dose on or after 1st birthday

1 dose after 1st birthday, MD diagnosis of disease accepted

1 dose after 12 months of age

1 dose after 1st birthday

1 dose given after 12 months of age; children born in or after 1982 at 15 months
1 dose given after 12 months of age; on or after 15 months after 7/1/89

1 dose at or after 12 months of age

1 dose, either single or any combination of vaccine on or after 12 months of age
1 dose live vaccine on or after 1st birthday

1 dose live virus vaccine given after 12 months of age, except 15 months if child
born after 1/88

1 dose live virus given on or after 12 months of age

1 dose live vaccine administered after 12 months of age, but recommended at
15 months

1 dose live vaccine on or after 1st birthday

1 dose if given after 15 months of age; 12 months accepted; aiso required for
students attending state funded colleges & universities

1dose live virus vaccine on or after 1st birthday

1 dose, received on or after 1st birthday

1 dose at or after 12 months of age, but recommended at 15 months

1 dose live vaccine on or after 1st birthday, or positive serology

1 dose live vaccine if given after 15 months of age; 12 months accepted
1 dose after 12 months of age; also required of college students

1 dose, must have been on or after 1st birthday

1 dose after 12 months of age or MD's diagnosis of disease; also required by
State funded colleges

1 dose given after 12 months of age

1 dose on, after, or during the calendar month of the 1st birthday or physician
verified history of disease

1 dose given after 12 months of age

1 dose administered on or after 1st birthday or a MD diagnosed disease history
1 dose after 12 months of age

1 dose of iive vaccine after 1st birthday; laboratory ccnfirmation of disease ac-
cepted

1 dose given after 12 months of age

1 dose on or after 1st birthday

1 dose after 12 months of age entering Wyoming schools






State
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.
Florida
Georgia
Hawaii
Idaho

lllinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan

Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina

North Dakota
Ohio
Oklahoma
Oregon

Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia

Washington
West Virginia
Wisconsin
Wyoming

Grade
K-12
Not Required
Not Required
Not Required
K-6 yrs
K
K-12
K-10
K-12
K-12
K-12
K-12
K-5

K-12
K-5

Not Required
K-12

Not Required

New Enterers
K-10

Not Required
K-12

New Enterers

K-12
New Enterers
Not Required
New Enterers

K-12
New Enterers

K-12

K-15 yrs
Not Required

K-12

New Enterers

K-12
K-12
New Enterers
New Enterers

K-12
K-12
K-6 yrs
Not Required
K-12
K-12
K-17 yrs

K-12
Not Required
New Enterers

K-1
Not Required
K-12
New Enterers

MUMPS
State Immunization Requirements

Applicable to Any or Ail of Grades K-12

Dosage Requirements and Additional Comments

1 dose after 15 months of age
Usually given with measles and rubella vaccine

1 dose administered on or after 1st birthday

1 dose on or after 1st birthday, not required after K

1 dose given after age 1 year

1 dose after 1 year of age; K-11 in 90-91, K-12 in 91-92

1 dose, also required of college students

1 dose at 15 months recommended, over 12 months accepted
1 dose of live virus vaccine given after the 1st birthday

1 dose as recommended by American Academy of Pediatrics

1 dose after 1st birthday; MD diagnosis of disease or laboratory confirmation of
immunity accepted

1 dose at 1 year of age or later, or MD diagnosis of disease

1 dose on or after 12 months of age; 1 additional grade each year; MD diagnosis
of disease or laboratory confirmation of immunity accepted

1 dose given after 12 months of age

1 dose given on or after 15 months; 12 to 15 months also accepted
1 dose after 1st birthday; or serologic confiimation of immunity

1 dose at or after 12 months of age

1 dose, only in children who entered K in 1979 or later; MD diagnosis of disease
accepted

1 dose

1 dose after 12 months of age

1 dose, given on or after 15 months; recommended

1 dose given on or after 15 months of age

1 dose at or after 12 months of age

1 dose, either single or any combination of vaccine, on or after 12 months of age
1 dose after 12 months of age, except 15 months of age if child born after 1/88
1 dose; required of these born on or after 1/1/73

1 dose strongly recommended

1 dose live vaccine given after 12 months of age

1dose live vaccine by 2 yrs of aae; not required for children who entered 1st grade
before July 1, 1987

1 dose if given after 15 months of age — 12 months accepted
1 dose live virus vaccine on or after 1st birthday
1 dose received on or after 1st birthday

1 dose includes all out-of-state transferees but not students in grades 2-12 in
Oregon schools on 3/14'82

1 dose on or alter 1st birthday or MD diagnosis of disease
1 dose live vaccine if given after 15 months of age: 12 months accepted
1 dose after 12 months of age

1 dose given after 12 months of age
1 dose given after 12 months of age

1dose or physician verified disease; by September 1990. mumps will be lequired
for all enrolleos

1 dose given after 12 months of age

1 dose given at 12 mr--’hs of age or older; required cf ail new enterers since
8/1/81

1 dose at or after 12 months of age

1 dose on or after 1st birthday
1 oose, entenng Wyoming schools



RUBELLA

Immunization Requirements
(For Any or All of Grades K-12)



State
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York

North Carolina
North Dakota

Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota

Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Grade
K-12
K-11 yrs
K-12
K-12
K-12
K-6
K-12
K-12
K-12
K-12
K-12
K-12
K-5
K-12
K-12
K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-12

K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-11 yrs
K-12
K-12
K-12
K-12
New Enterers
K-12
New Enterers

RUBELLA

State Immunization Requirements

Applicable to Any or All of Grades K-12

Dosage Requirements and Additional Comments
1 dose administered after 15 months of age
1 dose administered on or after 1st birthday
1 dose given on or after 1st birthday
1 dose given after the 1st birthday and after 6/1/69
1 dose administered on or after 1st birthday
1 dose on or after 1st birthday; post pubertal females exempt
1 dose given after 1 year of age
1 dose given after 1 year of age
1 dose; also required of college students
1 dose at 15 months of age recommended, over 12 months accepted
1 dose of live virus vaccine given after the 1st birthday
1 dose, as recommended by American Academy of Pediatrics
1 dose after 1st birthday; laboratory confirmation of immunity accepted
1 dose at 1 year of age or later, or laboratory confirmation
1dose on or after 12 months of age; laboratory confirmation of immunity accepted
1 dose after 15 months of age, or laboratory confirmation
1 dose given after 12 months of age
1 dose on or after 12 months of age
1 dose given on or after 15 months of age; 12 to 15 months also accepted
1 dose after 1st birthday; or serologic confirmation of immunity
1 dose of live vaccine or serologic confirmation of immunity
1 dose at or after 12 months of age
1 dose given after the 1st birthday
1 dose
1 dose after 12 months of age
1 dose given after 12 months of age; children born in or after 1982, at 15 months
1 dose after 12 months of age; on or after 15 months after 7/1/89
1 dose at or after 12 months of age
1 dose, either single or any combination of vaccine, on or after 12 months of age
1 dose after 12 months of age, except 15 months of age if child born after 1/08
1 dose
1 dose at 12 months of age

1 dose live vaccine after 12 months of age; may be waived for females 11 years old
and up

1 dose of live vaccine by age 2 years

1 dose, if given after 15 months of age — 12 months accepted; also required for
student attending state funded colleges and universities

1 dose live virus vaccine on or after 1st birthday

1 dose; received on_or after 1st birthday

1 dose at or after 2 months of age, but recommended at 15 months

1 dose on or after 1st birthday, or positive serology

1 dose live vaccine if given after 15 months of age; 12 months accepted

1 dose after 12 months of age; also required of college students

1 dose on or after 1st birthday; not required of females after onset of puberty

1 dose given after 12 months of age; or positive serology; also required by state
funded colleges

1 dose on or after 12 months of age; females 13 years old and up are exempt
1 dose

1 dose given after 12 months of age

1 dose given on or after 1st birthday, or positive serology

1 dose given after 12 months of age or older

1 dose after 1 year; or positive serology

1 dose given after 12 months of age

1 dose qgiven on or after 1st birthday

1 dose after 12 months of age, entering Wyoming schools through age 10 years



POLIO

Immunization Requirements
(For Any or All of Grades K-12)

New Enterers

K-5th Grade

K-12th Grade



State
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.
Florida
Georgia

Hawaii

Idaho

Illinois

Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina

North Dakota
Ohio
Oklahoma
Oregon

Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Grade
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-5
K-12
K-12
K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
New Enterers
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12

K-12
K-12
K-12
K-12

K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
K-12
New Enterers
K-12
New Enterers

15

POLIO
State Immunization Requirements

Applicable to Any or All of Grades K-12

Dosacje Requirements and Additional Comments
3 dose minimum required, last dose on or after 4th birthday
4 doses unless 3rd dose after 4th birthday, then 3 doses
5 doses unless 4th dose after 4th birthday, then 4 doses
3 doses, last must have been given after 4lh birthday
3 doses, 3rd dose after 2nd birthday
3 doses
3 doses TOPV or IPV-3 virus types plus 1 TOPV; or IPV with 2 year boosters
4 to 5 doses; 3 doses if given after 4th birthday
3 OPV plus booster if series started before 4 years of age
4 doses; unless 3rd dose after 4th birthday, then 3 doses

3 doses minimum of TOPV or 4 of IPV given after 1968; last close must have been
given after 4th birthday

As recommended by American Academy of Pediatrics

3 doses

3 doses; the last a booster on or after 4th birthday

3 doses

3 doses, 1 must be after 4 years of age; not required after 18 years of age

3 doses

3 to 4 doses, the last a booster on or after 4th birthday

4 to 5 doses; at least 1 dose after age 4 years

3 doses, 1 of which is given after 1st birthday

3 doses; not required age 18 yrs and older

3 doses

3 doses, not required after 18th birthday

4 doses; unless 3rd dose after 4th birthday, then 3 doses

3 doses, 1 must have been after 4th birthday

3 doses TOPV, at least 1 after age 3 years

3 dose minimum of trivalent poliomyelitis vaccine, last dose after 4th birthday
3 doses

3 doses minimum, with at least 1 dose on or after 4th birthday

3 doses; if 3rd is on 4th birthday

3 doses OPV including booster; IPV 4 doses including booster 1968 and after
3 doses, at least 1 dose after 4th birthday

3 or more doses of TOPV, or 4 or more doses of IPV, and administered after 1968

4 doses oral vaccine; 3 doses bv age 2 yrs; 1 dose on or after 4 years; only 3
doses if 3rd dose on or after 4th Dirtnday"

4 doses
3 doses OPV or 4 IPV through 17 years of age
3 doses

4 doses; 3 for grades 2-12 in Oregon schools on 3/14/82 unless 1 or more
received before 6 months, then 4 doses

3 doses OPV or 4 doses IPV

3 doses, provided the 3rd is given after 4th birthday

3 doses

3 doses, at least 1 must be on or after 4th birthday

3 doses OPV or 4 doses IPV, at least 1 received after the 4th birthday
4 doses, 1 dose given on or after the 6th birthday

3 doses, 1 dose since 4th birthday; through 17 years old

3 doses

3 doses, with 6 months between 2nd dose and any thereafter
3 doses, with 3rd after 4th birthday or 4th dose required

3 doses OPV or 4 IPV, with last dose after 4 years of age

3 doses minimum, with 1 after 4th birthday

4 doses, only 3 if 3rd received after 4th birthday

4 doses, entering Wyoming schools
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| Aluika

Haemophilus b
Immunization Requirements
(For Licensed Day-Care Centers)

O Not Required

Required



Physician Diagnosis of Disease

Accepted as Evidence of Immunity (K-12)

| |Accepted

State
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana

Diphtheria Tetanus

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon__
Pennsylvania
Puerto Rico
Rhode lIsland
South Carolina
South Dakota
Tennessee
Texas

Vermont
Virginia____
Washington
West Virginia
Wisconsin
Wyoming

Pertussis ptteasles

z zZz zZ zZ Z

[U Not Accepted E | Not Applicable (Immunity not required)

Rubella

1z 2z 2z z 2z



Immunization Date and Dose Documentation Required (K-12)

tH Single date/dose documentation required ED Mixed date/dose documentation used

Applicable Dose & Dose & Applicable Dose & Applicable
State Vabeines. Vear— accmes MoNi Vaecines MDY VHecines

Alabama

Alaska

Arizona MEASLES

Arkansas

California

Colorado

Connecticut

Delaware

Dist. of Col.

Florida

Georgia

Hawaii

Idaho

Illinois

Indiana MMR

Kansas

Kentucky

Louisiana MEASLES
Maine

Maryland

Massachusetts

Michigan

Minnesota MEASLES
Mississippi

Missouri m m

Montana

Nebraska

Nevada

New Hampshire

New Jersey

New Mexico

New York

North Carolina

North Dakota

Oklahoma

Oregon

Pennsylvania

Puerto Rico

Rhode Island

South Carolina DTP.PO ME.R
South Dakota

Tennessee

Texas

Utah

Vermont

Virginia

Washington

West Virginia

Wisconsin

Wyoming

ALL = All vaccines required by individual states



Exemptions from Immunization Requirements (K-12)

I 1Allowed EH Not Allowed
State Medical  Religious Philosophical

Alabama

Alaska

Arizona

Arkansas

California

Colorado

Connecticut

Delaware

Dist. of Col,

Florida

Georgia u
Hawaii

Idaho

Illinois ]

Indiana

lowa

Kansas

Kentucky

Louisiana

Maine

Maryland

Massachusetts

Michigan

Minnesota ]

Mississippi

Missouri

Montana

Nebraska SRPECAN BN | 1
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island r..vr
South Carolina
South Dakota
Tennessee
Texas u
Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming



LJ Required

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.
Florida
Georgia
Hawaii

Idaho

lllinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
Nodh Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virainia
Wisconsin
Wyoming

QD

Immunization Requirements Applicable to Any or All
Students Enrolled in K-12, Day-Care, and College

Not Required

Tetanus  Pertussis

9 o
8 ¢

Day
Care
Day
Care
)
K-12
Care
College
18
Day
Care

| 1College

|Day
I

E3 Not Applicable (no law or requirement)

Heemop hilus
v
o

K-12
Day
Care



Enforcement of Immunization Requirements-

U Law/requirement contains clause (HI Law/requirement does not contain clause
F~j Not Applicable (No law or requirement)

Penalty Clause for Noncompliance Exclusion Clause forNoncompliance
K-12 Day-Care College K-12 Day-Care College

State

Alabama -
Alaska - -
Arizona - -
Arkansas

California

Colorado -
Connecticut -
Delaware -
Dist. of Col.

Florida ]
Georgia -

Hawaii -

Idaho - - - -
lllinois

Indiana -

lowa -

Kansas -

Kentucky -

Louisiana -

Malne « cesssas
Maryland -
Massachusetts

Michigan -
Minnesoia - u
Mississippi

Missouri -
Montana

Nebraska -
Nevad i -
New Hampshire -
New Jersey -
New Mexico -
New York - -
North Carolina

North | akota

Ohio - -
Oklahoma -
Oregon -
Pennsylvania -
Puerto Rico

Rhode lIsland

South Carolina -
South Dakota

Tennessee -
Texas

Utah - -
Vermont - n
Virginia

Washington -

West Virginia

Wisconsin -

Wyoming J—

WA * 1

V*'e C'H

“

Lok e



Rubella Suscenptioility
Testing
O Required O Not Required

State Prem arital Hospital
Employee
Alabama
Alaska

Arizona
Arkansas
California
Colorado
Connecticut
Delaware

Dist. of Col.
Florida

Georgia

Hawaii

Idaho

Illinois

Indiana

lowa

Kansas
Kentucky
Louisiana
Maine * ft
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska (]
Nevada

New Hampshire
New Jersey
New Mexico
New York

North Carolina
North Dakota
Ohio

Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming RV ! VXL

Immunization of
Rubella Susceptibles

O Required O Not Required

State Premarital Hospital
Employee
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Dist. of Col.
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washinciton
West Virginia
Wisconsin
Wyoming



23 January 1992

Children's Defense Fund
122 C Street, NW
W ashington, D.C. 20001

ATTN: Publications

Dear Mesdames or Sirs:;

Enclosed is a check for $9.00 to purchase two copies ofyour
children's immunization report.

Also enclosed is an envelope in which to return these reports. |
would be most appreciative of an expedited return since the Senate
HESS Committee is currently considering legislation that would
provide a personal exemption to mandatory immunization in
Alaska.

Sincerely yours,

Melissa Aber Fouse
Committee Aide
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Executive Summary and Overview of Key Findings

The Immunization Crisis

One appalling manifestation of the broader crisis in the
nation®"s health care system has been the falling number of children
immunized against wholly preventable diseases like polio, measles,
mumps, rubella, diphtheria, tetanus, pertussis, and meningitis.
Falling immunization rates have 1inevitably led to more cases of
disease and death and disability. The most glaring result has been
a three-year 1long measles epidemic that has claimed over 55,000
Americans, 1including 89 who died in 1990 alone. Twice as many
children contracted pertussis last year than in 1981, and rubella
cases stood five times higher than in 1988.

While the rest of the world, including developing nations, has
rapidly increased immunization rates, the U.S. has fallen behind.
During the 1980s, the proportion of American preschoolers immunized
against routine childhood diseases fell to fewer than one-half.

The United States ranks behind 16 other nations in the
proportion of infants immunized against polio. When the proportion
of U.S. nonwhite infants adequately immunized is compared to other
nations® overall rates, the United States ranks 70th in the world,
behind Burundi, Indonesia, Cuba, Jamaica, and Trinidad and Tobago.

Key reasons for the U.S. immunization decline have included

skyrocketing vaccine costs, rising child and family poverty rates,
inadequate access to health care, and underfunding of public health

programs.

0 Since 1981, the price of a single dose of diphtheria,
tetanus, pertussis (DTP) vaccine rose from 33 cents to
nearly $10. The price for a dose of polio vaccine

quadrupled from $2.10 to $9.45. Measles, mumps, rubella
(MMR) vaccine nearlytripled, rising from $9.32 to
$25.29.

0 In one recent study, 84 percent of pediatricians and 66
percent of family practitioners reported referring at
least some of their patients to public clinics for
immunizations. The overwhelming majority of these
doctors cited the affordability of immunizations both to
themselves and their patients as the underlying cause.

0 After adjusting for inflation, funding for community
health centers fell by 38 percent between 1981 and 1991.
With shrinking resources and rising demand for

immunization services, 70 percent of all health centers
have reported vaccine shortages in their clinics.



Findings of the Study: Medicaid Reimbursement Systems Are
Discouraging Providers from Vaccinating Children While
Unnecessarily Inflating State and Federal Costs.

In the fall o0f1991 the Children"sDefense Fund undertook a
survey of 49 states and the District of Columbia to determine how
well Medicaid programs are providing immunizations. It shows that
Medicaid, the nation"s safety net health program which should be
easing the immunization crisis, instead is worsening the problems.
In 1990, nearly one-quarter of all young children, 5.3 million
youngsters under age 6, relied on the Medicaid program for health

care.

There are two basic price levels for vaccines in this country.
The ™"catalog" oprice that physicians or other providers pay for
vaccines (and then in turn charge to insurance companies or
patients) is far higher than the "contract" prices that the federal
Centers for Disease Control (CDC) pay for bulk purchase of vaccines
they distribute to public clinics. Oral polio vaccine, for
example, is $9.45 for private purchase and $2.00 when bulk
purchased by CDC.

CDC"s contract with vaccine manufacturers allows states to
bulk purchase as much vaccine as they want. In theory every state
could - and should - buy and distribute enough vaccine at least
for 1its Medicaid eligible children, rather than reimbursing
physicians to buy vaccine at far higher prices.

But only a minority of states bulk purchase soma or all types
of vaccine, either for Medicaid recipients or for all children in
the state. Thirty states instead continue a fee-for-servjce
reimbursement system in Medicaid. But most of these states, while
paying far more than the CDC price for vaccine alone, pay providers
an unreasonably low combined amount for vaccines and
administration. This led many physicians to discontinue delivering
immunizations to Medicaid children.

0 States reimburse Medicaid providers only a fraction of
the fee typically charged by office-based physicians for
immunization services. On average, Medicaid programs pay
just 53 percent of wusual fees for the diphtheria,
tetanus, and pertussis (DTP) vaccine and only 67 percent
of usual fees for oral polio vaccine (0PV). Average
state Medicaid reimbursements for measles, mumps, and
rubella (MMR) and meningitis (HiB) vaccines were 72 and
84 percent of usual fees, respectively.

0 In a single office visit for immunizations for a 15-
month-old child, the typical Medicaid program underpays
doctors by nearly $40. In some states, Medicaid

underpays physicians more than $60 compared to usual fee
for vaccinations.



0 Only one state out of the 30 states that use a fee-for-
service vaccine system in Medicaid pays over 85 percent
of the usual fee charged by private doctors to immunize

children for all four routine vaccines. - diphtheria,
tetanus, and pertussis (DTP); oral polio vaccine (OPV),
measles, mumps and rubella (MMR) ; and haemophilus
influenza B (HiB).

0 Several states actually reimburse physicians for
immunizations services at a rate less than the cost of
the vaccine alone. Kentucky®s reimbursements for all
four routine vaccines fell below the catalog price
available to private doctors. Nevada and West Virginia

set reimbursements for measles, mumps, and rubella (MMR)
and meningitis (HiIB) vaccines below cost. And Georgia,
Hawaii, Nebraska, Oklahoma, and South Dakota have
Medicaid vaccination fees set below the cost of vaccines
for at least one antigen.

0 When a child needs a followup visit to complete an
immunization series, 17 states refuse to pay physicians
for the second office visit and only allow billing for

the vaccine and administration. The result is that many
children never get the additional 1immunizations they
need.

Low Medicaid reimbursement rates for immunization services and
the absence of followup visit fees lead to serious problems.
Combined with generally depressed reimbursements for other primary
care services, insufficient payment for immunization services may
push a pediatric provider out of Medicaid completely. More
commonly, the 1low payment levels can 1lead providers to cease
offering immunization services to Medicaid-enrolled children and to
routinely refer their patients to public immunization clinics. The
result is that Medicaid-covered children get pushed into an already
overwhelmed public health system that cannot meet all their needs
and safety net health services deteriorate even further for both
Medicaid-eligible and other children. As a consequence fewer and
fewer children receive protection against preventable disease.

In Milwaukee, 86 percent of the preschool measles cases
reviewed by the CDC were among children entitled to Medicaid.
Similarly, 60 percent of the cases in Los Angeles, 75 percent of
the cases in New York, and 22 percent of the cases 1in Dallas
occurred among children entitled to Medicaid benefits.

Recommendations

All states could solve the problem of high vaccine cost, which
in turn drives down the vaccination fee paid to Medicaid providers.
They could accomplish this and save money by taking advantage of



the special discounts for bulk purchase vaccine negotiated by the

federal Centers for Disease Control. In the past three years,
Ohio"s Medicaid program has saved $3.3 million by taking advantage
of the federal discount prices. Similar savings have been achieved

by the other states that purchase and distribute vaccines directly.

Moreover, every state should implement a universal vaccine
distribution system to save money and to assure that no child is
denied immunizations because a family cannot afford the cost of

vaccines. At a minimum state Medicaid agencies should develop
vaccine replacement programs to <capture vaccine price savings
available through the CDC and increase immunization rates. States

should invest part of those savings in more adequate reimbursement
levels to Medicaid providers for the administration of the free

vaccine. Improved reimbursements will stem the tide of children
into public immunization clinics and make immunization services
more accessible. At a time of exceedingly tight state budgets,

states must stop wasting the millions they pay 1in high vaccine
prices rather than bulk purchasing at a discount and in treating
children who are wunnecessarily 1ill from preventable diseases
because of state-created barriers to delivery of vaccines.

In the long run, the nation must move towards a system that
guarantees every child immunizations, regardless of family income

or insurance status. All the necessary vaccines could purchased
by the CDC and distributed free of charge to all health care
providers in the country. Considering that more than a quarter of

all vaccines are paid for by the federal government and another
quarter is purchased by states, <creating a wuniversal vaccine
program is a logical next step towards eliminating preventable
disease.



INTRODUCTION
The United States health care system is filled with ironies,
not the least of which is the failure of the world"s most expensive
health system to deliver basic preventive care to its children.
Health expenditures exceed 12 percent of the nation®"s gross
national product. The U.S. spends more on personal health care per

capita than any other nation and is the world"s leader in advanced

medical technology. At the same time our infant mortality rate
lags behind 19other nations, 1including Hong Kong, Spain, and
Singapore. And the U.S. falls behind 16 other nations 1in the

proportion of infants immunized against polio, including Bulgaria
and Chile (Table 1). When the proportion of U.S. nonwhite infants
adequately immunized is compared to other nations® overall rates,
the nation vranks 70th in the world, behind Burundi, Iran,
Indonesia, Cuba, Jamaica, and Trinidad and Tobago, among others.
U.sS. preschool immunization rates, according to all available
measures, declined during the 1980s, causing major new outbreaks of
preventable childhood diseases.

Problems on such basic indicators as these mark a health care
system with fundamental failings. They evidence a need for major
changes in how basic health services are delivered. They tell us
that the most essential preventive health services are an
increasingly remote benefit for a growing share of our child
population, to be enjoyed only by those children fortunate enough

to live in families with substantial 1incomes and good health



Table 1. Percentage of One Year-0ld Children Fully Immunized
Against Polio, 1990
Rank Nation Rate Rank Nation Rate
1 Denmark 100 38 Iran 91
2 Bulgaria 99 40 Austria 90
2 Chile 99 40 Dominican Republic 90
2 Czechoslovakia 99 40 Finland 90
2 Hungary- 99 40 Malaysia 90
2 North Korea 99 40 Mauritius 90
7 China 98 40 Sri Lanka 90
7 Sweden 98 40 Syria 90
7 Switzerland 98 40 Tunisia 90
10 Greece 97 48 Algeria 89
11 Albania 96 48 Argentina 89
11 Hong Kong 96 50 Philippines 88
11 Mexico 96 50 Uruguay 88
11 Oman 96 52 Egypt 87
11 Pakistan 96 52 Honduras 87
11 Poland 96 52 Jamaica 87
17 Australia 95 52 Trinidad & Tobago 87
17 Belgium 95 52 United Kingdom 87
17 Bhutan 95 52 Vietnanm 87
17 Costa Rica 95 58 Burundi 86
17 France 95 58 Nicaragua 86
17 Germany 95 58 Panama 86
17 Romania 95 61 Canada 85
17 United States 95 61 ltaly 85
25 Cuba 94 61 Mongolia 85
25 Kuwait 94 61 Singapore 85
25 Netherlands 94 61 United Arab Emirates 35
25 Saudi Arabia 94 66 Morocco 84
29 Brazil 93 66 Norway 84
29 Colombia 93 68 Rwanda 83
29 India 93 68 Sierra Leone - 83
29 Israel 93 70 Botswana 82
29 Japan 93 70 Central Africa Rep. 82
34 Jordan 92 70 Lebanon 82
34 Portugal 92 70 Tanzania 82
34 Thailand 92 U.S., Black 82
34 Yugoslavia 92 74 Libya 81
38 Indonesia 91
SOURCE: UNICEF, State of the World"s Children, 1992, except U.S.

data which

is from the 1985 U.S.

Immunization Survey.
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insurance.

This special report looks at the role of Medicaid, one of the
most important sources of funding for children®s health services,
in the nation®s vaccination crisis. It is based on a national
survey of state Medicaid programs conducted during the fall of
1991. That survey finds widespread and significant underpayment for
vaccination services by state Medicaid programs. It also finds
that a majority of states have failed to take advantage of special
federal arrangements that could both reduce their Medicaid (and
indeed all families®") vaccine costs substantially, while at the
same time promoting increased provider participation in childhood
vaccination programs, including Medicaid, and promoting higher
immunization rates.

In great part as a result of inadequate state Medicaid progranm
vaccination practices, in countless communities throughout the
country there are critical shortages of physicians willing to
vaccinate Medicaid-eligible children (who now constitute nearly one
in four children under age 6 in the United States). At the same
time, publicly funded providers of pediatric health care, such as
community and migrant health centers and local health department
clinics, are overwhelmed by unimmunized children and Jlack the
.supplies, staff, or the financial resources (through Medicaid or
other programs) to accommodate the growing demand for their
services. They are neither equipped nor financed to address a
total breakdown of the private vaccination systenm.

Worst of all, this lethal chain of events is not well



understood, perhaps because it has proven easier for some officials
to blame low income parents for neglecting their children than to
address a breakdown in national and state vaccination programs that
pose ever-higher barriers to care. Indeed, this study shows that
Maryland, a state which 1in recent weeks has proposed measures
conditioning AFDC payments on proof of <childhood vaccination
status, pays Medicaid childhood immunization fees far below the
levels necessary to assure either that enough private providers are
immunizing children 1in the Medicaid program or that there is
sufficient support for public vaccination services.

The answer to these problems lies in the development at the
state level, and ultimately at the national level, of a universal
vaccine program that assures a steady supply of vaccines to all
health providers, pays physicians and clinics reasonably for the
immunization delivery services they provide, eliminates financial
barriers to vaccination for families, and develops sources of
primary health services 1in communities with shortages.

Such steps are well within our grasp, and they would benefit
all children. At a time when a single measles shot in a

physician®s office can cost $50, vaccination reforms are not only

vital for poor, Medicaid-enrolled children. Today 25 million
children - 40 percent of all children - have no employer health
insurance. Tens of millions of others from poor, moderate, and

middle income families will experience intermittent spells without
insurance coverage or have insurance that does not cover the cost

of immunizations. For working families with moderate incomes,



Table 2. Percentage of Infants and Toddlers Who Were Fully
Immunizedl, by Age and Race, U.S.2, 1980 and 1985

Infants Polio DTP3 Measles Mumps Rubella
Total 1980 80.0% 84.2%
1985 79.6 82.7 These vaccines are not
recommended for
White 1980 80.9 84.9 children of this age.
1985 81.5 84 .4
Nonwhitc 1980 73.2 79.0
1985 58.5 64.8
Age one Polio DTP Measles Mumps Rubella
Total 1980 95.5% 76.2%
198f 95.2 78.3 These vaccines are not
recommended for
White 1980 96.2 78.6 children of this age.
1985 96.9 80.1
Nonwhite 1980 89.1 56.5
1985 82.3 64.9
Age two Polio DTP Measles Rubella Mumps
Total 1980 80.7% 87.0% 83.0% 83.2% 80.2%
1985 76.7 85.8 81.7 77.3 78.9
White 1980 83.0 89.4 84.8 84 .4 81.5%
1985 79.5 88.0 82.7 78.6 80.8
Nonwhite 1980 62.8 68.0 69.0 73.4 70.7
1985 56.5 69.1 4.7 66.9 64.2

1 Dosage levels are approximations of level needed to fully
immunize a child of a given age: younger than age one, one or
more doses of polio and DTP; at age one, one or more doses of
polio and three or more doses of DTP; and at age two, three or
more doses of polio and DTP and one dose of measles, rubella, and
mumps vaccines.

2 Data are from the U.S. Immunization Survey sample confirmed by
parent consultation with an immunization record.

3 DTP stands for a combined dose of diphtheria, tetanus, and
pertussis vaccines.

SOURCE: U.S. Immunization Survey, Centers fo” Disease Control.



whose children are most vulnerable to the loss of insurance or
limited insurance, yet too "well off" for Medicaid, the
vaccination crisis 1is not Medicaid"s problem alone. Only a
system that makes immunizations a basic guarantee for all

children will repair this problenm.

THE GROWING CHILDHOOD VACCINATION CRISIS IN THE UNITED STATES

Over the past decade, the proportion of U.S. infants and
toddlers adequately immunized against preventable childhood
disease has fallen, and the incidence of preventable disease has
risen enormously. Between 1980 and 1985 the proportion of
children at age two who were fully immunized against seven major
childhood illnesses declined (Table 2), with rates as low as 50
percent or fewer of all children adequately immunized in some
major American cities, according to the national Centers for
Disease Control. The Reagan Administration -~eased the collection
of nationwide immunization rates, but numerous neighborhood,
city, and state studies in the late 1980s and 1990 showed
continuing erosion of immunization levels among preschoolers,
especially minority and inner city children.

Inadequate immunization rates inevitably led to a soaring
incidence of preventable childhood diseases. In 1979, the U.S.
Surgeon General set a goal of no more than 500 cases of measles

nationally 1in 1990. In 1983 the nation was down to fewer



Table 3. Cases of Selected Preventable Childhood Diseases

Public
Health Lowest
Service Number Number
Year 2000 of Cases of Cases
Disease Objective ("Year) in 19911
Measles 0 1,497 (1983) 9,378
Mumps 500 2,982 (1985) 3,822
Rubella 0 225 (1988) 1,344
Pertussis 1,000 1,248 (1981) 2,441

1 Reported cases through Dec. 7, 1991.

SOURCE: Centers for Disease Control.

than 1500 measles cases, but by 1990 the number surpassed 27,000
and 89 died. In 1991, the number of measles cases dipped
significantly, but experts warn that the three-year long measles
epidemic (which claimed over 55,000 cases before beginning to abate
in part because so many children were exposed) will strike again
soon. Like all cyclical epidemics of preventable disease, measles
will not go away unless aggressive action 1is taken to vraise
immunization rates substantially.

Similarly, other preventable childhood diseases have risen
again to unacceptably high levels (Table 3). More than twice as
many children suffered pertussis in 1991 than in 1981 and rubella
cases were five times higher last year than in 1988. The number of
mumps cases also remained at levels over 25 percent higher than 1in
1985.

Letting immunization rates drop and disease rates climb is a

particularly self-destructive act for a nation. It not only causes



Table 4. Catalog Prices for Selected
Vaccines, Per Dose, 1977-1991.

Diphtheria, Oral Measles,

Tetanus & Polio Mumps &

Pertussis Vaccine Rubella
Year (DTP 1 (OPVA (MMR}
1981 $0.33 $2.10 $9.32
1982 $0.37 $2.75 $10.44
1983 $0.45 $5.56 $11.30
1984 $0.99 $4.60 $12.08
1985 $2.80 $6.15 $13.53
1986 $11.40 $8.67 $15.15
1987 $8.92 $8.07 $17.88
1988 $11.03 $8.07 $24.11
1989 $10.65 $9.45 $24.11
1990 $10.65 $9.45 $24.07
1991 $9.97 $9.45 $25.29
Increase
1981-91 2,921% 350% 171%
SOURCE: Centers for Disease Control.

greatly increased childhood death, disability, and suffering, but
it is very expensive. Studies show that every $1 the U.S. has
invested 1in immunization in vrecent decades has saved $10 in
hospital and other costs.

Several key factors are causing this totally avoidable crisis:

Skyrocketing vaccine costs: Between 1981 and 1991 the price
of vaccines skyrocketed (Table 4). The cost of a dose of DTP
climbed from $0.33 to $9.97 and polio vaccine increased from $2.10
to $9.45. The price for a single dose of MMR wvaccine nearly
tripled to $25.29. These soaring prices became harder and harder
for economically pressed low and middle income families to pay and

wiped out increases in federal funding for childhood vaccine grant



Table 5. Percentage of children with Employment-Related
Insurance, by Income, 1977 and 1987

1977 1987
All Children 72.8 62.9
Poor Children (a) 27.5 23.0
Low Income Children (b) 63.4 47.0
Middle Income Children (c) 83.6 79.0
Upper Income Children (d) T5.4 86.9

SOURCE: HIES and NMES. Calculations by the Children®s Defense
Fund.

Incomes below federal poverty level.

a.
b. Incomes between 100 to 199 percent offederal povertylevel.
C. Incomes between 200 to 399 percent offederal povertylevel.
d. Incomes at 400 percent and above of federal poverty level.

programs designed to help such families.

Widespread childhood poverty. By 1990 13.4 million children
(one in five U.S. children) lived in poverty. Among children under
age 6, poverty claimed nearly one in four: the number of
preschoolers living in poverty rose from 3.4 million in 1979 to 5.4
million 1in 1990. Poor families typically are unable to pay even
for their children®s most basic health care needs.

An increasing proportion of children without health insurance.
Between 1977 and 1987 the number of children with employer-based
health insurance fell by nearly 3 million, with declines as high as
25 percent over this period in the case of low children in families
with 1incomes between 100 and 199 percent of the federal poverty

level (Table 5). Most of these families with no health insurance



for their children earned too much mcney to qualify for Medicaid
coverage but were too poor to buy private insurance or pay for
medical care out-of-pocket.

The exodus of private physicians from childhood vaccination
activities. As families lost insurance, their incomes fell, and
vaccine prices skyrocketed, they became less capable of paying
rising out-of-pocket prices for vaccination services. Physicians
cut back on or simply stopped offering the service and sent even
long-time patients to public clinics. In testimony to the
Physician Payment Review Commission 1in 1991, a physician from
Pennsylvania reported widespread refusal by that state"s
pediatricians to furnish 1immunisation services in their offices
because of the high price to their patients. These physicians
instead referred families to public clinics for services. In a
recent study, 84 percent of pediatricians and 66 percent of family
physicians reported referring at least some of their pediatric
patients to public clinics for immunizations, citing the high cost
of vaccines to both the patients and the doctors as the underlying
cause.l

This would not have been so disruptive if the public clinics
had been allocated increasing resources to meet the growing demand.
Eut the growing dependence on public sources of childhood
immunizations (and other health care) has not been met by
sufficient increases in funding for the public system (Table 6).

1 Schulte, JM, et al., "Changing Immunization Referral
Patterns Among Pediatricians and Family Practice Physicians, Dallas
County, Texas, 1988," Pediatrics 87:204-207
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Table 6. Funding for Programs to Immunize Children, 1981 to 1991

MCH Community

Block Health Immuniz

Grant Centers ation
1981 $456.7 $323.0 $31.0
1982 373.8 281.2 34.6
1983 373 .0 295.0 39.0
1984 398.0 337.0 41 .9
1985 478.0 375.0 54.0
1986 457.0 396.0 56.9
1987 478.0 400.0 87.3
1988 526.6 382.9 98.0
1989 554 .3 4]14.8 142.0
1990 553.6 453.9 156.2
1991 587.3 478.2 217.2
Increase
1981-1991 28% 48% 600%

SOURCE: Children®s Defense Fund.

Indeed, over the past decade, appropriations for public providers
such as community and migrant health centers and child health
clinics operated by local health agencies have declined
significantly in real dollar terms. Between 1981 and 1991 federal
funding for the community health centers program fell by 38 percent
in constant 1981 dollars, while federal funding through the Title
V Maternal and Child Health Services Block Grant for state health
agencies services fell by 34 percent. A 1991 study by CDF of
childhood immunization services at community health centers found
that declining resources, the high cost of vaccines, the dramatic
upsurge in demand from patients shifted from private providers, and
the shortage of vaccines for health centers from the Public Health

Service signiiicantly impaired the vaccine capability of centers.
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Table 7. Health Insurance Coverage Status of All Children Younger than 18,
Race/Ethnicity, 1990
Covered by Covered by
Public or Covered by Emplo., er- Uninsured
Private Any Private Based Covered by Throughout
Total Insurance Insurance Insurance Medicaid the Year
All Races
Number 65,049 56,634 46,369 39,964 11,993 8,414
Percentage 87.1°*= 71.3% 61.41 18.47? 12.9%
White
Number 51,929 45,444 39,484 34,356 7,132 6,486
Percentage 87.5" 76.0% 66.2%) 13.77? 12_.5%
Black
Number 10,162 8,695 4,954 4,048 4,201 1,467
Percentage 85.6" 48.8% 39.8% 41.31 14.4%
Latino
Number 7,457 5,344 3,356 2,893 2,237 2,113
Percentage 71.7% 45.0% 38.8? 30.0% 28.37?
Note: Persons of Latino origin may be of any race.
SOURCE: March 1991 Current Population Survey, Bureau of the Census.

Calculations by the Children"s Defense Fund.

More than

70 percent of all

reporting centers were experiencing

vaccine shortages at the height of the measles epidemic and were
without the resources to secure sufficient doses at the private

purchase price.

Another potential safety valve as other immunization

resources failed should have been Medicaid. In 1990 Medicaid was

the primary or sole form of health insurance for 12 million

children (Table 7), including 5.3 million children under age 6 -

nearly one-quarter of all young children. Virtually all children

under age 6 with family incomes below 133 percent of the federal

12
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poverty level are entitled to Medicaid as a result of major
program expansions which occurred in the late 1980s. Unlike most
private health insurers, Medicaid (through its special child
health component known as Early and Periodic Screening,
Diagnosis, and Treatment, or EPSDT) ~covers all medically
necessary childhood immunizations. Therefore, virtually all
young children who are poor should now be able to gain access to
childhood immunizations through Medicaid.

If Medicaid provided sufficient access to private providers
or adequate reimbursement to public providers, that would relieve
many of the key supply and resource pressure points in the rest
of the system and assure immunization of poor infants, toddlers,
and preschoolers. Yet a series of official investigations of the
measles outbreaks in large urban areas (where the proportion of
Medicaid enrolled children is especially high) point to high
numbers of inadequately immunized Medicaid children. 1In a study
of measles outbreaks 1in Dallas, Milwaukee, Chicago, Los Angeles
and New York City, the Centers for Disease Control found that
between 40 and 91 percent of preschoolers who contracted the
disease received some form of federal assistance. In Milwaukee
at least 86 percent of the preschool measles cases occurred among
children entitled to Medicaid. Similarly, 60 percent of the
cases 1In Los Angeles, 75 percent of the cases in New York, and 22

percent of the cases in Dallas occurred among children entitled

13



to Medicaid benefits.*

These studies show that despite its theoretical guarantee of
coverage, Medicaid in practice does not adequately assure access
to vaccination services. Explanations of Medicaid"s poor
performance have included: very low rates of private provider
acceptance of Medicaid patients (all of the cities studied by the
CDC also suffer severe shortages of health care personnel for
poor and minority residents)3; inadequate support from Medicaid
and other sources of funding for private and public providers
furnishing vaccination services 1in inner cities; and the failure
of heavily Medicaid-financed health maintenance organizations and
other managed care plans located in these areas and enrolling
Medicaid-eligible women and children to do an adequate job of
immunizing children.

The survey set out to determine whether depressed levels of
financial support from Medicaid for childhood immunization
services could be underlying each of these causes. The Medicaid
program has long been cited for its failure to pay adequately for
physician and hospital services. Expert bodies such as the
Congressionally established Physician Payment Review Commission

(PPRC) have pointed to depressed reimbursement as a major factor

2 National Vaccine Advisory Committee, The Measles Epidemic:
Problems. Barriers and Recommendations (U.S. Public Health Service,

January, 1991)

3 Indeed, the exceedingly long waits for child health services
at the clinics and hospitals serving these neighborhoods belie the
notion that families have somehow lost interest in securing health

care for their children.
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in low provider participation in the program in general.

In 1990, the federal Medicaid law was amended to require
states to set reasonable Medicaid payment levels for services
furnished by obstetrical and pediatric providers.4 No study,
however, has been conducted which specifically examines how
Medicaid pays for childhood immunization services and whether
payment levels are reasonable. For that reason, CDF, with
support from the Robert Wood Johnson Foundation, undertook this
study in the fall of 1991.

CDF contacted Medicaid agencies in 49 states and the
District of Columbia and examined state agency manuals and
documents pertaining to coverage of immunization services for
children.5 Written state responses to a pre-tested survey
instrument were followed up with telephone interviews in any
cases in which responses were unclear. Information was sought
regarding both the types of vaccines covered and agencies”
schedules of timing or periodicity of immunizations as well as
state payment levels for vaccines and their administration. 48

states and the District of Columbia responded to our survey.

4 This new reasonable payment requirement does not
specifically refer to immunization services furnished by these
providers, although such services are normally furnished as an
incident to a physician office visit. To date, the Health Care
Financing Administration (the federal agency which administers
Medicaid) has found numerous states out of compliance with these
new payment requirements, but seems to be making no findings
regarding immunization payment practices.

5 Arizona was not included in the survey because nearly all
Medicaid beneficiaries in the state are enrolled 1in managed care
programs and vaccination costs cannot be broken out.
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FINDINGS OF THE STUDY: STATE MEDICAID REIMBURSEMENT FOR
VACCINATION SERVICES IS INADEQUATE TO PROVIDE IMMUNIZATIONS TO
CHILDREN, AND CONTRIBUTES BOTH TO LOW IMMUNIZATION RATES AND THE
RISING BURDEN ON INADEQUATE PUBLIC HEALTH RESOURCES

Coverage and frequency of vaccines and immunization
services: Every state covers all the vaccines routinely
recommended at the time of the survey - measles, mumps, and
rubella (MMR), diphtheria, tetanus, and pertussis (DTP), oral
polio vaccine (OPV), and haemophilus influenza B (HiB). State
Medicaid immunization schedules also conformed to recommended
standards of practice.

Since the survey was conducted, the Immunization Practices
Advisory Committee to the CDC recommended that all children
receive vaccination against hepatitis B. The FDA also licensed a
new acellular pertussis antigen to be used in the third and
fourth dose of the DTP series. Though the two recommendations
have been anticipated for over a year, only a few state Medicaid
programs reported knowing that such changes were forthcoming.
Every state Medicaid program must revise its immunization
coverage to conform to the new recommendations.

Payment for vaccination services: While states in theory
cover adequate immunization services, compelling evidence of
inadequate payment for such services came from the survey,
explaining why the theoretical coverage often did not translate

to access.

In assessing the adequacy of state payment levels for



vaccination services, two separate factors must be considered.
The Tfirst is the level of reimbursement for the vaccine itself -
in effect, the cost of the antigen. The second is the level of
reimbursement for the actual administration of the vaccine by the
provider. This includes the provider®s time to recall and remind
families for immunizations, to administer the vaccines, and to
inform families regarding possible adverse effects, as well as
the cost of the supplies(e.g., syringes, cotton balls, and
bandages) needed to administer the vaccine. The tables reflect
state reimbursement levels for both vaccine purchase and
administration costs.

In paying for these vaccination services, state Medicaid
programs can take several different approaches. The first is to
participate in a statewide system under which all vaccines are
distributed or made available free of charge to all physicians
and clinics and other pediatric providers serving children
regardless of insurance status. Under this system, parents or
public or private health insurers would pay directly only for the
cost of administration. A version of the system, which we term a
universal distribution system, is used in 13 states (Alaska,
Connecticut, Hawaii, Kentucky, Maine, Massachusetts, Michigan,
Minnesota, New Hampshire, Rhode Island, Vermont, Washington, and
Wyoming) for at least one type of vaccine. Several states with
universal vaccine distribution systems have insufficient

resources to assure year-round availability of all the routinely

used vaccines.
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Under a universal system, a state health department
purchases supplies of vaccine directly from the manufacturers at
a special discounted price (known as the "contract price"). (In
one case, the state manufactures a vaccine.) The contract prices
are those negotiated by the federal Centers for Disease Control
with vaccine manufacturers under the federal immunization grants
program (which supplies approximately 25 percent of all doses of
childhood vaccines furnished in the U.S.). State health agencies
wishing to do so are permitted under the federal CDC contract to
purchase additional doses of vaccine (over and above vaccine
allocations received from CDC) directly from manufacturers at the
contract price.

A universal distribution system assures lower cost vaccine
for all families in a state, since the federal contract price for
vaccines is far less than the lowest prices available private
providers (Table 8). The private purchase prices are known as
the "catalog" prices. They reflect the cost of purchasing
vaccines in small quantities directly from manufacturers at
unnegotiated prices. Oftentimes, physicians rely on intermediary
pharmaceutical distributors and pay even higher costs.

A second approach is for the Medicaid agency to arrange with
the health department to purchase vaccines at the federal
contract price and to distribute the vaccine to Medicaid

providers. Providers administer immunizations to Medicaid

18



Tabhlo* Federal Vaccine Price Discount, 1991

Private Federal Savings
. Catalog Contract Per Percentage

Vaccine Price Price Dose Discount
oPV $9.45 $2.0014 $7.45 79%

DTP $9.97 $6,245 $3.73 37%

MMR $25.29 $15,329 $9.96 39%

HiB (Lederle) $14.55 $5.16 $9.39 65%
SOURCE: Centers for Disease Control.

patients and receive vaccines to replace the quantities used to
immunize Medicaid-covered children rather than monetary
reimbursement. We term this system a vaccine replacement systenm.
Eight states (Illinois, Kansas, Michigan, Mississippi, Nevada,
Ohio, South Carolina, and Texas) offer Medicaid vaccine
replacement rather than financial reimbursement to providers. It
has some of the cost containment benefits of the universal system
since the Medicaid agency pays lower prices for the vaccines
needed for Medicaid-covered children. There are two drawbacks.
First, Medicaid vaccine replacement systems do not leverage lower
vaccine costs for all children regardless of their income or
insurance status. Second, vaccine replacement requires providers
to lay out the initial funds for the vaccines and then wait for
replacement supplies from the health department paid for by the
Medicaid agency. Given the relatively high price of vaccines and
the frequently long delays between provider expenditures and
Medicaid vaccine replacement, providers may view these "carrying
costs" as a reason not to furnish vaccines to some or all

Medicaid patients. However, the vaccine replacement system does
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assure that Medicaid programs pay the lowest possible price for
vaccines to immunize Medicaid-covered children.

A third approach to paying for immunization services is
reimbursement to providers in the traditional fee-for-service
approach. This is the most costly system for a state to operate
and has the biggest impediments to provider participation, so all
parties lose out. Under reimbursement systems, providers are
left to secure vaccines at private retail prices, with no
discounted acquisition or supply arrangements developed by the
Medicaid agency. Providers then bill Medicaid for the
vaccination services they furnish and wait weeks (or even months)
to be paid for their services. These providers experience the
greatest immunization carrying costs, and the Medicaid agencies
in these states would pay the highest prices for vaccinations.

Despite the cost of this approach and the disincentives to
provider participation in Medicaid vaccine programs which this
reimbursement system undoubtedly creates, only 20 states use
either a universal distribution or Medicaid replacement system
for one or more vaccines6 (Table 9).

The fee-for-service approach would in theory require states
to pay two to three times more per vaccine dose than do the
distribution systems, plus the normal costs of office visits and

6 Even in those states with a cost efficient vaccine
distribution program, reimbursement rates are important, since
vaccines distributed at no charge frequently run out because of
state funding shortfalls and providers must rely on fee-for-service
reimbursements when they immunize Medicaid patients. States that
use a Tee-for-service backup for their distribution system*3 are
included in Tables 10-12.
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Table

State

Alabama
Alaska
Arkansas
California
Colorado
Connecticut
D.C.

Delaware
Florida
Georgia
Hawai i

lIdaho
Illinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio

Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

NOTE:

9.

State Vaccine Payment Systems
Vaccine Payment Systenm

Fee-for-service
Universal
Fee-for-service
Fee-for-service
Fee-for-service
Universal
Fee-for-service
Fee-for-service
Fee-for-service
Fee-for-service
Universal
Fee-for-service
Vaccine Replacement
Fee-for-service
Fee-for-service
Vaccine Replacement
Universal
Fee-for-service
Universal
Fee-for-service
Universal

Vaccine replacement/Universal for DTP
Universal

Vaccine Replacement
Fei- -for-service
Fee-for-service
Fee-for-service
Vaccine Replacement
Universal
Fee-for-service
Fee-for-service
Fee-for-service
Fee-for-service
Fee-for-service
Vaccine Replacement
Fee-for-service
Fee-for-service
Fee-for-service
Universal

Vaccine Replacement
Fee-for-service
Fee-for-service
Vaccine Replacement
Fee-for-service
Universal
Fee-for-service
Universal
Fee-for-service
Fee-for-service
Universal

States with universal vaccine programs may distribute only

limited supplies of vaccine to private physicians.

SOURCE:

Children®s Defense Fund.



administration. Unfortunately, 1if unsurprisingly, the fee-for-
service states have responded to the high and rising immunization
costs they are imposing on themselves through these systems by
limiting reimbursement to levels that are so low they interfere
with the delivery of immunizations.

In virtually every state that uses a fee-for-service systenm
of vaccine payment, the 1991 Medicaid reimbursement rate was well
below the usual, customary, and reasonable (UCR) price of
immunizing children. The UCR charge reflects the typical charge
billed by private physicians for a service on a fee-for-service
basis.7 Table 10 compares each state"s total Medicaid
reimbursement rate (vaccines plus administration fees) to the
usual, customary, and reasonable (UCR) fee for 4 different
vaccines - $44 for measles, mumps, and rubella (MMR); $22 for
oral polio vaccine (OPV); $34 for diphtheria, pertussis and
tetanus (DTP); and $25 for haemophilus influenza B (HiB).

Not a single state paid the UCR for all vaccines, and only
one state (Oregon) paid 85% or better of the UCR for each of the
vaccines. The average DTP payment was Jjust 53 percent of the UCR
charged by private physicians. Twenty-seven states paid less
than 60 percent of UCR charges for diphtheria, tetanus and
pertussis vaccination. Oral polio vaccine and measles, mumps,
and rubella immunizations were reimbursed an average of 67 and 72
percent of UCR fees, respectively. Twelve states reimbursed for

""Actuarial Research Corporation. Premiums for Preventive
Pediatric Care Recommended by the American Academy of Pediatrics.

February 1991.



Alabama
Alaska
Arkansas
California
Cclorado
Connecticut
D.C.

Delaware
Florida
Georgia
Hawai i

Idaho
Illinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio

Oklahoma
Oregon

Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Average

NOTE: A "-

Table

Reimbursement for Vaccine

10.

and Administration

DTP
$16.84

$18.00
$16.78
$17.90

$23.02
$10.25
$15.03
$10.83
$10.08
$19.00

$16.00
$24.33

$8.99
$18.00

$15.70

$13.29

$24.00
$17.72

20.21

11.13
$17.00
$16.34
$20.00
$13.84

$20.14
$31.50

$16.00
$28.81

$18.09
$20.45

$21.72
$17.91
$15.00
$22.30

$17.92

are bulk purchased.

0PV
$17.64

$16.20
$16.50
$20.19

$17.56
$10.80
$10.81
$10.84
$10.48
$17.00

$14.93
$16.21

$2.26
$18.00

$11.04

$13.47

$16.65
$17,31
$21.01
$11.13
$11.00
$14.44
$15.00
$15.28
$19.71
$12.95

$5.18
$24.87

$17.02
$14.60

$19.19
$11.72
$10.00
$17.61

$14.75

indicates; that all

MMR Hi
$36.61 $12.

$34.
$28.
$33.

64 $20.
61 $19.
35 $20.
- $20.
91 $35.
25 $15.
14 $16.
30 $14.
74 $17.
00 $20.

$34.
$27.
$31.
$24.
$18.
$33.

$33.
$34.

03 $22.
52 $22.

$17.32 $5.
$35.00 $22.
$29.59 $17.
- $22.
$30.77 $18.
$36.75 $23.
$29.60 $18
$23.21 $28.
$11.13 $11.
$33.00 S17.
$39.87 $25.
$36.00 $47.
$37.75 $22.
$41.24 $34.
$32.50 $25.
- $20.
00 $17.
07 $30.

$32.
$39.

03 $12.
95 $24.

$39.
$36.
$37.12 $21.
$29.97 $18.

$25.00 $13
$36.44 $24.

X Ec

$31.84 $21.

23

Medicaid Vaccine

B
53

00
07
11
00
37
25
50
10
19
43

90
42

83
00
00

20
94

50

.40

36
13
00
79
98
00
09
50
62
90
33

50
00

40

45

.60

85

08

Payments,

DTP
50%

53%
49%
53%

68%
30%
44%
32%
30%
56%

47%
72%

26%
53%

46%

39%

71%
52%
59%
33%
50%
48%
59%
41%
59%
93%

47%
85%
53%
60%
64%
53%
44%
66%

53%

1991

oPV
80%

74%
75%
92%

80%
49%
49%
49%
48%
7%

68%
74%

10%
82%

50%

61%

76%
79%
96%
51%
50%
66%
68%
69%
90%
59%

24%
113%

77%
66%

87%
53%

45%
80%

- X

67%

MMR
83%

79%
65%
76%

79%
62%
71%
55%
43%
75%

75%
78%

39%
80%

67%

70%

84%
67%
53%
25%
75%
91%
82%
86%
94%
T4%

73%
89%
89%
84%
84%
68%
57%
83%

72%

the vaccines used for Medicaid

Reimbursement as a
Percentage of UCR

Fee

HiB
50%

80%
76%
80%
80%
141%
61%
66%
56%
69%
82%

92%
90%

23%
88%

68%

89%
76%

94%
74%
113%
45%
68%
103%
192%
88%
136%
102%
82%
72%
121%

50%
96%

86%
74%
55%
99%
84%

patj



oral polio vaccine at severely depressed levels, less than 60
percent of UCR, and 6 states paid less than 60 percent of UCR
charges for measles, mumps, rubella vaccine. HiB payments were
the highest, averaging 84 percent of UCR charges, yet six states
paid severely depressed rates.

States showed a wide variation in reimbursements for
individual vaccines plus administration fees. For example,
diphtheria, tetanus, rubella vaccine (DTP) reimbursements ranged
from $8.99 in Kentucky to $31.50 in North Dakota. Oral polio
vaccine (OPV) payments varied from $2.26 in Kentucky and $5.18 in
Oklahoma to $24.87 in Oregon. Nevada pays just $11.13 for MMR
vaccine, while North Carolina pays $41.27. HiB vaccine payments
showed the greatest variations, from $5.83 in Kentucky to $47.98
in New Mexico.

Several states actually reimburse physicians for
immunization services at a rate less than the cost of the vaccine
alone. Kentucky®"s reimbursements for each of the four routine
vaccines fell below the catalog price. Nevada and West Virginia
set reimbursements for measles, mumps, and rubella (MMR) and
meningitis (HiB) vaccines below cost. Georgia, Hawaii and
Nebraska pay less than the cost of vaccine for measles, mumps,
..—and rubella immunizations. Similarly, South Dakota has Medicaid
vaccination fees set below the cost of vaccine for HiB. And
Oklahoma pays below the catalog price for polio vaccine.

The adequacy of payments also varied between antigens within

states. For example, New Mexico pays less than 60 percent of the
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Table 11.

State

Alabama
Alaska
Arkansas
California
Colorado
Connecticut
D.C.
Delaware
Florida
Georgia
Hawai i
Idaho
Illinois
Indiana
lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Missi sippi
Missoi. i
Montana
Nebrask
Nevada

New Hampshire
New Jersey
New Mexico
New York

North Carolina

North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island

South Carolina

South Dakota
Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

SOURCE: EPSDT
of Physicians
87:909. "N/A"

1 »

EPSDT Exams and Immunization Followup Visit Payments
Pays for
EPSDT Immunizat
Exam Fee Followup
$35 No
N/A Yes
35 No
50 No
38 Yes
23 Yes
30 Yes
N/A No
30 Yes
38 Yes
N/A Yes
39 Yes
30 Yes
20 Yes
22 Yes
37 Yes
12 No
65 Yes
35 Yes
49 No
45 Yes
53 No
87 Yes
N/ZA Yes
28 No
38 No
45 No
50 No
25 No
23 Yes
38 Yes
29 Yes
45 No
N/A No
31 Yes
25 No
26 Yes
34 Yes
20 Yes
35 Yes
25 Yes
34 No
27 Yes
29 Yes
25 Yes
19 Yes
N/A Yes
22 No
29 Yes
35 Yes
fees are from MCManus M., Flint S. and Kelly R. "The Adequacy
Reimbursement for Peuiatric Care Under Medicaid." Pediatrics.

indicates that data were not available.
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usual and customary fee for diphtheria, tetanus, and pertussis
(DTP) vaccine, but nearly double the UCR charge for HiB vaccine.
Similarly, Nebraska pays over 90 percent of the UCR for polio and
HiB vaccines, but less than 60 percent of UCR fees for
diphtheria, tetanus, and pertussis (DTP) and measles, mumps, and
rubella (MMR) wvaccines.

One explanation for low vaccine reimbursement levels is the
infrequent review of payments by state Medicaid agencies. Few
states have a system to review the adequacy of payments on a
regular basis. Consequently, payments fall behind increased
provider costs and become less and less sufficient over time.
This 1is evidenced by the comparatively higher payments for the
relatively new HiB vaccine compared to the long-used OPV and DTP
vaccines.

Another explanation is that state budgets are under
considerable pressure, so states often cut corners - and cut
them deeply - on provider reimbursements in Medicaid. In the
immunization system, however, this is doubly self-defeating.
First, 1immunizations are incredibly cost-effective for Medicaid
programs and the health care system as a whole. Creating
barriers to vaccination imposes very large long-term costs on the
state and private insurers. Second, states that pay insufficient
reimbursement for vaccination services in a fee-for-service model
still are paying far more than they would if they distributed
lower-cost bulk purchased vaccines and increased payment for

administration costs to encourage delivery of the vaccines.



In addition to the problem of inadequate reimbursement for
immunization is the problem of inadequate reimbursement for
followup immunization visits. Frequently immunizations may be
contraindicated during an office visit. For example, a child
might be sick on the day when she is examined by a physician and
found to need a vaccination. Or the child may not have the
temperament to receive three or four vaccinations at a single
visit. Table 11 sets forth both states®™ Medicaid payment for
basic well-child visits, as well as state payment policies for
follow up visits to complete a child"s vaccinations.

Not only are comprehensive well-child visits under EPSDT
reimbursed too low to begin with, but 17 states do not allow
providers to bill a minimal office visit charge (generally less
than $15) when a second visit must be scheduled to complete a
child®s immunization series. These 17 states assume that
providers will absorb the followup costs to recall a child for an
immunization-only visit within the depressed EPSDT visit fee. In
reality, it is as likely that a private physician will simply
refer these children to a public clinic rather than bear the
uncompensated cost of rescheduling a second office visit.

Table 12 graphically displays the Medicaid shortfall for a
15-month-old"s typical vaccination series. At age 15 months all
children should receive doses of DTP, MMR. HiB, and OPV. The
total UCR for these vaccinations would be about $125. In 10
states, total payment would be less than 60 percent of the UCR,

with one state underpaying as much as $90.60 for a $125 visit.
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Reimbursement at

Table 12.

Medicaid

Payment
Alabama $73.62
Alaska -
Arkansas $88.84
California $80.96
Colorado $91.55
Connecticut -
D.C. $110.86
Delaware $63.55
Florida $73.48
Georgia $60.07
Hawai i $56.49
Idaho $89.43
Illinois -
Indiana $86.86
lowa $97.48
Kansas -
Kentucky $34.40
Louisiana $93.00
Maine -
Maryland $73.33
Massachusetts -
Michigan -
Minnesota $76.47
Mississippi -
Missouri $100.90
Montana $83.03
Nebraska $92.79
Nevada $44.52
New Hampshire $78.00
New Jersey $96.44
New Mexico $118.98
New York $88.87
North Carolina $115.18
North Dakota $102.45
Ohio -
Oklahoma $71.08
Oregon $123.08
Rhode Island -
South Carolina -
South Dakota $86.64
Tennessee $96.00
Texas -
Utah $99.43
Vermont -
Virginia $78.05
Washington -
West Virginia $63.80
Wisconsin $101.20
Wyoming -
Average $85.60
NOTE: A "- 1

indicates that all

Percent of
UCR Charge

58.9%
71.1%
64.8%
73.2%
88.7%
50.8%
58.8%
48 .1%
45.2%
71.5%
69.5%
78.0%
27 .5%
74 .4%

58.7%

61.2%
80.7%
66.4%
74.2%
35.6%
62.4%
77.2%
95.2%
71.1%
92.1%
82.0%
56.9%
98.5%

69.3%
76.8%

79.5%

62.4%

51.0%
81.0%

58. 5%

patients are bulk purchased.
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Underpaymen
$51.38

$36.16
$44 .04
$33.45

$14.14
$61.45
$51.52
$64.93
$68.51
$35.57

$38.14
$27.52

$90.60
$32.00

$51.67

$48.53

$24.10
$41.97
$32.21
$80.48
$47.00
$28.56

$6.02
$36.13

$9.82
$22.55

$53.92
$1.92

$38.36
$29.00

$25.57
$46.95
$61.20
$23.80

$39.40

the vaccines used



On average, a private physician must accept nearly $40 less to
provide needed immunizations to a 15-month-old child enrolled in
Medicaid than for a similar privately-insured child.

Moreover, this table may understate the magnitude of the
shortfall. Because multiple inoculations are required at age 15
months, many parents or physicians may insist on more than one
visit to fully immunize c child. As a result, the shortfall for
a particular state shown on Table 12 does not take into account
the added burden on providers of the denial of reimbursement by
some states for an office visit when the vaccination is provided
during a follow-up visit.

The low Medicaid reimbursement rates for immunization
services and the absence of followup visit fees lead to serious
vaccination access problems.8 Combined with generally depressed
reimbursements for primary care services, insufficient payment
for immunization services may push a pediatric provider out of
Medicaid completely. More commonly, the low payment levels lead
providers to cease offering immunization services to Medicaid-

enrolled children and routinely refer their patients to public

8 These figures also suggest that in states using managed
care plans, payment may be particularly depressed. In states that
use either capitated or fee-for-service managed care arrangements,
capitation payments (all inclusive monthly payments for services)
and fee-for-service reimbursement rates are set at less than
historic Medicaid reimbursement levels as a cost-savings measure.
The data indicate that Medicaid payments for immunization services
are already substantially depressed in all states but one. Further
cuts in the reimbursement levels for managed care programs increase
the likelihood that managed care plans will seek to avoid provision
of a relatively expensive pediatric service because they are being

poorly reimbursed for it.
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immunization clinics. The result is that Medicaid-covered
children get pushed into an already overwhelmed public health
system that cannot meet their needs and safety net health
services deteriorate even further for both Medicaid-eligible and
other children. For children, the conseguence 1is that more and
more Tfall through the cracks and fewer and fewer receive
protection against preventable disease.

Yet, some policymakers are intent on blaming families and
refuse to identify and eliminate these systemic barriers to
immunization services. For example, Maryland, which has proposed
to reduce AFDC benefits to families who do not manage to immunize
their children, pays providers between 46 percent and 68 percent
of the UCR for their immunization services and does not reimburse
for a follow-up visit at all if immunizations at the first visit
are contraindicated. Given the enormous financial barrier to
providers immunizing Medicaid-enrolled children in Maryland, it
is unlikely such a punitive program is a reasonable approach to
improving the immunization status of the state"s children.

If the typical state purchased the vaccines at the federal
discount price it would save nearly $30 at the 15-month visit.
Savings of that magnitude would allow a state to increase vaccine
administration fees to $10 per dose for a total of $40 for the
15-month visit and still expend 10 percent less than current
immunization expenditures. For example, New York pays providers
$13.28 per dose of oral polio vaccine plus $2 per dose for

administration of the vaccine for a total of $15.28, just 69

30



percent of: the UCR fee. The Ilow payment represents a significant
barrier for private physicians to offer polio immunization to the
state"s 1 million Medicaid-enrolled children. Yet in the
neighboring New England states, vaccines are distributed free of
charge to private providers at a cost to the state of only $2 per
dose of polio plus administration costs. In essence, New York
discourages private physicians from immunizing Medicaid-enrolled
children and pays $11 more per dose for the privilege. If New
York converted to a vaccine distribution system, its Medicaid
program could increase the administration fee paid to providers
to $10 per dose, thereby encouraging actual delivery of vaccines,
and still save $3 for every dose of polio vaccine administered
plus the costs of treating cases of disease prevented by higher
immunization levels. When Ohio converted from a fee-for-service
approach to a Medicaid vaccine replacement system, it saved $3.3
million in the course of three years.

With vaccine distribution programs and improved immunization
administration fees, more providers would participate 1in
Medicaid, and more Medicaid providers would offer immunizations
services. With an adequate supply of private Medicaid providers,
pressure would be relieved from public clinics and barriers to

.-vaccinations would be removed for millions of children.
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CONCLUSION AND RECOMMENDATIONS

Sky-rocketing vaccine costs have made the cost of basic
immunizations almost prohibitive to middle class families and
very expensive to public and private 1insurers. Yet instead of
instituting aggressive, readily available steps to control the
price of vaccines, get vaccines to all health providers through a
bulk purchase system, and pay reasonable administration fees,
most states have elected to simply allow their Medicaid
reimbursement rates to fall far behind the cost of immunizing
children on a fee-for-service basis. The result is widespread
non-participation in Medicaid programs by private physicians, and
another flood of children to under-funded public providers,
already faced with the diversion of uninsured or privately
insured children. The public programs do not have enough free
vaccine and when theydepend on Medicaid to repay their costs for
Medicaid recipients, they too are under-reimbursed. In the end,
parents are blamed byleaders who do not understand the problem,
because <casting blameon poor families almost always isso much
easier than fixing systems.

But this system is unusually easy to fix. The ready answer
to the problem lies in establishing universal vaccine programs at
the state level. Funded through general funds and other special
taxes (for example, small taxes levied on all hospitals,
physicians, and payments by Medicaid agencies and insurers who
otherwise would have to pay higher catalog rates for vaccines), a

universal bulk purchase program administered by a state health
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department could secure all the vaccines a state needs at the CDC
contract price, leaving parents, Medicaid agencies and insurers
responsible for a reasonable administration fee only. In many
states, the savings from Medicaid alone could account for much of
the funding needed to operate a universal vaccine distribution
system.

Medicaid savings could also be invested in more reasonable
reimbursement rates and increased support to private and public
providers for administration of vaccines and, 1ideally, other
primary care services. Insufficient reimbursement levels
discourage participation in the Medicaid program, and without a
sufficient number of providers willing to serve Medicaid-enrolled
children, a Medicaid card becomes practically useless for
millions of children.

Because of the enormous cost-effectiveness of immunization
services, Congress should encourage states to improve their
immunization systems. Medicaid programs should be reguired to
implement vaccine replacement systems, at a minimum. Federal
grants for states to start-up vaccine distribution systems could
pay for themselves through reduced Medicaid costs. Incentives
could include enhancing federal financial participation for
Medicaid immunization services to 90 percent to encourage better
payments to providers. Another companion approach to assist
states and localities would be to expand the CDC"s childhood
immunization program to provide resources TfTor administering

immunizations to children. The current program provides help for
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vaccine costs and only limited assistance for the doctors and
nurses needed to administer the vaccines. Expanded funding would
allow state and local public health programs to develop
innovative outreach strategies and more accessible clinic hours
and locations.

While a universal vaccine distribution system can be
established by any state alone, it is one that should be
established for every state and for every family. All the
necessary vaccines for American children could be purchased by
the Centers for Disease Control and distributed free of charge to
all health care providers in the country. Considering that over
a quarter of all vaccines are paid for by the federal government
and another quarter is purchased by states, creating a universal
vaccine program is a logical next step towards eliminating
preventable childhood diseases in the nation.

Physicians and clinics could continue to be reimbursed for
administration activities by parents and public and private
insurance plans (or alternatively, through an additional per-
child administration payment made directly by CDC or a state
health agency). A universal vaccine initiative should be coupled
with resources for doctors and nurses to administer immunizations

--and other primary health care services and to provide outreach
and parent education, especially in medically underserved areas.
Such reforms could be instituted, for approximately $500 million
more in funding in the first year, with ongoing support coming

from the health insurers and providers that will realize major



short term and long term savings from this type of system. In
the end the new system would more than pay for itself.

The advantages of a universal vaccine prog am include better
controlled costs and the guarantee that no American child will be
denied immunizations because of cost. Coordinated vaccine
purchasing and distribution systems are used even in many
countries that otherwise maintain an insurance approach to
payment for services. These nations recognize that immunizations
are such a crucial public health activity and the purchase of the
vaccine such a large portion of the cost of the service that the
financing and distribution of childhood vaccines cannot be left
to normal market forces.

This nation is in the midst of a terrible immunization
crisis that cannot and need not wait for a full-blown national
health plan before being resolved. Vaccines are incredibly cost-
effective, saving between $10 and $14 for every dollar spent.
Each day we delay an overhaul of state and national vaccine
programs and choose instead to blame and punish parents for
events far beyond their control brings us a step closer to the
next epidemic, which experts say surely will come. This is a
problem that national and state leaders can tackle and beat
today, leaving both children, and the national health budget, far

better off for their efforts.
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4 AAC 06.050 Education 4 AAC 06.055

4 AAC 06.050, PHYSICAL EXAMINATIONS OF SCHOOL
EMPLOYEES, (ag Physical examinations shall be required for all
re?ularly employed teachers, other employees, custodians, and cleri-
ca Person_nel, except those whose work doés not brm% them into closg
contact with pupils, upon initial employment by a district. A reexami-
nation shall be required ever)éthree years for all employees. A district
may require a physical or other examination at any time or at more
frequent intervalS at ifs expense. | _ _

(0) District boards shall determing which employees, if any, are
exempt from the physical examination requirements, _

(©) These regulations shall not be construed as exempting em-
P_onees from taking physical examinations required by other régula-
lons or law — i, food handlers, bus drivers, etc.

Repealed 6/1 o _

e) Each empIoYee of a school district or private elemen_tar)é O Sec-
ondary school shall obtain a tuberculin skin test annually in the man-
ner required by AS 18, 15.145, (Eff. 10/9/66, Register 24; am 10/10/69,
Register 29; am 5/3/7L Register 38; am_7, OF}ggmter 42, am

Register 47; am 5/10/78, Register 66; am 6/10/83, Register &,
am 8/30/8é Register 99)

Register 86 (July 1983) was found to be

4 AAC 06.055. IMMUNIZATIONS REQUIRED, (a) Prior to
first entry in an Alaska public school district or_nonpiblic school
offering pre-elementary education through the 12th grade, or any
combination of these grades, a child shall be immunized against diph-
theria, tetanus, polio, pertussis, measles and rubella, except that per-
tussis is not required in children over six and rubelfa is not required
in children 12 years or older _
(b) This section does not apply if the child
(D) has a valid immunization certificate defined as
A) an international immunization certificate; or _
i a statement by a physician listing the dates of immuniza-
lons; or i . . .
(© a copy ofclinic or health center record showing the immuni-

zation requirement has been fulfilled; .

@ has an affadavit signed by a physician (MD.) or osteopath
(D.0)) licensed to practice’in Alaska affirming his opinion that im-
munization would be injurious to the health and welfare of the child
or members of his family or household:;
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4 AAC 06.060  Alaska Administrative Code = 4 AAC 06.060

(3. has an affidavit signed by his parent or guardian affirming
that” immunization conflicts with”the tenets and “practices of the
church or religious denomination of which the applicant is a mem-

e,

(9 A student registering in a school in a community where regular
medical services are not available on at least a weekly basis ang"who
dogs not have the required immunizations, may be provisionally ad-
mitted to a pre-elementary, elementary or secondary program for a
reasonable period of time” for the prevailing circumstances_but not
exceeding 90 days after enroliment. No children will be provisionally
admitted”excepf in exceptional circumstances. Where exceptions arg
granted, they shall be reﬂorte_d to and discussed with the Communi-
cable Disease Section of the Division of Public Health, Department of
Health and Social Services, who will then be responsible for determin-
ing tr|1at thedrequwed immunizations are completed during the provi-
sional period.
. () I a parent or guardian is unable to pay the cost of immuniza-
tion, or immunization is not available in the' district or community,
immunization shall be provided by state or federal public health ser-
VICES.

(e? Immunizations shall be recorded on each pupil’s permanent
health record form. o _

(If) School districts shall initiate action to exclude from school any
child to whom this section a#phes but who has not been immunized as
{equ%gd by this section. (Eff. 1/13/73, Register 44; am &/28/77, Regis-
er

Authority: AS 14.07.020

4 AAC 06.060. SUSPENSION OR DENIAL, OF ADMISSION.
@ In a public school, the superintendent or prmuPaI may suspend a
pupil under the provisions of AS 14.30.045, and the pupils may be
reinstated by the superintendent or principal or by the school board, A
child who is diagnosed as having the disease known as acquired im-
mune deficiency s_>(ndrome AIDS) or AIDS-related Complex (ARC) or
who is infected with the AIDS-producing virus, does not have a condi-
tion "which will cause the attendance of the child to be inimicable of
the welfare of gther ﬁuplls_ " within the meaning of AS _14.30.045%4),
unless, In addition, the child has uncoverable odzing lesions cr other
s¥mptoms, or displays behavior, such as biting, which in the opinion
of a team made up of the child’s physician, public health personnel,
the child’s parert or ?uard|an, and school personnel assoclated, with
the child’s educationa %Iacement, substantially increases the risk of
transmission of the AIDS virus to other pupils.
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POSITION PAPER ON MANDATORY VACCINATIONS by Sandy Mintz
Copyright Sandy Mintz 1991

In order to attend both public and private school 1in Alaska, the
State of Alaska currently requires the following vaccinations of its
children: DPT, polio, measles and rubella.~* Exemptions or waivers
from these vaccinations are only allowed on medical or religious
grounds at this time. In spite of appearances, however, there is
no consensus about the degree of efficacy of all vaccines for all
children. The arguments which follow support the contention that
reasonaole people can disagree about vaccines and that loving,
conscientious, informed parents might choose to refuse one or more
vaccinations for their children. I am hoping to engage your support
to change the law to allow an additional waiver for personal or
philosophical convictions. Similar laws are currently in effect 1in
22 states._**

The proposed law, presently before the State Senate, 1is
a copy of current California law. In addition, an effort will be
be made to include in the bill an as yet formally unidentified action
or actions to be required of those seeking a philosophical exemption.
The 1inclusion of such in action will be for the purpose of discouraging
an otherwise uninformed or negligent parent from choosing the
exemption as the ..east resistence. (One 1idea 1is to require
* Interestingly enough, although mumps is not required, neither the
schools nor pediatricians are forthcoming with information to that
effect: school health forms which must be submitted to the state and
which indicate student vaccination histories list measles-mumps-
rubella (MMR) only and pediatricians do not inform parents that the mumps
vaccine 1is optional.

**The following states allowed the exemption as of August 1987: Arizona,
California, Colorado, Delaware, |Ildaho, Indiana, Louisiana, Maine,
Michigan, Minnesota, Missouri, Montana, Nebraska, North Dakota, Ohio,

Oklahoma, Pennsylvania, Rhode Island, Utah, Vermont, Washington and
Wisconsin.
(1)



an essay of undetermined length stating the parent®"s position on
the 1issue, another that well-child visits, to the health practitioner
of the parent®s choice, be required and timed for the same intervals
were the child to be immunized.)
I. THE VACCINES ARE RISKY, AND PROBABLY MUCH RISKIER THAN
IS CURRENTLY KNOWN OR EVEN ACKNOWLEDGED

A. Reported and Theorized Adverse Effects Are Vast and Varied

There have been numerous reports about adverse effects. Reported
adverse reactions are varied and include moderate to
severe brain damage and death(20,42,44,49,170,53,60,63,64,65,66,67,69,
70,71,73,74,75,76,77,79,80,85,90,91,97,105,43,84,109,136,143b,146,149,156,
163a,163b,165). These reactions appear to be the result of toxins in the
vaccines themselves (65,106,109,110,152), as well as poor quality
control of the product (106,135,166). Also included in the many adverse
reactions reported 1is contracting the very disease the vaccine was
supposed to offer protection against (29,30,54,57,31,68,150), sometimes
in a more virulent form than occurs naturally(45).

It is easy to dismiss fears about long-term unknown effects as
paranoia. But legitimate concern 1is being raised about long-term
autoimmune diseases, abnormalities of the immune system, and
even cancer resulting from the use of vaccines(166,171,97,109).

The difficulties in proving long-term effects are well-known.

Clinical evidence is slowly mounting, however, as was the

case v/ith smoking and lung-cancer initially. There 1is concern, for
instance according t. the The London Times, 1987(177), that AIDS may have
been triggered by smallpox vaccine. To quote "The Times": "Dr. Robert
Gallo (SIC) , who first identifed the Aids virus in the US, told "The

Times": "The link between the WHO programme and the epidemic in Africa is



an important and 1interesting hypothesis. I cannot say that it actually
happened, but 1 have been saying for some years that the use of live
vaccines such as that used for smallpox can activate a dormant infection
such as HIV. No blame can be attached to WHO, but if the hypothesis
is correct it is a tragic situation and a warning that we cannot
ighore.™" It has been long known that a small percentage of polio
cases were "provoked"™ by the pertussis vaccine(106). We can all hope
that the fears about AIDS are groundless, that "provocation polio"™ is
an aberration, and that there are not other equally worrisome
ramifications of vaccination lurking around the corner. But the
need to keep an open mind and maintain vigilance remains paramount.

B. Current Vaccination Policy Is A Shotgun Approach To The

Problem of Infectious Diseases

Protecting children against relatively mild childhood diseases
only to leave them vulnerable to these diseases as adults, when
the diseases are frequently more serious(124,125), 1is an example of
how short-sighted these policies may be. No one knows fo ; sure how
long protection 1is afforded(32,109,92,131). If vaccines mimicked
real diseases, immunity would be life-long for most(109,121,124),
and boosters would be unnecessary. Thus the price our children may
have to pay as adults for the privilege of avoiding these diseases may
be high.

One example of an innocuous childhood disease for which there is
mass vaccination is german measles or rubella(l124,122). Women who
conceive and are not immune to rubella are at risk of developing the
disease 1In pregnancy. Some of these pregnancies result in severe

congenital abnormalities. But the german measles vaccine is not
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administered to women of child-bearing age, nor do we know that it
confers Lifelong immunity(32). The rubella vaccine also has a
reasonably high failure rate(109). Unless there is 100% eradication
of the disease, a pregnant woman who was vaccinated as a child and did
not contract measles 1is more, not less, vulnerable than one who was
allowed an opportunity to get the disease as a child(92). As Dr. Hugh
Paul stated in "The Control of Diseases™(124), before formulation of
the rubella vaccine, "The disease (rubella) cannot be prevented, and
in view of its very mild character, and the possibility that it may
have catastrophic effects if contracted by an expectant mother, it 1is
guestionable if it should be prevented in childhood and adolescence even
if this were possible. It has been suggested that female children
should be deliberatedly exposed to infection 1in order to achieve a life—
long immunity from the disease and possibly from malformation in the
offspring in later life. This 1idea is not an unreasonable one...
Rubella does not kill, and even complications are uncommon.”™ Perhaps
it would be more prudent to vaccinate only pubescent schoolgirls,
allowing those who wish to avoid vaccination to take a blood test to
ascertain whether or not they have acquired natural immunity(35,109)
than to require vaccinations of all children, as 1is presently done.
Although 1t is now known that naturally acquired immunity to rubella
is not always lifelong, according to Dr. Vincent Fulginiti, life-long
immunity occurs far more often among the naturally immune than the
vaccine-immune (90-97.5% lifelong immunity for naturally acquired vs.
20-97% for the vaccine-induced) (109).
The hard or red measles (rubeola) is an example of a disease

which generally is unpleasant but not serious in healthy children
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(K 2.121,68,125,124), yet which can be deadly serious for adults.
When this measles first hits a population, the adults contracting
it are hit very hard, with whole populations sometimes being
wiped out(122,124). It then settles into the population,
thereby effecting mostly children, since the adults have already
been exposed. Statistics which cite disturbing incidence rates for
encephalopathy and other adverse effects of measles do not
take into consideration the general health status of the individual,
and socio-economic factors which have reduced disease severity,
nor do they give much weight to the vast incidence of problem-free
disease.

Compounding the problem is the fact that the population most
vulnerable to measles, infants, 1is least protected. Vaccinating
too early can cause vaccine failure more often(36,101) and/or
later booster shots to be ineffective(36,96). The Catch-22 1is that
in the past, most mothers passed on naturally acquired measles
antibodies transplacentally to their offspring who were protected
until 6-9 months(124,99,48a). With the advent of vaccines, a higher
percentage of mothers will be seronegative (have no antibodies) and
will not pass those antibodies on to their children, at precisely
the time that the vaccines are not effective, and yet the infant 1is most
vulnerable(99,48a). On the other hand, those who would ordinarily
be better off receiving maternal antibodies might find themselves in
the untenable position of having those very antibodies interfere with
vaccine efficacy(36,100), with the end-result that neither the vaccine
nor the antibodies were protective.

The MMR (measles, mumps, rubella) vaccine probably does not confer

(5)



lifelong immunity(109). What will happen to our children when
they become adults? The medical community cannot possibly be confident
that 100% eradication will occur with routine childhood immunization
and that our children are not going to get seriously 1ill as adults(100).
At a minimum, guestions like these require better answers before
anyone 1is forced to be vaccinated. These 1issues are barely being
addressed in the medical literature.

C. Unreliable Methods For Collecting and Analyzing Data Are Being

Used To Assess Vaccine Risk

At the current time only minimal information 1is available about
short-term, known, acute reactions, while no hard data on long-term
health and behavioral effects exists. To most accurately
assess all risk, controlled, human experiments would have to be
conducted. Of course, such experiments would not be considered ethical.
The next best approach would be to conduct 20-30+ year studies of
matched groups (vaccinated vs. unvaccinated) 1in which
all problems, 1including even minor behavioral and learning problems,
would be recorded and compared. These have not been done, nor are they
in progress.

Current reporting methods, unlike the

aforementioned are fraught witn bias and inaccuracies. First, they
depend upon accurate reporting. Second, they depend upon the doctor or
parent connecting a symptom with the vaccine. Third, they usually

compare vaccinated groups to each other rather than a vaccinated group
to an unvaccinated group. In the "Report of the Task Force...(177)"
for instance, a study 1is cited in which immunization status is

supposedly considered. But upon closer examination, it becomes clear
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that immunization status was not used; instead timing of immunization was
the factor. Wnat 1if a large percentage of vaccine-associated events

occur after it is presumed they do not? The result will dramatically
effect conclusions.

In fact, no one knows the relevance of time. Dr. Fulginiti, a well-
known \accine-use proponent, who has edited the book "Immunization in
Clinical Practice”, says: "A second confusing factor is the time
relationship between vaccine administration and adverse event. How 1long
an interval 1is possible in a vaccine-induced central nervous system
infection or other untoward effect? Strom recorded data on
some patients who first fell ill with neurologic symptoms 1
week after receipt of vaccine. Is that disease relatable
to the vaccine? Most experts accept an interval of 24 hours between
vaccine and onset of encephalopathy; a few suggest 2-3 days as an
acceptable delay in onset. But there is no proof for any interval_1(109)
Most studies don"t even make a pretense of controlling for immunization,
instead opting to use time or some other equally questionable variable.

It is not possible to predict the potential intelligence, future
health, etc., of a given child. Claims, for instance, that a child has
suffered no residual effects from a vaccine and 1is normal based on
observation are totally unfounded. The only way to determine potential,
be it intelligence or whatever,is to study groups. When attempting to
determine vaccine effects, those groups must be unvaccinated vs.
vaccinated, with the distribution of effects compared.

The utter 1inadequacy of the reporting system for even the most
obvious and serious effects 1is accepted (42,74,80,106),

even by vaccine proponents(105,43,109). In the U.S. there was
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no requirement to report adverse effects until recently, but even making
it mandatory cannot change the basic problem with a reporting system of
any kind. Furthermore, much of the analysis of adverse effect rates uses
the number of doses administered(32,43,68,77,105,106,109,115,121,124,139,
140,146,152,160), rather than the number of children affected. Who cares
how many doses it takes to damage a child? What should be sought 1is data
on how many CHILDREN are harmed by a given vaccine, no matter how many
doses have been received. Using doses skews results in favor of lower
adverse effect rates for all multi-dose vaccines, and in the case of
pertussis, dramatically so, since 4- 5 doses are usually required. These
dose-related conclusions are made all the more insidious when they are
then compared to disease-related problems among children. Even worse, in
some known cases, reporting, as well as follow-up, appear, to have even
been discouraged(170). To quote P. Isacson (Progr. Med. Virol. 13,263,
1971, cited in a 1972 "Science"™ article (166), "There has been a tendency
on the part of certain higher goverment circles to play down any open
discussion of problem:, associated with vaccines... Perhaps this has been
overdone. Scientists how find themselves in the position of balancing
the benefits of a vaccine against the risks, yetare in no position to
judge what the long-term risks are.”™ Thus current analytical and data
collection methods should be seriously questioned.

Where more effort ismade to follow adverse effects, the riskiness of
one or more of the vaccines appears to increase, although
the totality of adverse effects is still unknown (70,74,78,80,85,90).

1. THERE 1S NO PROOF TO THE CLAIM THAT UNVACCINATED PEOPLE
THREATEN THE GENERAL PUBLIC HEALTH

A major argument in favor of compulsory vaccination is that
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Che unvaccinated threaten the general public health. However,

it the vaccines work, they protect anyone choosing to be vaccinated.
Come people additionally claim, nevertheless, that since there are
vaccine failures, the unvaccinated threaten those who try but

fail to get protection. Even here,

however, there are mitigating effects: first, in at least one of the
more serious diseases, whooping cough, a vaccinated person who contracts
the disease will usually get a less serious form of the disease. (105,
02,32,43,46,51,68,78,106,121,134,135); second, vaccine failure rates
can be so high (32,43,46,87,100,105,109,116,131,134,135,152)

that one could question the extent of any additional risk created

by the unvaccinated. Even proponents of achievement of so-called

"herd immunity”™ admit that nowhere near 100% compliance 1is necessary
to result in protection to the entire population, although at least

80% 1is usually advocated(51,22,47).

There 1is virtually no threat posed by states allowing philosophical

exemptions. Five states provided their rate of philosophical exemptions:
exemptions: California, Vermont, Ohio, Arizona, and Wisconsin. Less than
1% took the exemption. Other states provided overall compliance rates:

Missouri, Minnesota, Pennsylvania, and Delaware were all 98% or better,
meaning philosophical exemptions have to be less than 2%. Two other
states, Indiana and Oklahoma, were 97% or better, while none of the
reporting states were less than 91%(172,173,179). We know that
vaccine failure rates have been equal to

or greater by far than the philosophical exemption rates which are
occurring. There 1is no reason to assume the unvaccinated are totally

responsible for disease outbreaks unless vaccine proponents are
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unreasonably arguing that vaccine failures do not contribute to them
in any way. Surely no one 1is arguing that, while a "vaccine failure”
can catch a disease and spread a disease, 1t cannot be the first one
to get the disease 1In an area.

Besides, a disease doesn"t START anywhere. When public health
officials cite the unvaccinated as the source of an outbreak, they are
being arbitrary. Where did the alleged source catch the disease?
Everyone gets these diseases from someone. Outbreaks are not isolated
events wWith some sort of spontaneous (measles/pertussis/whatever)
eruption at their source; they are part of chains of events. Where
one looks for the source will determine what one finds. Where one stops
will determine who 1is held responsible.

There are a number of diseases which can be mild enough that they
would go unrecognized, particularly among the vaccinated. Pertussis 1is
a well-accepted example, as discussed earlier. Measles has been noted
to be milder among the vaccinated as well(46). A very credible scenario
would be to have, for instance in the case of pertussis, a number of sub-
clinical cases among the vaccinated causing a full-blown recognized
case in an unvaccinated person. The blame could then easily be placed on
the unvaccinated with no concern about where THEY got the disease.

Let"s examine the role of vaccine failure more closely. It is
commonly assumed that vaccine failure rates are low - after all,
there are few outbreaks of the diseases 1in question, and what outbreaks
have occurred are often attributed to the unvaccinated few.

When actual outbreaks have occurred, however, as high as 80% of those
contracting the disease have been reported to have been vaccinated(174)
Upon close inspection, the success rate of the vaccines themselves must
be questioned. Estimates of failure vary widely
(109,46,87,100,152,134,26,32,43,105), but it would
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appear that to some extent, success rates are statistical illusions -
as long as no outbreaks occur, the vaccines appear to be working.
By the same token, however, being unvaccinated appears to be working as
well. Given these high failure rates among the vaccinated during
disease outbreaks, it is hardly reasonable to conclude that the
unvaccinated add any appreciable risk, especially in the small numbers
seen 1in the "philosophical exemption states™.

Another concern raised by vaccine proponents is fear that
formerly vaccinated adults, whose immunity has waned, will then be
threatened by disease outbreaks. Those same adults, can, however,
choose to be revaccinated in most cases. One exception to that case
is pertussis, which is not a safe vaccine for adults(105,108,175).
Pertussis 1is also not usually serious for adults, however. (106)
In fact, the practical effect of waning vaccines 1is to make formerly
vaccinated adults contributors to disease outbreaks(108,68,135).
Had they acquired natural immunity, this would be unlikely.

But what about pertussis and infants? Isn"t it true that pertussis
is mostly a problem for them? Shouldn"t everyone be vaccinated to
protect them? It is true that most fatalities occur among infants
under 1 year of age(178,106). The vaccines are not recommended for use
before 2 months of age, with protection sometimes not being conferred
before the third administration at 6 months. But a number of factors make
this a more complicated issue than would appear on the surface.

First, improvements 1in medical management, especially the use of
antibiotics, have enhanced our arsenal against this disease. Antibiotics
can, as stated in the "Task Force P.eport™ (178) and elsewhere, prevent

further contagion, prevent serious disease, particularly if timed



right, and combat secondary infections like pneumonia, which are the
major cause of death in infants contracting whooping cough.

Second, even if everyone under 6 were vaccinated, infants would still
be at risk. It is widely acknowledged(108,175,105) that booster shots
given to anyone 6-7 years of age or older are not recommended because
of the risks involved. Because of the known seriousness pertussis can
pose to infants under 1 year of age, vaccinations are then given, but only
to children up to 6-7 years old. It is also widely accepted that
pertussis vaccine significantly loses its effectiveness over time (135,119,
103,131). With widespread waning immunity from pertussis
vaccine a fact of life, however, large reservoirs of susceptibles exist
in the older groups capable of infecting infants(108). Yet we do
not vaccinate these older groups because of the risks associated with
doing so. I have shown that the medical community
has no hard, reliable data to back up claims of low risk from the
vaccine to younger children. The most that can legitimately be said
is that although some short-term risks have been established,
both short-term and long-term risks are virtually unknown. It should
not be acceptable to force young children to face risks which are
unacceptable for older children and adults. The practical effect
of not revaccinating either group 1is to put infants at risk. But
because of unsubstantiated claims that the risks are low for children 6
and under, children 6 and under are being asked to shoulder the burden of
protecting infants even though they cannot do it alone. I am not
suggesting that older children and adults now be compromised. I submit,
on the other hand, that the addition of small numbers of unvaccinated

young children to the already significant pool of vaccine failures and
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larger pool of immunity-waned older children and adults adds marginal
increased risk.
I11. MUCH OF THE CREDIT FOR THE DECLINE IN DANGEROUS
CONTAGIOUS DISEASES SHOULD GO TO FACTORS OTHER
THAN THE VACCINES

The benefits of vaccination are over-rated since

much of the decline in morbidity and mortality of the diseases targeted
by the vaccines occurred before the vaccines v/ere introduced(26,27,30,

34,91a,91b,105,124,126,90,106,108). Pro-vaccine reports will often begin
around 1950 or later(34,68,98,178), after declines were already in effect,
thereby giving unsubstantiated weight to the role of vaccines. As implied
by the declining death rate, severity of the illnesses also has diminished
for the unvaccinated(89,90,124).

Socioeconomic factors, including improved health care and living
conditions, have contributed dramatically to both disease incidence and
severity decreases(26,55,58,90,121,126,85,51,98,108,113b,119,121,

124,135). Even our previous inability to treat whooping cough has been
aided in particular by antibiotic therapy aimed at secondary infections
like pneumonia (105,118,78,91a,121,134,135) which 1is a primary factor
in pertussis mortality if left untreated (107,106,152,124), and
improvements in hospital care for the seriously 1ill (105,106,25).

Perhaps even more 1important, it would appear that a well-organized
effort to control the spread of whooping cough could be effective
since certain antibiotics like erythromycin given to an identified
whooping cough victim will prevent the spread of disease to others,
(107,108,120,121,117,134) and
erythromycin given to an exposed person before the paroxysmal stage

can actually prevent the disease in the treated individual(120,117,118).
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;he "Task Force™ (178) reports that erythromycin even given during the
paroxysmal stage has been shown to reduce symptoms, contrary to popular
belief. Hence widespread, uncontrolled spread of whooping cough
could be a thing of the past without the risks associated with the
vaccine and moral dilemmas posed by making it compulsory.
Two prominent examples of diseases which have decreased dramatically
without the aid of vaccines are scarlet fever and TB.
Scarlet fever is no longer the scourge it once was. (103,122,126)
There 1is no vaccine for it, but if there were, the vaccine probably
would be given credit for a decline it had nothing to do with. In
most places, where the general health of the population 1is good, TB is
no longer a problem either(122,123,124,126,59,129). What would have
happened had there been a TB vaccine? Sometimes theconditions the world
used to face are forgotten - no toilets, unclean water, Jlack of
refrigeration, crowding, lack of heat, poor nutrition, etc. Where
those conditions and/or others still exist, for instance in parts
of rural Alaska vis a vis TB,
disease morbidity and mortality increase. But those conditions 1in
Alaska, for instance, have existed for a long time, and yet do not
pose a threat to the general population, because the generalpopulation
does not face those conditions.
IV. MUCH IS UNKNOWN ABOUT THE MECHANISMS
UNDERLYING VACCINE PROTECTION
How vaccines work is not truly understood(109). When a human being
contracts most of the diseases for which there are vaccines, lifelong
immunity occurs. With the vaccines, boosters are needed and adults
may go unprotected.
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Now wo LI vaccines work 1is also not clear since, as discussed 1in
.action TI, varying percentages of the vaccinated can contract the

i".cease, and varying percentages of the 1ill have been vaccinated

(),46,85,86,07,98,101,169,95,108,147). Nowhere near 100%

of the vaccinated are protected. For example, Dr. Stephen A. Hoffman,

an expert on infectious diseases at Harvard University, and a proponent
ot vaccines writes(130), "In the majority of recent (measles) <cases , the

administered vaccine apparently never took hold in the first place.
This suggests that our ability to wipe out measles may, after all, be
limited by a built-in failure rate of the vaccine 1itself." In the first
26 weeks of 1985, according to the Centers for Disease Control (174),
80% of those between the ages of 16 months and 28 years who contracted
measles were vaccinated; in 1986(147), 57% from 16 months on up had
been vaccinated.
V. POLICY WHICH MAKES VACCINATIONS COMPULSORY
IS UNJUST AND UNWISE

Since anyone who wishes to be vaccinated has the right to do so,
and built-in vaccine failures 1insure that the diseases remain 1in
the population, no one can unequivocally argue that the unvaccinated
appreciably affect the vaccinated. I would like to include some of
the testimony made to Congress in 1962 by Clinton R. Miller of the
National Health Federation because he so eloquently framed this
issue in the context of history.

"The only time (NHF) would feel justified in violating an American®s
exercise of choice in matters of health would be when such exercise

Of freedom violated the equal right of another. Clearly at the present
cime no one 1is denied vaccination for themselves or their children
if they desire it. Therefore, citizens who exercise their freedonm

0 choice by choosing not to be vaccinated are not denying an equal
right to another by the exercise of this freedom.
This principle of freedom 1is a superior and more fundamental
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VI, IN A FREE SOCIETY IT IS PARENTS, AND NOT
THE GOVERNMENT, WHO SHOULD DECIDE AMONG
REASONABLE RISKS FOR THEIR CHILDREN
The state should not have the right to force a child to have a

potentially harmful vaccine, no matter how statistically remote
the possibility. Reasonable people can argue which is riskier for an
individual child, the vaccines, or the diseases they are designed to
prevent. In places where the standard of Iliving 1is high and adverse
effects conscientiously reported, arguments have been made to support
the contention that the risks from the vaccines approach that of the
disease(80,90). But even if the vaccines 1in general are safer, for a

particular child they may not be. No one, not even public health

proponents of compulsory vaccination, is arguing that 1individual children

are not harmed by vaccines, only that the general public good

is served by vaccination. The argument regarding general public good has
been addressed and | think shown to be weak. There is incontrovertible
evidence that individual children are harmed by vaccines. It is the
parent, not the state, who should be allowed to choose risk for an

individual child.

Vi, HISTORY MUST NOT BE IGNORED

IT government 1is going to force people to put known toxins into

their bodies, they have a tremendous responsibility to be absolutely
right. Of course that 1is not possible. History 1is replete with
examples of medical procedures which were touted at one time, with nary
a dissenting voice, which were later totally discredited. Examples are
routine tonsillectomies, appendectomies, hysterectomies, X-rays and
Cesarean-sections. X-ray pelvimetry during pregnancy, DES, coronary
bypass surgery, the original Salk vaccine, the killed-cell virus
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measles vaccine and swine-flu shots are additional examples of now
defunct or largely discredited medical approaches. Actual dangers

of procedures have often been utterly denied, radiation being a most
glaring example, only much later to be admitted, leaving many damaged
health-care consumers. Where 1is our sense of humility and history?
While thire 1is nothing wrong with a medical professional

informing a person about all sides of an issue, giving his or her
opinion based on personal evaluation of current knowledge, and
getting consent to proceed according to a certain plan, there 1is
something terribly wrong about forcing individuals to comply.

If physicians and government saw themselves as providers of
information and respectfully deferred the decision-making to willing
patients, I submit that fewer malpractice suits would be brought.

One cannot 1insist upon taking responsibility for a decision and
reasonably deny responsibility for the outcome.

Obviously, the point of all this 1is not that anything has
been proved here or elsewhere on the scientific level, but that
reasonable people can disagree on this issue. In a free society,

reasonable disagreement on matters of conscience and health should

be honored.
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February 11, 1991

Sandy Mintz
6981 Kincaid Road
Anchorage, Alaska 99502

Dear Ms. Mintz:

This letter 1is to follow-up you~request for ay opinions regarding

immunizations 1in the current medical climate. Let me begin by
stating this has and continues to be of serious interest. I give
iifununizations thousands of times a year and have been for the
past 26 years of medical practice. As a pediatrician | believe
in the need and theory of immunizations, and am concerned about
the efficacy and cost; but as a toxicologist, I must consider
another aspect, the safety and toxicity of immunizations 1in the

children who receive thenm.

As a means of introduction, I am a board certified physician in
private practice in the specialties of pediatrics and clinical
toxicology. I have also spent the past twelve years studying the
pertussis vaccine and the reactions it causes in infants and
younger children. This research involves well over 200 case
histories which was presented by request to the CDC and other
experts i the field of vaccine reactions. (Please see enclosed
CDC outline and C.V.) This group of experts rewrote the brochure
on immunization reactions including pertussis for the federal
government to be distributed to parents by the states 1in their
immunization programs. The rewrite done by these experts has
been changed and the new "brochure*l has yet to be published.

n
n

Vaccines, like all other substances that we might 1inhale, ingest

of inject 1into our bodies, can be poisonous or toxic. Careful
hiBtories of a patient and family must be taken; a thorough
physical exam, temperature and often, as indicated, appropriate

laboratory studies (i.e. complete blood count) may also give
additional 1information as to whether it 1is appropriate for a
child to receive a specific vaccine. An additional element of
the history to consider 1is the environment to which this child
may be exposed?

Risks: Short and long term? By mandating through 1law, the
administration of virtually all vaccines, we are as a society
putting at risk some children who may have an untoward, sometimes
serious, reaction. Are vaccines held to a more permissive
standard than other drugs? The mandated and broad use of
vaccines due to their preventative character vs. a specific
treatment 3hows that they are considered differently. However,

society and more especially the medical profession has not

1



studied, nufficiontly, the short and long term ri3ks of
vaccination, nor have they advanced research in the treatment of
many diseanen against which we immunize. In fact, for some
children treatment to the disease itself, may be better/safer/
lees potential for harm than 1immunization for the disease.

Whot do VACCINES do? Simply, they fool the body, if you will, in

an effort to mimic a specific disease. This in turn, causes an
"antibody" response with the body®"s 1immune system responding as
though it has the disease, with a single or series of ooosters or
"challenges" (immunization injections.) However, the complexity
of this process can also entail significant negative side

effects. The body may do one of several things 1. react
appropriately where disease protection will occur, 2. not react

where na immunity is built up, or 3. overact, if you will,
causing the body to involve organs which are not “"supposed®™ to

behave in this non-typical or untoward fashion. There can also
be a mini-disease caused by the immunization, or an "autoimmune"
process where thebody may attack itself or where it can even
cause a case of the disease itself.

Therefore, some individuals will have "more trouble with the
prevention than with the 1illness 1itself" - a good case 1in point

is the pertussis whole cell vaccine first accepted by the AMA 1in
1914 and used to this day.

It must be: "CHEAP - SAFE ft WORK™
Example: the present DTP being administered to the children in

this country 1is tremendously expensive (in the 70°"s and early
80°"s it was a fewcents per dose now if is several dollars a

dose.) It is notsafe - up to 1:300 infants who get the shot can
risk a seizure or convulsion (le3s often(1:100,000), permanent
brain damage) and even death, although rare. It does not work -
several recent studies have indicated that over 90% of those who
have actually acquired tho whooping cough disease, have been
fully immunized. Though, statistics of the other vaccines may
indicate an increased level of safety, no adequate long tern

studies have been done showing efficacy and safety.

Additionally, it must be remembered that if the immunized may be
at risk to acquire the disease as well as potentially suffer
reactions to the vaccines, then the non-immunized are also at
risk to potentially get the disease. Also, the non-immunized
children benefit from the "herd immunity"” without risk from the
immunization 1itself. Furthermore, depending upon their
environment and genetic make-up less risk of the disease.

It is important to do more good than harm.(PRIMUN NON NOCERE -

"above all do no harm"™) Therefore, it is a must to carefully
screen individuals who may have a predisposition to an untoward
reaction, and in some cases, to be allowed to forgo the "cure"™ or



in this case the prevention which would be woreo than the disease
itsel f.

As long ago as the 1930°‘'0 studies were done on the incidence of
disease which decreased due to improved health, medical treatment
and sanitation in the United States. A decline 1in the incident
of the whooping cough was noted prior to the wide use of
pertussis vaccine. Further studieB needed regarding the other
diseases that we 1immunize against.

Are we changing relatively mild childhood disease, in today"s
medical community, for dangerous adult diseases in later life.
Most of the childhood diseases showing up in the adult population

today have been shown to be very dangerous. Furthermore, the
impact on the elderly population won’t be felt for another 30
years. Most 35+ year olds had the meaGles\mumps\ rubella and
chickenpox diseases as children, 00 their immunity has been

conferred by the disease process not vaccines.

Philosophically, exemptions do not, in fact, threaten public
health due to the following:
Those wishing vaccination receive immunity to what ever
degree possible based upon the individual and the "take" or
host response.

The diseases are, in reality, still with us as seen in the

vaccine failures of the past and present (DPT, MSL etc.)

Generally, it has been found that only a small number of
parents or individuals choose to be exempt from
immunizations and generally these are for health reasons,
however, those who choose exemptions for religious or
philosophical reasons are making choices based on the what
they believe 1is right for them and their family.

In gvuwary:
1. Immunization, when done, must be carried out under very
careful conditions.

2. Medical research should encourage development of safer,
cheaper and more efficacious vaccines as well appropriate
alternate prevention and therapies for those who are not
immunized.

3. Immunizations are not for everyone. Exemptions should be
allowed as long as the present vaccines are not necessarily
safe, cheap and in some cases simply don"t work (i.e. the

present whole cell pertussis vaccine.)

4. Studies should be encouraged 1in the 1long ternm
implications of both the 1long and short term risks.



And finally, from Dr. H.C. Wilson"s book, HAZARDS OF
IMMUNIZATIONS, the last page of the book Dr. Wilson reminds us of
our responsibility 1in the use of ANY immunization. First quoting
Shakespeare;

AMD YOU ALL KNOW SECURITY IS MORTALS CHTEFEST ENFMV

And in summary, Dr. Wilson goes on to say:

"It is for ua, and for those who come after us, to see that the
sword which vaccines and antisera have put 1into our hands 1is
never allowed to tarnish through over confidence, negligence, or

want of foresight on our part."”

If further information is needed or if additional data becomes
available please feel free to contact me.

Submitted by:

d:\transfer\mintz



CURRICULUM VITAE MARK THOMAN, MD,

FAAP, FAACT

ABMT, Sr. AME
February 11, 1991
PERSONAL DATA:
Birthdate: February 15, 1936
Birthplace: Chicago, Illinois
Marital status: Married
Social Security Number: 492-16-7025
IRS ID Number: 42-1228316
DEA (Narcotics) Number: AT-539-6216
FAA Certificate Number: 13191-9 (Sr. Aviation Medical Examiner)
Address: P.usiness - Solo Private Practice
1426 Woodland Avenue, Des Moines, IA 50309
Phones: Business (Listed): 515-244-4229
Direct Toxicology Line: 515-244-1131
FAX: 515-244-1131 *
After hours: 515-286-1130 (24 hours)
msmoiLL
Residency: Raymond Blank Childrens Hospital
lowa Methodist Medical Center
Des Moines, 1A 1963-65
Internship: University of Missouri Medical Center
Columbia, MO 1962-63
Doctor of Medicine: University of Missouri Medical Center
Columbia, MO 1958-62
Bachelor of Arts: University of Missouri (Zoology)
Columbia, MO 1956-58
Associate of Arts: Graceland College, Lamoni, 1A 1954-56
Other: William Jewell College, Liberty, MO 1955
FEDERAL SERVICE & APPOINTMENTS:
United States Marine Corps (R) ,
Service 71451655 1954-59
Rank: Private First Class
Duty: San Diego, CA; Camp Pendleton, CA (NCO school);
29 Palms,CA.
United States Public Health Service,
Service /19188 (Active) 1965-67
Rank: Lt. Commander (lnactive Reserve 1967-88) 1967-88
Duty: Washington, DC Toxicology/Pediatrics
Tokyo, Japan (TDY) Toxicology 1965
Shiprock, New Mexico Navajo Indian Hospital
(Chief of Pediatrics) 1966-67

1



United States Navy Reserve
Service **492-36-7025

Rank: Commander
Director - Ancillary Services
USNR Fleet Hospital (500) - Combat Zone 23
Officer 1in Charge - Detachment D
Department Head: Laboratory

AT: Camp Pendleton, CA/ Bridgeport, CA
(Cold Weather Medicine)

LIZmSLSA.

Missouri #28476

lowa #16679

Virginia Inactive/non-resident
North Dakota #1459

Washington #12721

certtfications:

Diplomate: American Board of Pediatrics
DIplomate: American Board of Clinical Toxicology
Fellow; American Academy of Pediatrics

(By application)
Fellow: American Academy of Clinical Toxicology

(By appointment only)

HOSPITAL APPOINTMENTS;

lowa Methodist Medical Center - Sr. attending
Raymond Blank Childrens Hospital - Attending
Mercy Medical Center - Courtesy staff

lowa Lutheran Hospital - Chief of Pediatrics
lov/a Lutheran Hospital - Consulting staff

Broadlawns Medical Center (County) -

Chief of Pediatrics

Chief of Pediatrics

Broadlawns Medical Center (County) - Consulting
Northwest (Charter) Community Hospital -

Chief of Pediatrics
Charter Community Hospital - Consulting staff

APPOINTMENTS ;.

President : American Academy of Clinical Toxicology

Medical Consultant/Reviewer:

lowa State Board of Medical Examiners
Medical Consultant:

Bureau of Criminal Investigation, lowa
Editor-in-Chief: AACTion (Official publication

of the American Academy of Clinical Toxicology)
Medical Director: lowa Poison Information Center
Medical Director: North Dakota Poison Information

Ctr

1988-

1988-
1990-

1989-90
1989-

1962-
1963 -
1965-67
1967 -
1972-

1967
1977
1967

1976

1969 -
1965-
1965-
1969-80
1980-

1969-77
1991-
1977-

1970-75
1975-

1982-84
1972-
1972-
1975-

1969 -
1967-69



Delegate: Worid Federation of Anuoeiationa of Clinical

Toxicology and Poison Control Centers

Modical Director: lowa Cystic Fibrosis Clinic
(Central lowa Region)

Delegate: lowa Medical Society House of Delegates

Delegate: International Union of Toxicology

Editor: The SAFETY PEN (lowa Chapter, AAP, Accident

Prevention Committee)

Medical Director: Mid-lowa Drug Abuse Center

Medical Examiner: American Roard of Medical
Toxicology

Chairman: Polk County Drug Abuse Committee

Chairman: American Academy of Pediatrics Accident

Prev3ntion Committee (rowa)

Truotee: American Academy of clinical Toxicology

Medical Advisor: La Leche League International

Medical Advisor: lowa Childbirth Education Assoc.

Medical Director: Proscribed Activity Center for
Children

Medical Advisor: Emergency Medical Services
(EMS/lowa)

Member: Board of Directors - Des Moines Child

Guidance Center
Member: Board of Directors - Polk County Public

Health Nursing Association
Member: Des Moines Speech L Hearing Center
Medical Advisor: West Suburban
Substance Abuse Center

Coordinator: American Academy of Clinical Toxicology
Annual Meetings
Coordinator: AACT 25th Aniversity Meeting, N.Y.,N.Y.
Coordinator: University of Missouri Medical Center
25th Anniversary Meeting (M.D. Class of 1962)
Medical Consultant: lowa Convalescent Home for
Children
Member: Board of Governors, University of Missouri
Medical Center(Alumni)
Member: Mid-lowa Drug Abuse Council
Chairman: lowa Right-to-Life Committee

Chairman: Pro-Life Pediatricians (lowa)

1902-

1972-02
1972 -

1982-

1981-83
1972-76
1975-

1978-
1976-
1969-
1965-
1969-
1976-83
1978-

1984-86

1969-75
1969-75

1981-

1975-80
1992

1987
1969-72
1989 -
1970-75

1970-73
1982-



federal a

Senio
Accid
Clini

Clini

Commi

Commi

Healt

PUBLICATI
Veter
Mutat

Review Co
Fam
cCli
Con
The
Bul
Jou
Jou
Ped
AAP

SOCIETY M
Ame
low
Pol
Ame
Wor
Ame
Ame
Soc
Fly
Air
Ame
Ame
Nat
Civ

ppointments/assignments

r (ATP) Aviation Medical Examiner, Department

of Transportation, FAA

ent Investigator, Department of

Transportation, FAA

cal Toxicology Lecturer, Department of
Transportation, FAA

cal Toxicology Consultant: National Oceanic

& Atmospheric Administration, Hazardous Materials

Response Branch
ssioned Officer, United States Public Health
Service (lnactive Reserve)

ssioned Officer, United States Havy(R)

Active Reserve - U.S. Naval Fleet Hospital (500)

Combat Zone 23, Detachment D - O0IC

h Advisory Committee - The HonorableSenator
Thomas Harkin, lowa

ON-CONSULTANT/REVIEW:

inary £ Human Toxicology (Associate Editor)
ion - University of Missouri Medical School
Yearbook Editor

nsultant for: (date indicates first request)
ily Physician (formerly GP Magazine)
nical Toxicology

sumerls Report

Medical Letter

letin de Medicin "Legale (French)
rnal of the American Medical Association
rnal of Adolescent Health Care

iatrics

Adolescent Newsletter

EMBERSHIPS:

rican Medical Association

a State Medical Association

k County Medical Society

rican Association of Poison Control Centers
Ild Medical Association

rican Academy of Pediatrics

rican Academy of Clinical Toxicology (Charter)
iety for Adolescent Medicine (Charter member)
ing Physicians Association

craft Owners & Pilot"s Association

rican Institute of Clinical Toxicology

rican Board of Medical Toxicology

ional Writers Association

il Aviation Medical Association

1

1977-
1977-

1978-

1983-85

1967-88
1988-

1988-

1975-90
1960-63

1967-
1972*
1976-
1978-
1978 -
1978-
1984-
1984 -
1988 -

1962-
1963-
1963-
1963-
1964 -
1967-
1968-
1969-
1972-
1972-
1974-
1975*
1977-
1978-



International Society of Pediatrics

Aerospace Medical Association

American Reserve Officer"s Association

American Public Health Association

United States Naval |Institute

Navy Reserve Association

Experimental Aircraft Association

American Military Surgeons of the United State:

EACULTY ASSIGNMENTS.!
Regular Basis:

Not

University of Missouri School of Medicine,
Columbia, MO, (Assistant Instructor

in Pediatrics)

lowa Methodist Medical Center (includes Raymond

Blank Childrens Hospital, Des Moines, 1A
University of Osteopathic Medicine &
Health Sciences, Des Moines, 1A

(Preceptor/lecturer)
Broadlawns Medical Center (Polk County),
Des Moines, 1A
lowa Lutheran Hospital, Des Moines, 1A
Mercy Medical Center, Des Moines, IA
University of lowa School of Medicine,
lowa City, IA (Preceptor)
Des Moines Regional Police Academy (Certified

professional faculty, lowa Police Academy,1988)

Dos Moines City Police Department
Hawkeye Institute, Waterloo, 1A
American Red Cross, Hawkeye Chapter
Drake University, Des Moines, 1A
Chemistry /Philosophy /Pharmacology

on a Regular Basis: (One or more Jlectures - guest
Graceland College, Lamoni, 1A
Drake University, Des Moines, 1A

Pharmacology /Toxicology/Philosophy
lowa State University, Maternal & Child Health,
Ames, 1A

University of Washington, Seattle, WA

Dos Moines Area Community College
Creighton University, Omaha, NE
University of Kansas, Wichita, KS

University of Texas, Houston

University of Nebraska, Omaha

University of Oklahoma, Tulsa

Purdue University, West Lafayette, Indiana

University of Illinois

1976-
3981-
1987-
1986 -
1988-
1988-
1990-
1990-

1962-63

1965 -

1969-

1969 -
1969 -
1969-

1972-

1969 -
1969 -
1974-
1987-
1988-

faculty)
1969 -
1971-

1972-
1972-
1973-
1973-
1973-
1974-
1974-
1974-
1975-
1976 -



University of Arkansas, Little Rock 1976 -
lowa Academy of Family Physicians 1978-
American Academy of Pediatrics 1978-
American College of Obstetricians & Gynecologists,
(Nurses Association) 1979-
Emergency Medical Service Section, lowa State
Department of Health 1980-
lowa Physicians Assistant Society 1981-
SPECIAL RESEARCH PROJECTS:
Psychological Impact of Color and Packaging on Consumer
Products; Color Research Institute of America,
Chicago, Illinois (Field Study) 1956-58
NIH GRANT: "Hyperkalemia: enteral vs. parenteral
routes of administration” University of Missouri/
Department of Pediatrics (Animal study) 1960
Clinical Investigator: Use of N-acetylcysteine in the
treatment of Acetaminophen overdose; Directed by
the Rocky Mountain Poison and Drug Center, Denver,
Colorado 1977-84
clinical Investigator: Hydroxocobalamin/Sodium Thiosulfate
Cyanide Antidote Study, Directed by Rocky Mountain
Poison and Drug Center, Denver, Colorado. 1987
Boston University Fever Study: An assessment of the safety
of Pediatric Ibuprofen, Slone Epidemiology Unit, Boston
University School of Medicine - Principal Investigator:
Allen A. Mitchell, M.D. 1991
SPECIAL AWARDS:
Graceland College Gold Seal Award - For special
recognition as president of the student body 1956
American Psychiatric Thesis Award "The Graduate
Student Syndrome"™ (See Bibliography) 1962
North Dakota Governor®s Award - For developing
statewide handicapped services 1968
Dictionary of |International Biography 1970
Cystic Fibrosis Foundation Award - For starting the
first CF clinic in Central lowa 1972
Who*s Who 1in the Midwest 1974-
National Pilot"s Association/Safe Pilot 1976
Cystic Fibrosis Foundation Award - For 10 years as
CF Clinic Director 1982
Who"s Who in the World 1984-
AMA Recognition Award 1987
Who"s Who 1In America 1990-
AACT President®"s Plaque - AACTion- Editor 15 Years 1990-



AERONAUTICAL EXPERIENCE:

Private Pilot Licence
Commercial Pilot License
Instrument Rating/Commercial

Multi-engine Rating Commercial/lnstrument

Aviation Medical Examiner

Senior Aviation Medical Examiner
Certified Flight Instructor (dual
passed)

completed,writtens

1972.
1973
1974
1975
1975
1980

1980



MSL I QGRAPHY

The Graduate Student Syndrome, MISSOURI MEDICINE,60:440-444,May
(Received American Psychiatric Thesis Award, .1962)

Poison Information Center Digital Computer Gives Physician Another
Diagnostic Tool-TOXICOMPUTER, NARD JOURNAL, 1965 ed.
(Presented at Viilth International Pediatric Congress, Tokyo,
Japan, November 1965.)

Diets & Phenylketonuria, GP MAGAZINE, February 1965

et Verhulst,H.L., Ipecac Syrup in Antiemetic Ingestion, JOURNAL OF

THE AMERICAL MEDICAL ASSOCIATION,

If You Want a Home of your

Sewer Gas: Hydrogen Sulfide
pp383-389, March 1969.

The Use of Emetics 1in Poiso
PP185-188, December 1970

Emergency Room Suppliue and

Poisoning, HOSPITAL PR, f<;\CY,9:12,pp

own, MEDICAL

Intoxication,

n Ingestion,

Equipment/Formulary for
6-11,

The Hyperkinetic Child: Practical

Scientific Exhibit prese

Association Annual Meeting, Bal

et Hudson,F .MHoltnoc,C .H .;

Computerized Tomography,
")7:14-16, 1977.

Aspects
nted at the

196:5,

Harbour,

pp

American

MARK. THOMAN.  M.D.

ECONOMICS,pp

CLINICAL TOXICOLOGY,

1971.

Florida,

Diagnosis of Brain Abcess
JOURNAL OF THE I10WA MEDICAL SOCIETY,

Polychlorinated Biphenyls(PCB) in

HUMAN TOXICOLOGY, 19:3,ppl93-4,
(Presented to United States
Senator Edward Kennedy and

0.C.,June 1976.)

PCB and Breast Feeding, AME

Breast Feeding Lauded by Pediatricians,
124, Dec

MEDICAL ASSOCIATION, 240
(Presented as a workshop
Pediatrics, Chicago,lIL,

RICAN BABY,

Human

Senate
Philip

1977.

1978.

sponsored by the

October

1978.)

Subcommittee
Schweikert,

Breast Milk,

February 1977

JOURNAL OF THE

American

124-27, Mar

Treating

of Management,
Psychiatric
Dec 1973.

by

VETERINARY

chaired by
Washington,

AMERICAN

Academy Of

1S63.

433-434, May 2, 1966.

2:

CLINICAL TOXICOLOGY, 3:2,

&



Brertat Feeding, PEDIATRIC NEWS, ..2:12, pp),21, DocJfflber 1970.
Open Face on Rye (anecdote), MEDICAL ECONOMICS, April 17, 1970.
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SERVICES NEWSLETTER, September 1981.
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Definitions and Roles of Poison Control Center in a Poison Control
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et al; Your Baby, Healthy Eating, Birth-3 Years, Better Homes and
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A SYNOPSIS OF MAJOR POINTS CONCERNING MANDATORY VACCINATIONS
by Sandy Mintz

The purpose of this synopsis is to outline the major points
made in mv position paper. The points outlined here are
substantiated in that paper.

A. Allowing philosophical exemptions does not threaten the
public health.

1. Anyone wishing to be vaccinated is protected to whatever
degree the vaccines confer protection.

2. Vaccine failures and waning immunity (primary and secondary
vaccine failure) insure that the diseases continue to circulate.
(According to the CDC and other reports, in some measles
outbreaks the population had been 100% vaccinated! Year totals
compiled by the CDC have shown that as many as 79% of those
contracting the measlLes were vaccinated.)

3. Very few people elect to take this exemption, even
according to the CDC. In California, which has allowed
philosophical exemptions since 1961, and where one might
expect many people to take the exemption, fewer than 1% do so.

B. This is not a radical notion. Approximately 20 U.S. states
allow for philosophical exemptions, as does most of the
world. Other than the U.S.S.R., the former Eastern-bloc
nations, and a handful of additional countries, the entire
world allows them.

C. There is increasing concern that what are usually relatively
mild childhood diseases are being traded for more serious
adult and/or childhood diseases.

1. The red measles (rubeola) is now showing up among college-
age adults, and i, known to be a dangerous disease at that
time. Instead of reexamining the overall vaccination

policy and increasing the amount of research being conducted,
efforts are underw y to revaccinate people, when nothing is
known about the ram.fications of adult rubeola vaccination -
other than that some vaccines are in general thought to be
problematic for adults, and the growing body of evidence

that another measles vaccine (the one for rubella, or german
measles), 1is harmful for a significant proportion of the
population. (See 20/20 transcript.) In other words, adults who
were not allowed to acquire life-long natural immunity to measles
are faced with the prospect of either getting a serious case

of adult-onset measles or receiving a potentially dangerous
vaccine as an adult.

2. Chronic illness is on the rise among children. There
is increasing concern that the small risk from infectious
childhood diseases has been traded for a larger risk of
chronic disease. (One example is cited in "The New York
Times"™, HEALTH, December 1, 1988.)



Even if current research on vaccine safety was as good as it

is purported to be, medicine 1is not an exact science. Nordo
medical professionals all agree on the issue of mandatory
vaccinations. (See letters.) It is wrong morally, politically,

and scientifically to use coersion, particularly in light of
the changing nature of medical opinion, and the fact thatnot
all medical people agree, even today.

The germ theory alone does not explain illness and death.
Environmental, genetic and psychological factors, as well

as lifestyle choices, all play a role. Mandatory vaccination
acts as if the only viable theory is the germ-theor,r. This
is unscientific. Government should not be in the business of
tilting toward one questionable medical approach and forcing
compliance to it.

The benefits of the vaccines are overstated. The risks are,
in general, either underestimated or unknown.

1. Substantial declines in both the incidence and severity
of "vaccine preventable diseases" occurred before the

vaccines were manufactured and distributed. These declines
continued after widespread use of vaccines, but the actual
contribution of vaccines to declines is unknown. (See graphs.)

2. Serious side effects to vaccination are known to occur

to some children. Because of serious flaws in research designed
to determine vaccine safety, as well as built-in bias,

however, the total number of adverse effects, as well as their
variety, 1is unknown.

a. Much of the statistical information made available on
the adverse-effects of vaccinations is extrapolated from
reports made by doctors. This is a totally unscientific
method. Both known and unknown adverse effects go unreported.
There are a number of reasons for this. Doctors, 1in fact, do
not always report effects, even those they know about. (See
NVIC repo.t on noncompliance and local DPT chapter statistics.)
Because of inadequate drug-testing, possible adverse effects
are not being reported simply because it is the opinion of the
doctor that they are unrelated to the vaccine. Adverse effects
which need to be discovered will most likely not be reported
because no connection between the adverse effect and the vaccine
will be made. This 1is because it will not have been systema—
tically investigated and determined to be a problem.

b. The only way to determine the totality of vaccine -
associated risks is to study matched groups of vaccinated
vs. unvaccinated children, and to do so for may years -
upwards of 20 or more. This, quite simply, has never been
done. Actual research, in one way or another, usually
compares vaccinated children, who recently had a vaccine,
to ocher vaccinated children, who also received the vaccine,
but not so recently. It is always assumed that a given
amount of time separates those for whom an occurrance is
vaccine-related and those for whom it is not. This 1is an
unfounded assumption as it has never been studied. There are,
also, good reasons to question chat assumption. Given chat a
vaccine, and the protection a vaccine confers, is supposed
to remain in a person®"s body for years, reactions could take



years to show up. As already stated, the only wav to ascertain
what are vaccine-related events is to compare vaccinaced children
with unvaccinated children, assuming no time frame (which

will require many years of investigation). Again, THIS HAS NEVER
BEEN DONE.

C. Another significant design flaw involLves using the
number of effects seen in a certain number of administered doses
of vaccine, and then comparing this to the number of children
having a similar disease-related problem. It can be made to
appear that significantly more problems result from a disease
than from the vaccine designed to prevent it, when it is, in fact,
not true. This happens when more than one dose 1is routinely
administered. Take as an example figures released by the CDC
on the number of convulsions experienced by children as a result
of the DPT vaccine (the "P" 1is for the pertussis component)
as compared to whooping cough. In this report the
CDC indicates that 1/50 children get convulsions from whooping
cough, but 1/1750 doses of pertussis vaccine result in
convulsions. I don"t know whether the statistics on dose
were based on children receiving 4 or 5 doses, but either way,
it results in between 1/350 and 1/438 CHILDREN having
convulsions, not nearly as dramatic a difference. Further
making these comparisons suspect is the fact that they were
extrapolated from reports from doctors, or other questionable
research methods, thus could easily have been skewed. As
Dr. Menkes said in his letter to me, "...there is a tendency
for physicians and scientists to overemphasize the risks of
diseases such as whooping cough, and understate the risks
of vaccination." Most statistics used to promote the safety
of vaccines make this misleading "dose" vs. "children"”
comparison.

d. The very drug companies which profit from the sale
of vaccines are the architects of most, if not all, research
meant to determine vaccine safety. (See Menkes letter and
articles exposing failure to disclose drug ties by one
researcher and another editorial writer, for examples.)

e. So far, there have been about 3000 injury claims
against the government for permanent injury which resulted
from vaccines mandated before October 1, 1988. Because of
an arbitrary cut-off date, we may never know how many children
have been injured or killed by these vaccines. We will
also never know how many children were injured but didn"t
file a claim, or how many were injured but didn"t realize the
vaccination was to blame, or how many were injured but didn"t
realize the claim process was available.



QUOTES FROM THE CDC MORBIDITY AND MORTALITY WEEKLY REPORT (MMAR)

"Erythromycin, recommended for patients with clinical pertussis
and for selected contacts of pertussis patients, decreases
infectivity and may 1limit secondary spread." (February 2, 19907
Vol. 39/No.47?p.64)

"The risk of death [from measles] 1is greater for infants and

adults than for children and adolescents Persons vaccinated
before the first birthday need(ed) to be revaccinated"... [Maternal
antibodies from naturally acquired -and to a lesser extent,

vaccine 1induced- immunity, interfere with vaccination if given

to children under 1. These antibodies will protect the child

from measles, during much - if naturally acquired- and some -if
vaccine-induced, of that first year, 1if no vaccine is given.]

"From 1984 +to 1988, 58% of reported cases affected children >9
years of age, compared with 10% during the period 1960-1964....
The goal of eliminating measles 1in the United States has not been
reached primarily because of 1) failure to implement the

current vaccination strategy, vresulting in large numbers of
unvaccinated preschool-age children in some areas, and 2)

VACCINE FAILURE (my emphasis).... Appropriately vaccinated persons
accounted for 42% (of the 16,819 measles cases for whom vaccination
information was collected from 1985 through 1988).... Some persons
who received inactivated vaccine (available in the U.S. between
1963 and 1967) are at risk of developing severe atypical measles
syndrome when exposed to the natural virus....A wide range (4-55%)
of recipients of inactivated measles vaccine who were later
revaccinated with live measles vaccine have had reactions to the
live vaccine." [At the time, doctors were just as sure about the
safety of the killed-cell vaccine as they now are about current
vaccines.]...."However, recipients of inactivated measles

are more likely to have serious 1illness when exposed to natural
measles than when given live measles virus vaccine." [Now they
really have something to worry about. If originally allowed to
get measles naturally, they would have faced a small risk of
serious disease. Now, they face a large risk of adverse reactions
to the current vaccination, and an even larger risk of serious
illness from the disease.] (December 29, 1989; Vol. 38/No.S-9)

"From 1986 to 1987, the absolute number and proportion of cases
that were preventable through vaccination decreased 1in all age
groups except those >24 years of age Most cases reported 1in
1987, however, were classified as nonpreventable and occurred 1in
school-aged children who had been vaccinated on or after the
first birthday. Most of these cases probably result from primary
vaccine failure....The approximate primary vaccine failure rate
of 5% (range 2%-10%) may provide enough susceptibles to sustain
an outbreak among highly vaccinated populations 1in some settings."
[A table in this report shows that only 108 of the 3652 reported
cases of measles in the United States in 1987 had a philosophical
objection!] (September 2, 1988; Vol. 37/No. 34? pages 528-530)

"In the first 26 weeks of 1989, 8553 cases (of measles) were

reported....More than 90 outbreaks have been reported; most have
occurred 1in secondary schools and colleges.™ [Measles is a much
more serious disease for adults. Now, vaccinatons mandated for

children, when measles is considered I”ss serious, combined with



vaccine failure and/or waning 1immunity, mean a higher proportion
of people will now get measles as adults.] (September 9, 1989;
Vol. 38/No. 35; p. 604)

"Investigation of this epidemic has prompted concern about the
roles of primary vaccine failure (unsuccessful 1initial vaccination)
and secondary vaccine failure (loss of immunity after successful

vaccination). The 1988-1989 epidemic mainly affected persons
17-21 years of age, who had been targeted to receive vaccine
during mass campaigns 1in the first years of the vaccination
program 1in Hungary. The high age-specific attack rates in

this age group, in which vaccine coverage WAS AT LEAST 93%
(emphasis mine), suggest that vaccine failure played a major

role 1in this epidemic." (Adults vaccinated as children now face

the unpleasant prospect of possibly contracting measles as an

adult or having to be revaccinated as an adult, either with unknown
but possibly serious consequences.] (October 6, 1989;

Vol. 38/NO. 39; p. 667)

In a small outbreak of measles, in which 100% of the children

had been appropriately vaccinated, it was found that "the attack
rate was 21% for students whom Student A identified as “close
friends"™™ [A 21% vaccine failure rate among highly exposed
students!]...."If waning 1immunity is not a problem, this

outbreak suggests that measles transmission can occur within

the 2%-10% of expected vaccine f _ilures.” (June 22, 1984;

Vol. 33/No. 24; pages 349-351)

"Many outbreaks have occurred among school-aged children in schools
with vaccination levels above 98%. These outbreaks have occured 1in
all parts of the country. Attack rates in individual schools have

been low (I%-5%), and the calculated vaccine efficacy has been high.

Primary vaccine failures (i.e., the approximately 2%-10% of vaccinees

fail to seroconvert after measles vaccination) have played a
SUBSTANTIAL ROLE (emphasis mine) 1in transmission.... In a few
outbreaks, persons vaccinated in the more distant past, independent
of age at vaccination, have been at increased risk for disease."
(January 13, 1989; Vol. 38/No. 1; pages 11-12)



Percent of Total
By Appropriately*

Measles
Vaccinated

Time Period % of total

1987, Uu.s. 48%

1988, Uu.sS. 45%

1989, Uu.sS. 49%

1990, U.S.,1st 20 weeks 29%
*vaccinated on or after their first birthday
**according to the CDC

Cases

Contributed
Children**

% of school-age

72%
69%

79 %

children
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January 13, 1987
MEMORANDUM
Representative Mike Navarre
ATTN: Pat Malone

FROM: Mary Jennings i
Legisiative Analyst

RE:

You requested\information on laySwAftf*Alaska and other states concerning
nanoatory immunization. sjaggrfTcal 1v. allowable exemptions from immuniza-—
tions, vreporting of adverse events, and penalties enforced against children

who have not been immunized. You also requested us to gather: 1)
tics on adverse events: and 2) any data showing a correlation

states that allow philosophical exemptions and higher rates of disease.

Exemptions

AH 50 states and the District of Columbia allow children to be exempt from
immunization regulations for medical reasons. Generally, the parent
acquire an affidavit signed by a physician affirming the opinion that the

immunization would be injurious to the child"s health. Forty-eight

and the District of Columbia allow children to be exempt from immunization

requirements for religious reasons. In many states, the parents

present an affidavit signed by the parent affirming that immunization

conflicts with the practices of the religious denomination of the

Twenty-two states allow children to be exempt from immunization require—

ments for pnilosopnical reasons. Typically, the parent must oresent
affidavit affirming that 1immunization conflicts with the family's
soonical beliefs. Attachment A, prepared by the Center for Disease Control
(CDC) presents the exemptions from immunization vrequirements ;n

states and the District of Columbia.

According to the CDC. children who are exempt From 1immunization
pmlosocmcal --easons comorise less than 1 percent of all school

zmiaren. No studies nave been dene to draw correlations between



2eoresertative. Navarre
9&%‘39’ B f98¥

this exemption ana greater rates of disease. The CDC stated that due to
the small numbers that invoke this exemption, it would ce difficult to make
meaningful comparisons.

Enforcement of Immunization Requirements

Twenty-seven states have a penalty clause for noncompliance with
immunization Jlaws for children in grades kindergarten through 12. Thirty
states and the District of Columbia impose a penalty fo* children in day
care and two states have a penalty for college students. Depending upon
state law, the parents or the school official may be found to have violated
the 1immunization requirements. Generally, noricompliance is a misdemeanor.

Forty-four states and the District of Columbia have an exclusion clause in
their immunization requirements which prevent children who are not 1in com—
pliance with state immunization Jlaws from entering school (kindergarten
though grade 12). Thirty-one states and the District of Columbia have
exclusion clauses pertaining to children in day care and five states and
the District of Columbia have an exclusion clause pertaining to college
students. Attachment 8, prepared by the CDC, shows which states have
penalty arid exclusion clauses.

In some states, children are allowed a grace period, ranging from 30 to 50
days, in which they may attend school while coming 1into compliance with
immunization regulations. An official in California stated that the grace
period in California was recently repealed because it became difficult to
remove children from school for noncompliance once they had entered the
system. The official added that when a disease outbreak occurs in a
school, all children who are exempt from immunizations are sent home and
not allowed back into school wuntil 14 days after the last occurrence of a
case.

Reporting of Adverse Events

In forty-seven states, vreporting 1in the private sector of adverse events
from immunization 1is passive (the private sector 1is not required to report
adverse events). In all states, publicly funded immunization programs must
report adverse events to the CDC. Under federal law, vaccine manufacturers

and pharmicists are required to report adverse events to the U.S. Food and
Drug Administration.
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WISCONSIN
Uiscornin Student Irmunisstion Law Results * Kindergarten

Percent of School Tear
Kinderoartnera 77 78 70-77 79-80 60-81 81-62 82-85 83-84. 84-85 85-86 86-87 87-68 66-09
1. With fora

on fll® - BX 9% 96%  98%  <BX  99%  99%  99%  99% 90X  99%  98%
2. Complete

3*DTP,

3* pO”O) ¢ 75X WX 87% 94% 95% 93X 90X 95% 94% 95X 95X 94X
3. Behind

SChedU|eA** * t|A 0.5X 1.3% 0 .ex 0.6% 1.0X 2.3X 1.0X 0.9X 0.9X
A- |n PrOCGSS@" " V\A 2.9X 2.7% O .rx 0.3% 1.8X 1.3X 2.CX 1.8X 2.3%
5. with Medical " )

Exerrtlorts o WX 02X 0.4% 01X 02X 01X 01X 01X 01X 0.2X j(IAX

6. with Religious

Exem ptions =

c2x 03X 02X 02X 0.1X 01X 0,1X 01X 01X 0.1X

7. With Personal

Exerptloos** e SO NA NA N 02X 00X 05X 04% 03X 04% 0.5%  0.6% y0.6X
X__
Against *
Measles §5X 92X @3X 97X 97% 99X 98X 93X 97%  97%  O7%  97%
Rubella USX 92X 93X 96X 97% 99X 98X 98X  97%  97%  97%  96%
Miep** N NA N ONAONA ONA 98X 98X 9% 9% 9T%  97%
Pol(o(3+doses) Uox  S6X  PTT o gsx  9ex 98X 98X 9T%  9T%  97%  9T% 96X
DTP(3+dose«) BAX .  89%  9uX 95X 96X 99X 98X  98%  97%  97%  9T%  96%
f Indicatesthe percent of children tdio have not received at least the first dose of required vaccine for their oge.
¥ In|ditcate§ tthe percent of students Uio are -on schedule- for OTP/Td and/or polio ard -ill be required to receive one or twodoses ata
eter date.

fhjnp* was added as a requirement for fcindergartners beginning with the 1983-84 School Tear.

o Cqmpgggrsltof the Student limunization Law passed in 1980. All other categories were coirponents of the previous Checkpoint Lawpassed
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ABC NEWS 20720 Show U1004

January 26,1990

HUGH DOWNS: Good evening. I'm Hugh Downs.

BARBARA WALTERS: And I'm Barbara Walters. And this is 20/20.
ANNOUNCER: From ABC News, around the world and into your home, the
stories that touch your lire. Wj'h Hugh Downs and Barbara Wallers, this is
20/20. Toni1ght, police tactics in Florida.

ROBERT VOGEL. Sheriff, Voluala County, Florida: We're dealing with a

situation that is a drug war.
i(Al\[leOUNCER: You could be stopped on a pretext, put at ease, then casually as-

e —_

Sqt. DALE ANDERSON. Yjlublb County Shorlft'8 Department: By the

way, sir, you're not carrying any illegal narcotics or firearms or anything in

the car, are you? Do you mind if | search? .
ANNOUNCER: All the while, you're being videotaped, bugged, tricked and out-
smarted. Drug dealers are the target, but who's being slopped?

DAN R. WARREN. Dofenso Attorney: So everr Black that was driving

down the highway was sut ject to being slopped if lie was between the age of

20 and 50 and was wearing gold or cowboy shoes.

ANNOUNCER: Tom Jarriel reports, tactics that work versus your basic rights.
Shouid you “ Beware of 1-95"'?

Out cruising, the cars, the kids, the scene. And the deafening roar. Supcrloud
car stereos. Some people warn of hearing damage, others just plead for mercy.

PEDESTRIAN: At 12 o'clock at night, you can't even sleep.

mNNOUNCER: What counts is—

BOOMER: It's going to sound like a live concert right on your dash.
ANNOUNCER: And that's what they want to hear. John Stosscl, cruising for
"Booms in the Night.”

Also, a medical mystery,

KAY FOX, former Nurse: It's like going into a dark tunnel and you can't

find your way out.

ANNOUNCER: The victims can suffer fever, exhaustion, arthritis. What seemed
like isolated cases became a pattern, reactions to a vital vaccine.

I.YNN SHERR: This FDA printout shows reactions occurring almost exclu-

sively among women over 20.

ANNOUNCER: A small group may be at risk, but has the risk been ignored? For
some, this could answer the question, "Why Am | So Sick?" Those stories
tonight, January 26, 1990.

Why Am | So Sick?

DOWNS: We begin, facing a dilemma. We want to warn you about potential
dangers from a vital vaccine, but al the same lime, not trl%ger panic or fear.
Now, what most of know as German Measles doctors call rubella. For children,
it's a relatively mild disease. But as you'll see, when it strikes pregnant women,
the effects can be tragic.

WALTERS: Over the past 20 years, rubella vaccine has been a tremendous suc-
cess. The problem with the vaccine does not affect children. They are not
endangered. But Lynn Shcrr shows us that among adult women who receive the

rubella vaccine, a small percentage may develop sevetc complications and that

isn'twidely known.
LYNN _SHERR; /voice-over] Coeur d'Alinc, Idaho. Imagine living in this
rugged Northwest town and suddenly having to give up hiking the mountains
because gou are ton weak to leave the house. Imagine living in a body that no
longer obeys, all because of a vaccination against rubella, lliut's what Kay
Fox says happened to her.
KAY FOX, former Nurso: The whole thing's been a nightmare. It's like
going into a dark tunnel and you can't find your way out.
SHERR: /voice-over/ York, Pennsylvania, different setting, same symptoms.
Two women, one a doctor, one a nurse, claim the rubella vaccine gave them
severe side effects from which they may never recover.
ANNA_KLINEpINST, formor Nurso: It's like my life is on hold and how
long is going to be on bold?
SHERR: What doTyou think will happen?
Dr. JOANNE HATEM. Gastroenterologist: My sense is that | will die from
complications of the vaccine, either dnectly or indirectlé. But I can't honestly
say to you, as a physician, that that's a rational feeling. But in my heart, that’s
what 1 think will happen because the changes that 1've heen through have
been that profound.
SHERR: (voice-o'rr] Vancouver, Canada. Medical researchers here con-
clude tli .t adult women receiving the vaccine arc not adequately informed
about its risks.

Jon camera] For children, the rubella vaccine has been enormously safe
ana effective, but this report is not about children. This is about the potential
dangers of the vaccine when used by some adults, specifically adult women.
Ironically, they arc the very group most in need of protection against rubella.

Ivoice-over] Why? Because children of pregnant women who catch
rubella can have catastrophic birth defects. Yolanda Shaw was horn to a
mother who contracted rubella during pregnancy. She is deaf and blind and
has mental retardation, a victim of congenital rubella syndrome. Seventy per-
cent of the women who get rubella while pregnant ar at risk of having con-
genital rubella babies. Yolanda just turned 21, born a year hefore the vaccine
against rubella became available.

GWENDA SHAW. Mother: Every birthday was always held at the hospital.
When Yolanda was between 10 and 12, she still wasn't toilet-trained and she
was just like a little vegetable. So I never could see her in her pretty little
Easter clothes and playing with dolls and those kind of things that little girls
do. If there had heen arubella vaccine, I would have taken if.

SHERR: /voice-over] Expectant mothers who have received the vaccine are
no longer threatened with congenital rubella babies. The disease has declined
96 percent over the last decade, with only four cases reported to the Centers
for Disease Control in 1988. And with mass inoculation protecting each new
generation, rubella itself — German Measles — is on the verge of being
wiped out.

Most states require rubella immunity for elementary admission, 13 states
for a marriage license. Thirteen stales require it for college admission. Yet
even with these vaccination policies in force, an estimated one in five women
of childbearing age is still not protected against rubella. To help close the
gap, medical experts have been targeting health care workers. Many nurses
and other hospital staffers are either encouraged or required to get rubella
vaccinations.



But in these clusters of vaccinated adult women, you can also see the
potentially dangerous downside of the vaccine. Dr. Joanne llatcni is a
%astroenterologlst whose ruhella vaccination five years ago was mandatory.

r. MATEM: Two days later, | developed a fever of 102 and a week after that,
arthritis. And about two weeks following that, profound fatigue. And then the
symptoms have just continued since (hat time, which was July of '84.
SHERR: flow frequently since then have you felt the symptoms?

Dr. HATEM: Every (lay. They do vary in intensity, but every day since (hen,
my life has been different

SHERR: [voice-over] Anna Klinedinst was a nurse at the hospital where Dr.
[Infcm now works. Since she got the vaccine in October of 1988, she's had
the same long-term symptoms other women described to us: muscle ache,
rash, exhaustion, severe joint E@i.”- After five attempts to return to work, she
had to give up and collect disability.

Ms. Kt *"NEDINST: It's very frustrating to have joint pain all the time, I'm al-

ways in pain.

SH.E7RR: | see a rash on your chest and rhroat right now. Is that the ruhella
rasit’

Ms. KLINEDINST: Yes. I'm not feeling really well today. | have n low-grade
fever and mydjoint pain has worsened and | do have a slight sore throat and
my lymph nodes arc up and then the rash will appear.

SHERR: [voice-over] At this hos[JitaI in Cocur d'Alfcne, Idaho, Kay Fox got
tiic vaccine while a nurse here in 1983.

Mrs. FOX: | feci physical exhaustion with any activity, burning, aching mus-

cle pain.

SHERR: [voice-over] Her condition got so bad, she, too, had to quit work.
And as the bills mounted over five debilitating years, her family had to sell
off most of their small cattle herd to make ends meet. But most frustrating
and frightening for the Fox family was not knowing what was wrong.

Mrs. FOX: At first, there was anger, but then mostly frustration set in and
desperation.

SHERR: For two years, Kay Fox was sent from doctor to doctor in a frustra-
ting attempt to get an accurate diagnosis of what was going wrong inside her
body. Then, in 1985, she was referred here to Vancouver. A prominent
Canadian immunologist at the University of British Columbia had been
studying just the same kinds of sytr.r.jms she'd gotten. He had seen many
eases just like Kay Fox’s before.

Dr. AUBREY TINGLE. University of 8rltlsh Columbia: We arc following

now somewhere around 120 adult females who have developed similar long-

term joint and neurologic symptoms after the natural infection or the vaccine,
and some of them as long as 15— and the longest we're following is now 19
years.

SHERR: [voice-over] Dr. Aubrey Tingle has been studying the effects of
rubella and the vaccine for more than a decade and has published findings in
numerous medical journals. A professor at the University of British Colum-
bia, he is also director of the research center at BC's Children’'s Hospital.
When Kay Fox's blood sample was sent here, Dr. Tingle's group, working
with virologist Dr. Janet Cnantlcr, recognized the problem immediately and
were able to isolate the rubella virus.

Dr. JANET CHANTLER, University of British Columbia: What we think is
going on is that women who become vaccinated against rubella, a proportion
of them, develop chronic infections with the virus. So, following immuniza-

tion, the viius is not eliminated as it would normally he, hut sets up a persist-
ent infection.

SHERR finit rover] That condition is called "chronic rubella viicmia" ami
icscaich here suggests it can develop in a significant proportion of women
receiving the vaccine.

Dr. TINGLE: In out studies, four to five percent have developed recurrent
piolilems alter the vaccine.

SHERR [voice-over] The studies here in Vancouver are the longest done to
dale on the vaccines and hmg-tcim problems in adult women But we found
hints ol similar piolilems in a number ot key medical journals. For example,

[on camera] Infection anil Inmunity, May of 1982. "Inipoiiant questions
remained unanswered about the safety and efficacy of the vaccines."

[voice overl As the research slatted to come in warnings packaged with
the vaccine were changed to caution patients that aitinitis type reactions
could lasi, mi rate occasions, for years, But in 198.1, when Kay Fox got her
|i.nocdulation, the warnings predicted any arthritis reaction would be short
ived,

Mrs. FOX: I'rom that, | assumed that | might have some achy joints — liu-
geis, knees, whatever — for just a short time and then it would go away. 1
never (beamed that | could have the complications that | have now.

SHERR: évoice-over/ After she and her family suffered for two years and
after her diagnosis by Dr. Tingle, Kay Fox sued the vaccine's manufacturer,
Merck, Sharp and Dohme. She claimed the real risk of the vaccine and the
crippling of her lifestyle had not been correctly represented. Merck, Sharp
and Dohme turned down repealed requests by 20/20 to discuss the vaccine on
camera, but they say it's safe, tested and approved by the I DA, with no evi-
dence of an alarming number of adverse reactions. Still, critics point out that
many doctors aren't familiar enough with the symptoms to diagnose a reac-
tion.

Dr. HATEM: The risks have been minimized for a number of reasons and one
reason back to the fact that physicians don't believe this is an entity. So un-
less someone is very, very sick and debilitated, those eases are never
reported. Lois of women develop chronic arthritis folowing the vaccine and
their physicians tell (Item it's not related to it and liiat's that.

SHERR: And even the FDA admits that adverse reactions are rarely reported.
This FDA brochure says, "Fewer than 10 percent of doctors report reactions
they've observed and even these report only a fraction of what they've seen."
As for the adverse reactions that arc reported, they point to a definite pattern,
page after page of this FDA printout shows reactions occurring almost exclu-
sively among women over 20.

Ivoice-over] And that pattern has heen clear to Merck. Concerns ahout
reactions in women turn up repeatedly documents we've obtained about the
original strain of the vaccine. Merck believed the adult women reaction
would be minimized since public health policy was aiming the vaccine
primarily at children. Rut women soon became an important secondary target
and in 1979, Merck switched to a strain considered more effective and some-
what less reactive.

Still, of nearly 10,500 people tested for FDA licensure, only some 360
were adult women monito:.d for six weeks, enough to satisfy FDA require-
ments but, according to Kay Fox's attorneys, not enough to spot potential
long-term reactions.

MIKE VERBILLIS, Attorney: How can you expect a company to delect



whether or not there are any chionlc medical problems if their clinical trial
protocol only tests women for 42 days? Thai's silly.

SHERR: [voice-over] Further, documents in trial testimony from a ptcvious
case against Merck in Alaska reveals several women were still suffering ftom
joint problems when the studies were stopped. Another Kay Fox attorney, Al
ten McDowell, claims Merck didn't find long-tctm reactions because they
didn't look foi them.

ALLEN McDOWELL, Atlornoy for Kny Fox: They just stuck their heads in
the sand and didn't pay any attention. And then they didn't do the follow-up.
Merck never did do any follow-up with those women.

SHERR. /voice-over] In fact, a letter from Merck to an Australian doctor ad
mils not all cases were followed up. "Our adverse experience files cannot he
considered to be complete and it is possible that rare long-term reactions may

not be reported to us." With the manufacturer itself ignorant of the con-

sequences, little wonder most physicians may also be unaware of the vac
cinc's potential to cause long-term reactions.

[interviewinglh Isn't that a dangerous situation? | mean, we're talking
about a vaccine that is very widespread.
D\ TINGLE: | believe more people in the medical community should know
about it. | think it's very important that some long-term, careful follow-up
studies have to he done on this patient population.
SHERR: [voice-over] Doctors at the Centers for Disease Conliol, the federal
agency that monitors diseases and their prevention, say they're aware of very
few serious reactions. They suspect Dr. Tingle's research, showing a four to
five percent chronic reaction rale, overstates the danger.
Dr. WALTER ORENSJEIN, Ccntoro for Disease Control: | have spoken
with Dr. Tingle and | respect him very much as a very prominent researcher.
| believe that ruhella vaccine, on occasion, can be associated with chronic
joint abnormalities, as reported. Blit in terms of significant problems, we
would say it's rare. Our best assessment of the situation today is that the per-
sistence and the problems arc a rare event, but they are an event.
SHERR: [voice-over] It's important to point out that Dr. Tin?le's findings
suggest that chronic rubella vircmia can also develop from rubella itself, with
reactions even more numerous and severe than for women who get it from
the vaccine. That puts women not yet immune in a Catch-22. The vaccine
may he risky, but the risk is even higher if they catch rubella and no one
wants to see the inoculations stopped,
Dr, ORENSTEIN: If immunization levels decrease, then | am very concerned
that we're going to have babies born in this country with substantial birth
defects: heart disease, mental retardation, blindness, deafness and a variety of
other factors. 1would hate to sec that happen again.
Dr.TINGLE: | think all vaccines have to be evaluated on a risk-bencfit
balance and if the balance with the rubella vaccine currently is very clearly
on the favorable side, that does not say that you can't improve the vaccine.
SHERR: [voice-over] Another milder strain of rubella vaccine docs exist. It's
available in Europe, but has yet to be marketed here.
Dr. CHANTLER: I'would like to see a second vaccine brought in which had
been tailored to the needs of that adult female population. | feel we've lost
ten years already, but ten years ago, the vaccine companies knew that there
wbe}s a problem In older women with the vaccines (hat were currently avail-
able.
SHERR: Do you think they've been ignoring the problem?

Dr. CHANTLER: Yes.
SHERR: [voice-over] Merck says there is no Eroblem to ignore, that chronic
symptoms may he due to factors oilier than the vaccine, And, they say, ad-
verse reactions arc rare arid short-lived, far outweiﬁhed b?/ the vaccine's
benefits: ﬁrotecting women front rubella, protecting their children from con-
genital runella syndrome.
Mrs. SHAW. To have a vaccine to keep this f.om happening to someone is
really, you know, is really a Godsend.
Ms. KLINEDINST: | do realize that it's important inoculate people and |
would not waul ilial to stop. But now, on a personal level, | know that my lilc
has been disrupted very greatly.
SHERR: [voice-over] Exactly how many women have been adversely af-
fected by the vaccine is a question in debate, both in medical research labs
and now in the courts. The Kay Fox ease in Idaho was settled without a trial
last fall. Approximately a dozen similar eases arc in various stages of liti-
gation across the country. . _ _
WALTERS: Lynn, most women of childbearing age probably had the vaccine as
children. Do they then need to have it again?
SHERR: Well, Haiharn, rubella has been drastically reduced since lire vaccine
was liist introduced. But it's still out there, so we do need protection. If you had
the disease itself as a child or if you were immunized, you are probably immune
for life. Il you're not sure, you can be tested. It's a simple blood test.
Il 'you don't have immunity, the CDC recommends that all women particular-
ly who want to have a baby get themselves vaccinated with this.
WALTERS: Despite the potential consequences?
SHERR: Well, you know, so far the adverse reactions have been mostly in adult
women and in older adult women. The idea is gel the children vaccinated so
there's no problem later and women should be vaccinated as early as possible.
WALTER%: What about coming up with a better vaccine that doesn't have con-
sequences’
SI-?ERR: Well, clearly, that's what a lot of medical people would like to see. The
CDC, the federal agency, is going to he meeting next month — its regular
review of rubella — and foremost on the agenda is adverse reactions in adult
women.
WALTERS: But give it to the children and if you do gel the reactions, at least
now you will know what it is.
SHERR: Absolutely.
WALTERS' Thanks, Lynn.
DOWNS: Well, next, feel what it's like to be pulled over by a Florida sheriff. In
lighting the drug war, this unit sIoFs dozens of cars daily. What happens when
they do is fascinating to some and frightening to others. Tom Jarricl puts you on
1-95. Don't miss this.
[Commercial break/

Beware of 1-95

WALTERS: Have you ever been pulled over by a patrol car? It can be a scary
feeling. Well, in a moment, you're going to see dramatic videotape of people
being pulled off a stretch of Florida.hi?.hwa.y. What appens to them frames a
hot issue. Arc our police handculfcd in |?ht|ng the drug war? Do laws meant to
protect our basic rights actuallﬁ/ defeat effective law enforcement? Well, some
people think so, President Bush among them. This week, he criticized what lie

-
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Rjchard Moskowitz, M.D.

173 Mt Auburn Street

Watertown, Massachusetts 02172

Alaska State Senate Health Subcommittee
c/o0 Sandy Mintz

1433 W. 13th Avenue

Anchorage, Alaska 99501

Dear Sir:

I am writing 1in support of the position paper of Sandy Mincz,
and of Senate Bill 148, "An Act Relating to the Immunization of
Minors."

I am a family physician and have been practising medicine for
twenty-three years. During that time |1 have noticed that a wide
variety of chronic diseases can be provoked, exacerbated, and
even 1in some cases initiated by the various childhood vaccines
in general use.

I am especially troubled by the fact that investigations of
vaccine-related 1illness have generally been limited to acute
complications occurring within thirty (30) days of the vaccine.
My experience suggests that the vaccines act much more commonly
as non-specific stressors of the 1immune system as a whole, such
that the child becomes more susceptible to chronic responses
generally, e.g., to chronic otitis media, allergies, asthma, and
the Ilike. 1In other words, 1in many cases the vaccines seem to
favor 1illnesses that do not resolve themselves spontaneously,
but continue to smolder or relapse for months and years at a
time .

Requiring all children to be vaccinated with foreign proteins
or live viruses clearly presupposes the moral and legal
obligation to prove both that the corresponding natural diseases
constitute a serious public health hazard, and that the vaccines
are in no way detrimental to health. Furthermore, it 1implies
full 1legal and financial Iliability for any illness or injury
sustained by those vaccinated against their will.

Adequate investigation of vaccine-related illness will
necessarily be prolonged and difficult. It will require
following large numbers of both vaccinated and unvaccinated
children for at least two decades, to determine any differences
in overall health patterns, including 1Q, school performance,
and absenteeism, as well as 1in the 1incidence and severity of
various chronic diseases (recurrent otitis media, asthma,
epilepsy, behavior disorders, hyperactivity, etc.).

Until these studies are completed, it would be reckless
indeed to continue routine childhood vaccinction on a compulsory
or statutory basis. | personally favor making all vaccines
completely optlonal, i.e., making them freely available to all

Telephone (hi7) 923-460*
Hours it Sppomtment
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who want them, and allowing parents to make the choice for thair
children, as In West Germany and many other countries. This

practice will effectively reduce the liability of the state, If
and when complications do occur. It will also create a sizeable

control group of unvaccinated children for the long-term studies
that urgently need to be done.

Nor do these children pose any threat to the rest of society.
When children recover spontaneously from measles, mumps, and the
rest, they will never again be susceptible to these diseases, no
matter how many times they are re-exposed. We must face the fact
that, 1if the vaccines are as effective as their proponents
claim, unvaccinated children pose a threat only to themselves.

For all of these reasons, | urge you tosupport S. B. 148,
and to make it as simple as possible for parents not to
vaccinate their children. 1 have read the position paper of
Sandy Mintz, and | believe that her proposals are well thought
out, carefully researched, and clearly presented. If enacted,
this law will be an i1mportant step forward, one that will bring
Alaska abreast of the other states that have already acted to
protect the free choice of their citizens 1in this matter. It
deserves your full support.

Thank you.



ROBERT F. CATHCART Ill, M.D.
Allergy Environmental a orthomolet-ji.ar medicine
127 SEQOND STREET, SUTE 3
Los altos, California 94022
(4t5) 949-2022

February 12, 1990

Sandy Mintz
1433 West 13th Avenue
Anchorage, Alaska 99501

Dear Ms, Mintz:

Thank you for your POSITION PAPER ON 5B148. | certainly
support its postion. Peasonable people can certainly disagree
about the value of any or all vaccines for particular <children.
This difference can range all the way from the use of smallpox

vaccines in cases of eczema which everyone knows can be fatal to
the possible objections that certain autoimmune diseases in later

life may be caused by vaccinations in childhood. I think that the
incidence of vaccinations in places that allow exceptions to
vaccinations as you propose will allow the investigations of such

concerns in the future without increaseng dangers of epidemics to
either wunvaccinated or vaccinated children.

I would suggest, in addition, that vaccinations be prohibited
in children who at the time of vaccination are malnourished or
have a cold or other infectious or "toxic" disease because the

incidence of problems is greatly increased by any of these
factors.

Sincerely,

Robert F. Cathcart, I, M™M.D.

RFC:omm



UNIVERSITY OF DUBLIN TRINITY COLLEGE DUBLIN 2 IRELAND

Department of Community Health

January 18, 1990
400
Vs, Sand¥ Mintz,

1433 West 13th Ave
ﬁSnAchorage, Alaska 99501,

Dear Ms. Mintz,

thank you for letting me see your position paper on compulsory
vaccination. It is a very thoughtful document and | support your

argument.

With best wishes,
Yours sincerely,

Dr. Petr Skrabanek,
Lecturer in Community Health
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TIBURON, CALIFORNIA 94920
TELEPHONE: (415) 435-34

FAX: (415) 435-2656

December 20,1990

Alaska State Senate Health Subcommittee
c/o  Sandy. Mintz

6981 Kincaid Road

Anchorage, Alaska 99502

To Whom It May Concern:

| am writing to lend my voice of supgort to the effo ts 0f Sand¥ Mintz
and others who™ are backing passage of Senate Bill # 148. “An Act Relating to
he Immunization of Minors."

As a scientist trained in immunity and the author of numerous books, incl-
uding "MAXIMUM IMMUNITY" (Houghton-MifflinCo., Boston), | can safely say that
many” thousands of readers have advised me of the negative health effects of
various ch|Idhood vaccines in general use. As the Ba'[ent of two healthy ch||dren
| can verify that the "P 1port|on of the common "DPT" vaccine induced Severe
fever in my son in 1970, he ever was at sucha dangerous degree g106adegrees F)
that we, as young parents, had to submerPe our infant in an ice-cube bath
order to prevent brain damage and possibly death.

The evidence is clear that childhood vaccines do not henefit all children.
In fact, as cited above, some children are severely hurt or killed by these
"routine" injections. Therefore, why Promulgate state-controlled murder b
making 1t 1llegal for arents to elect not to have their children vaccinated with

these "questionable materials?

If 1 .can be of further assistance in this or related matters please do
not hesitate to call on me.

Sincerely,

Michael A. Weiner,M.S..M.A., Ph.D.,
Executive D|rector
Alzheimer's Research Institute

IW: jac



Curriculum Vitae

MICHAEL A. WEINER, M.S., M.A., Ph.D.
201 Jamaica Street
Tiburon, CA 94920

EDUCATION

Queens College (CUNY)
University of Hawali

University of Hawaii

University of California, Berkeley

TEACHING EXPERIENCE
University of Hawaii

University of California, Santa Cruz
Nassau College (SUNY)

PRESENT RESPONSIBILITIES

B.S., 1963 Biology)
M.S., 1970  (Ethno-botany)

M.A., 1972  (Medical Anthropology)
Ph.D., 1978 (Epidemiology & Nutrition)
(In the School of Natural Resources)
1970-1972  Dept, of Biology
1976-1980  Environmental Sciences Dept.
(Research)
1985-1987  Dept, of Biology

Executive Director, Fund for Ethnic Medicine, Mill Valley, California
Director of Environmental & Scientific Affairs, Nature’s Herbs Co., Orem, Utah (a TwinLab Co.)
Executive Director, Alzheimer’s Research Institute, Mill'Valley, California

RESEARCH GRANTS AND AWARDS
National Science Foundation,

Archbold Expeditions of the American
Museum of Natural History

Hawaii Botanical Gardens Foundation
United States Public Health Service

Nati mal Cancer Institute

National Science Teachers Association
The Asia Foundation

Estorick Foundation

National Endowment for the Humanities
Estorick Foundation, London England

Japan Creativity Society, Tokyo, Japan

1965-1966: renewed 1968-1969

1969; renewed 1973

1971; renewed 1973

1969

1975-1976; 1980-1981

1976 ("Outstanding Science Book for Children")
1981-1982

1983-1984

1987

1988-1989-1990 (for the study of Alzheimer’s
disease and diet)

1989 (Prize for creative research and writings on
environment and health)

(continued)



Michael A. Weiner, M.S., M.A., Ph.D.
PUBLICATIONS
BOOKS:

Page 2

Earth Medicine: Earth Foods:
(American Indian Medicine)

Plant A Tree: A Working Guide
To Regreening America

Man’s Useful Plants (Narcotics
& Other Addictive Plant Compounds)

Earth Medicine (revised edition)
Weiner’s Herbal

Homeopathic Medicine

The Skeptical Nutritionist
Nutrition Against Aging

Third World Medicine

Maximum Immunity

The Complete Book of Homeopathy
Reducing the Risk of Alzheimer's

Earth Medicine: Earth Foods
(American Indian Medicine)

Rainforest Medicine

ARTICLES:

Stomach Cancer in Japan:
An Environmental Link

The Legal & Health Effects of
the Use of Dental Amalgams
Diet & the Immune Response
Heavy Metals Reduce Immunity
Aspartame May Impair Immunity

Genetics and Nutrient Needs

Omega - Three Fatty Acids &
Hyperlipidemia (Ietter)

(Macmillan, 1972)
(Macmillan, 1975)

(Macmillan, 1976)

(Macmillan, 1980)

(Stein & Day, 1980) (revised ed., 1990)
(Bantam, 1982)

(Macmillan, 1981)

(Bantam, 1983)

(Government Press, Suva, 1984)

(Houghton Mifflin, 1986) (also in Dutch, Danish,
Norwegian, Italian, & French editions; Japanese
and Chinese translations in progress)

(Avery Books, 1989)
(Scarborough House, 1989)
(Random House, 1991) (in press)

(Quantum Books, 1991) (in press)

Medical Hypothesis;
20: 357-358

San Francisco Barrister;
Vol. 4(5): 10-15, June, 1985

Health Alert
Vol. No. 1, Winter, 1986

Nutrition Health Review
No. 37, Winter, 1986

Nutrition Health Review
No. 37, Winter, 1986

Nutrition Health Review
No. 37, Spring, 1986

New England Journal of Medicine

(Sept. 25, 1986) (continued)



Michael A. Weiner, M.S., M.A., Ph.D.
ARTICLES (continued).

Cholesterol in Foods Rich in Omega -
Three Fatty Acids (reply to five letters)

Alzheimer's & Aluminum

Alzheimer's, Aluminum and
Non-Prescription Drugs

Evidence Points to Aluminum's Link
with Alzheimer's Disease (letter)

Aluminum and Dietary Factors
in Alzheimer's Disease

Herbs and the Immune System
Herbs Allergy & Inflammation

Herbs & Energy

The Effects of Plutonium Seepage

Page 3

New England Journal of Medicine
(March 5, 1987)

Longevit
7(7)9: 32,y1989

Health & Nutrition Update
7(3): 7-9, 1989

New York Times
(Nov. 26, 1989)

Journal of Orthomolccular Medicine
5(2): 74-78, 1990

Herbal Heaithline
7(1): 1-15, 1989

Herbal Heaithline
1(2): 1-16, 1990

Herbal Heaithline
7(3): 1-16, 1990

(Manuscript)

on Edible & Medicinal Plants in the Eastern Pacific

RECENT INVITED SPEAKING ENGAGEMENTS

TiI'® of Presentation

Rescuing Tropical Botanical Resources
of the Future

Man's Useful Plants

Plant Resources of the Native American:
A Vision of the Future

The Healing Wisdom of Earths Medicines

Natural Remedies from Nature’s Apothecary

Asian Herbal Medicine: A Response-Based
Healing System

Careers in Environmental Science

North American Botanical Resources:
Medicines of the Future

Herbal Remedies for Self-Treating Allergies

In Search ofthe Vanishing Rainforest

Organization, Place, & Date

NNFA (National Nutritional Food Assoc.)
Las Vegas, NV, July 1989

EXPO EAST, Philadelphia, PA, 1989

SOHO Convention (Southern Health
Organization), Orlando, FL, December 1989

SWHO Convention (Southwestern Health
Organization) Dallas, TX, February 1990

Natural Foods Expo, Anaheim, CA March 1990

Malaysia, 3 city speaking tour (Kuala Lumpur,
Ipo, Johor Baru), April 1990

Earth Day, 1990, Loma Linda University
Indianapolis, IN, June 1990

San Francisco Marriot, June 1990

NNFA (National Nutritional Food Assoc.)
Boston, M A July 1990

(continued)



Michael A. Weiner, M.S., M.A., Ph.D.
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RECENT INVITED SPEAKING ENGAGEMENTS (continued);

Environment”™ Action, J990's Style

160,000,000 Years Old and Dying:

Pie Sarawak Rainforest

Environmental Realities: Can We Save

the Malaysian Rainforest?

Hie World's Oldest Rainforest:
Is It Nearly Extinct?

La Jolla, CA, Murnot, September 1990

Rainforest Day Convention, San Francisco, CA
October 1990

EXPO EAST Convention, Philadelphia, PA,
November 1990

SOHO Convention, Orlando, FL,
December 1990

In addition to the above, numerous appearances on radio and television programs on the above

environmental issues.
REFERENCES

Warren Winkelstein, Jr., M.D.M.P.H.

Dean & Professor of Epidemiology
University of California, Berkeley
School of Public Health

Phone:
(415) 642-4304

Department of Biomedical & Environmental Health Sciences

140 Earl Warren Hall
Berkeley, CA 94720

Frederick L. Dunn, M.D., Ph.D.
Professor of Epidemiology
and Medical Anthropolo

] MGl nropoiog .
University of California, Syan Francisco

Medical Center

Phone:
(415) 666-1374

Department of Epidemiology & Medical Anthropology

1699 Heath Science West
San Francisco, CA 94143

Professor Betsy Gulotta
Professor of Biology

Nassau College (SUNY)
Department of Blologg
Garden City, NY 11530-6793

Charles Robert Roll, Jr.
Director, Washington Operations
The RAND Corporation

2100 M Street NW

Washington, DC 20037-1270

Yukio Murakami

Program Director

Japan Creativity Society

4-3 Senju-Miyamotocho, Adachi-Ku
Tokyo 120, Japan

Phone:
(516) 222-7575

Phone:
(011) (81) (3) 888-3S02

Fax:
(011) (81) (3) 888-3840



YORK GASTROENTEROLOGY

JOANNE M. HATEM. M.D.

AP RA'HTON ROAD \QRK. P\ nuj
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June 6, 1990

Sandy Mintz
6981 Kincaid Road
Anchorage. Alaska 99502

Dear Mrs. Mintz,

t am writing to you 1in support of your effort to allow
for philosophical objections to mandatory vaccination policies in
your beautiful state of Alaska.

unfortunately, the balance between individual good and
common good seems to be lost in many of our present vaccine
policies. It has become apparent to me, after developing a life
threatening 1i1llness after a mandatory rubella vaccine, that the
trust 1 had placed in those making immunization policies was
unfounded. Having reviewed extensive documents from the FDA it 1is
clear to me that the prelicensing studies done for the measles,
mumps, and rubella vaccines 1is woefully inadequate. Many of
these studies were performed under very suboptinial conditions iIn
Ethiopia, Costa Rica and other parts of the Third World, The
double standard appolied to vaccine licensing as compared to the
more rigorous testing of pharmaceuticals 1in appalling.

The Centers for Disease Control and the FDA are
inadequately evaluating adverse reactions, so the true risk of
immunizations, even after decades of Lise, is not known. This 1is
intolerable.

Healthy individuals, or their parents, should not be
forced to have immunizations, especially where the risk is not
known and the benefit is often theoretic. One unfortunate
consequence of mandatory vaccine policies is the loss of
incentive for industry to improve their products; another
unfortunate consequence has been needless serious harm.

Since individuals have the option to choose
vaccinatinoo for themselves or their children, unvaccinated
individuals do not present a risk to the general population.
There 1is no reason why immunizations must be mandatory--there 1is



every reason to provide parents with the information needed to
make an informed decision.
With best wishes.

Sincerely,

Joanne Hatein, M.D.



YORK GASTROENTEROLOGY

JOANNE M. HATEM, M.D.

APRATHTON ROAD/Y%%

Statement before the National Vaccine Advisory Committee
June 15, 1990

As a practicing physician and now as a patient, | am
gravely concerned about the ethics of vaccine policies. Let me
remind you, 1immunizations represent a unique aspect of clinical
medicine where, 1In many cases, a committee decides arid a law
implements. No committee tells me which colon cancer patients to
give chemotherapy, no law requires a patient to have this
therapy. Underscoring a physician’s relationship with patients
Is the medical tradition: do no harm, and the legal tradition:
physicians are accountable.

At a minimum those agencies, committees, and
individuals that determine vaccine policy must include with their
recommendations the data upon which they are based, a reasonable
estimate of risk, and, most important of all, an acceptable
risk/benefit ratio for each vaccine and each clinical setting for
which 1t is being recommended. A cookbook of recommendations
without this information is an insult to physicians and a risk to
the public.

It is not acceptable to vaccinate on theory alone and
then squabble over whether a destroyed life 1s an adverse
reaction nr an adverse event.



YORK GASTROENTEROLOGY

JOANNE M. HATEM, M.D.

«112 RATH |ON ROAD / YORK, PA 17408
(717) 843-0965

June 18, 1990

James Mason, M.D.

Assistant Secretary of Health
Hubert Humphrey Building

200 Independence Avenue
Washington, D. C. 20201

Dear Dr. Mason,

I attended the National Vaccine Advisory Committee
meetings on June 14 and 15, 1990 and was very pleased to learn of
your active involvement in immunization policy.

I am a practicing physician who lias suffered ongoing
;erious reactions to a legally required rubella vaccine which |
received at the beginnning of my fellowship in 1984. 1 am deeply
concerned that vaccine recommendations are being made without
adequate supporting data for both Gafety and efficacy. Priority
must be given to determining appropriate risk/benefit ratios for
all available vaccines. The medical community needs this data to
make appropriate clinical decisions.

On June 14, but not June 15, Drs. Hinman and
Orenstein presented data that at least 60% of the cases of
measles i1n the present epidemic are due to vaccine failures. |
was particularly disturbed by the recommendation of the CDC that
children be revaccinated two or three additional times with MMR
to achieve measles i1mmunity. There is no study documenting the
safety of this approach, and in fact there is very limited
information on the safety of MMR In adults. Certainly, to expose
measles susceptible college students to rubella vaccine, which
has never been tested in adults and has recently been
demonstrated to cause, 1in some individuals, chronic rubella
viremia and devastating neurologic disease, 1is ridiculous.

On June 15, | read a brief statement ot the committee
summarizing my concerns. | have enclosed a copy for your review.

I hope you will give consideration to these
suggestions:

1. Appoint a clinician who 1is expert in the role of
infectious agents 1in causing chronic disease.

2. Establish a multidisciplinary ethics committee to
review all vaccine recommendations prior to implementation.



I hope these measures would achieve a better balance
between the good and the harm that is done by immunization
policy. It would be unfortunate if the lack of consideration
given to risk were to undermine the great good that can be
accomplished by judicious immunizations.

With best wishes.
Sincerely,
v -L A '1-

Joanne M. Hatern, M.D.

JMH:nec
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June 1, 1990

Sandy Mintz
6981 Kincaid Road
Anchorage, Alaska 99502

Dear Ms. Mintz:

As my compliments, enclosed is a copy of Dr. Coulter's book.

| would be willing to testify as part of the medical professio
the need arises.

Please contact me if | can be of any further assistance.

Russell Jaffe, MD

Enclosure: 1



$14.95 MEDICINE

Physicians and Psychologists on
Sp*ital Vfofoniu, wnrl CrSripwlSty

"...lliis thoroughly documented expose of the dangers of childhood
vaccinalions will shock our complacent society. Il Dr. Coulter is
correct— and his evidence is as compelling as it is alarming— parents,
children and civilization itself are paying dearly for our uncritical
acceptance of inadequately tested medical "advances." This hook will
no doubt start an acrimonious hut timely debate about the known ben-
efits and hidden costs of childhood vaccination programs."

— Iternnrd Kimland, Ph.D.. Autism Society of America

“...a masterpiece; one ol the most important works of several decades.
It indicts present childhood vaccination programs as a major factor in
immunologic and neurologic disorders in today’s children. Evidence
presented in these pages can no longer be ignored: wc are long overdue
a reassessment of current childhood immunization programs.”

— Harold E. Buttram, M.D.

"Future generations may look upon us as an irresponsible group of sor-
cerers’ apprentices, setting in motion processes difficult to reverse.
That childhood vaccination is an overwhelmingly safe procedure is an
article of faith in medicine, accepted by physicians and the public alike.
Medical historian Harris Coulter shows that this assumption is not
borne out by the evidencc--citing data from the specialized literature
and many parent interviews.

Coulter considers the relationship of vaccination to autism, hyper-
activity, allergies, autoimmune diseases, and learning disabilities. He
carries his argument into the social realm, suggesting a connection
between neurologic damage and the present high level of criminality
in American society. Vaccination, Social Violence, and Criminality
will become a cornerstone in the ongoing debate about childhood vac-
cinations."

— Russell Jaffa, M.D., Ph.D.

ISBN 1-S5b43-Dfl4-1

North Atlantic Books 978155643084851495
Berkeley, California

Center for Empirical Medicine
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LEONARD A. SAGAN, M.D.
177 Toyon Road
Atherton, California 94025
(415) 323-4506

May 15, 1990

Sandy Mintz
6981 Kincaid Road
Anchorage, Alaska 99502

Dear Ms Mintz,

Thanks very much for your letter and the copy of your Ms.

I am really astonished at the highly competent and thorough
review that you have conducted. It is a highly professional
job, addressing all of the relevant medical and ethical 1issues.
If it were shortened somewhat, 1t might well be submitted for
publication in a medical journal. 1 shall certainly keep i1t 1In
my files for reference.

In my book, the Health of Nations, 1 do make the point that the
importance of vaccination and immunization as factors
contributing to the decline in mortality has been grossly
exaggerated. You will find the evidence for that conclusion

in the book, but the central point is that childhood diseases
such as measles and diptheria persisted unabated until quite
recently. What had changed was not the incidence of these
diseases, but rather the risk of death in those with the
disease (the case fatality rate).

I certainly agree with you that there may be unrecognized late
effects of immunization which may occur years or decades later.
There has been essentially no study of this issue. It may also
be that the natural experience of childhood diseases may
somehow stimulate the immune system and protect against other
diseases. For example, when polio was common among children, it
was observed that upper class children who presumably were
protected against childhood diseases, were more susceptible to
polio. It was also observed that children who had had
tonsillectomies, and presumably were protected against
tonsillitis, were more susceptible to polio.

You will also find in my book a reference to some research
conducted in Germany relevant to the introduction of smallpox
vaccination ir Berlin, more than a hundred years ago. While the
deaths from small pox disappeared, deaths from other diseases,



particularly gastrointestinal diseases, increased to an almost
identical extent, so that death rates remained almost constant.

I think, however, that your most powerful argument is the
libertarian view that individuals, 1including individual
parents, should be permitted control over their own lives and
those of their children unless the danger to those children
(such as with child abuse) can be shown to be clearly handful
to the child or to others in the community.

These are difficult decisions as with parents who refuse to
allow their children to be given life saving transfusions. When
the benefits to the child are questionable, then the state
should come down on the side of parental disciition. 1 think
that you have verv clearly made the point that in the case of
immunization, the harm of state controlled intrusion into the
family is greater than the benefits of immunization.

Your memory 1is correct; | was cited (rather harshly) in the
Brcdeur articles on non-ionizing radiation in the New Yorker.
Because 1 am now so intensely involved in that area of research
that 1 am afraid 1 shall not be able to testify on your behalf

in the matter at hand.

Leonard Sagarr? MD



Tel: 0983-752656 Springvell,
High Down,

Ref: Tot land,
lole of Vight,
ligland, PO39 OHY,

Sandy Mintz,
412 Ve=t 13th Avenue,
A2 1hqr>=2.
> Al O o

zoar Mb Mintz,

This b m answer to vour .efer aoou Va::ination wnich was
fcrwaried to me from the Vniversitv z Vvlasgcw. It arrived while
I was awav, hence the leiav in reoivi S. | have now retired :rom
my on:versatv appointment, and mv ad: es= Is as above.

I agree that e:-:emtion cn "he lines suggested in vour motion
should be a matter of rivnt for every parent or guardian on
behalf of their thill. Vouli ,,. tare to irart the kind of letter
which vou reouire ano cer.o it to ne,

or additional icooort, . wcu.: that vou write to Mrs
Barbara Fisher, Teoretarv of listresseil Parents Together “DPT!),
DoTl Vindbreas Drive, Alexandra, Va oillo. She has names of
several ohvsiclar.s who are omr.oernei “boot vaccinations.

U wr.at vou r.ae m mi: EzValy v
willing to testl:v ina """ FOlmtn

iir.iore* v,

lI-orden T otswart. M.D.



HD.2Sc.FRCP'G >.FSCPATH .FF'IM.F 7MiH
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IECLARATICN CF 7EFB"CNAL CCA7VC CI -EIA77CT 7C CULM ICCTONE I-CMCSFSIMO F55cCN3
WITH BRAIN DAMAGE FDLLCVING INIECTIC.No IF FF?TVCC:C VACCINE:

Vhocbing Cough .ind Pertussis Vaccine ire far frot* being :a main professional
interest Put. tv "otncider.ce and mr.tef.tten. | have some special experience ot

both, as follows:

1 qualified in meaicme MB.ChB* .n 1712. oir.re .C46. 1 have teen especially
interested In "he eoidemiologv, liagncsis .ini control cf infectious diseases,
and have held junior and senior aopointaents which gave me experience in
routine work, In "eaching and :n research m "his field.

In 1950. while working at C- MarVs Hosoital, lor. ion. | lceloed to organise and
.ocrdlr.ate an investigation :: rest.ra"orv infections in ohiliren in Paddington,
roooeratively with Ir FCV Frintlecoote, -tier the supervision of Professors
Pohert 7. ldsia;..-: ar.ii 7o:.s.1 weil. _it, toe succort of the Medical Research
Council, In parallel with this, | assisted in some cf the work of the national
-riais of pertussis vaccir.es oetween 17°49 ani 17h .

From 1954 onward. I have held senior appointments in "-tain and in the USA in
which oontrol of infectious 1isease. especially respir :y disease, featured as
a aain commitment. Before going to Clasgcw m 1972 a. zchan Professor of
Public Health. 1 held “he Vatkins Chair of Epidemiolog- t Tulane University
Medical Center in New Orleans and was a oor.sul*ant in _fectious diseases in
two major Hosoi*“ais. | have served also as Visiting Pro.essor in Karachi
1953-54), Cornell University Medioal College, New York "1979-72) and in other
Universities iIn the British Commonwealth, Africa and USA. I have acted as
Consultant or Temporary Adviser to the Vcrld Health Or...nisation <1952 - 1986°,
New York City Beet of Health <1971-72°, US Navy “Field Research Laboratory,
PesDiratcry Diseases In Recruits, 1964 - 1969", ar.i to v <sises Health
Authorities. Commercial Firms. Foundations and Charities Since 1968, 1 have In
sublimations and otherwise expressed increasing concern about the excessive
reliance placed upon bio-technical methods :or the control or certain infections
and other diseases, and have endeavoured to focus more ctention upon social
and behavioural factors, notably these associated with equality of health
education and health maintenance. This is how 1 became :rcm 1973 onward closely
involved In the problems of whooping cough and pertussis vaccine. In this, as
in some other major infections, | perceived vaccination ; an inadequate method
of control because risk might exceed benefit iIn some pet flattens. 1 round reason
for concern also in the lack of valid assessment and e‘r.lc in certain mass

vaccination programmes.

In 1974, | initiated a 10 year continuing survey of whooping cough, of related
infections and of the risk-benefit status of pertussis vaccines in Glasgow and
elsewhere. At the request of the Committee on the Safetv of Medicines, 1



I"iblisaed a register and helped to assess over a thousand -uses iIn which
u-erse effects of vaccines had been reported bv parents, sectors and ot-.ers
1>77-31> 1 served as a member sf the Advisory Panel on .inspected Adverse
7-actions to Pertussis 7Yjocir.e 119"7-31 of rhe Jympcsia a. sane organised bv
*t&e Mational Isti*utes of Peaith and other Organisations m 1973 and 1>M. My
resear:r. i1-rmr "ce :~r::d 1V4 - 33, funded by the Thie: .Dcientist, England I
Vales, and *he Ireater I-lasgow Health Pca:i 1975 - 33), was reported to the

eE Scientist  133?, av- and :n publications "1<*Q - 34). During this tine, |
oerscnaiily saw marry rases of alleged adverse reactions and their f-aaiiies. Many
orokleas were recorted to ae from overseas, and this is continuing <i"™""3®. |
r.ae naintained con-art or rocperaned with individuals and organisations in
several European *ar.tries and m North America, as listed in ray report ho the
"-Jo; I have been and aa still quite frequently asked to serve, formally and
informally, as an adviser m enquiries about pertussis and other vaccines
zonducted by members of bo*h Houses cf Parliament, by medical and legal
Tribunals, by e VHO and other in-ernational agencies, by the Law Society, bv
lourts. bv Departments of Social Vork, ov Charities and by newspapers, radio
and television programmes in Britain and overseas. Ay views on pertussis
vaccine, and on :ertain other mass vaccination programmes, are admittedly
icntroversial. 1 wcuiil "-"emit that they are none the less relevant to the Test
lase of L.oveday v DHSS and Others, ar.d to some wider aspects of assessment of
quality cf health tare, ar.d of medical injury, audit and compensation.

I have to declare a financial interest In so far as I have received fees and
exnenses from -he Law Cc-ciety, from Courts, from Solicitors and others for seme
my ser .res m matters concerning pertussis vacci- s. Until my retirement
m 1934. fees from "he above were used for research  *enses or remitted by me
to the University of "lasgow or to Charities, as were ill fees to date received

from the Media. and certain oases that went to Court

In the course of my medical career, | have vaccinated thousands of persons,
especially during war service iIn the Royal Navy and in mv junior days, so I am
familiar with the routine. 1 am also familiar wj.th clinical aspects of whooping
rough and of adverse reactiors to vaccines. | have four children and seven
zrand-children All four children received pertussis vaccine (without severe
adverse results® but only one cf the grand-children. Al. seven have received DT

ard OPV

r Hay, 1990.



DR. MARK R. GEIER
MKDICAIJEEj Al. CONSULTANT
Y HKDOATE COURT
SILVKK HITINO. MAHYI.AM) UJKU

<ioit iindu(hu

January 18, 1991

Sandy Mintz
6981 Kincade Road
Anchorage, Alaska 99502

Dear Ms. Mintz,

As ir your request | am writing this letter to convey to you
some of = opinions concerning DPT vaccination policy in the United
States. I am a medical doctor licensed to practice in the state
of Maryland, certified by the American Board of Medical Genetics
and am a specialist in obstetrical genetics. I also hold a Ph.D.
In genetics. Attached i1s to this letter is my Curriculum Vitae.

I have spent more than one thousand hours researching and
reviewing medical and scientific literature on DPT vaccine,
pertussis, the Bordetella pertussis organism, medical records of
children who have sustained severe adverse reactions to DPT
vaccine, depositions of expert medical ana scientific witnesses
retained by pharmaceutical companies and plaintiffs alike. 1 have
attached a Table of Contents to my six large notebooks which
contain the important materials concerning DPT on which I rely for
my opinions.

I have been accepted as an expert witness on DPT vaccine
injury in federal, state and Canadian courts. My expert testimony
has been accepted in more than 30 hearings on Petition for Vaccine
Compensation held before Special Masters of the United States
Claims Court.

I was recently invited to address the National Academy of
Sciences, Institute of Medicine, on the subject of toxins in DPT
vaccine, the adverse reactions associated with these toxins, and
the time frame within which the adverse reaction can be expected.
A copy of the text of that presentation is attached.

I am familiar with the adverse reactions associated with DPT
vaccine and specifically with the medical conditions commonly known
and referred to as; pertussis vaccine 1induced encephalopathy;
episodes of shock-collapse or hypotonic-hyporesponsive collapse,
and residual seizure disorder.

It Is my opinion that J™merican parents currently have a
difficult choice to make when it comes to whether or not their



children are to receive the DPT vaccination. On the one hand,
there is a vaccine called DT, which omits the pertussis portion of
the vaccine. This vaccine 1is far safer than the DPT vaccine,
however, this vaccine does not protect against pertussis or
whopping cough. On the other hand, i1t has been know for at least
60 years that wholecell pertussis vaccine, which 1is the only
current form of pertussis vaccine used in the United States, does
on occasion cause severe adverse reactions, 1including permanent

neurological reactions and death. It is my feeling that it is very
unfortunate that the United States still wuse3 this old and
unnecessarily dangerous form of pertussis vaccine. It has been

known for many years that there is a safer form of vaccine called
an acellular pertussis, which provides good protection against
pertussis while removing most of the toxins that cause the adverse
reactions. The adverse reaction are such a problem in DPT vaccines
that the majority of children who receive the vaccine have at least
some systemic reaction including significant fevers. However,
faced with the choice, as American parents are, between this
defective wholecell vaccine and no vaccination at all, it is my
opinion that the benefits of the wholecell DPT vaccine outweigh the
risk of the vaccine. Therefore, 1t is my opinion that parents
should choose the wholecell vaccine rather omitting the pertussis
portion of the vaccine. It is my hope the we as American parents
will soon not have to make this terrible choice, and be allowed to
utilize an acellular vaccine as has been available in Japan for
approximately 10 years.

It is my opinion that in using the unfortunate and defective
wholecell vaccine that physicians and other health care
professionals should be extremely careful in following all the
contra-indications which are known to exist for this vaccine. No
child should receive this vaccine who has a previous personal
history of any neurological problems. The vaccine should probably
also be omitted 1in children who have a family history or
neurological problems. No child should receive the vaccine who has
had a severe reaction to a previous pertussis vaccine, and probably
no child whose has a significant family history of severe pertussis
vaccine reactions should be given this shot, in my opinion. For
these children, it is my opinion, that they should receive the DT
vaccine.

It is my opinion that due to dangerous nature of the wholecell
DPT vaccine, that parents should be fully informed of the risks and
benefits prior to making their decision, as to whether to receive
the DPT or DT vaccine. Precedent for this decision, for the
freedom to make this choice, 1is very wide 1in the international
scene. For example 1in England parents are permitted to elect
either the DPT or DT vaccine. In fact, there are a number of
countries 1in which the pertussis vaccine is not generally used,
including the countries of Sweden and Germany. The wholecell
vaccine was dropped in the mid 70"s in Japan as well. Some of the
countries who have ceased to use the wholecell vaccine have had
increases 1in the rate of whooping 1in their population. Other
counties have not. It is my opinion that it is best not to take



this chance with American children and therefore, as |1 mentioned
previously 1 would choose tc use the wholecell vaccine. However,
it i1s my opinion that the parents should be permitted a choice in
whether or not their children are vaccinated with DPT or DT. There
are some instances in which a society has a compelling interest in
requiring vaccination, because unvaccinated individuals might be a
threat to the rest of the population. It 1s my opinion that the
individual selection of DT vs DPT 1is not a significant threat to
the general population. My reasons for saying this are that the
current wholecell DPT vaccine does not confer life long immunity.
Furthermore, this vaccine cannot be given as a booster to children
over the age of six. Therefore, there is a very large segment of
our population which already 1s not iImmune to pertussis. These
adults constitute a large reservoir for the pertussis organism.
Adding a certain percentage of young children to this reservoir
will not 1in my opinion significantly endanger the rest of the
population anymore than i1t currently 1is. It 1s my hope that with
the introduction of an acellular vaccine, that pertussis can be
totally eliminated from the population by eliminating the pool of
individuals who are not immune. However, since there is a large
pool around already who lack immunity I do not feel a compelling
case can Dbe made that our society has a compelling reason to
require pertussis vaccine against parental will.

It is my deepest hope that the problems with our wholecell
vaccine will be eliminated by the general 1introduction of an
acellular vaccines. Lederle Laboratories has announced iIn a press
release that they are applying for an acellular vaccine similar to
that used in Japan. However, the 1issue of parental choice in
taking wholecell DPT still is important because it is not clear to
me when and iIf such a product will actually become available to the
general vs. population.

It is my opinion that forcing parents to use a potentiality
dangerous product against their will, when i1t is not a significant
threat to others in the population, 1is inappropriate and cannot be
justified by simply saying that the wholecell pertussis vaccine
efficacy outweighs its risk. Although, 1 do feel that its efficacy
does outweigh its risk. Therefore, | think a reasonable current
position for the government to take is (1) to do everything
possible to make a safe acellular vaccine available as soon as
possible for American children (2) until that occurs to have health
care providers inform all parents of the risks and benefits of the
vaccine, and. (3) to allow those who want to do so to take the DT
rather than the DPT that option. This 1is not the option that |
have taken and 1 have 1indeed vaccinated my own son with DPT;
however, i1t is not generally American policy to force people to
take or restrain from taking products for their own good unless
their action constitute a clear and present danger to the society
as a whole. I don"t think that is the case with the decision

between DPT and DT.
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If I can be of any further help to you 1In providing
information or in any other way concerning thin matter please feel
free to contact me.

Sincerely,

1 Q.

Mark R. Geier, MD, BEh.D.
Medical/Legal Consultant

Enclosures: as stated
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JOHN H. MENKES
1200 Park Wa
(loverly Idlls. Calif 70210

January 20, 1991.

Ms. Sandy Mintz
6981 Kincaid Road
Anchorage, Alaska 99502

Dear Ms. Mintz:

In response to your recent letter, 1 can inform you that at
the present time essentially all research which 1is being
conducted on the side effects of vaccines is supported by the
various drug houses producing the vaccine. In addition, when
comparing risks to benefits, there is a tendency for physicians
and scientists to overemphasize the risks of diseases such as
whooping cough, and understate the risks of vaccination.

I trust this information will be of assistance to you.

STMicerely yours,

nCu!
Jdhn H. Menkes, M.D.
Professor Emeritus of Neurology and Pediatrics
University of California, Los Angeles,
405 S. Beverly Drive, Suite 300
Beverly Hills, Ca. 90210
FAX (213) 277-6581

JHM: jlim
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“This book offers a reasonable, responsible and carefully

researched approach for those parents looking for an alterna-

tive to immuui/.ations of childhood. This is a welcome and

needed addition to the alternative literature, and you can he

suic that | will refer my patients to The Immunization I)cci\ion

when they seriously question the need for childhood T h e

immunizations."
Kiclmrd Solomon, M .l)., Assistant Professor,

Medical College of Pennsylvania, Allegheny Gen- | . t .
eral Hospital m m u n I Z a I O n

"The Immunization Decision should be on every parent's book- .-

n n
liclf. Randall Neustaedtcr discusses each vaccination in D e C I S I O n

layperson’s terms and clearly describes the risks of getting or
not getting immunized. This book gives factual (and some-

times suppressed) information regarding routine vaccinations A G u ide for Parents

and follows with options for those who choose to delay or _r,>«l>’7‘.vo—;?
. . . VvV o.ln ,
refuse immunizations.” .
vyiv- y 1

Edward J. Linkncr, M.l)., Clinical Instructor,
University of Michigan Medical School

"Randall Neuslacdter’'s book is the most practical, useful hook . * d eee
on immunizations from the viewpoint of alternative medicine M i =
written so far. | highly recommend it to all patients, parents,
and physicians."

Roger Morrison, M .l)., Co-founder, Hahnemann

Medical Clinic; Instructor, Hahnemann College of

Homeopathy

"For the first time a book exposes many of the myths about

immunizations. This book is an invaluable guide to help par-

ents make an informed choice about this vital health issue.”
Kenneth P. Stoller, M.D ., Fellow Are they safe? Do they work?

ISBN |-SSbM3-Q71-X of the American Academy of
978155643071850895 Pediatrics e R a N d a | N e u Stae d te I

North Atlantic Books
HomeoDathic Educational Services 7Y .i77."

Does your child really need

DPT, OPV, MMR, and HIB?

Berkeley, California \ *
777777777:7 .o -v'7  -AV v ozmm v
W77 -V 7 v 7 M-.: Y -1 A n t



CENTER FOR EMPIRICAL MEDICINE
421 -45th SIHE; NW
WAHNGION DC 2016

HARSI GUTER MO BB
AR 3IH

January 28, 1991

Chairman and Members

Health, Education, and Social Services
Committee

Alaska State Senate

Juneau, Alaska

Dear Sirs:

As the author of two books on the neurological effects of
childhood vaccinations, |1 would like to support the Position
Paper submitted to you by Ms. Sandy Mintz m April, 1939.%*

I cannot add very much that 1is useful to what has already
been stated very eloquently in that Position Paper other than to
repeat a few facts which are well-known to physicians and
neurologists but not always familiar to the non-medical public,
namely:

— The full extent of neurological damage from childhood
vaccinations is not yet known. For example, prior to the
publication 1in 1985 of DPT: A Shot in the Dark by myself
and Barbara Fisher, the vaccine authorities would not
admit that the whooping cough vaccine could cause death
and held that the incidence of neurologic damage
generally 1is infinitesimally small (1 in 350,000 child—
ren). But since the establishment in 1990 of a vaccine
compensation system in the US Claims Court, Wasnington,
DC, about 5000 cases have already been filed, one third
of them for vaccine-caused deatn (usually diagnosed as
"sudden infant death syndrome"). The more we dig into
this issue, the worse the data become. So far we have
just scratched the surface.

— There 1is good evidence that some children are
congenitally predisposed to a serious vaccine reaction.
In other words, even 1if the vaccine 1is "safe" according
to the FDA definition, some children could be killed or
very seriously damaged by i1t (epilepsy, mental retard—
ation, hyperactivity, learning disabilities).

— There 1is greater awareness today that sucn cnildnood
diseases as measles or mumps, even whooping cough, nave
beneficial effects in that they strengthen the child"s
immune system. Vaccinations, on the contrary, weaken the
Iimraune system and, when their effect wears off, leave the



adult even more vulnerable to a later attack of measles,
mumps, or whooping cough.

Until all the evidence is in, | think it is unreasonable

to force parents with strong contrary opinions to submit their
children to the risks associated with these vaccines.

Thank you very much for your attention in this matter.

Very sincerely yours,

Harris L. Coulter, Ph.D.

<¢Harris L. Coulter and Barbara Loe Fisher, DPT: A Shot in the

Dark. Mew York: Harcourt Brace Jovanovich, 1985 To""be
reprinted m 1991 by Avery Publishing Company, Garden
City, Long Island, flew York. Harris L. Coulter,
Vaccination, Social Vlolence, and Criminallty. Berkeley,
California: dorth Atlantic Books, 1990.



Harris 1. Coulter, Ph.D.

(202) 362 3105 4221 45TH STREET. N W
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curkiculum vital:

Uorri: Baltimore, Maryland. October 8, 1932

Education: Milton Academy, Milton, Massachusetts, 1945-1950.
Yale University, 1950-1954. B.A., 1954. Major:
Russian Studies

Harvard Law School, 1955-1956

Columbia University, 1954-1909. Deoartment of Public
Law and Government. M.A. 1961. Ph.D. 1969.
Dissertation title: Political and Social Aspects
of Nlneteentn-Century Medicme 1in the United
States: The Formation of the American Medical
Association and its Struggle with the
Homoeopathic and Eclectic Physiclans

University of Moscow, USSR, Department of Economics,
19b2-1P63 (.under the US-USSR Cultural Exchange

Program)
Languages: Russian, French, German, Spanish, Serbocroatian,
Hungarian
Family: wife - Catnerme Neoolsine Coulter (.separated)
children - Andrew, Elizabeth, Marian, Alexander

Organizations: American Institute of Homoeopathy
National Center for Homoeopathy
International Foundation for Homoeopathy
Liga Medicorum Homoeopathica Internationailis

Professional Experience: 1960-1963, Unitea Nations, iNew York.
Simultaneous interpreter - Russian-English,
Frencn-English
1964-1966, U.S. Dept, of State. Interpreter and
translator
1966-present. Self-employed writer, 1interpreter,
translator, and consultant

Research interests: medical history and philosophy, homoeopathic
medicine, childhood vaccinations, the controlled
clinical trial

Grants: 195b

Fora Foundation Foreign Area Training Fellowship
(.62500)

1977 - writer®"s Grant from National Center for
Homoeopathy, Washington, D.C. (615,000)

Honors” 19b5

Hahnemann Prize, from tne Societe Royale Beige
d "Hornoeopathie

1990 - Centenary Gold Medal, from the Academia Medico-
Homeopatica de Barcelona



go, United States. 1981 PERTUSSIS (Whooping cough I—Reported cases nnd deaths per 100,000 population,
by year, United States, 1922-1981

» 5O PP
B
. OBIf
1066000 PrriUES9 QM
UHULU I'OTNCF CITABLISHD
3
I
'Z — ~ENDYOUNT {SPRISVD
7
Nea1s)

ikl @)
OO

- BO 95 'R 106 190 ©5 1B 13pb 1 195 190 136 190 195
T

PR g0 wo

Bordetella pertussis vaccines were not uniform in potency before 1949 when minimum
potency requirements were established. A standard unit of potency was adopted in 1953
Concurrently, the use of pertussis vaccine became widespread, and the rate of decrease in per-
tussis morbidity and mortality accelerated. In more recent years, however, the rate of decrease
has been slower, with the preponderance of cases occurring in the < 1-year-old age group. For
1981,62°i of the cases with age reported were in this age group.
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Tuberculosis in England, Wales and the USA
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occurred in those vaccinated than in the placebo group!:DOn
the other hand, the Netherlands had the lowest death rate from
respiratory TB for any European country in 1957-59 and
1967-69 despite having no national BCG programme/’

During the nineteenth century, pneumonia, bronchitis and
inllucnza were all grouped together in national statistics. I'he
introduction of antibiotics does not seem to have made an
impact on the already declining death rate but this is hardly
surprising because influenza and some cases of acute bronchitis
are viral diseases for which antibiotics are ineffective. Although
it is known from clinical experience that antibiotics can
successfully treat pneumonia, statistics from 1900 both here and
in the USA do not show a major change in the already declining
death rate.ldLSince there are so many types of influenza virus,
vaccines against one form may be useless against another and
one study, involving 50,000 Post Office workers, showed that
influenza vaccine had no impact on absenteeism.J But mass
vaccination can sometimes prove dangerous and it was in 1976
that President Ford ordered the now infamous nationwide
vaccination programme against swine flu. Eventually the project
had to be abandoned because the vaccing was found to cause
death and paralysis amongst the elderly.

Bronchitis, pneumonia and inllucnza: death rates (standardized
to 1901 population) for England and H “afs
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Scarlet fever: llic mean annual death rate in children tinder IS
forEngland and Wales

Sadly pneumonia still claims many lives - 24,687 in Lngland
and Wales during 1984, and death rates for those aged 65 to 84
have risen sharply since the mid 1940s, despite the availability of
antibiotics.

Both scarlet fever and whooping cough have declined rapidly
since the 1860s and 1870s and had fallen to comparatively low
levels by the time antibiotics, and immunization against
whooping cough, became available.ﬂn the 1860s the death rate
from whooping cough was about 1,372 per million children
under 15. By 1901-10 it had fallen to 815, by 1921-30 to 405,
and by 1940 to about 140 per million. In 1947-8 the rate had
declined still further to 73 per million and by the time a
nationwide vaccination programme was initiated in the lat
1950s, the rate had fallen to around 5 per million children.%
Since 1969 almost half the deaths have occurred in children
under three months old before vaccination is commenced. In
recent years the value and safety of the vaccine has been hotly
disputed in the medical press and risks of brain damage betwgen
1in 750 and 1 in 100,000 children have been quoted.JUIn
Glasgow Professor Gordon Stewart, a fierce critic ol the
vaccine, has found that a child’s social class is thiee times more

Out ofthe Dark Apes 29
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Whooping cough: death rates ofchildren under 15 for England
and Wales.
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Measles: death rates o fchildren under 15for England and Wales
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important than vaccination in influencing whooping cough
outbreaksf - more evidence that poverty can cause disease.
Other studies revealed that one third, of whooping cough
patients had previously been immunized.XRoutine use of the
vaccine has been stopped in Sweden and West Germany
without any rise in deaths or serious disease.l’

Measles started to decline rapidly at the turn of the century
and the death rate had reached very low levels by the time
vaccination was introduced in 1968.6

In 1860 diphtﬂia accounted for well over l(mdeaths per
million children ut this had fallen §harp|y to an annual rate of
around 400 between 1861 and 1870. ].Although this fall was not
associated with any specific therapy, later declines roughly
coincided first with the introduction of horse antitoxin treatment
(1894) and then by immunization (1940). Had mortality from
other common childhood infections remained the same or
increased during the same period, then it would be natural to
assume that antitoxin and vaccination were mainly responsible
for the fall in diphtheria deaths around 1900 and 1942. Hut
deaths from whooping cough and measles did indeed decline
over the same period without any treatment or immunization,
suggesting other influences, such as an improved standard of
living, may also have been at work with diphtheria. This is
confirmed by figures from poorer coyptries where the death rate
from diphtheria is 100 times higher.ﬁAnd evidence taken from
countries with a higher standard of living also shows that
antitoxin and immunization could not have been solely
responsible for the decline of diphtheria.

In his Presidential address to the British Association for the
Advancement of Science, Professor Porter described how th
value of antitoxin treatment has never been accepted generallyi
and perhaps this is not surprising because controlled clinical

trials were never carried out. s aresult there are virtually no
statisticg_ proving that antitoxin actually works on human
beings. he apparent fall in the case-fatality rate (the number

of deaths expressed as a fraction of the total number contracting
the disease) may well have been caused by new diagnostic
methods. Bacterial analysis, introduced at about the same time
as antitoxin, meant that mild cases of the disease, previously
classified as something else, were now included in staistics,
which automatically lowered the overall case-fatality rate.%And

despite the availability of antitoxin since the 1890s, several

Outufiln-Dark Ages
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countries have experienced an increased death rale in the early
years of this century.4d In Merlin during the 1920s a severe
outbreak of diphtheria led to high casc-lalaliiy rates despite
large doses of antitoxin being given at an early stage. Debating
these findings at the Merlin Medical Society, I'rolessor
friedberger argued that the apparently favourable results
following the introduction of antitoxin in the 1890s were really
due to a natural decline in the severity ol the disease. K

figures for America show that immunization against
diphtheria did not produce any detectable change in the death
rate, which had already steeply declined.2' furthermore
diphtheria was gradually declining in Massachusetts, Michigan
and New York from about 1880, well before the introduction of
antitoxin, let alone vaccination. Studies have also shown that
parallels between the number of children immunized and the
decline in mortality do not hold for every region in the USA,
suggesting that other factors, such as improvements in living
standards, are crucially important.

In countries with a high standard of living, such as Denmark,
Sweden and Norway, degths from diphtheria declined rapidly
without any vaccination.&JThat is, until World War 1l when
several countries in Western Europe had greatly increased rates.
In Denmark, immunization did not begin until 1941, but in

Diphtheria
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Smallpox: death rates for England and Wales

Copenhagen, despite 95% of children being inoculated, there
was an astonishing increase from 41 cases in 1942 to 1,754 cases
in 1944110 In Norway the disease had rapidly declined and
virtually disappeared by 1939 when only 18 cases per million
were recorded. It was only after the German occupation in
World War Il that immmunization was introduced, coincidentally
with an enormous rise in diphtheria. And, despite immuniza-
tion, diphtheria had shown a remarkable rise in Germany both
before and during the Second World War. IncreasedOver-
crowding, a general lowering of hygienic standards ar.d a lack
of resistancg, because of poor food supply seem largely
responsible.i

Evidence like this, taken from the experience of other
countries shows that antitoxin and immunization could not have
been solely, or even mainly, responsible for the decline of
diphtheria in Britain.

Although the contribution ofsmallpox to the overall decline in
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Britain's death rate between the 1850s and 1070s was relatively
small, this is the one major disease lor which vaccination was
available before 1000. The medical historian <lIrcighloii
considered vaccination against the disease useless but this is not
a generally accepted view. Nevertheless, a recent analysis ol the
decline of smallpox in l.ondon concluded that vaccination could
never have been solely responsible.

The histo gofsmal XI the later vears ol the ningteenth

guﬁtu(r)y 0 af not s content| ntat vaccmanon
res or t e eventua

thed easF

nt ese d%) rance
Y)\@s evelope tes tem {orcnt {?1e |seas tﬁat
eC me the, ba5|s of t esuccessfu modern campaign or Its

eradication.’
Medical I lisioy, 1983"

The ‘system’ included the establishment of port sanitary
authorities to avoid the disease being imported from abroad,
isolation of patients and thorough cleansing of their homes. In
fact the Royal Commission on Smallpox and Fever | lospitals
traced the beginnings of the decline to the 1780s although
Jenner’s method of vaccination was not even published until
1798. By the time Jenner’s vaccine was being introduced,
between 1801 and 1810, the death rate had_already fallen from
500 to 200 per 100,000 of the population.XEven then vaccine
uptake was not great - hence the subsequent Acts of Parliament
attempting to enforce the practice. Compulsory vaccination was
introduced in 1852 but by then mortality had fallen to 40 per
100,000. Between 1871 and 1880, the period when compulsory
vaccination was legally enforced, the death rate leapt from 28 to
46 per 100,000 XWorldwide, the elimination of smallpox has
been attributed to isolation of contacts, education and mass
vaccination.@

It is often thought that Edward Jenner developed the first
protection against smallpox but inoculation against the disease
had been practised in India since ancient times and in China
since 1063.2 In 1718 Lady Wortley Montague, wife of the
British Ambassador to Turkey, introduced inoculation against
smallpox into this country. Small amounts of material from the
pustules of those suffering from a mild form of the disease were
administered nasally or inoculated into those seeking protection,
immunity being conferred against dangerous attacks. The

(Inia/the DarkArk «

method was sometimes hazardous although risks could be
reduced by making the fluid less virulent.

Jennet s subsequent discoverylof vaccination was really
based on the chance observation that milkmaids, infected with
tow pox Itom lesions on the udders of cows, were protected
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Poliomyelitis: the mean annual death rate far children under IS
far England and Wales

main reasons being a rising standard ofliving ofwhich the most
important feature was a better diet, improvements in hygiene,
and a favourable trend in the relationship between some
microbes and the human host. McKeown concludes that
therapy made no contribution and the effect of immunization
was restricted to smallpox, a disease that accounted for only
about one twentieth of the reduction of the death rate. For the
twentieth century McKeown lists improved nutrition and better
hygiene as by far the most important influences, with therapy
and immunization playing a relatively minor role. In the United
States where Shattuck had performed the same vital role as
Chadwick in Britain, researchers John and Sonja McKinlay
found that for ten common infectious diseases (TB, scarlet
fever, influenza, pneumonia, diphtheria, whooping cough,
measles, smallpox, typhoid and poliomyelitis), medical measures
only accounted for between 1 and 3.5 per cent of the decline in

mortality since 1900.

Outtijihc DarkAges 39

‘In general, medical measures (both chemotherapeutic and
pro?, ylactic) apPear_ to have contributed little to the overall
declinie in mortality in the United States since about 1900 -
having in many instances been introduced several decades
after a marked decline had already set in and having no
detectable influence in most instances. More specifically, with
reference to those five conditions (influenza, pneumonia,
diphtheria, whooping cough and poliomyelitis) for which the
decline in mortality appears_substantial after the Pomt of
intervention - and On the unlikely assumption that all of this
decline is attributable to the intervention - it is estimated that
at most 3.5 per cent of the total decline in mortality since
1900 could be ascribed to medical measures introduced for
the diseases described here."4

liven traditional medical sources such as the Lancet acknowledge
that '... public health legislation and related measures have
probably done more than all the advances of scientific medicine
to promote the well-being of the community in Britain and in
most other countries.’40.

But if affluent Western societies have largely eradicated the
infectious epidemics, life is not so good in poorer countries.
People in the Third World now suffer from the same
communicable diseases that were widespread in developed
nations during the nineteenth century. Many illnesses are
transmitted by food and water contaminated by disease
organisms from human and animal excreta. They include
diarrhoea! disease, amoebic and bacterial dysentery, typhoid,
cholera, polio and infectious hepatitis.“.Fewer than one in five
people in the Third World can obtain clean water. Lack of a
clean water supply, and the breeding of mosquitoes and flies in
stagnant water, have been connected with 80 per cent of disease
in the world .DIndeed the World Health Organisation estimate
that 25 million people die every year because they do not have
clean water and sanitation. Poverty is another major cause ofill
health leading to malnutrition mand a lowered resistance to
infection: the death rates from whooping cough and measles ar
300 and 55 times higher respectively in poorer countries.i
| he Third World poor almost always live in overcrowded con-
ditions which accelerates the spread of disease. Whilst modern
drugs can tackle many of these infections, they are powerless to
break the cycle of disease if the environment remains unhealthy.
As Oxfam point out, disease that is rooted in poverty can gnly
be prevented by an onslaught on poverty and inequality.<LIn
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the words of the Tanzanian Food and Nutrition Council,Qa
*... society that is perpetuating malnutrition cannot he treated
with medicine. It has to develop and he restructured in such a
way that all its members are ascertained all their basic human
needs.” So the prescription for better health in Third World
countries is the same as that which worked so effectively in
developed nations like the UK: improve nutrition, hygiene and
sanitation and living and working conditions. Kven tropical
diseases like malaria can be effectively controlled through public
health measures, that is by draining swamps or treating water so
mosquitoes cannot breed.”

The evidence shows that society’s control of infectious
disease rests primarily on efficient public health senices and a
good standard of living and the dramatic increase in
lifc-expectancy since the early 1800s can be directly traced to
these sources. Medical measures clearly played only a relatively
small part and later on, in Chapter 5, we will see how little even
these owed to experiments on animals. None of this is an
argument against properly conducted medical research, but it does
show that the major influences on our health are outside the
scope of laboratory experiments. As medical historian Brian
Inglis concludes:

‘The chief credit for the conquest of the destructive
epidemics ... ought to have been given to the social
reformers who had campalgned for purer water, better
sewage disposal and improved living standards. It hail been
their"efforts, rather than the achievement of the medical
scientists, which had been chiefly responsible for the
reduction in mortality from infectious diseases.”™
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Flr- 17. Deaths from pertussis In first ye*r per | ,000 Ue births pet innum, m»let, Australia, 1908-60.
(Graph by H. Sliverrtone, Depulment of Social and Preventive Medicine, University of Queensland.
Data from H. O. Lancaster.)
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Yctrra

Fig, 4 whooping cough deaths pee million population, Fn,
Iargd and Woﬁes:g19209to 1976. d o
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DoclIn® In Infocliou» dignnang In the Induglrinllzod world

Substantial health Irnprovamaril* h*v* occurred mainly riua lo bailor public
annllallon, houalnp and nutrition Madlcal Intervention hi* only ilgnllicantly

afteclad daalb rain* tinea the 1W40».
Introduction ol

tnllbiolin and
compulsory
Immunisation sgiintl
6000 d'phlixrii
E
5
b
5
[ 3000 -
) &
Yaer 1650

Ivadic.
Doclino In Wixese'r+#>>TS related denlhs bolore Bnd nllor olloclivo drugs

tronimonl Inlroducod, England nnd Wales

The fundamental cnuses of itl-healLh are Nov.

beyond liile control of doctors nnd their d \WA\Vzx
drugs. Yel recognizing this would mean

questioning lire validity of expensive

medical care. It is not in the interests of tire

medical profession to be examining or

confronting the social .roots of illness.

Anyway, they are not trained lo be social

workers or revolutionaries. They are

trained to be scientists.

1-< YEARS
per ioo.occ
AT RISK MMUNIZATION FIRST USED 1926
IMMUNIZATION BECOMING POPULAR
[ I >
0-1 YEAR ' s.

PER 10Q000 BIRTHS

"t-KYEA~”MNVA
PER 1CGa000 AT RISK

1909 1915

FI*. 18 Deathi from diphtheria, males, Auitnlli, 1909-60. (Graph ﬁ/ H. Sliverstone. Department of
Social and Preventive Medicine, University of Queensland. Dm from H. O. Lancaster.)
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NVIC mini News, November 1090

NVIC FINDS DOCTORS ARE

REFUSING TO REPORT VACCINE REACTIONS

Alter following tip on 2L of
llie many severe vaccine reactions
reported to (lie National Vaccine In-
formation Center (N\/IC? n
the. NVIC found that doctors arc re-
fusing lo report reactions to state and
federal health authorities as is re-
quired by Public Law 99-660 (The
National Childhood Vaccine Injury
Act of 1986). . The Center discovered
that edratrrcrans arc refusing to re-

rt reactrons ecause they afe being

d by vaccing policymakers in the

Centers for Disease Control (CDC)

and American Academy of Peiatrics

(AAP) that the pertussis vaccine does

not cause permanent brain damage
and geath,

Responding to an increasin
number freport f reactions, lead-
'Fﬂ eath an ?rcrmancnr injury

ovvrnRI DPT_ vaccinations, Am
Millan, NVIC Director of Adminis-
tration, contacted 21 parents who fad
written NVIC telling of their child's
susRected DPT reacUons and asking
if there was any kind of federal re-
gorttn sysem.” She leamed that 18
ut of the 21 doctors who gave the
Vaceines, refused tq report reactions
and die majortty refused 1o give 0Par
ents the manufacturer S name an
number when requested by the Cen-
aer bgehsprte the legal requirement to

In most cases, die doctors
often justified their Tack of reportrnq
the vaccrne reactions, and subsequen

ca i and | d|ur|es by claiming t

DPT shot had nodiingto do widl the
child's death or |njury The doctors
often cited information grven out
the CDC and AAP that the vaccine
completely safe as proof. Al but a
fevv of thé 21 reactions were eventu-

reported by the parents clem-

sc \ves 10 the Food and Drug Admip-
istration (FDA) or CDC, “hut only
after [ive months of assistance from
the NVIC.

"riie taliavir of these
doctors _toward parents, who were
only trying o have their child's reac-
tions repo ed to health authorities, Is
not ony professional ly uresponsrbe
hilt 1s alSo inexcusable, sar S
Millan. "These modters and lathers
Were trying to cope with what had
happenéd 0 their children and, at the
same time, had o make repeated
Phone calls Io thetr doctors and beg
hem 10 provide the vaccine manu-
facturer's’ name and lot number,
Some of the doctors told parents they
forgot' to record the information,
others gave parents false manufac-
turer's fames and ot numbers, and
one parent had to retain a [awyer lo
obtain th? information.  Aftef five
months, all hut a few of die 2L reac-
tions were reported by lite parents
themselves to die propér government

agencies.”
After  finglly  obtaining
identifying information about die
DPT vaccing associated widi die Zt
reactions, die NVIC discovered diat
two Seizures and two deaths were re-
rted to_have followed receipt of
PT vaccine from Lederle Lots 25%6-
3/  one_death and two
seizures Involved DPT vaccine from
Connaught Let OBl 106, and two
seizures and one reaction involved
vaccine from Connaught Lot number
801010,

Formal Protest Lodged

Ina September 16 repart to
the  National ~Vaccine ~ Aavisory
Committee (NVAC), a federal vac-
cine policy advisory. commitiee es-

tablished Under Public Law 99-600

and administered in the Department
of Healdi and Human Services,
NVAC committee member Barbara
Loe Fisher, Executive Vice President
of die National Vaccine Information
Center, asked, "How many more

deaths and injuries following vacci-
nation occur each day and are never
acknowledged or reparted by physi-
clans’/" She asserted dial the gov-
ernment's new adverse reaction re
parting system is "a cruel joke" an
will rémain useless if doCtors con-
tinue o refuse to report. reactins.
"There will be no way to draw sciep-
tifically valid concluSions about dlie
relationship. between vaccing reac-
tions and long term consequences
unless physicians abandon dieir bi-
ased affitucle dial diere Ls no “cause
and effect” and obey die law by re-
ﬁrtrng vaccing reactions  without
avm’% ol |e coereeq by Parents and
ational - Vaccine™ Information
Center said Vs. Figner.

Blaiming gre lack of reac-
tion reporting on"the CDC an
for sending out a "no_cause and ef-
fect" message to public and private
Pedratncrans she sugdested die solu-

jon to physicians re using 10 obey
the_ law 1s'to urge CongreSs to
legislation apply vv% le aI sanctrons
against doctors” wio fail 1o re
vaccrne reactions or keep vaccina on
[ecords,

Vs, Fisher asked die FDA
to answer questions about whether
the FDA has (1) looked at die.pro-
ductron records of die lots associated

| die 2L vaccine reactions the
Center documented to determine
whether diere tire any especially
toxic pertussis batches diat are caus-
ing die DPT lots to be hghly reac-
tive; (2) follow up fo determine how
many reactions, Injuries and deaths
have been associated  nationwide
widi these lots; or (3) recalled one or
more of die lofs,

The FDA has still not mace
a formal reply to these questions.

(A copy of the 16-ptit'e report sub-
mired to the Committee can Iv ob-
tained for S3 from the NVIC)
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UCLA Researcher

to C larify Ties to

Drug M anufacturer

a Moddne sournal wil

follow doctor's editorial

on vaccines with Halenient
that he isa paid consultant
toa firm that makes them.

JANNY SOOTT
tmu Moical warm

A prominent UCLA researcher,
who wrote an editorial diitmaang
lite likelihood ot neurological tle
ntaa Irom pmuaaja vaccinea, will
publuh a clarification noun* that
he onutted mentioning tie ij a paid
oonauliant lo a vacant manufac—
turer.

Or. James D. Cherry, a professor
of pediatric*. agreed to the clarifi—
cation after iht Joumai of the
American Uedict! ajwjl. learned
that he failed to make the kind of
financial dlacloturc required of
Journal authors since laal October

"Dr. Cherry™* financial diaclo-
tame waa incociplsia. and we will
be publishing hia ataiemeni cf
clarification In the next available
issue ol JAKJA." John Hammarley,
actence new™ editor for the Aratn-
ean Uedical Aaan.aaldThursday

Cherry, a longtime recant rr-
eeercher. ita oonauliant to Lcderle
LaOoralona. one of Ivo (I-S-man «
ufacturera of the diphtheria-leu-
nua-penuana (DTP) racane He
haa alao received hundreds of
Ihousanda of dollars worth of re—
search penit from Uderla and
othei timu*.

In the adilonal. publianed Friday
ut the journal. Cherry endorsed the
conclusions of a paper published
arlmwhere In Uie issue in which
rwsoorciien al Vanderbilt Univer —
sity studied 38.000 vaccinated chil—
dren and found no incroascd risk of
main*. One of the authors of that
paper alao failed to disclose hit baa
lo Lcderle

Cherry aud be efiose not lo
nsnuon hia ues to Lederte in the

disclosure autemenl he tubmilied
lo the journal In an interview
Thursday, he said he believed ruch
a disclosure was not

since the sditonal oonoernsd DTP
vtcanea in gsnaml, not one in
particular

-This particular editorial reliies
inno way toa apeafic manufactur—
er. it relates 10 peruana vaccine."
Cherry aaid “Anybody who has
done any research in fields Uke Thu
has done oonlrucl sutltes with
various companies.

“#hen 1 ngned Uua thing, t
actually thought about IL and 1
read it son of ctrt/ully became t
know Uua is a sensitive area.* he
aaid. “At It Luma out. Idid Uunk
shout Uua Ithought Uua Isgeneric,
not really apectflc”

The issue arose this week when
a rrwner for a Boston lalrvmon
station lasrtkd of ChsrTy"t Lies 10
Lederte and hia failure to declare
thrm. The reporter, trtlh WIfDH-
TV. contacted Cherry, who aaya he
then contacted lhs journal

Since October, the Joumai has
required all aulhori to identify
“&ny affiliation or financial m-
woivemenl lhal may be considered
1 conflict of uilercsL”

Disclosed Information may or
may not be publiahad along with
the author s paper.

Dr. Edward A. Mortimer Jr.. t
co author of the Vanderbilt paper,
acknowledged Thursday Uut be.
loo. faded Ui <Kiose be u a paid

conaultani to LsdeTle. Al with
Cherry, be said Ladrrts pays hia
university, and the money goes
back into fetich, not into hit
pocket.

Morumer. whose ease haa not
been brought before the JAMA

odnontl board, potmed out that
most experts in the field hove lies
to companies He aaid the US
Pood and Drug AdminixvnLioo had
rcoomioended that Lcderle tnliai
academic aa vacant
consultants



THE NATIONAL VACCINE INFORMATION CENTER

5. Dissatisfied Parents Together (DPT&
128 Branch Road, Vienna VA 2218
(703) 938-DPT3

Contact: Barbara Loe Fisher
703-938-DPT3

for release after May 13, 1990

PARENT GROUP CHARGES IOM VACCINE STUDY COMMITTEE BIAS -

CALLS ON HHS AND CONGRESS TO ACT

WASHINGTON, D.C. - Dissatsified Parents Together (DPT), a
national organization representing vaccine injured children and
their parents, 1is calling on the Secretary of Health and Human
Services (HHS) to stop funding a vaccine study being conducted by
a committee appointed by the Institute of Medicine (IOM) until
apparent conflict of interest issues in the committee can be

resolved.

The parent group charges that the I10M Committee to Review the
Adverse Consequences of Pertussis and Rubella Vaccines is not
impartial, pointing out that committee member Marie Griffin,

M.D., 1is financially supported by Burroughs Wellcome, one of the

largest pertussis vaccine manufacturers in the world. The parent
group is calling for Griffin"s resignation and asking Congress to
conduct an independent assessment of the 10M study procedures and

conflict of interest 1issue.

The 10M review of the scientific literature associating the

pertussis and rubella vaccines with permanent brain damage and

-more



bC?&_ﬁACC INE STUDY

death 1is being funded by HHS under the National Childhood Vaccine
Injury Act of 1986. The vaccine injury legislation set up a no—
fault compensation system for individuals who died or were

permanently injured by mandated childhood vaccines.

DPT, which operates the National Vaccine Information Center
and was a major supporter of the vaccine injury legislation,
publicly asked the IOM to respond to a list of questions about
the committee members® possible bias at a January 10 I0OM
workshop. A major question was whether any of the committee
members received grant money or other financial support from
vaccine manufacturers. In a recent I0M letter to DPT, the I0OM
did not answer the question, citing the need for

"confidentiality.”

"Public money 1is being spent on this study and the public has
a right to know i1f committee members may be biased,"” said DPT
spokesman Jeff Schwartz. "Although one committee member has
already been removed for apparent conflict of interest, the I10M
has failed to adequately respond to the problem. This is a
critical scientific examination of the link between several
mandated vaccines and death and brain damage - a link which has
be™n established in the medical literature for decades and which
helps document the need for the federal vaccine 1injury
compensation® system. Unless IOM commrnittee members are truly
impartial and the review is conducted properly, the public will

have no reason to have confidence in their findings."

-more-
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Griffin i1s a Burroughs Wellcome Scholar in Pharmaco—
epidemiology at Vanderbilt University. She was the principal
author of a pertussis vaccine risk study recently published in
the Journal of the American Medical Association (JAMA), which
disputed the link between the pertussis vaccine and permanent

damage.

Her study prompted JAMA to publish an editorial calling for an
end to the federal vaccine iInjury compensation system on the
grounds that the pertussis vaccine does not cause permanent brain
damage. The author of the editorial,, James Cherry, M.D., of
UCLA, 1is a paid consultant for Lederle Laboratories, the largest
American manufacturer of pertussis vaccine. Cherry, who also has
obtained large research grants from Lederle, failed to disclose

his financial ties to the drug company to JAMA readers.

The federal vaccine injury compensation system, which 1is
administered in the U.S. Claims Court in Washington, D.C., has
awarded more than $30 million in 60 cases of vaccine injury and

death. The majority of the cases involved the pertussis vaccine.



November 12, 1907

SUMMARY OF SEVERE ADVERSE REACTIONS
STATE MANDATED IMMUNIZATIONS

Data collected by: Dissatisfied Parents Together, Alaska Chapter
Dates of survey: October 1986-Octo’her 1987
Method used: Alaska "DPT" vaccine adverse reaction questionnaire

Number of subjects (reactions) - 25: 24 DPT

1 MMR

Range of survey: State of Alaska

1- College, AK. 1- Anchorage, AK.

1 -Gustavis, AK. 1 -Anchor Point, AK.

1- Sterling, AK. 1- Homer, AK.

4- Kenai, AK. 3- Fairbanks, AK.

2- Juneau, AK. 7- Soldotna, AK.

1- Palmer, AK. 2- Kasilof, AK.
Ages of subjects at date of response:

2-4 months 1-4 years

1-6 months 2-5 years

1-10 months 3-6 years

1-14 months 1-8 years

1-18 months 1-17 years

5-2 years 1-20 Years

4- 3 years 1-23 years



Return co: . s
Dissatisfied Parents Together
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Directions: Please place an "X" before the ansuer(s) you select or fill in
the spaces when appropriate.

DPT SHOT REACTION QUESTIONNAIRE

1 Before your child received his DPT shoc(s), did a health professional
infora you of the possible serious reaccions to the shot?

5 Yes (1) \°\ No (2 \ Don't Know (3)

2. Did the health professional who gave your child the DPT shot(s) cell you
to look for and report severe reactions such as a high temperature,
ex6essive crying or high pitched screaming, excessive sleepiness, ecc.?

Yes (1) No (2) l Don't Know (3)

3. Before giving your child the DPT shot(s) did a health professional tell
you uhen the shot should not be given (i.e. if the child has an active
infection or a fever, if the child reacted severely to a previous DPT

shot, etc.)?
G Yes (1) | No (2) sDon't Know (3)

4. Did you sign a consent form containing information about the DPT shot and
its passible reactions before your child received his DPT shot?

Yes (1) b v @ A Don’t Know (3)

5. Before your child received hi3 DPT shot(s), did a health professional
question you about your family's and your child's medical history?

Yes (1) 33 N a Don't Know (3)

6. Da you believe your child reacted severely to any of his DPT shots?
(Ansuer ves only if Ce reaction was more serious chan a low fever,
mild crying, or slight redness or puffiness around the sice of the
shoe)

Yes (1) No  (2) Don't Know (3)

If you answered ves to question 06, please answer the rest of the questionnaire.
If you answered no_ to question 06, skip the rest of Che questions and fill in
your name, address and celephone number at che end of the questionnaire.

7. After che DPT shot chac. caused your child co react severely, did he have:
N\CSv G kukktvt hUo mcre-Hoo.n cvie. Siwyrir,

M convulsions (1)
\G fever of more chan 103 degrees (2)
i3 excessive crying or high pitched screaming for long periods (3)

extreme sleepiness (4)
collapse or shock (5)
loss of muscle concrol (temporary or pemanenc paralysis) (6) |,

l-ntrn I"S e u e y u i *ZCT&wuu.
death {/) pevm'xneud “parboil panIUf" | - Ckrctu C Colei .
ot

ocher (please explain) I-0;NX)p»vr-~ 4 Cguft (3) [ B
[-]1(TU*n A | I.'t, 0%-<X(rn n A

) - d Jjkindj bey] f

/jv icf



16.

17.

TI>

How long after che shot did che reaccion begin to occur?

PH . Within,2* hours afcar,c.he shot (2) 1, week - 2 weeks after che

[ 24-48 hours after che shot (2) shot  (4)
more chan 2 weeks after che
2 days - 7 days after the shot (3) -—— shot  (5)

Afrer uhich DPT shot didl your child 10 ,
15 First shot (1) Fourth shot (4 ™™ dian 1 shime
4 Second shot (2 Fifth shot (5
3 Third shot (3) |
How old was your child when he was
severe reaccion?

8 2-3 months old (1) 13-18 months old (3 1 DonK't_ T
G 4-5 months old (2 19-24 months old  (6) A
M 6-7 months old (3) 25 months - 3 years old (7)
3 8-12 months old (4) over 3 years old (8
How old is your child now? —*
1st pace cbto 'Jo/YiC/it
Did you report your child"s severe reaccion co the DPT shot co a health
professional?
CA Yes (D J_ no (2) Don"t Know (3)
IT you did not report your child"s severe reaccion to the DPT shoe, was Iic
because you were not aware that the reaction was serious and should have
been reported?
M Yes (D) No () Don"t Know (3)
If you did report your child"s severe reaction to the DPT shot to a health
professional, did chat person report your child®s severe reaction orally or
in writing co: NjO: |Q _
drug manufacturer (1) any local health agency (%)
federal government (2) Don"t Know (5) of «

3 stace health department (3) H+H Sfi (Iff)

..m s A "X fwim
Was your child®"s severe reaccion to the DPT shot written on his medical record?

() Yes (1) P No (2 1\Don"t Know (3)

After your child reacted severely to a DPT shot, was he given another shot
that contained the pertussis vaccine?

(p Yes (D) 13- No (2 J___ Don"t Know (3) flfa w M £SHitf

Was your child mentally and physically normal before he received the DPT
shot to which he reacted severely?

25 Yes (1) No (2) Don't Know (3)



iIs Prior to che DPT shoe to which your child reacted severely, did your child
have a history of convulsions or neurologic disease?

Yes (D No (@ L KU/
19. Does your family have a history of convulsions or neurologic disease?
] Yes (D) 33 No (@ I Don"t Know Q)
20. Did you or your husband ever have whooping cough?
I Yes (D) Qs No (@ Don’t Know (3)

21. Is there a significant history of allergies in your family or has your
child ever been diagnosed as having allergies?

N Yes @ 1S No (2 4 Don"t Know (3).

2. If your child has allergies, were che allergies apparent before or after
the DPT shot to which he reacted severaly?

3 Before (1) "5  After (2 Al/A

23. At the time your child had a severe reaccion to the DPT shot, was he primarily
bottle-fed?

P Yes (O 11 No (9 J5.

24. Has your child had a continuing physical or mental health problem since
the DPT shot that caused the severe reaction?

IS Yes (@ 1S No (2 J_ dCTknt A
If .you answered yes to question Il24., please answer the rest of che questions.

25. IsI your child NOW: o deItU f
mentally recorded ()
M physicially handicapped (2
3 experiencing convulsions (3
exhibiting learning difficulties (%) , , , |
in an institution &) " fV fd us.5 1

ocher (please explain) | ngku, I-saautadiedia (g

26. Has a physician confirmed your belief thac your child®"s present health
problems were caused byche DPT shoe?

S Yes () 4- No (@

27. Has your child required special medical treatment, medicine, hospitalisation,
or therapy since cheDPT shoe chat caused che severe reaction?

Ij Yes (D N No (@
28. Tne cost of your child®s special medical treatment is estimated to have been:
J Under $2,000 _ $12,000 - $20,000 &
10 $2,000 - $7,000 $20,000 - $40,000 (5)
$7,000 - $12,000 __ Over $40,000 (6

2. Please feel free to use che back of this page co cell us your story of
what happened to your child as a result of his severe reaction co a DPT

shot. Try co be as specific as possible, giving names, daces, and places.

sane: for £ > fwnr\<JUhtfa

Address: —
Telepone Numbers: (home) (wur0Q
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pzr&n/

30. Emergency room treatment of adverse reaction, if applicable
niDmWoi. ipuw (cfiii. Hoso/fd-fc
b)KLvau rot& Y oJtCl»*iu.

a) What hospital did you go to?
® /amna OLKiyxh- ,
e)LAn7rtid fW £cn. tioSpirU*

b) Did you call the emergency room?

XLyes Q)6)c) |l _no P)
D)<)
¢) Did you go to the emergency room?
_3lyes a)b)ts)4) 3 _.no c)e)

d) How were you treated? (if more room needed wuse back of sheet)
O) M>16 N fo tthvfy,Cl»«/e. told N £)E£juc Co/d

ac4d 4» u»ru #W atf »«*- fty » "7
O™ twSpi'tid! cud o&* . d i/iirr

e) Were you advised to tell your doctor of.reaction?
yes _b_no ®6)4 d)E)E)

f) Were you advised to tell Health Dept, of reaction?

— yes JN _no d) 6) c)i)e)-T)

31, Was your child hospitalized?
_L_yes -PH JLno d)6)4 D)H

a) w h e r e 2 VoA,

b) For how long? 3 ct”-S

p3vl.l>

DWlcmyv jdicHi
\v,,.ir /,
Avu>-

¢) How was reaction treated? hot dd&dcA (X5 p3MIhbr\



VACCINE INJURY COMPENSATION PROGRAM
Status Report as of April 5, 1990

TOTAL NUMBER OF PETITIONS FILED: 263

Vaccine Number Filed

DT 3

DTP 216

MMR 15

Rubella 4

Measles 6

OPV 13

1PV 5

Smallpox 1

Pre-legislation cases filed: 254

Post-legislation cases filed: 9
TOTAL NUMBER OF AWARDS: 60
TOTAL § OF AWARDS: $31. Million
RANGE OF AWARDS: $86,000 - 2.8 Million
MEAN OF AWARDS: $550 967.00**

**3 out of the 60 awards were for attorney fees/costs only- the
petitioner received no award. These awards were not included when
calculating the mean.
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THOMPSON

MENDELSCEN

MORTIMEE

STEWART

ROBBINS

DPT. The Initials stand fur Diptheria, Pertussis
Tetanus,  Three diseases against which every chil
is vaccinated.

Por tore than a year we have been |nvest|%Nat|ng the

the Pertussis part of the vaccina hat We

hav found are serious questions about the safety
effectiveness of the shot.

d

The overriding policy of the medical establishment
has been to aggresswely promote the use of the

vaccine, But it has been anything but aggressive
in dealing with the consequences.” While there bas
been active study and depate in other countries on
this subject, there has' been a general void of
information n the United States.

Qur objective in the next hour is to provide enough
information so that there can be an informed dis-
cussion_about this important subject. It affects
every single family in America.

| tfs a fact of life. All children, must get fo
DPT shots to go to school.  Shots weare old
keep our children healthy. Shot3 weare told
protect every child from adread disease: Pertu
It's Whoopmg Cou?h . But the DPT.shot can. also
damage to a Oevastating degree.

r
||
]

u
w il
will
5SS,

's robablt(1 the poorest and most dangerous vaccine
hat we now hav

The benefits of the vaccine, in my view, far out-
weigh the risks.

| believe that the ris
1S now great than th
disease.

of damage from the vaccine
risk of "damage from the

D esp]

ite its limitations, Whooping Cou_(ih vaccine is
something that should be given to Chi

dren.
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page 2

Since 1933, studies have shewn that the Whooping
Cough or Pertussis vaccine causes brain damage.
The controversy tsn't really over the fact that
It happens, but how often it happens, and whether
It happens often enough to deem the vaccine more
dangerous than the diSease itself.

You don't have to ask the Grants of Beaver Dam,
Wisconsin that question.

SCCTT GRANT

AGZ= 21

REACTION: Harsh cry, infantile spasms
Severely Disabled and retarded

—_
So=

LLWOULN—DD —+<< O
@
(a1

start into business for mvself. | had to
he home all the time in regards to helplng
re for him and take care of his ma’y

t %une a blgv\} We have not had
atlon in 21 years simply can’t go away.
t's impossible to go away.

t
a
| is

It's important to remember, however, most children
who gi et the DPT shot have minor reactions like
swol arms or fussiness. 3ut there are more
serlous reactions that doctors should be watching
for and worrying about.

The Pediatric Redbook, written by the Amerlcan Academy
of Pediatrics, Ilsts hgh fever, collaf) shock-like
collapse, unconsolable crylanP convulsions and brain
damage as reactions to th T vaccine. Those compli-
cations are associated with varying degrees of retar-
dation ranging from severe brain damage... like Scott's,
%o tIﬁarnlhng disabilities which may never be connected
0 the shot
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The Physicians Oesk Reference, prepared by manufac-
turers, say3 the "P" part af the vaccine 15 a possible
link to Sudden Infant Death Syndrome.

This_ is for sure, the Whooping Cough, or. Pertussis
vaccina, 1S the most unstable, leaSt reliable vaccine
we give our children.

Dr.. Gordon Stewart, epidemiologist and pediatrician
Univ. of Glasgow, Scotland. A member of the British
government*s Committee on the Safety of Medicines.

ude brew:. .literally...of

STEWART Pertussis vaccine is a cr
| their growth products.

those bacteria and al

lectur
epartments at the
the

Dr. Robert Mendelsohn of C_hlca%o, author, er,
and former head of Pediatrics

Unwemhy of Illinois Medical School and

ichael Ree

Mic se Hospital in Chicago.

MENDELSOEN ~ The statistics of thi3 country are wrong, and that
the danger -is far ?reater_ than any doctors here have
ever been willing fo admit*

THOMPSON Dr. Larry Baraff of the UCLA Medjcal Center in Los .
Angeles.” He did a study of reactions to the Whooping
Cough vaccine,

3ARAP7 | don't think that this is the type of vaccine that
would be produced today, _If this vaccine were pro-
duced tn 1980 instead of in the 1930rs and 40's,
there'd be a different type of technology available
and wo would make a more purified vaccine.

THOMPSON The 3ureau of Biologies bacterial program, it's part
of the Foad.*and,Drug Ad_m|n|strat|orﬁ), ge_X|sts to mpake
sure our bacterial vaccines are effective and safe.

Dr. John Robbias, head of that program, conceded the
vaccine is not perfect, but...
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Much more is to he gaimed by immunizing the children
with the current vaccines with its imm’itations, than

by allowing our children to be exposed to contracting
Peertussis.

Dr. Edward Mortimer of Case Western Reserve Univ. here
in Cleveland, Ohio, is considered by the government
to be a leading expert in the field of childhood
disease, especially Whooping Cough and its vaccine.

He has served on numerous FDA panels and speaks as
well for the American Academy of Pediatrics.

Whooping Cough is a bacterlal disease. It's a disease
that goes on.for a long time. Some people used to call
it 100 day fever*’, evén though there isn't much fever
associated with it. Two weeks of mlnor resplratory

symptoms with the beginning coucT] owed by two
week3 of an increasing cough with he cha cer|st|c
00 (whoop) like that the edof the coughing
s e I the poor k|d ofen \_/omlts. That ch |d essen
ta dy ends up eta|n|ng little ornonutrt W ith
th e amage to t e lining of the bronchial tubes the
ch IS much more susceptible to pneumonia, and they
|ncur lack of oxygen during the coughing spells. And
dn a young baby with a developing brain, lack of oxygen
isn't necessarily a very good thing. The disease
itself, for reasons that are not entirely clear, some-
tmes produces what is called encephalopathy— brain

damage.

Dr. Alan Hinman, chief of the immunisation division at
the Centers for Disease Control in Atlanta.

For the individual who has Whooping Cough it is a
serious disease. It certainly is not aS fatal a
disease as it was in the 30'S nor is it as common.
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In fact,_ Whooping’Cough in'this country is almost
one. There are Iess than 2,000 cases a year.
unn%the 1930, thou% \Nh00|ng meh struck

over 195,000 people 00 peop led from the

disease annuaHy. Then, the disease plummeted. By
the early 50's when the vaccine was In mass Usage;
the cases of Whooping Cough were down to 37,00Q and

270 deaths. Today, with Cases under 2,000, there

re

n

are an average of about 9 deaths a yerr, almost all
in tiny infants.

As you can seer the disease was aIready in decline
before the vaccina was widely used nd there are

a number of reasons for thaft..

Better nutrition maybe, maybe better means of handling
these kids when they got ir the hospital. Maybe a
change In the organism. That is not .unknown.

Dr. Bobby Young, a microbiologist. For 12 y ars he
studied and researched vaccines at both the Bureau
0f B|oI ogies and the Univ. of Maryland. H oId us
before his death last summer he believed the disease
Is now easily treated.

These days when we have bacterial antibiotics, when
we have Chemotherapy, death from pertussis is a
relatively rare event,

When children die of Whooping Cou?h it is because
they are disadvhntaged in some eother way...a com-
letely well child doesn't often die of Whooping

ough.

End of Segment
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In this countr%eand in the United Kin%dom Whooping

Cough has not been a hilling disease Tor a very

long time.

In 1974, the majority of British, parents quit using
the DPT shot. [In the process of researching this
story r we were told over and over again bg S
officials that the result was a major epidemic and
that hundreds of thoysands of people suffered and
hundreds of people died.

Prom what you know, the situation in England is |
that there are more deaths and more hospitalizations
now that they are not giving the vaccine.

That’s correct.

The death rate in the height of that so called epidemic
to which a ot of attention has been drawn by your
overnment here, the death rate was the lowest ever.
nd in Scotland, for example, the hospital admissions

continued to fail.

Dr. Stewart is correct. According to official United
Kingdom government figures, here Is.what happened. The
British people hecame convinced that the vaccine was
worse than the disease in 1974" and use of the vaccine
dropped from about 80% acceptance to about 30% accep-
tance. There was an epidemic in 1978. It was not hun-
dreds of thousands of cases, though. In fact at the

{
peak of the epidemic, it was 66,000 cases. Twelve
people died.
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In 1980, when.vaccine acceptance was- runping about .
40%, 21,200 people got Whooping Cough, sine people died.
In Great Britain, where the shot wa$ once mandated,
parents must now ask for it to get it...it is their
choice.

Have you thought about the Whooping Cough injection?

| have, but I’ve decided | don’t want it.

Why is that?

| just think she could be that one.in a million that e
sct)metfglng might happen to. So | just decided, to leave
it out.

And your other two children didn't have it either.

They didn't..have, it, no.

In this country parents can't say no.

POLLY GAUGEET

AGE 7

REACTION:, Fever, convulsions |

Undontroiled setzures and Brain Damage

| said, maybe she should not have this shot. Because
It seems to me she's just not quite herself. And he
checked her all over, and 3axzd, "well, she looks OK
to me" and then he gave: her the shot. And the next
following morning when | was feeding her, she went
into a gran mal Seizure, which, of Course, | didn't
know what was hapf)enlng. | though she was dying in
my arms— i3 what It amounted to.

She has seizures, probably one every five or ten minutes.

ogist, Dr. Jerome I\/_Iurph}é, until recently
ric Neurology at Milwaukee Children's
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She haa injured herself frequently from these, a er¥
cute little girl, unfortupnately haa to wear a helmet
prevent any more serious head ‘injuries. | call it a
post pertussis encephalopathy. presently follow four
children at least that | know of that the neuroLO(I]lc
IlIness that started shortly after a DPT immunisation.
ALL four children have delay in their development and,
have seizures.

| doubt she will ever resolve her seizures disorder.

| hope that as she grows older we'll be able to control
them better. As far as her delay in learning, | think
that's a permanent problem

The Food and Drug Administration and the Centers for
Disease Control have Ion% contended that chlldren || e*
Scotf and PoIIy may not be DPT victims...that it ma%/

a coincidence that t e%/ convulsed right a ter the s ot
The 8overnment feel s their convulsmns might ‘have h

pened anyway. Dr. Murphy disagrees..

There's just overwhelming data that there's an association.
| think 1t's average for the...for Pedi atrlc Neurologists
to see such cases.” | knew i1t has influenced man pe |atr|c
neurologists not to have their childre en immunize
Pertussis.

Serious reactions from the polio vaccine...one in four

to five million children...and measles and mumps vaccine.,
one in a million, are almost unknown. Serious reactions
from the Whooping Cough vaccine are common. It could be

as lew as one in every 700 children.

Medlcal knowledge about severe reactions from the Whooping
Cough vaccine goes ail the way back to the early 30Q's.
report after réport has been published in medical journals
since then, m 1548 two American doctors reported on case
histories of many children, who had heen bra|n damaged or
died from DPT vaccines in Boston.. The fol owmg Year
another doctor surveyed pediatricians throughout

countr)( and found still more. Those stud|es have heen
forgotten.
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55 and 1953 Dr. Justus Strom surveyed over
|Idren who_got shots in 54 hospitals and
Sweden. ~ Then he lcoked af the previous
f Whooping Cough disease in Sweden. He
times more brain damage and disor
he vaccine than caused by the disea
Y |t|C|sed, so he did another stu
ed show a rate of destru
at |n one out of every 46,0
he DPT shot.
meng has. new 310 ecommendin
I gee? S {s now. m|Idg
0 there has-
n

wedish Ver
Pf vaccxne.

N
the vaccine to
no epidemic |

t s the di
reactive-. So
Sweden.

toed
ease
far,

West German studies determined the rate of ser ous
brain damage from the "P" part of the DPT shot be
about one in every 39,000 childrep. The West German
government stopped recommending the shot.

A study shows with only 10% of parents requesting

that their children be vaccinated with the Pe rtu53|s

\Nho oping Cough vaccine...that there has been

epidemiC and no rt3e in death from the dis ease in
est Germany.

Great Britain has done two studies on the Whooping
Cough vaccine. The Committee on Safety of Medicifes

on Which Dr. Gordon Stewart served detérmined one of
every 53,000 children vaccinated was severely brain
damaged...the Natjonal Childhood. Encephalopathy study
In England dete mlned the rate at about one in”every
100.000 childre However, tha t dy only considered

{
children Who had convulsions and h ey had to last more
than 30 minutes.

When one has convulsions that last longer than a
minute or two, one is much more apt to be dealing
with seme underlying brain disease.

The only part of the study they really endorse is the
?ne t%at support’s the conclusions that they'd already
ormed.
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But they sponsored yours as well.

They sponsored ours, and then when ours came up with
different conclusions, they more or less disowned it.

It is the National Childhood Encephalopathy study
and its rata of one in 100,000 children seriously.
damaged, that the British government, the US medical,
community and the US government recognize.

It was American doctors who first alerted" the govern-
ment to reactions back in 1936, but it was not until
after British press reports caused people to quit

using the vaccine in the United Kingdom that our

Ho(\{ernme t gemded t%a tafke a look. “Forty-two. ea[]s
ad gone nybetween the first warning and ‘the time-the-
US gcv'ej.rment decided, to commission its first study.

It was done by Dr. Larry Baraff of the UCLA Medical
center..

Because the Food and Drug Administration was concerned
that this sort of public panic might sPread to the
United States they wanted to document that the vaccine
was in fact safe and not associated with severe
consequences.

The UCLA study_found more reaction than had ever been
seen before. "~ The study estimates that as many as one
in every L3 children had persistent or high pitched

crying after the shot.

may be indicative of brain damage in the recipient

This
child.

Also, the study estimates one in every 7Q0 children had
a convulsion oT went into shock.



MURPHY In most cases it's a single sPeII it dees not recur,
and the child does very well thereafter. But there
are many children in whom there is a persistent neuro-
logic deficit.

THOMPSON Evep though it is well known some of the reactions
children had in the UCLA 3tudy can cause brain damage,
there has been no follow-up to find if any of those
children suffered long term problems. h¥? Jecause
after nearly a half a century of waiting Tor answers,
the only stidy commissioned “in this country ran out of
money. " Neither the FDA nor the doctors involved have
plan$ to pursue the matter.

THOMPSON

(Interview)  This is the n%y real study that the government has
done on the DPT shot in 40 years and Zou 're saying
ou don't have eno %h money to go back and check on
hose children who had reaCtions.

ROBBINS The funds for contractual agreements...there are just,

o funds within the FDA for that now.
THOMPSQON

ﬁntervct)ew) They were only follwed for 48 hours. Tnere is some
reason to believe th t seme children develop compli-
cations after that, It seems that you have them 'in
outrhgrgsp Wouldn't you like to khow what happened
0 them

ROBBINS | think so...sure...it's JIUSI not the only thing that's
been cut back unfortunately
HINMAN Well, one has to be concerned about studies that are

fairly careful studies that snow rates substantially
more frequent than what has previously been reported.

| think, however, one also has to take into account the
fact that this is one study.
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Do you know of any other studies which, are going to
be done to hopefully get to the bottom of ail this?2

{. do not know of other studies underway at the present
ime.

Two children died that were in _the OGA study. They
weren’t considered as being DPT related.

The deaths that were reported in that stuw were SIDS.
And the association hetween SIDS and the hoqpm?
Cough vaccination, when we saw the data were jus

no more than occur by chance itself.
Dr. Hitman at GDC is not that sure.

one cannot be certain that
circumstances does not

But the data we have to date suggests that there
might be an association.

Even when the Physicians Desk Reference written by
manufacturers lists a possible connection between” DTP
and SIDS deaths™ the man in charge of finding cut says...

There is no evidepce for anything other than a coin-
cidental association.
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ROBBUTS

as employed at the 3Jureau of 3iologics for several,
rs, and 1t is my opinion that they very much do
wish to knew adverse reactions.

Why?
This will complicate their lives...considerably.

difficult to come up with a definitive, answer
how man¥ dren are being severely damaged
are dying from the DPT vaccine. There have Deen

f stu ies,, but no one has ever searched out

er, in the United Kingdom there is a
m. In _England childfen may receive
re 80% dlsabled and can'prove to
edy were damaged by a vaccine,
er 600 DPT Victims have collecte

at to one in every 25,000 chil

compensation
compensation
the govern-
Dr. Stewart
i ol

ren given
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o
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ery 25,000 children in the US would mean
ren are being severely disabled and retarded

Dr. Robbins of the FDA just doesn't believe it.

these numbers did occur | would be alarmed.
n't know what we would do about it... But | don t
hink we are having that many cases.

?ssmle that there could be more reactions in

gp|ed Kingdom than there would be in the United

It is possible...but not probable.
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YOUNG You knew, we start off with healthy infants, and we
pap em nor. once, but three or four times with a
vaccine...the probability of causing damage is the
same each time. My %_reatest fear 1S that very few
o{c H]]e_m escape someé kind of neurological damage out
0 IS,

PSON You really believe that?
erview)

—~
—TI
=)

=

—

YOUNG

S
. , . n
., also a large**fractio v
ndrome which 7Is surel;@ an Ir 0 _
ral_ nervous system. ou add of this
% are
n you
h ve been.

C

Up.. .now many infants that are receivin
In same way damaged by the vaccine and
prove that they haven't been, or that t
All of them are vaccinated.

End of 2nd Segment

Beginning of 3rd Segment

THOMPSON The major reason we don't know how many_children are
being damaged by the part of the DPT vaccine Is
becalse doCtors don’t report reactions.” The govememnt
medical schools and the medical community have done a
ood job informing doctors of the need for the vaccine.
ut from what we've, found, many are not aware- of the
risks and the reactions from the shots.

ABRA YANKOVICH

AGS 2
REACTION: Stopped breathing, seizures
Severely disabled and retarded '
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MBS.

luIxovica When she was four manths old she...on the same da

| she had her vaccination she had her first selzurey
She was shaking, and she was turnlng blue, and she

appeared to have breathing problems. 3y the time

we g her to the emergenty room she was OK, and we

told the doctor that sfie had had her vaccination

that day. Could anyth|n b

He sajd, 'No, she- pfobably was ju p

ak
at
er

I er
at q could that be a link there.
sal % st choking. Just

taka her home and she'll be fine.' two weeks

later she went into a gran, mal seizure. She was

very near dying.

»

a, Wisconsin, said
“damaged Abra, but

¢ neurologist,

at it was confirmed.

THOMPSON The Yankovich*s who i
they knew it was the
It wasn’t until they |
Dr. Gordon Millichap

MBS.
YANKOVICH He realized right away that it was the DPT

3hot and his feelings
0t e3ﬁe0|a he pertussis in the
e 3aid, ers naIIy, he wouldn't even
0 s dog..

MR,
YANKOVICH Dr.. Millicha p toId us aboutthe
about the sh
vaccination.
give that t

THOMPSON They also went to the Mayo Clinic in Rochester, Minn.

MRS.

YANKOVICH Our pediatrician told the doctor the story about Abra.
He said that she had seizures stemming from the DPT
shot and the doc tor interrupted him and said, "Ye3,
we know exacHy what you're talking about. Send her up.

Mr.

YANKOVICH Shelll have good days and she'1ll have bad days. Shelll
experience hUndreds of seizures in a day. And some
days we're blessed with only one or two Seizures.
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She's a joy to he around because she's such a sweet
natured. girl, hut we've been told that she probably
will ntevlekr walk, on her cwn, and she probably will
never talk.

Emily and Conley Yankovich have been close friends
with” Gail and Lorenzo Brcwne for seme year3. The
don't live very far from each other in”Kenosha. _
Knowing of Abra's reaction, Gail was very apprehensive
when shie took her son Reynaldo to the pediatrician for
his DPT 3hat.

| asked the doctor what the odds axe of our child
having a similar reaction. And he said that | didn't
have anything really to worry about...

REYNALDO BROWNE

AGE 20 months _

REACTION: Convulsions

Controlled seizures

Then he went into a convulsion, and | thou?ht, "Oh, no,
not Abra again". ~And the doctors told us that he qust
had an ear infection and there was really nothing Tor
us to he upset about. The pediatrician didn't want

to admit that the shot was any problem

But now Reynaldo *s doctor adm.its he is a victim of DPT.
His treatmeént has been expensive.

We're so far behind because of the expense that we
have. Al our-savings is gone.

ust ended up going back to_work part
nds meet. e'don't know if he'll

r what he'll be like as he grows older.
k forward to even think about another

t thing from my mind.

[
s hard to lo
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The Yankovich's, the Brownes all the families we
havelﬁlked to are angry, fe and frustrated. They
say doctors, manufacwrem ndthe government do not

want to admit they exist. Of all thé cases we have
come to know, only one wasrepormd to the manufacturer
and the government. It was Reynaldo Browne, and it
was only “because G ail BrmNnefor ed her doctor to do it.

| wanted them to have accurate records hecause to me
they told me one in 70,000 children react. We had

our son and Abra In a town that has not much morethan
70,000 Feople in it. So I thought those figures are
obviously not correct figures.

| did_a survey of all our immediate physicians in the
area in Madison. | didn't get one thaf said "X record
adverse reactions'*. As far as the reporting in this
country 1Is concemed It 1s a disgrace, because it
just simply isn't done.

|t is here' at the Canters for Disease Control in Atlanta,
Georgia, that all information about the disease and
vaccine reactions 1s stared and ‘analyzed. he rohlem
almost everyone agrees, including the CDC it I , 1S
that the reporting system for vatcine reac t does

not work. Part of the problem is a lack o fknodege

When they would bring the interns ontheir tours and
taII them what was wrong with each child and they would
gat to Reynaldo, the studentdoctors would look at each
other and say, "I didn't know that could happen."

And there's another reason that keeps doctors from
reporting.

Physicians in this day and age are always concerned abcut
law suits.
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More and more fam Iies of DPT victims are deciding to
sue...not only doctors, but ma nufacturers and the
government.

Alan McDowell,

an attorney in Chicago,
number of them*

represents a

some institutions |I've seen. in this state and in some athe

states, that | have spoken to certain administrators

at those hospitals- or at those .institutions, who have
ndicated that they do have children there as a result

of the DPT vacciné...brain damaged children.

Do you think some children have been damaged by the DPT

shot and parents don't even know it?
Absolutely, 1 don't think the parents would be aware
of it, and normally the ?edlatrmlan or whoever the
doctor, or GP, wouldn't tell th

Do you think doctors:,are reporting reactions?

NO
Why not?
Legally itrs not reportable*

Dokyou think doctors are warning patients about the
(s

NO
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from the consensus that we've

se minor things: the fever, the
y, but nothing about the disas-
e've seen with our daughter,

y tell you in your pediatrician'3
e
i

=~

| don't think he warns people. They are always so
busy...they don't have much time for anyone.
|

| think if you as a]g arent a d‘brou(? ty ur ch|Id
to a doctor for a DPT shot and the doctor said

you initially, "Wall, I have to tell you that some
children who get this vaccine get brain damaged,"
there's no question what your feaction would he,
As a responsible parent you'd say, "I wi3h not to
take this vaccine."

But we do thln%s together as a community to
protect each other.

| -often wonder about those people who do these
studies and who ultimately are the directors of them,
and 30 forth, what they would say and how they would
feel if it did in fact happen to"one of theirs. It's
an altogether different ballcame then.

h Her

Kelli Holcomb got her shots th m
t DPT vaccine.

parents were told nothing of

KRLIX HOLCOMB

AGS 3

REACTIONS Persistent cry, stiffness
Spastic Quadriplegic and 3rain Damage

ough US Ar
[ e

ro the
he Tisk of th

She received the shot in West Germany at a OS health
clinic, She had_a reactign which now is known as
excessive screamln% reaction. The third shot was then
given again at a U Any clinic in ?t. Belvoir, Va.
Which |s right outside of DC. At that tine she then
experienced” what is known as the post perrussis ence-

phalopathy .
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Monty Prieser of Charleston, West Virginia is K elli's
attorney. The Halcombs row live in Puerto Rico.
She's 3 years old. She is a total quadriplegic. She

can only really understand and blinic her eyes "yes"
or- "no."

Are you hungry". I didn't see. Are you hungry? Real

hungry? | 'm gonna lay you down. Kelly, bring it down.

She is in. a SP] al education school in Puerto Rico

When she |s 3 th ings and asked things she does

blink "yes* or o* he can do nothmg else for

herself: Her— other must bathe h

course. %reat robems She W|| roba

like most qua r|p egics develop respiratory probl ms
and kidney problems™in the future.

The United States was sued for medical malpractice,
so .to speak, medical negli ence —for not warning the
child and not saying when the child had the screaming
syndrome, in Germany, for_not saylng to the mother,
on't have any more Then we don't belleve th
the U.S. Proper)(] asked the questions before e
%ve the shot, The case was settled f 600 000.
390,000 w.ill be paid by the United States, 1
will be paid by Richardson-M errell.
Kelli was injured e|g|ht years ago. |If she got the shot
in a Bubllc ealth cliniC today her parents would prob-
ably ne given a consent form _to sign. It gives the
official ﬁovernment risks: Brain damage ofhe in every
100,000 shots. High fever, convulsions, abnormal
crying or shock...one in every 7,000 children
Almost all pa gn the form. Kids can't go to
school viithou h sho
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The doctor knows that this is mandated by regulation.
So he has no choice.

So he has no choice/ and indeed the parent has- no choice

Barbara Syska of Silver SprlnqrMaryIand didst’t.want her
child vaccinated. Sh took 1T to court...she lost. e .

They do not inform parents of the most important as?ects
of 1t. At least not all important aspects to make the
mformed gecmon and the more important/ the consent
IS coerce

Since January 1979 her child has been taught at home.

| recommend that parents consult a lawyer, or that chey
go to their state ]eglslators and to their electe d rep-
resentatives and maké a fuss about it.

nts did just that. They
re until they got a law
e state of Wisconsin.

Marge Grant and a rou 0f Pare
lobbied the Wlsconsm egislatu
making vaccines vquntay in th

The law new states that if you for any personal belief
or personal conviction do not want your child immunized/
vcu certainly do not have to. | inSisted, that this

law must state that any person who immunises a student
under this law must record and identify the manufac-
turer and lot number used and the type of vaccine being
given. And it is now written in the law. And | feel
very good about that.
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THOMPSON

Scottie's Law?
"Interview)

MARGE GRANT | guess you could call it tha It's a little late
fo% hi r%ut seme other child

t.
could benefit, certainly,

THOMPSON Wisconsin isn't the only state that has gone against
ederal %mdellnes and decided to allow parents a

hoice about the DPT shot. So _have 19 other states-..

n M%rytland Vlrg

0

inta and the District you must have
he- shots to go fo school.

0
f r
C
I
t

End of 2nd Segment
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So far we have focused on the government and the
medical community. But manufacturers, the drug
companies,, also have a responsibility to make stre
that the DPT vaccine is 3aie and effective.

If you're qqing to put something on the market, you
have the ultimate responsibility to find out what
that product is doing on the market. Is it safe, e
is it causing problems?

They are the ones who are making the money. They
are’ the ones who can afford to Oo the necéssary
studies and.yet fhey haven't done them, .

And 1t"3 the children out there who are the innocent
parties who suffer

Attorneys Preiser-and McDowell accuse the manufacturers
of destfoying vaccine records before they can be
subpoened for a DPT law suit.

We tried to talk to all of the companies that make
but none of them would do.an on-camera interview.
So we asked the FDA about it.

Do you know if manufacturers systematically destroy
records?

You know, | can!t answer you. I'm sure they don't
keep records...

Do you have any control over that? Do. you require
them to maintain records?

All records of adverse reactions must be part of their
manufacturing file and are inspected each year as
each manufacturing establishment is inspected for its
manufacturing and control procedures
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THOMPSON Hew long do they have to keep them?
(interview)

ROBBINS I don."t know. I"m sorry.

MARG2 GRANT Cur attorneys went to the PDA and asked for the
protocols .and the testing ox the vaccine, and
would you believe just several weeks before they
lost...they just couldn't find...in fact, the
WO {d they used was, "Those records were here,

but they vanished."

| have no question about the fact that there is a
cover-up. There has got to be.

ROBBINS There is no reason why we should want to hide
those records from anyone. | hope it hasn't
occurred. The- last thing we want to do is to
be negligent in our control of this.

THOMPSON We've known about the. reactions to the shot for
(interview) 40 years. Why only in 1973 did we start to think
about it and worry about it?

ROBBINS think ;that there has always been interest in
retg 3|s but, you know, the vaccine was so
a

I
e

g{f the scientific community didn't consider

|

S
tiv
prob blem

THOMPSON But how effective is the DPT vaccine? The official
answer from the Center for Disease Control.

HINMAN The fact that a vaccine 1s, say, 80% effective
means that 4 cut f people who recelve the vaccine
would be protected rom hooping Cough if they are
exposed to it but one would not:
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STEWART
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(interview)

STEWART

THOMPSON

It doesn't produce life-long immunity. It
doesn't produce immunity in"all chil ren who
receive 1t. It's possible that a child could
get the full series of shots and st|II ?et
whooping cough. It's also very likely that
the% could ?et the full series” of shdts and 6
or 7 years Tater get a modified for of the
disease.

Dr. Stewart says the English statistics shew
lass than two-thirds of those vaccinated are
protected.

In any outbreak of Whooping Cou[qh 0r Rertussw
about thirty percent of thé children have been
fully vaccinated.

How long is the DPT shot 'effective?

Ftor two or three years from the time of receiving
|

The DPT vaccina has never been clinically tested
in the United States. The British-did clinical
tests on the vaccine back in the late '40rs and
found it to'be effective but reactive.

e
a

B Congressmnal mandate in 19 3, the Food and

ministration set u ﬁ els to review all
vaccmes on the market, 1
bacterial vaccines has never
were able to get a draft of |
of Information Act.

e the report on
been published, we
t under the Freedom
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THOMPSON It shews that very few manufacturers of the OPT
vaccine were able” to give the panel any documenta-
tion that their vaccine was either efféective or safe.
|t shews that the panel went ahead and continued
licenses- anyway, pendmﬁ more mform ation. And it
shows one DPT vaccine that was O.K.'d on a three to
two vote. Dr. Mortimer was a member of that panel.

QO -

putable manufacturer
ques insofar as we can
ns

MORTIMER Here we've got a_highly re
ni
Insofar as we can tell 10es

whose manufacturing techn

tall are |mpeccable, ho

everythmﬁ to monitor what happens with that vaccine

°as best that manufacturer can, and, moregver, a

vaccine upon, wh|ch the public depends. Therefore,

it seems entirely approtpnate to  us to permit that
0

vaccine to be produced for another period of "X*

years,
THOMPSON
(Interview) How can a vaccine WhICh everP/ child in America,
mlght be exposed fo, d on a three to two
vote?
MORTIMER Because there was circumstantial evidence that it
worked.

THOMPSON
(Interview) But a three to two vote?

MORTIMER gnhrat's a far greater majority than we elect presidents

ROBBINS There was no reason, | think, at that time to question
the efficacy of the products because they were S0 sue.-
sessrul. The standards of safety and efficacy that
we demand for vaccines probably ‘exceed by a great de
those standards that we have for almost everything
else that we offer as medicines.

Ever%/ lot that the manufacturer _makes is tested hboth
at the manufacturer and at the Bureau of Biologies.
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Is that: normal?

No, it reflects our concern for this vaccine.

audit in 1979 found, the

se lots is faulty. An FDA
equacy of currant vaccine,
e conducted on the pre-
ountry get three shots,.
our.

Bobby Young who worked at the FDA's Bureau of 3iologics.

B
rests and note
mise that chil
in fact most ¢

tists
ction
not a

believe that scien
at the mouse prote
rtu35|s ‘'vaccine is

FDA uId indicate to you
h t they employ for

h St
quate.

I t
f e
pe e

o —+ QO

Our analysis

aboratofy t
It certainly
been so effe

f the
t1s
an’t
lvVe.

vaccine effectiveness b)( the
ot as gccd as we would Tike, but
e

0
es N
% be too bad since the vaccine has-

C

They have their own vested interest and their own

authorities and experts who are being paid salaries

to make this ap ear to be a very protective and

safe vaccine. 'thing that mitigates against

t|Ie safety and rotec |veness of a vatcine In essence
mitigates agamst heir recommendations.

While the government has said for year3 that the-
vaccme is effective and safe...it"is working. h]

ard
to ry to develop a new vaccine. In fact, with the
FDA' helpl the Japanese- rushed a new, what they call
?ur accine onto the market after Japanese parents
0st confdence in the old sh t.  That vaccine, however,
has never been clinitcally tested so it may be two to
four, maybe ten years- bhéfore |t Is determined to be

safe enough to use here in the- US.
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If the government had said, "Look, there is a real
serious problem with this vaccine," a long time

?go, maybe we would have had a new vaccine a long
ime ago.

Thatls perfectly passible, but the government has to
establish priofities.

The fact is, we may have had a safer shot a long time
ago. For many years the Eli Lilly Company produced
aTdslferrent type of DPT vaccine which it talled
riSolgen.

|t was the impression cf the
the vaccine that this was the
vaccine on. the market. | don'
|t13 only hearsay evidence. |
quantitatively compared.

Whtha_t u%ed h
ooping Cou
thIo tgs regl.

qm

Why, if you thought that the Lilly- vaccine might be
less reactive and still be effective, wouldn't you
have taken a close look at' it yourself to determine
whether it really was a better vaccine?

We are developing a vaccine, but our primary objective
is. ta try to understand in as precise and as modem
terms as we can those components of'the vaccine that

cause side reactions, and that also might cause immunity.

But in the (i

f the Lilly vaccine, is it possible
that we cou e let s

|
good one get away?

[e> <)

Oh,
the
m a

| think we have no control over that. That was
decision of the Eli Lilly Company to stop its
u

nufacture.
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.get the DTP shot. There are some chi

page 29

There are seme children who absolutel,\fdshouldh not
ren who ar

at serious risk if they do.
We'll examine that in just a moment.

End of 4-rd Segment
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The FDA is working on a new vaccine which it hoPes
will be effective but also a lot less reactive than
the one that we have now.  The problem is, .norcdy
knows when that vaccine will be available. And,”
in the meantime parents must decide whether they will
or will not give- their children the DPT vaccine™-

We tell you this...the disease whooping cough...

e
Fertu53|s...|s not a pleasant disease. It lasts a,
on? time. But, from everything we have seen, it is
no Tonger a kllier...except, In infants who are

probably too young to .-receive the vaccine.

We can also tell you this..,some children and some
families are much more at risk than others.  No one
knows more about that than Dan and Mary Resciniti
of Binghamton, New York.

ANTHONY RESCINITI

AGS: 19
REACTIION: Persistant cry, fever, seizures
Severely disabled and retarded

Tony Rescindti...19 years old...he suffers a convulsion
about once a day. The drugs to control his convulsions
cost 51200" a year...he has spent part of his life in

an institution.

Tony convulsed within 24 hours afte
shot. Re%ardless, doctors continue
shots. ATter Topy's history with t
brother Leo should never have had t

LEQ RESCINITI

AGE: 17 .
REACTION: Fever, convulsions
Severely disabled and retarded

Leo Rescindti...17 years old...Only a few hours after
his first DPT shot,.”Lao too, went Into convulsions,
His temperature soared...regardlessr his pediatrician
gave, him a second shot.

[ ?ettmg the DPT
d the rest of the
he DPT shot, his
he vaccine.

In terms of the severe complication—encephalopathy
that information was all anecdote until less than a
year ago...until the British study appeared.
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Oid he 3ay last couple of years? T' 0 years?

That’s what he said. Well he said, since the National
Childhood Encephalopathy Study in England.

| can't 3peak for the whole medical community. -I
can only 3peak for myself. 1've always known.that,
whooping cough vaccines do produce seme sice reactions.

We dlscovered while researchin? this story tha
man)r/ %tors and nurses are no awar? of the rl%
eactions...or the warning signs that mean the DPT

shot should not he given the second time.

he District of Columbia Medical
nt seminar on immunizations.

Case in

ﬁ eca
doctors and scientists, was asked
oul
N

Society

given to children who have

s, no definitive answer was.

| Krugman , d WE” kﬂOWﬂ

at New York University's

hi sto y of convulsions not
’; of the DPT shot.

reason to a pa
me | g were misinformed.

he people atte

d by the American
latric Redbook as a
er shot. Here |s

tes as reasons _not
part of the DPT shot

—_CD

:)—wg —1_C5
- —
:
O —+

D —+
o O

E
Wareness or
sign3 of brain damage.
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Manufacturers, add that you should not, give the shot
to children with aerrous system drsorders those
underrlrorng chemical theraln or who have had an
infection or fever, ile” the American Academ% of
Pediatrics does not include it in 1ts guideboo
manufacturers say you should not vaccrnate a child
who has a personal or family history of central
nervous. system disorders or convulsions, like the
Resciniti” family.
But, what about the children who have already been
damaged? h 0's helping them? Unless they sue, and
manY fam rIres don1l have the money or dorll want to

nobody . is helping them Bay the enormous
rain damaged ¢ hrId rings upon a

g
V
0 I
c0sts that a b
family.

[ust, recently raad that it |s gorng to éro up
% you institutionalizZe a

tt-  Those are tax dollars. Now, ats $36 000

for one individual. | can kee p him home where
ly belongs, where we want him, for far less.
ely a chrd- lik e thrs deserves to stay out of
ntron and unjess there is compensation,
y cannot do:it,

X natrons provrde compensatron for vaccine
urd.es. e¥ are reat Britain— which has

ee awards 0 $ZOQD each to ust under 600
, Japan, Prance, Denmark, Wes Germany and
n this country hasa

la. |t's been in
award...a three-month old

an Only one state
ation program: Califo
ince 1P/ lts firs

I
rn
t

The only time the U.S. government has compensated
victims was for adverse reactions to the swine flu
vaccine. |t has, however, commissioned two studies-
to try to determine the- cost of an- overall vaccine
compensation program. |t was determrned the cost
per- DPT victim could be as_high a (% .
Iegrslatron has ever been |ntroduce The offrcral
position..
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The position or the Department of Health and Human
Services has been that there is not as yet evidence
than such a system i3 needed.

t the "P" part of the DPT
er few consequences.

ave suffered learning
brain damage as a direct

shot and apparently su
However, soma children
disabilities and severe
result of the shot.

Thousands of children %$
h

There is no way of knowing how many DPT victims there
are in the United States, "but theré certainly are far
more than the medical community or the government would
like to admit. The government has known, about

serious reactions to the DPT shot for 40 Xears. |ts
one A-,-r>i-|on|§( study in 1973 showed a very high rate of
reaction to"™the shot, but that stud¥ has virtually
been ignored. So has the evidence that other colntries
have found that whooping Cough is probably not: the
dread disease it used t0 be and the vaccine may not

be as effective as previously thought.

We have found in our* investigation of the DPT 3hot
that many doctors and nurses. are misinformed about
ust which children are at risk if they are given

he vaccine. We have also found most doctorS that see
reactions to the shot do not report them to the
government or the manufacturers or to parents,

e

We have found vaccines hav? been allowed on the market
with | e effectiveness or safety data, and that
for determining those things is faulty

——

ctive has heen to provi
ean informed discussion a
ilemma for parents remains.
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Il would certainly vaccinara my child...yes.

| would probably advise against it.e» jf the rest of
the community were getting the pertussis.-

Much more is to be gained by immunizing the children

W ith our,cur rent vaccines with its lim’tations, than
by allowing our children to be -exposed to contracting
Pertussis.

| feel that the vaccine should not bhe used, because
the vaccine today represents a much grea er threat
than the Whooping Cough itself does

| recommended in writing to_ my daughter, so she could
taka this Iett to he pe iafrician ( e donrt normally
communicate thatfounal hatn¥ g d s0Ns recmve
the "D" .and the'T* .comp entgf DET but not th
pertussis component.

| believe it should be given to every child in the
United States w.ith the éxception of very rare childre

in which there is a specific reason not to.

| believe that the risk of e from the vacci
IS now greater than the r damage from th

dam
1Sk

g €

ma N
of disease.

D o

lieve we have reached a'stage in this
tussis where we have approached the

ination is more hfzardous than

ase.

(Doﬂ

See...it's ail gene already.

END 0?7 PROGRAM
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Before I1t’s too
late, vaccinate

Measles
epidemics
awarning

By ANN CHANDONNET

TIMES WRITER

B efore it’s too late, vacci-
nate.

That’s the theme of

National Immunization

Week, Sept. 2228 a joint cam-

paign of the Children's Action

Network and the American
Academy of Pediatrics.

The campaign’s message is
that recent measles epidemics
are a warning that many of
America’s youngsters are vul-
nerable to diseases once nearly
erradicated, said Dr. Rosalyn
Singleton. Singleton is a pediatri-
cian at the Alaska Native Medi-
cal Center and a fellow of the
American Academy of Pediat-
rics.

“The whole focus of this cam-
paign is a result of the measles
epidemic which started suddenly
in 1986 Singleton said. “We
thought we had eliminated mea-
sles from this country, but then
we started to see fairly large epi-
demics.”

After an all-time low of 1,000
reported measles cases in 1983
Singieton said, 1990 saw 26500
cases reported, with more than
B0deaths.

“The main reason this is oc-
curing is that preschoolers are
not getting immunized as much
as they were."

Nationally, Singleton said,
about one-third of pre-schoolers
are not fully immunized. In some
inner city areas, half of the pre-
schoolers are not immunized.
This has triggered major rnea-



sles epidemics in Los Angeles,
Chicago and New York.

In fact, In 1990, there were
more deaths from measles in the
United States than have been
seen in any single year since
1970 Most of the deaths were
among pre-schoolers.

Parents need not fear
vaccines, Singleton said.
“Vaccines are 9% per-
cent effective. They
could have prevented
hundreds of deaths na-
tionally.”

One toddler in Alaska
died in 1990 from the
complications of mea-

sles.

The cost of a single vaccina-
tion is $15 to $25, putting the total
cost of immunizing a baby from
two months through kindergar-
ten boosters at $250 to $300.

For parents who can't afford
vaccinations through a private
physician, there are free public
sources, like the Indian Health
Service and Municipality-spon-
sored well-baby clinics.

The cost In terms of dollars is
insignificant, Singleton said, “if

you look at the cost of grief when
your child dies.”

Infection can have severe
ramifications, Singleton added.
“Mumps can cause sterility in
males. Rubella in a pregnant
women can cause congenital ru-
bella in her child — heart de

‘We thought we had
eliminated measles from this
country, but then we started
to see fairly large epidemics.’

fects, deafness, retardation or
death. Polio can cause paralysis.
Diphtheria and tetanus can
cause death. Whooping cough
can cause infants to stop breath-
ing, to have seizures from loss of
oxygen, or long-term lung dam-
age.”

Parents may neglect to have
their children vaccinated be-
cause they fear side effects, Sin-
gleton said. But side effects such
as fever, fussiness and tender-
ness at the injection site are

short-lived.

“First-time parents today
may never have seen a case of
polio or a case of measles,” Sin-
gleton said. “They don't under-
stand that polio can be devastat-
ing. They think of measles as 'a
regular childhood disease.’ But it
can cause pneumonia or
encephalitis. We need to
alert ourselves that
these are important dis-
eases to prevent.”

Like Singleton, Janine
Schoelhom, immuniza-
tion program coordina-
tor for the State of Alas-

ka, is concerned that, for
many children, vaccination is put
off.

"Kids need to get vaccinated
on time. Assoon as a child is eli-
gible for vaccination, he should
be vaccinated. It should not be
postponed. When we see vaccine-
preventable disease, often we
see it in children who are old
enough to be vaccinated — but
the parents have postponed it
Unfortunately, those are the chil-
dren most severely affected. Our
goal in the state is Qpercent im-

munization by age two.”

By age two, children should
have had the following vaccina-
tions:

e 4 DPT (to prevent diphthe-
ria, tetanus nnd pertussis or
whooping cough)

» 30PV (oral |>dlio vaccine)

e 1 MMR (measles, mumps,
rubella)

Earlier this month, the Amer-
ican Medical Association recom-
mended that a two-dose measles
vaccine strategy be imple-
mented in the measles-mumps-
rubella vaccine, to make vacci-
nation a simplified procedure.

These Immunizations are an
absolute requirement for day
care entry, Schoelhom said.

Ironically, children who are
cared for at home, whose moth-
ers do not work for their first two
years or longer, are among those
at high risk for not receiving the
proper vaccines by age two.
Therefore, when these children
do venture out into the general
population, they are ripe for all
sorts of infections.

Schoelhom cited a state-wide

See Shots, page E2
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sample of kindergartens, which
found that among kindergarten-
ers last year, fewer than QO per-
cent had been fully Immunized
by age two. "So we have quite a
few children out there who are at
risk."

"Because we have been able
to reduce the incidence of dis-
ease, people start thinking the
vaccine is more dangerous than
the disease. And that’s just not
true,” Schoelhom said.

"Some people think vaccine-
preventable diseases are ex-
tinct; that there’s no chance of
them getting them," Schoelhom
said. "Actually, we do have im-
ported disease in Alaska. We
have a lot of travel between
Alaska and other places, and
they are at risk particularly for
pertussis, measles and rubella.”
These diseases can Kill.

Measles is so infectious that
onlookers sitting in an emer-
gency room or a pediatrician’s
office can catch it from an in-
fected person’s just passing
through.

During the national immuniza-
tion week, Alaska’s radio and
television stations will be run-
ning messages about the impor-
tance of immunization, and
clinics across the state will state
their own local campaigns.

"Alaska has good laws," Sin-
gleton said, "so we have some of
the best immunization rates for
vaccination for school-age chil-
dren in the nation. But pre-
schoolers are falling through the
crack. They usually get the first
shots, but don’t get the measles
at 15 months and the DPT at 18
months. This puts them at risk."

Phone Numbers

The Municipality of Anchorage
has a 24-hour recording on immu-
nizations; call 3434734

For information about well
child clinics, call the Municipal
Health Department at 343-4800.

Native American parents
whose children are behind in
their immunization schedules
should call the Alaska Native
Medical Center to make appoint-
ments. That number is 2571103,

The national number for free
vaccination and health care in-
formation through the mail is 800
5256789,

The latestvaccination

HIB isa special protection for kids

BYyANNCHANDONNET

TIMES WHITER

M ost parents are familiar
with DPT and MMR,
but they may never

have heard of the latest in vacci-

nations—HIB.

HIB Is short for haemophllus
influenzae type B. In Alaska,
vaccination with HIB vaccine Is
not required for day care or kin-
dergarten attendance, said Nina
Davidson, a registered nurse
who is a nurse specialist with the
basic immunizations and HIB
program at the Alaska Native
Mecdcal Center.

However, It Is important for
many children to have this spe-
cial protection, especially Native
American children.

"Alaska Natives have about 10
times the rate of influenza as the
general population,"” Davidson
seid.

The HIB vaccine has been In

distribution only since 1985 The
Initial vaccine developed was not
as effective as the vaccine that
has been available in the last
year, Davidson said.

HIB needs to be given at the
age of two months, Davidson ad-
vised.

“Up until the last year, HIB
could only be given at 18 months,
and most of the disease occurred
in kids under that age,” David-
son said. "So it’s a real leap for-
ward to have a vaccine that can
be given to this younger group of
children."

The peak incidence of hae-
mophilus influenza is between
four and six months.

HIB needs to be prevented be-
cause it is the major cause of 8
percent of meningitis cases. Chil-
dren who are given the HIB vac-
cine receive two different vac-
cines, one in a series of three
shots and one in a series of four.
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*" Be" BW mO0"'t'S°H is examined recenlly by Jean Baker, R.N., just befare Veronica is immunized.
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Parents, doctors express

doubts over vaccinations

By SUE CHASTAIN
Kmght-Ridder Newspapers

It was more than 10 years ago,
but every detail of the day is
burned into Barbara Fisher's mem-
ory.

She'd taken her 2Vi-year-old son,
Christian, to the pediatrician for
some routine shots. A few hours
later, she looked in on him.

“He was staring into space,
white as a sheet," the suburban
Washington mother recalled. "All
of a sudden | saw his eyes roll
back. His little head went down on
his shoulders, and he was out. |
carried him to bed, and he didn’t
wake up for six hours.”

Fisher was uneasy, but con-
vinced herself it was just fatigue,
or a relapse of a recent flu bout.
“If 1I'd known then what | know
now, we would have been in. the
emergency room.”

The boy's problems were only
beginning.

"He just deteriorated over the
next couple months,” said Fisher.
"He stopped eating, stopped grow-
ing." A lively, precocious toddler
who had been speaking in com-
plete sentences, Christian “no lon-
ger knew the alphabet or his num-
bers. He couldn’t concentrate —
he'd just sit and stare and drool.”

Frantic, Fisher took him from
doctor to doctor. No one cmid
explain what was wrong, though
one suggested maybe it was "just a
stage."

It was not until a year and a
half later, when she watched a TV
show that Ilinked the pertussis
(whooping cough) vaccine to cases
of brain damage and death, that
Fisher begat' to wonder. Had the
"routine" vaccinations — Chris-
tian’s fourth dose of a shot known

as DPT, for diphtheria, pertussis
and tetanus —somehow caused his
baffling decline?

After reading all the medical
literature she could find about
reactions to the vaccine, Fisher
was no longer just suspicious. “I
saw exact descriptions of what |
had witnessed that day,” she said.
“l was furious nobody had warned
me. How many children have to be
injured, or die, before somebody
does something?”

CHILDHOOD VACCINATIONS

To the public health establish-
ment, they’re a bulwark against
deadly epidemics. To many pedia-
tricians, they’re the cornerstone of
the practice. So entrenched is the
concept of "getting your shots"
that the recent measles deaths of
nine Philadelphia-area children
caused public outrage and a full-
force campaign to bring the recalci-
trant into compliance.

But a growing number of par-
ents are unconvinced. They believe
that some of the required vaccines
are far more dangerous, and less
effective, than public health au-
thorities say they are. And they
are demanding the right to choose
— to let their children have some
shots, to reject others.

Fisher, with a handful of other
parents who believed their chil-
dren had been hurt or killed by the
pertussis vaccine, formed Dissatis-
fied Parents Together (DPT) in
1982. The Vienna, Va., group,
which runs an information clear-
inghouse and lobbies for safer and
more effective vaccines, said it has
support ana donations from 35,000
people, Requests for information
have gone up 50 percent in the last
two years, Fisher said.



Barbara Fisher talks to her son, Ch.istlan, who she says
learning disabilities” as a result of a routine childhood

These are not people who resist
vaccinations for religious reasons
— unlike the members of several
fundamentalist churches here,
whose objections came to light
during the measles outbreak.

"Before people write us off as
crazies, they should know most of
us truly believe, on medical
grounds, that some vaccines are
dangerous," said Fisher, who co-
authored n 1985 book on the per-
tussis vaccine, “A Shot in the
Dark," now in its third printing.
"It's not like giving your child an
aspirin. We're not against "all"
vaccinations — we just want to be
able to say no."

Still, vaccinations remain "the
closest thing to a religious sacra-
ment we've got in this country,"”
said Richard Moskowltz, a Boston
family practitioner who has stud-
ied the issue for the Inst decade
nnd believes that there are so
many unanswered questions about
the risks of vaccination that giving
every child the full complement of
shots is "very reckless."

Although he acknowledged that
his views are not shared by most
doctors, he's seen an increase in
"passive support" among col-
leagues in recent years. "A sizable
number share the concerns but are
not willing to say so publicly,"” he
noted.

Moskowitz traces the beginnings
of vaccination protests to 1976,
when the federal government back-
ed an ill-fated mnss-immunlzation
drive against swine flu — an epi-
demic that never materialized. The
effort was finally halted when
some people contracted Gulllain-
Barre syndrome, a rare paralyzing
disease, after being inoculated.

"That showed people that the
so-called medical authorities didn't
always know what they were do-
ing," said Moskowitz.

THE MAIN OBJECTION

Although the anti-vaccine cr.i-
tingent is most critical of the per-
tussis shot — Fisher called it "the
oldest and crudest" in use — the
primary objection is that any shots
should be required for a child to
attend school.

Though Immunization require-
ments vary from state to state,
they have generally become more
comprehensive since the early
1970s, said Walter Orenstein. direc-
tor of the division of immunization
of the Centers for Disease Control
(CDC). AIll states allow medical
exemptions: 22. including Pennsyl-

has "multiple

y
vaccination.

vania, allow philosophical exemp-
tions, nnd all ' ut two, West Virgin-
ia nnd Mississippi, allow religious
exemptions.

"The school laws play a major
role in assuring public and commu-
nity protection,” Orenstein
stressed. "With a high level of
immunization, you break the chain
of transmission. If the laws were
ever abandoned, we'd see a mas-
sive resurgence of disease."

Orenstein said he was aware of
the DPT group, which pushed
through Congress a 1980 act setting
up a nationnl system to compen-
sate parents for vacclne-relnted in-
juries or deaths.

It's time for the baby's first
DPT shot. Or polio booster. Or
MMR vaccination (measles, mumps
and rubella). Will the shots really
protect your child against the dis-
enses?

According to
wisdom, yes.

Most of the common vaccines
"are 95 percent or more effective,"
said Orenstein. The rate drops to
70 to 90 percent for pertussis, but
Orenstein calls that "a pretty good
range."

The very fact that no vaccine is
100 percent effective shows why
high immunization levels are criti-
cal, he said. Children who a”!
unprotected by the vaccine ",e-
ceive some indirect protection" il
every other child they are in con-
tact with "has" been successfully
Immunized.

the conventional

A SERIOUS QUESTION

But Mo-kowilz, who took a
year's sal- it.cnl to study the issue
in 1982, said effectiveness is "a
very serious question."

Studies of numerous disease out-
breaks, including the current na-
' nwide measles epidemic, have
shown that "at least 50 percent of
the victims have been vaccinated
— some quite recently,” he said.
"Many articles In the pediatric
literature show that re-vaccination

which public health authorities

claim is sometimes necessary to
‘restimulatc the immunity' -
doesn't work."

Nor is there agreement on

whether vaccines really wipe out
diseases, or whether diseases wax
and wane for unrelated reasons.
Public health officials credit the
pertussis vaccine with nearly erad-
icating whooping rough, which
killed almost 8,000 people at its
peak In 1924.

But Moskowitz noted that the



disease "hod already begun to de-
cline precipitously long before the
vncclne was Introduced" In the
1940s. "It's much the same with
diphtheria nnd tetanus," he said.

Even more hotly debated: How

snfc is It to Inject viruses nnd
bacterial toxins Into very young
children?

Orenstein characterized the rum
mon vaccines, Including pertussis,
ns "highly safe - the benefits far
outweigh the risks." Claims (hat
the pertussis vncclne can cause
brain damage or death have not
been proved, he said, adding that
recent studies suggest an even
weaker link to brain damage than
had been thought

"1I'm not ready *o say it abso-
lutely doesn't (cause brain dam-
age), but if It does, it's extremely
rare," he said.

Orenstein nlso said Hint, because
the first pertussis vaccine Is given
at ngo 2 months, it is extremely
difficult to separate its effects
from "coincident events."

"That’'s about the same time
Sudden Infant Death Syndrome
(SIDS) peaks, nnd too early to
assess neurological normality," lie
said. "Because B follows A doesn't
mean A caused B."

Fisher argues that the CDC
grently underestimates the prob-
lem by classifying many vaccine-
caused injuries ns unrelated neuro-
logical abnormalities, nnd many
deaths ns SIDS. From Interviews
with more than 500 parents and
information gleaned from her re-
search, Fisher estimates "a mini-
mum of 12,000 injuries (from vac-
cines) each year, from learning
disabilities to severe nnd profound
retardation, nnd another BOO to 900
deaths, with most of those written
off as SIDS."

BEING INFORMED

Fisher nlso believes that the
public should know about factors
that her group maintains put chil-
dren at risk for a severe reaction
to the pertussis vaccine for
instance, a low birth-welght, a
recent illness ora family history of
allergies. "Doctors don't want to
scare people,"” she said, "but keep-
ing the public ignorant just con-
tributes to the number of injuries
nnd deaths."

Moskowitz contends that vuccl-
nntion can cause the very disease it
is designed to prevent "but in an
atypical form, often quite difficult

to recognize — a much deeper,
more dangerous illness with more
complications and new symp-

toms."

He also has noted that more of
his young patients are getting
chronic illnesses — ear infections,
allergies, eczema, asthma, "the
whole gamut." He speculated that
the widespread use of both vac-
cines and antibiotics seems "to be
promoting chronic rnther than
acute responses, infections which
don't heal themselves as well as
they used to. immune system
breakdowns." Vaccines, Moskow-
itz has concluded, could be creating
a generation of the chronically ill.

Rnther than trying to eradicate
diseases with vaccines, he suggests
a return to an old-fashioned notion
exposing children to generally
benign childhood diseases such ns
measles, mumps nnd rubella when
they are young, allowing them to
acquire permanent immunity and
protecting them from getting more
serious forms of the diseases later.

This is less dangerous "than
trying to beat nature at her own

VIAVILUMIVIDMIVIDDIDD

game," he said.

Orenstein, however, believes
that "takes the natural unnatural
argument too far. These are not
Insignificant diseases — | wouldn't
want to put my child through one
of them, just to got 'natural’ linmu-
i tty. "Death” Is very natural we
i.sed to sen n lot of It from these
diseases."

To vaccinate or not? The answer
Is no longer automatic, at a time
when few patients accept the no-
tion of medlcnl infallibility

Fisher's group urges pedlalil-
elans to provide parents with In
formation, nnd to encourage them
to ask questions. "Most of the
pediatricians don't like to lake the
time," she said. "But others are
very responsible.”

Rachel Mueser's first child, .la
cob, Il, got every shot In the honk.
"I didn't really think very hard
about immunization then," said
the Bala Cynwyd, Pa., mother. "I
just did what the pediatrician rec
omincndcd."”

But because her second, Anna,
was too sickly to be vaccinated on
the usual schedule, Mueser found
herself with more time to think
over the Issue. "The Ilonger |
thought about It the more con-
cerned | became,” she said.

Mueser has evolved into a clas-
sic "pick and choose" parent. She
loft n pediatrician who tried to
scare her into giving shots and
sought out one who didn't insist.
She did some reading nnd derided
to authorize polio nnd tetanus vac-
cinations for both Anna, now 4,
and Benjamin, 9 months.

But she decided against the per-
tussis vaccine ("Anna's practically
too old to get it anyway, and |
know too many children wlio've
iind severe reactions") and diph-
theria ("You don't hear about it
much anymore").

Anna was due for MMR at 15
months, but Mueser canceled that
("I'd like to give her Hie opportu-
nity to have the diseases, and get
lifelong immunity"). She changed
her mind about the measles part nt
the shot because of the ongoing
epidemic, but hasn't yet decided
whether Benjamin should get it
when he's old enough.

Knowing Anna nnd Benjamin
aren't vnccinated against some dis-
eases bothers her sometimes. "Ev-
ery time they get sick I'm very
scared," she said. "I probably Wor-
ry more. I'm very vigilant. | give
them vitnmins every day, nnd
herbal tinctures to support their
immune systems. But basically
they're strong and healthy, and |

like to thinlc it's because they
"don't" have all those shots in
them."

Making a "truly informed deci-
sion" is impossible, she said. "But
that doesn’t mean you don't have
tl wresponsibility to make a deci-
sion."

TOUGH DECISIONS

Barbara Fisher's son. Christian,
Is now 13 nnd has slowly recovered
his physical henlih. But he is left
with "multiple learning disabili-
ties," according to his mother. He's
two years behind in rending, lias
trouble concentrating nnd gets con-
fused If the teacher puts more than
one instruction in the same sen-
tence.

"He knows he’s different, nnd
that makes him frustrated and
angry," said Fisher. "He asks me,
‘'Mom, why did you 'et them give
me that shot’' All | can say is. at
the time 1didn't know."
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GUIDE TO CONTRAINDICATIONS (VALID AND INVALID)
TO CHILDHOOD VACCINATIONS

Parents arc often blamed for poor immunization levels among children under age two; however, evidence suggests that the health care system must assume
substantial responsibility for missed opportunities to vaccinate children. Missed opportunities occur when a child brought to a clinic for immunization is not
vaccinated because of inappropriate contraindications'such as a minor illness. Several conditions or circumstances that arc often inappropriately considered
contraindications to vaccination arc listed in the table above, along with the conditions that constitute valid contraindications for each vaccine. This table
incorporates the most recent information on contraindications for DTP vaccine. Four conditions previously considered absolute contraindications arc now

considered "precautions” by the Immunization Practices Advisory Council (ACIP).

\accine

General
For All

Vaccines:

Valid Contraindications

An immediate anaphylactic reaction following vaccine

DTP
TOPV
1PV
M MR
HIB
HBV

TOPV

oThe evcnu Ilsted U precautions, while not contraindications, should be carefully reviewed. The benefits and risks of tominiitcring a specific vaccine o

anindividual u erexmtmgureumsuncqs hould
be withheld. 1 ihc benefi

Moderate or severe febrile illncsseB

Encephalopathy occurring within 7 days of immunization

Feverof >40.5 C (I05F)
within 48 hours of

Precautions*
vaccination

Collapse or shock-like
stale (hypotonic-
hyporeaponsive episode)

within 48 hours

Seizures within 3 days
Persistent, incontrollable
crying lasting >_3 hours,

occurring within 48 hours

of vaccination

Infection with HIV
Pregnancy

Known altered immunodeficiency (hematologic and solid
tumors; congenital immunodeficiency, and chronic

immunosuppressive therapy)

Immunodeficient household contact

Anaphylactic reaction to NEOM Y CIN or
STREPTOMYCIN

Anaphylactic reaction following egg ingestion or to

NEOMYCIN
Pregnancy

Known altered immunodeficiency (hematologic and solid
tumors; congenital immunodeficiency; and chronic

immunosuppressive therapy)

Recent (within 5 months) IG adiinistration

be considered.

If the ris

Invalid Contraindications

Local reaction (soreness, redness, swelling) following a dose of DTP or M M R vaccine

Mild acute illness with or without low-grade fever

Mild diarrheal illneoa or gastrointestinal tract disturbance in otherwise well child
Current antimicrobial therapy

Convalescent phase of illness

Pren.iturity: Same dosage and indications as normal, full-term infants

Recent exposure to an infectious disease

A hlstayof mncl"lnor other m‘BmV\Calb rgCB(T relatives with such a"ergl%
Temperature of <40.5 C (105 F) following a previous dose of DTP

Family history of convulsions

Family history of sudden infant death syndrome

Family history of an adverse event following DTP iiununization

Breastfeeding

Tuberculosis or Positive PPD

Pregnancy in mother of recipient
Breastfeeding
Immunodeficient family member

Infection with HIV

Non-anaphylactic reactions lo eggs or neomycin

ks lo ih individual are believed to outweigh the

benefits, the immunization should
its are bel 1ef'to outweigh the ritks (for example, during an outbreak), the immunization should be given.
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90% IMMUNIZATION LEVELS BY AGE 24 MONTIIS--
CAN ALASKA ACHIEVE THE "YEAR 2000" GOAL?

Introduction: National Health Objectives for the Year
2000 include increasing basic immunization series levels to
al least 95% for school children and children in licensed
childcare facilities and to at least 90% for children
under age two. Basic immunization series conpletion
levels of greater than 95% among Alaska school children
and children attending licensed childcare facilities have
been meintained since 1984 and 1986, respectively. In
order to estimate Alaska’s progress toward achieving 90%
vaccination levels anmong children under age two, the
Alaska Immunization Program conducted a state-wide
retrospective study of vaccination histories of Alaskan
kindergartners.

Results: 494 of 859 (57.5%) Alaska kindergartners
surveyed during the 199091 school year had conypleted the
besic immunization series (4 DTP, 3 OPV, and 1 MVR)
by their 24-month birthday. \accination levels for separate
vaccines were highest for MVR (79.3%) and lowest for
DTP-4 (61.7%). Ofkindergartrers surveyed, 640 (74.5%)
hed received OPV-3 by age 24 nonths.  Regional
immunization levels by 24 months of age were highest for
the Southwest Region (76.4%) and lowest for the Gulf
Coest (38.7%) (Table 2).

TABLE 1. Percent of Children Completing Primary
Series by 24 Months of Age, Alaska Retrospective
Survey, 1990-91.

Interior
Northern

Sheg

10nS

Age-appropriate  vaccination levels were highest a 3
months of age (76.6%). The level of full, age-appropriate
immunization declined gradually after the 3-month
vaccination due date, dropped sharply a 16 nonths
(1.6%), increased to 57.5% by 24 months and to 73.8% by
36 months of age (Figure J).

Two hundred thirty (35%0) of 658 kindergartners who were
adequately immrunized by three months of age were lost to

orHime vaccination follonrup by 24 nonths of age.
Eighty-nine (36%) of 246 children who received MVR on
or after their 18-month birthday, and were due for DTP4
at the time of MIVR vaccination, missed an opportunity for
DTP-4 vaccination at the time MIVR wes administered.

Figure 1  Age-Appropriate Immunization Lewels,
Alaska Retrospective Survey, 1990-91.

Percent Immunized (N-859)
100-

! 16 19

Age in Months

Summary: Fully one-fifth of Alaskans two years old and
younger who are eligible for vaccination, ey be
unprotected against measles infection. Over 40% may lack
one or more vaccinations that could lower their risk of
acquiring common childhood diseases.

Recommendations: Alaska health care providers
can help to improve the level of protection against
vaccine-preventable disease among children under
age two.

1) Implement patient-tracking systems for on-time
vaccination of 0-2 year olds and reminder-recall
notification of parents.

2) Review current data about adverse events associated
with vaccination and educate parents about the risks
nnd benefits of vaccination.

3) Screen a child’s vaccination history carefully at all
office or clinic visits, regardless of the reason for the
visit. Administer all vaccines for which a child Ls
eligible simultaneously.

4) Review conditions inappropriately regarded as
routine contradictions for vaccination.

5) Eliminate barriers to the receipt of vaccinations-
induding excessive administration costs, physical
cxnminaiion requirements, and limited clinic hours
during which vaccinations are given.

(Contributed by Jtni.-i Schotllhotn. MS, MPH. Section of Epidemiology. Th«nii lo GUdy» Decker. RN, end Deanne llerm$, RN. Section of Epidemiology)
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ly91 Semi-Annual Infectious Disease Report
Number of Cases by Region

Southeast Southcentral Northern Total

1991 1990 1991 1990 1991 1990 1991 1990
AIDS 1 1 10 1 0 0 n 12
Amoeba 1 1 4 2 0 1 5 4
Anthrax 0 0 0 0 0 0 0 0
Botulism 2 0 2 0 3 0 7 0
Botulism - infant 0 0 0 0 0 0 0 0
Brucellosis 0 0 0 0 0 0 0 0
Campylobacter 12 6 19 18 7 0 38 24
Cholera 0 0 0 0 0 0 0 0
Diphtheria 0 0 0 0 0 0 0 0
Diphyllobothrium latum 0 0 0 1 0 0 0 1
Encephalitis 0 0 0 3 2 1 2 4
Enchinococcus 0 0 0 0 0 0 0 0
Enterotoxigenic E. coli 0 0 0 0 0 0 0 0
Giardia 28 18 37 51 1 3 66 72
Gonorrhea 8 17 300 517 62 69 370 603
Hepatitis A 4 5 78 75 2 10 84 90
Hepatitis B 2 5 16 27 2 5 20 37
Hepatitis non-A non-B 3 | 8 1 1 0 12
Hepatitis unspecified 0 0 0 0 1 0 1 0
Legionnaires' disease 0 0 0 0 0 0 0 0
Leprosy 0 0 0 0 0 0 0 0
Leptospirosis 0 0 0 0 0 0 0 0
Malaria 0 | 0 0 0 1 0 2
Meningitis - aseptic 1 3 10 9 5 3 16 15
Meningitis - hemophilus 1 2 7 8 1 4 9 14
Meningitis - meningococcal 0 1 6 5 | 1 7 7
Meningitis - unspecified bacterial 2 3 4 7 0 4 6 14
Mumps 4 0 5 1 1 0 10 1
Paralytic shellfish poisoning 3 1 7 12 o 0 10 13
Pertussis 0 0 8 0 2 0 10 0
Plague 0 0 0 0 0 0 0 0
Polio 0 0 0 0 0 0 0 0
Psittacosis 0 0 0 0 0 0 0 0
Rabies (Animal) 0 0 1 1n 2 14 3 25
Reye syndrome 0 0 0 1 0 0 0 1
Rheumatic fever 1 r 0 0 0 0 1 0
Rubella 0 t 0 0 0 0 0 0
Rubeola 0 45 1 20 0 15 1 80
Salmonella 3 4 47 22 3 10 53 36
Shigella 0 3 9 3 0 1 9 7
Smallpox 0 0 0 0 0 0 0 0
Syphilis 3 1 10 8 3 4 16 13
Tetanus 0 0 0 0 0 0 0 0
Trichinosis 0 0 0 0 0 1 0 1
Tuberculosis 1 3 29 13 4 9 34 25
Tulare mis 0 0 0 0 0 0 0 0
Typhoid 0 0 0 0 0 0 0 0
Yellow Fever 0 0 0 0 0 0 0 0
Yersinia cmerocolitica 1 2 0 7 1 0 v 9

Since only a portion of all reportable illnesses are reported, these figures represent trends rather than actual incidence. More complete reporting
ofcase* to the Division of Public Health will result in more accurate statistics. The above figures represent both military and civilian reporting.
Estimated Total Population 1990.
Southeast 6(1,989
Southcentral 369,563
Northern 112,491



THE NATIONAL LAW JOLR\AL Monday, My 13 101

T HE RECENT. measles outbreak statute that Buys, “All departments of

In Philadelphia among_children health...shall "have full power, and
of members of | hoPaII%Taberna shall make..such rules and regula-
cIe Congregation and tho First Centu- J ¢ Ll tions, which in tholr Judgment mny bo

Gosool Thurch has focused atten- proper and necessary, for the protec-
hon on ho&ﬁoweroftheslate torequire tion of public hoallli,”

o i a0 et By Jennifer Trahan and Susan M. Wolf T HE TS agument it t
ch urc es olppose Immunrzatron nnd, threat to tho chqdren Was Serious
mroe nlga treatment on .religious " . ht fStat dF ilv Clash %nough to Justtrfy Ilﬂtervenltrgntln
ﬁ SIXdOfdth? CoanegatIOnlstcdhrlldren Rights o ate a n_ a mily a5 fa ?ysggﬁ?t Tt (‘atlculrjt%hartrrle%sstererrtorye
Bl In Forced-immunization Cases AW
tho Ph ||ade |a Health Dep artment ?ectth community and hrldrenfom

Ing on Prince, tho Dlstilet Court for tho  dclphla arqued that, although tho chil-
(J’Béa'”egd‘wa% F%rsrt?nTmFear?rle)hucrr)rLrjrrt Vlvgstern District of Washrnglo(? held  dran were. not “abused™ child dren, rgr(t)tnamjerflc?obulg rcilrger%sses @%‘g? pe
[re statutes were constrtutrona espite  Intervention was proper. court, under different crrcumstances

the hospitalization of four severely

children, The city also obtained famil hr?sthtr%teI%g?ntenety ghadce o parrT]eérrtat Ch”tjhgrm%actﬁgnh:ltglvevse%actggmcgeﬁlrnegr haa explrortly refused to allow state In-

gourt fordersthrequrrrrp the lhm'ﬂ”ém ¢ ment figts.” The Supreme Court af- [nto dno statute what' ¥enns lvania (ervention over parental religious ob-

Igtncoonstlr)e(lcotedermcealslrggq who nad not tirmed tho district courtsogrnron na has piaced In (o Separate tatutes, Jections when the children Were not

Vg CONHACE Superior Court' and Su- 0N ﬁenrt]ence per curigm opigion, Flor |exampe dForr a's ¢ IIdﬁprotcc aclt#zlinyra Kppeal in CochrseCounty 1
which the couft cifed Prince. tion law provides: Join 13 APPSR I Cochize Count had

reme Courtl havo refused to stay tho
Accordrn although parents os- arent,..legitjm atel C-

Eanr(rjt|fyvecogfrttshelngﬂtlrrdrrrrezr?trﬁgvoorglﬁrcse sess.both "B Amendgme%t rghts 10 trérng[hrshrelrgfrtgJ eliet ywh)oag died, of %rlllolrrrr]/teedsntgalrerrlh%trlhreurttrt]raetatgg

been Immunized.” These proceedings 1amily autonomy a First Amend-  reason_ thered oosI nt%aptrrh)\elnt becauso of her rcIIquuH Views. The

ment rlghtB to fallow. religious beliefs s ecrfred medica
rejrgse}wcnosnst-rtutronal and"state law carrn% fortherrohrldre% the state's PRy “not bo'considered abusive  State souaht fo geclare the mother's

q Interest”In safequarding tho health of orne lectful for that reason alone,  other children “dependent” on_the
Lourts have long recognized that ihe  ppigren can ou%wergh these rignts In out sguch an exception docs not  grounds that the mother Bald that she

First Amendment's free excrclso
clause and the 14th Amendment's due %omethorrcgmstance\s/vgheé:rucr Itﬁuest- [erehcelrt]rdtcheah%%rlrtrrt grfo%eoéﬂelh \tl\h%%de|rt]r(t)Erp|fr(t\hledewg]rgdtoC%|e cae JPI
process clayse protect the rreghts of - HOR TIen DECOMES: e Qe h Mred ing. W It fred.  The Arizona Supfeme Court, however,
parents to freely exercise thelr, reli- 3~ Re@l OF & CAG JUstily stato — FeyLITE oot p’OV'S'SOIQ,;’n MEC " refused to declare the other children
gl and to contiol thelr children's up- ntervention? This statute, whrle phys! Nizing par- dependent” because they were still n
rn mg without unwarranted state ts' First A t ght . good health. The court found the
Intervention. | NTHERECENT situation In Phila- ?h]eses Irs c en;?n menengt 5 ntoar}e glate's Int rest In the hea|1h of the chil-
In Wisconsin v, Yoder, the US, Su- delphia, tho family court ordered Hheless ioh Whenythe EIMIS. STt R insuficient t Guleigh the moth-
preme Court neld thot a'cniminal con- _ the"hospitalization of four mcastcs-  [HEHERNION WIER (e alth of achild11's” constitutional rights- to raise a
iction of AmIsh parents who refused  Btricken children. Becauso the children mlq ht be aiven better quidance If tho family and to exercise her religious
to send their children to school beyond  Were clearly Ulaﬂd seyeral otherefll - chope] o ¢ giuen Detter quisance,ITho « beliets " The court noted that If 2y of
the eighth grade on religious grounds ~ dren had area Xdle because oftherr pale LQURaTe were 1o amand tho other chrldren er to become H,
violatéd the Parents First Amendment parents’ refusal of treatment, the P P the atatc would then have sufplcrent
rights. Srmrarh{ in Meyer v. Nebras-  court's order seems consistent with Justification to Intervene.”

& theoctog%rﬁbrt the teaching of for-  Both Prince and Jchoyah's Witnesses

uire the Immunization of the six
erg Panguaqes Lo IERenng CLISF  Indicate that a stato hds the power q reluctance to authorjze state Interven-

n deciding that a state - constitutional precedent and state law. THE FAMILY court orders titre- “"Ajthough the Cochise court showed a
hildren arc more debatable. Be-  tion In the absence of the acfual lliness

tat ho term "liberty
I a%rt"hre tﬁgfrﬁrgerﬁé*‘tgtﬁtgiitﬁrﬁettrflﬁi'ﬁf
bring up chidren" In Stanley v. [li- The state's interest in safequarding the health of  Teasles epidemic posed & speciic and

nojs, the court further. reco%nrzed that current threat to the children. More-

(the rights to conceive and to raise children may outweigh parents' First and 14th over, If any of the non-Immunizcd chil-
dren’ contracted measles, their |jves

ggﬁ'tslafhrtdre hggglcbeéeln\”?erelmﬁ?s egf i inn i Id have b v Jeopardized
A ghts o amendment rights. The question is: When does a e fﬂhveeCI;fyenresaelr'Z%%Srhagqgegrlvzeen

=

N etheless the u; i‘S‘uv threat to a child’s health jUStiva state intervention? ngt rgleérsrgrﬁggwe%sgIlrr]t?rltlrysrvlentmhgrqltzhae

r me Court has also recognrzed relTre ?oug tin C{JC ||se t
tion afleviad by et i Lty piotect a childfrom & lfe-thieatening  cause these Cpildren were not yet 11, derasOaQSFI e e AR
[

irst_and 14th iy ation, despite parents” constitution=  the health risk to them was more at-
?ar?gnofn;ecnhtrsdvlvs%fenota(redrzee%ltth%rs\tva?e al claims. It additon, sfate courts  tenusted than tho ris to the chidren (F))tenenrS t|z¥es aa%a%r(t)%cllggv”yalthouo%\tlt
CaN exercise Its parans patiizer power  {ave consistently hold such Interven-  whom the court ordered hospitalized.  ared intervention In ‘such shtuationt
f8 brotect the g8 Intarests, "o o yon ustified,"An ono coyrt said: TTJo accordingly, 1t Is less glear that tho €7 inctance, a provision In Maryland
or Instance, In Prince V. Massachu- deny one s Ch' medical care netes-  stafe's Interest was sufficiently com- [y indicates (hit when the state’s sec-
tts' the S Cotrt upheld. h sarrr/ {0, save s life hecause gf one's  pelling {0 outiweigh tho parents"consti-  ratary of health declares an emergen-
Sets. e lfjpremﬁ OhUI’ upne fe religious views, falls within tho Pu“onally protec% d rights. y id hild b gl
CﬂnV'C“O?‘O aJe ghova £ oriness |0tr kind of conduct which 1§ ot protected  "The US.'Supreme Court recognized & O 2H| gr\fl‘écr chidren may e Im-
allowing erwar 0 se religious i b the guaranty of religious that states have th Jower f0 [Equire bectron "The Pennsylvania Legrsla

erature In violation of  state chil 4
labor statute, The court ruled that Eeven vaccination. In Jacobson v. Massachu- §yfE oy ‘provide cled.cr guidance by

a child's life Is not Immedi
neither the First Amendment nor the el enJan ereg Courts have genera| E%tntgtrt|unt|tohnl$eI?tirseotheucosttgttéjp?SH the specitying ihat In an emerg encg/oreg
14th Amendment protected the |adults or ered tgreatmentw hen the child’s  sory-vncclnation Jaw agajnst ch)a emro ot school- rge| and prs )
%ctfrons reasoning that " arcnis ma ondrtron lg oA e e e Rl e nation (AW agal ersonal agehctr fen may mmunized Jot
8 rleedto ecomfe”mart emfseve mstance In a recent Pennsylvania de-  [D¢rty. All states. Includin Be o WIAcchrnrhn ?'muscgﬁ%g .
ut It docs not follow they ore free, I cision, In re Cabrera,” the. Superior vania: have srnce enacted%

Identical circumstances, h make par- Court'ordered blood transfusmns for a %rslatr munrzatron order plausrbly construes
requrrrn roof of Immunrza ion_ be-
thifl Penns%/uvanra law and appears lo be a

tyrs of their children beforo they, Nave  child with sicktc-ccll anemia over pa
* fore a enters school.” Nonethe-
reached thﬁ agehof full and Iekgal ﬁrs rental religious objection, even thoupgh less, Pernsylvania Js among the states %h)ensst{atelgnazlrengfenastlrbrlaeeéﬁtmgﬁt()f
crr]etronf when they c"a"n”rna e inal " the child \was not In "imminent dan er thnt grant’a religious exgm tion. al Pth f
ghace or ihemselves. *,he court, I of"dentn.” The court ruled fhnt “a Penns fania Stlle provies that 8rven ne g1 rav g of the measles cp
ractice Te Fcrghe freel ($e§ Wt . flent need nofl bo at deaths, door (the “g/ uirement tnt sth °°| ago ch C\/rvnhcnnconstrtutronall rotected

[é h‘hert 10 ex ose¥he community tore edrcal Intervention, In slowed dren be Immunized) shall no ap | '” renta?rrghts endangertlheJ hves of chil
te child to communicable drsease H( \1 3 for gven mrnrmrze) the the ease of uny child whose parent or - gren " cgurts” consistentl Intervene
0. ihe [atter fo 10 health or death.r  peel ofa patient sustaining a guardian oblects n writing tosuch,Im- £5lrationzle & most clearly stated I
The Supreme Court reached a simi- |||tat|n o elen Injur Thus, - finiaton on religious grounds” — prind&BAGHS ae ot ree'to deprive
ar esult Jehovah's Witnessesm (¢ amra court's order In.the mcaalc? In Inc current situation, the City ar- ey children of the chonco to reach
King. County Hospital." In that case, a  ahtdian Ashor g tho osprtalrzatron 0f  gued that the Iocal measles crisis Was maiority and to decide then whether o
distict CoUTt Upheld two Stalo statufes  ChIren Who Were seriously I 0 Severe —with more than 900 eases gnthyach the parents' religion. The
that perm tted children of Jehovan's RSSIply I Imminent danqer e and six deaths reported — that the par-fam iy court acted well within that tm
Witnesses to e declared Wards of the clearly s%ported by case ents First Amendment rights were  dhior’inordering the hospitalization of
court In order to authorize blood trans- courts hosptinlznllotl - outweighed. Tho clly also claimed that ~ {i"2fdien Theglmmum[z)atron orders
fusions over parental objection. Rel order 5 1159 arguaply cortect under  immurization was the least Intrusive  yera an extension of that doctrine, ar-
p | Y- Pennsylvania st tut0¥ law. A Penn- method to protect the children's uably mandated by the nature of the
sylvaniia law provides thnt 1 child will - health, since the altgrnative was con- grsease e e o IN throat of

not be deemed an abused child If his or trnual monitoring of the children.
Ms, Tran RIS n assqe Lat? with Ne g argued that Penn rrfectron and the lack of adequate

ps

[Tz i=]

York's Schulte Koth her parent falls to provide medical oity furth

i the assoclate folfate oD e Hastings treatﬁtent In theppra tce of r¢ s s SK |as st éutory exemption of Atermatives.
Center a Briarelt// Manor, N.Y., beliefs.” Another ennsyvanrast tute oo -age c ren from | munz- _ i
search'insllule specialising | in med|ca| however, provides that'the state mny t|on was |napp icable because t otz)(f hé|. o [r)n”nu WK vl 0l e o m it :,IEI

O» tMtrch 4. 1H I); tnr» ES I1.JOMIMI (Kucj,

ethrfcs She Is alﬁo on\?d]rlr(nct associate Pe?rttert(itcgr%h”ﬂe\ggsosgarrcrkf%r té’foer’ per] Erﬁgnlnvt%léregtwenr]% reschool-age,
| i intai \ :
Bchool of Law at, New Yotk University physical...health.Th'e city of Phltn-  was ehrpoweredyto act under another Continued an following page



Before a firm institutes a work force
reduction, it should consider whether
cost-cutting measures may be institut-
ed in other areas. Reducing the size of
a summer associate program, for ex-
ample, could limit the firm's rate of
growth without the risk of liability in-
herent in terminating current employ-
ees. Similarly, cost-cutting needs may
be met by ‘-training an associate in
another practice area rather than re-
leasing the associate. 7n addition, the
firm may make lateral hires based
only on immediate need rather than on
a perceived future benefit.

If the firm has decided that it must
reduce its work force immediately, it
should plan the involuntary reduction
program paying close attention to ad-

afr. Peyton is chairman of the labor
de 8artm nt at Baltlmores Wemberg

Green. M ap, an assoclat
$ af the firm, Fsswted |r¥the preparatlon
this artic

realizes, for example, that most of the
employees to be let go arc minorities,
It risks a discrimination claim.

One objective selection criterion of-
ten used in work force reductions is
lack of seniority. A virtue of uclng
length of service with the firm as a
selection criterion is that the U.S.’Su-
preme Court has held that seniority-
based layoff is an absolute defense to
claims of discrimination.” Even if a
work force reduction based on employ-
ees' junior status affects a "dispropor-

tionate” number' of protected
employees, criteria promulgated by
the Equal Employment Opportunity

Commission provide that the negative
impact will not constitute Illegal dis-
crimination.'

Generally, all a business has to do to
implement a layoff based on seniority
is to compare hire dates. A law firm
may, instead, wish to compute senior-
ity based on number of years of prac-
tice — an especially appropriate
criterion in a firm with a large number

Opposition to Medical Treatment
Raises Constitutional Questions

Continued from preceding page
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ctiuuuiiuiui ate UELieu on a sianaura,
graded form, a firm would be able to
justify laying off those associates with
the lowest grades.

If less standardized criteria arc
used, the firm should carefully review
all personnel, performance and train-
ing records to make certain that It can
clearly show why one associate was
selected over another. Associate evalu-
ations serve a dual purpose. Not only
do they form the basis for determining
advancement or compensation, but
they also act as evidence in the event
of an employment discrimination suit.

A firm may develop whatever selec-
tion criteria meet its needs. But if the
selection process disparately affects a
protected class, the firm's criteria
must be demonstrated to be a business
necessity.' In other.words, tho criteria
must be demonstrably job-related.

Law firm economics, including part-
ner-to-associate ratios, may heavily in-
fluence which attorneys are to be re-
leased. Partnem are not immune from
termination —and a firm may consid-
er formally evaluating its partners
just as it evaluates its associates. If
partners are to be terminated, a firm
should be prepared to justify its ac-
tions based on objective, quantifiable
criteria — such as length of service,
productivity, ability to train associates
or ability to attract business.

Contractual Relationship

Although most attorneys are “at-
will” employees — not employed pur-
suant to an employment contract —
handbooks, manuals, policies, rules or
other materials that have been distrib-
uted may form the basis for a claim
that a contractual relationship has
been formed. These documents should
be reviewed to ensure that they con-
tain no contractual commitments. For
example, if an employee handbook dis-
avows any contractual intent, but
states “In the event of layoffs, all ter-
minations will be based on seniority"
— and then the firm implements per-
formance-bajed terminations — fired
employees may base a breach of con-
tract claim on the statement.

Other actions by firms may give rise
to reliance-based contractual claims.
For example, If an attorney resigns a
position after being promised long-
standing employment at another firm,

euipioimem reiauousmp ui not termi-
nable at will. Although the existence of
an oral contract may be difficult lo
prove, the firm should avoid making
statements that could bo interpreted as
enforceable promises.

Severance Benefits

A firm may consiaer providing bene-
fits to ussist the terminated attorneys.
If severance benefits are provided, the
firm should give written notice of pre-
cisely what the attorney will receive.
Firms should be careful not to other-
wise encourage a lawsuit by treating
similarly situated attorneys different-
ly with respect to severance benefits.
For example, if a third-year male as-
sociate is offered a certain amount in
the form of severance pay, a terminat-
ed female associate in the same class
should be offered the same amount.

If the firm intends to provide a ter-
minated attorney severance pay ofr
benefits, it should consider obtaining a
waiver and release. A waiver and re-
lease bars the attorney from recover-
ing damages. In order to make the
waiver and release enforceable, some
pay or benefits not ordinarily provided
by the firm must be provided.

The critical event that comes be-
tween termination and a potential em -
ployment-related lawsuit is the dis-
missal interview. A tactful and
positive exit interview may reduce the
risk of litigation. Law firm consultants
recommend that those conducting the
dismissal be honest, give the attorney
the full details of the situation, discuss
supportpackages and references, spec-
ify time restraints and describe out-
placement services if available.

News of terminations may damage
the firm’s reputation among potential
recruits and rival firms. Nevertheless,
if a work force reduction is necessary,
the firm must consider whether its
proposed termination policy would ad-
versely affect members of any protect-
ed class and whether it can document
non-discriminatory and neutral rea-
sons for its actions. Without adequate-
ly guarding against possible liability,
the firm ironically may be forced to
defend Itself against the same asso-
ciates it trained to litigate.

28 U.S.C. 2,000 ct seq.
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