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THE	MANDATORY	VACCINATION	PLAN	

PART	A	(Partial)
	
...the	administration	of	immunization	programs,	or	the	delivery	of	
immunizations—as	well	as	representatives	of	the	public	who	are	not	involved	in	
the	production	of	vaccines	or	the	conduct	of	immunization	programs.	The	latter	
group	of	persons	either	should	constitute	the	majority	of	the	Council's	
membership	or	should	be	substantially	represented	in	the	membership	of	the	
Council.	In	the	appointment	of	the	Council,	existing	advisory	bodies,	which	have	
traditionally	been	involved	in	the	decision-making	process,	should	be	included.	
	
The	duties	of	the	Council	should	include,	but	not	be	limited	to,	the	following:	
	
a)	The	development	of	clear,	publicly	announced	criteria	for	deter	mining	
whether	immunization	programs	for	particular	diseases	should	be	mandatory	or	
voluntary.	These	criteria	should	include:	vaccine	safety	and	efficacy,	the	gravity	
of	the	disease	being	prevented	and	its	sequelae,	the	likelihood	of	an	epidemic,	
and	the	prevalence	of	continuing	high	levels	of	susceptible	populations	which	
can	lead	to	epidemics.	
	
b)	Regular	review	of	all	federally	conducted	or	supported	immunization	



programs	in	the	light	of	these	criteria	and	the	formulation	of	recommendations	
concerning	whether	each	program	should	be	voluntary	or	mandatory.	
	
c)	The	review	and	evaluation	of	existing	mechanisms	for	informing	the	public	
about	immunizations,	as	well	as	evaluation	of	existing	methods	for	securing	the	
informed	consent	of	each	candidate	for	immunization	in	voluntary	programs.	
Such	evaluations	should	examine	the	following	issues,	among	others:	
comprehension	of	information	given;	effect	of	comprehension	on	immunization	
rates;	and	the	time	and	expense	
required	to	achieve	desired	levels	of	comprehension.	
	
d)	The	development	and	recommendation	to	the	Secretary	DHEW	[US	
Department	of	Health,	Education,	and	Welfare]	of	a	national	system	for	
compensating	those	few	persons	who	are	inadvertently	injured	in	federally	
conducted	or	supported	immunization	programs.	At	a	minimum,	this	system	
should	begin	by	providing	compensation	for	injuries	which	occur	in	mandatory	
programs,	since	the	right	to	consent	is	limited	in	such	programs	by	
considerations	of	the	public	good.	
	
The	Council's	recommendations	should	be	communicated	both	to	the	Secretary	
DHEW	and	to	the	general	public.	Opportunity	for	public	comment	should	also	
be	provided	prior	to	final	DHEW	action	on	the	recommendations.	To	achieve	
these	goals,	the	Consent	Work	Group	suggests	the	adoption	of	an	administrative	
procedure	similar	to	the	one	currently	followed	by	the	National	Commission	for	
the	Protection	of	Human	Subjects.	Specifically,	we	recommend	that:	
	
1)	The	Council	should	report	to	the	Secretary	DHEW.	
	
2)	Its	recommendations	to	the	Secretary	should	be	published	in	the	Federal	
Register	within	30	days	of	the	Secretary's	receipt	of	such	recommendations,	so	
that	interested	persons	and	groups	may	have	the	opportunity	to	submit	written	
comments	on	such	recommendations.	
	
3)	Within	120	days	of	the	publication	of	such	recommendations	in	the	Federal	
Register,	the	Secretary	should	determine,	in	the	light	of	the	Council's	
recommendations	and	public	comments,	whether	administrative	action	is	
required	and	should	publish	notice	of	such	a	determination	in	the	Federal	
Register.	In	case	of	emergency,	the	Secretary	may	limit	the	time	period	during	
which	public	comments	may	be	submitted.	



	
In	carrying	out	its	mandate	the	National	Immunization	Policy	Council	should	
consult	with	already	existing	public	and	private	bodies	which	have	historically	
been	involved	in	immunization	policy.	The	Council	should	also	have	the	
authority	to	assemble	panels	of	experts	and	to	contract	for	the	performance	of	
necessary	research.	We	wish	to	emphasize,	in	particular,	the	importance	of	the	
Council's	ability	to	commission	empirical	research	on	the	effectiveness	and	
appropriateness	of	alternative	procedures	for	informing	and	securing	the	consent	
of	candidates	for	immunization.	
	
Finally,	the	Council	should	operate	in	the	sunshine,	with	open	meetings	and	
public	hearings,	to	enhance	public	participation.	Its	broad-based	membership	
and	openness	of	procedure	can	help	assure	that	the	Council	will	be	responsive	to	
public	opinion	and	is	likely	to	increase	the	public	acceptability	of	the	Council's	
recommendations.	
	

PART	B.	VOLUNTARY	AND	MANDATORY	
PROGRAMS
	
Two	general	types	of	immunization	programs	can	be	identified:	voluntary	and	
mandatory	programs.	"Mandatory"	programs	are	defined	as	those	in	which	
noncompliance	entails	public	sanctions.	Thus,	programs	in	which	immunization	
is	a	legal	prerequisite	for	school	attendance	are	considered	to	be	mandatory,	
since	children	in	the	United	States	are	required	to	attend	public	or	private	school.	
	
More	difficult	to	classify	are	programs	which	are	required	by	law	but	which	
make	explicit	provision	for	objection	to	immunization	on	medical,	
conscientious,	or	other	grounds.	Such	programs	may	in	fact	constitute	a	third	
category;	in	the	present	report,	however,	they	will	be	considered	mandatory.	
	
Numerous	arguments	have	been	advanced	in	favor	of	mandatory	immunization	
programs:	
	
1)	Voluntary	programs	are	unlikely	to	immunize	a	sufficient	percentage	of	the	
population	to	protect	susceptible	individuals	against	disease.	
	
2)	Many	of	the	individuals	who	are	susceptible	to	vaccine-preventable	diseases	



are	susceptible	due	to	no	fault	of	their	own.	For	example,	some	individuals	lack	
access	to	preventive	health	care,	or	are	allergic	to	certain	vaccines,	or	have	been	
immunized	but	have	not	developed	antibody	levels	which	are	high	enough	to	
protect	them	
from	disease.	
	
3)	The	risks	of	most	immunizations	to	the	person	receiving	them	are	minimal;	
the	inconvenience	to	the	person	immunized	is	also	trivial.	
	
4)	The	cost	differential	between	preventing	disease	by	immunization	and	treating	
persons	stricken	by	preventable	infectious	diseases	is	very	great;	health	
resources	saved	through	preventive	immunization	can	be	invested	in	other	areas	
of	health	care.	
	
5)	There	is	a	virtual	international	consensus	among	the	world's	governments	that	
mandatory	immunizations	are	necessary,	at	least	in	some	cases.	
	
6)	In	a	1905	decision	(Jacobson	v.	Massachusetts),	the	United	States	Supreme	
Court	determined	that	compulsory	immunization	is	not	unconstitutional.	
	
Proponents	of	voluntary	immunization	programs	have	also	advanced	several	
arguments.	
	
1)	In	some	cases	diseases	have	been	brought	under	control	by	a	combination	of	
voluntary	immunization	programs	and	other	public	health	or	medical	care	
measures.	
	
2)	Many	of	the	persons	susceptible	to	disease	could	have	been	protected	if	they	
had	been	immunized;	it	seems	unfair	to	require	that	other	individuals	be	
immunized	in	order	to	protect	persons	who	have	chosen	not	to	be	immunized.	
3)	The	risk	of	an	adverse	reaction	to	immunization,	though	small,	is	sometimes	
greater	than	the	risk	of	becoming	infected	with	the	disease;	in	addition,	the	rare	
side	effects	of	some	immunizations	may	be	highly	detrimental	to	the	individuals	
affected.	
4)	Economic	costs	are	not	the	only	costs	which	should	be	taken	into	account;	
every	mandatory	program,	whether	it	be	the	military	draft	or	compulsory	
immunization,	constitutes	an	infringement	of	individual	liberty;	such	
infringements	exact	a	significant	human	cost,	particularly	in	a	democratic	
society.	



5)	Even	when	smallpox	vaccination	was	a	mandatory	requirement	in	most	
countries	of	the	world,	some	nations	(for	example,	Great	Britain	and	the	
Netherlands)	made	provision	for	conscientious	objection	to	smallpox	
vaccination;	others	(for	example,	Finland)	made	smallpox	vaccination	voluntary	
for	all	citizens	except	those	who	were	members	of	designated	groups,	e.g.,	
medical	students	and	midwives.	(48)	In	addition,	some	nations	(for	example,	
Great	Britain)	currently	have	no	general	mandatory	immunization	requirements.	
(49)
	
6)	Compulsory	immunization	was	declared	constitutional	in	an	era	more	
threatened	by	infectious	disease	and	less	devoted	to	civil	liberties	than	our	own	
time.	
Having	considered	these	arguments,	the	Consent	Work	Group	is	evenly	divided	
in	its	preference	for	the	following	recommendations:	
	
1)	The	work	group	recommends	that	immunization	programs	for	competent	
adults	should	be	voluntary	in	most	instances;	however,	certain	emergency	
situations	or	other	special	circumstances	may	compel	a	determination	by	the	
appropriate	decision-making	authority	that	a	mandatory	program	is	required.	
Such	a	determination	may	be	appropriate	when	the	welfare	of	other	persons	is	
seriously	jeopardized	and	those	persons	are	unable	to	be	protected	for	weighty	
medical	reasons	or	other	significant	reasons.	For	school	age	and	younger	
children,	programs	administered	by	the	states	but	federally	funded	should	be	
mandatory	only	when	failure	to	immunize	the	child	seriously	jeopardizes	the	life	
or	health	of	the	child	or	when	the	welfare	of	other	persons	is	seriously	
jeopardized	and	those	persons	are	unable	to	be	protected	for	weighty	medical	
reasons	or	other	significant	reasons.	A	determination	that	a	program	is	to	be	
mandatory	should	be	accompanied	by	a	detailed	and	comprehensive	statement	of	
reasons,	and	should	in	every	instance	be	preceded	by	public	participation	in	the	
decision	making	process.	*
	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C.	
	
2)	The	work	group	recommends	that	decisions	about	the	voluntary	or	mandatory	
status	of	immunization	programs	should	be	made	on	a	disease-by-disease	basis	
for	both	adults	and	children.	The	reasons	for	such	decisions	should	be	formally	
announced	in	terms	which	are	understandable	to	the	general	public.	In	cases	
involving	the	possible	immunization	of	adults,	immunization	programs	should	
be	mandated	only	if	unimmunized	persons	constitute	a	serious	threat	to	the	



health	of	the	community.	In	cases	involving	the	possible	immunization	of	
children,	immunization	programs	should	be	mandated	only	if	it	is	clearly	
established	that	the	benefits	to	each	individual	child	outweigh	the	risks	to	the	
child	or	if	unimmunized	children	constitute	a	serious	threat	to	the	health	of	the	
community.	

The	Consent	Work	Group	wishes	to	draw	particular	attention	to	the	anomalous	
situation	in	which	candidates	for	immunization	are	asked	to	sign	a	"consent"
form	in	programs	which	are	mandated	by	law,	for	example,	mandatory	polio	
immunization	programs	at	the	state	level.	In	such	programs	the	potential	
recipient's	range	of	options	is	much	more	narrowly	circumscribed	than	in	
voluntary	settings.	Indeed,	"consent"	in	mandatory	programs	applies	chiefly	to	
choices	about	when,	where,	and	by	whom	to	be	immunized.	The	work	group	
suggests,	therefore,	that	consideration	be	given	to	substituting	another	word	or	
phrase	for	"consent"	in	mandatory	immunization	programs.	When	a	program	is	
mandated	by	law,	the	immunization	candidate's	receipt	of	adequate	information,	
not	his	or	her	consent,	is	the	central	notion.	Rather	than	signing	a	"consent	
form,"	the	candidate	should	perhaps	sign	an	"acknowledgment	of	receipt	of	
information."	
	
The	full	range	of	information,	including	Phases	1	through	4	outlined	above,	is	
appropriate	even	in	mandatory	programs	because	only	with	such	information	
will	the	public	fully	understand	and	accept	the	importance	of	the	health	threat	
which	justifies	a	mandatory	program.	Moreover,	information	in	Phases	1	through	
3	will	encourage	continuing	review	of	the	decision	to	make	the	program	
mandatory,	and	may,	in	certain	circumstances,	lead	to	necessary	action	to	change	
the	classification	of	the	program.	Also,	such	information	in	Phases	1	through	4	
can	help	assure	that	persons	who	are	aware	of	their	own	special	medical	
conditions	bring	them	to	the	attention	of	providers,	so	that	adverse	reactions	can	
be	averted.	For	example,	in	the	swine	flu	immunization	program,	without	the	
available	information	a	pregnant	woman	or	a	person	allergic	to	eggs	might	not	
know	enough	to	raise	questions	about	their	special	conditions.	The	information	
provided	in	Phase	4	is	essential	even	in	a	mandatory	program	because	it	helps	to	
ensure	that	any	adverse	reactions	are	recorded	and	treated	such	reactions	may	
occur,	regardless	of	whether	the	program	is	mandatory	or	voluntary.	When	the	
program	is	mandatory,	the	sanctions	for	noncompliance,	and	any	grounds	or	
procedures	for	exemption,	should	also	be	disclosed	at	each	stage.	
	
Provisions	for	religious	or	conscientious	objection	to	mandatory	immunization	



vary	from	state	to	state	and	from	locality	to	locality.	The	Consent	Work	Group	
recommends	that	in	mandatory	immunization	programs	provision	should	be	
made	for	individual	objection	to	participation	in	the	program	on	religious	or	
conscientious	grounds.	Religious	or	conscientious	objection	should	be	
overridden	only	if	a	public	health	emergency	has	been	declared	by	an	authorized	
health	official	or	if	an	individual	determination	has	been	made	by	a	court	of	law	
that	parental	objection	to	the	immunization	of	a	child	by	a	parent	or	a	guardian	
seriously	jeopardizes	the	life	or	health	of	the	child.	Confidential	registries	of	
unimmunized	persons	should	be	maintained	for	consultation	in	the	event	of	a	
future	epidemic.	
	

PART	C.	PROCEDURES	IN	IMMUNIZATION	
PROGRAMS
	
1.	Procedures	in	Programs	Involving	Competent,	Non-Pregnant	Adults	
	
a.	What	Should	Be	Disclosed?	
	
1)	Standards	for	Reasonable	Disclosure

Even	with	a	checklist	of	items	to	be	included	for	a	consent	to	be	reasonably	
informed,	the	question	will	necessarily	arise	whether	a	particular	fact	a	one	in	
100,000	risk	of	paralysis	of	the	leg	or	a	high	risk	of	slight	nausea,	for	instance	
should	be	disclosed.	We	have	noted	(in	Part	I,	Section	D	of	this	report)	that	the	
standard	we	accept	as	the	test	for	making	such	a	judgment	is	that	all	that	
information	must	be	provided	which	the	reasonable	person	would	want	to	know,	
unless	the	participant	in	the	program	has	specifically	communicated	a	desire	for	
more	information,	in	which	case	information	tailored	to	the	concerns	of	the	
individual	should	be	provided.	For	the	purpose	of	drafting	a	general	consent	
form,	however,	the	standard	of	what	the	reasonable	person	would	want	to	know	
is	the	one	that	should	be	used.	
	
The	implication	is	that	special	groups	may	not	be	able	to	tell,	by	intuition	or	by	
consultation	among	their	colleagues,	what	is	to	be	disclosed	because	special	
groups	with	special	professional	or	political	interests	may	not	reach	the	same	
judgments	that	the	average	reasonable	layperson	would.



Those	uniquely	committed	to	public	health	may	overemphasize	the	importance	
of	efficient	administration	of	the	program;	those	uniquely	committed	to	the	
paternalistic	protection	of	individual	health	may	underemphasize	the	desire	to	
know	on	the	part	of	the	program	participants.	
	
In	small	scale	medical	programs	including	research	on	human	subjects,	it	is	
administratively	difficult	to	determine	what	the	reasonable	person,	rather	than	
the	reasonable	medical	professional	or	reasonable	institutional	review	board	
member,	would	want	to	know.	In	large-scale	immunization	programs,	however,	
it	may	be	more	practical	to	undertake	the	investigation	necessary	to	determine	
what	the	reasonable	person	would	want	to	know.	It	is	important	that	a	wide	
variety	of	methods	be	developed	and	tested	for	determining	what	reasonable	
recipients	would	want	to	know	before	consenting	to	immunization.	These	
procedures	might	include	drawing	samples	representing	varying	sociological	and	
geographical	groups	and	asking	them	whether	they	would	want	to	be	told	of	
particular	marginal	risks	and	discomforts	such	as	those	mentioned	above.	In	
some	cases	questions	about	whether	a	layperson	would	want	to	know	about	a	
particular	risk	could	possibly	be	incorporated	into	national	health	surveys.	This	
strategy	may	not	be	feasible	when	the	risk	being	explained	is	complex,	however.	
	
Another	method	worthy	of	further	study	is	the	development	of	surrogate	
recipient	panels.	Surrogate	immunization	recipients	could	respond	with	their	
own	judgments	about	the	necessity	of	disclosure.	This	would	permit	prior	rather	
than	ex	post	facto	lay	judgments	about	the	reasonableness	of	disclosure	and	
nondisclosure.	If	these	people	were	brought	together	to	discuss	the	consent	form,	
the	members	could	answer	questions	other	than	those	pertain	ing	to	whether	a	
particular	piece	of	information	is	worth	retaining.	They	could	also	deal	with	
more	complex	issues,	such	as	whether	in	total	there	is	information	overload,	
which	items	should	be	given	emphasis,	and	how	to	explain	information	in	ways	
lay	people	can	understand.	
	
A	related	problem	is	what	standard	should	be	used	in	judging	when	there	is	
disagreement	even	among	reasonable	lay	people.	It	can	be	assumed	that,	for	the	
interesting,	marginal	case,	some	but	not	all	lay	people	will	want	to	be	told	of	a	
particular	risk.	If	one	views	the	consent	process	as	facilitating	the	fundamental	
right	of	self-determination,	then	failing	to	include	a	piece	of	information	that	
some	would	find	essential	for	getting	that	consent	should	be	taken	as	a	very	
serious	infringement.	Thus,	it	is	clear	that	it	is	not	sufficient	for	a	simple	
majority	of	lay	people	to	believe	that	a	piece	of	information	is	unnecessary	for	



their	consent	to	be	adequately	informed.	If	that	were	the	standard,	up	to	half	of	
the	participants	in	the	program	would	be	participating	without	exercising	their	
right	to	consent.	The	standard	must	be	much	higher.	Clearly	it	cannot	be	one	
hundred	percent	of	the	lay	people	asked;	if	enough	are	asked	then	probably	some	
lay	person	would	want	to	be	told	just	about	everything.	We	therefore	conclude	
that	information	should	be	omitted	only	when	authorities	can	reasonably	
conclude	that	only	a	small	percentage	of	immunization	recipients	would	not	
want	the	information.*	
	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C.	
	
2)	Content	of	Disclosure
	
Precisely	what	should	be	disclosed	for	a	consent	to	be	reasonably	
informed	and	how	that	disclosure	should	take	place	are	matters	that	will	vary	
significantly	depending	on	the	nature	of	the	immunization	and	the	conditions	
under	which	the	program	is	to	be	administered.	What	follows	is	a	checklist	of	
the	kinds	of	items	we	believe	should	be	included	for	a	consent	to	be	adequately	
informed.	The	details	in	each	category	will	necessarily	have	to	be	filled	in	by	
those	responsible	for	each	specific	immunization	program.	
	
—A	fair	explanation	of	the	purposes	of	the	immunization	program,	and	of	the	
procedures	to	be	followed,	including	identification	of	any	procedures	which	are	
experimental.	It	should	be	made	clear	to	what	extent	the	purpose	of	the	program	
is	intended	to	protect	the	health	of	others	or	to	protect	the	health	of	the	
individual	receiving	the	immunization.	
	
—A	description	of	the	benefits	reasonably	to	be	expected	by	recipients	of	the	
immunization,	including	benefits	to	self	and	others,	each	properly	identified.	
	
—A	description	of	any	attendant	discomforts	and	risks	reasonably	to	be	
expected.	Information	should	include:	
	
–Physical	effects	of	the	biologicals	to	be	injected	or	ingested	
	
–Effects	of	the	immunization	process	itself,	such	as	risk	of	infection,	hematoma,	
etc.	
	
-Risks	incidental	to	the	process	of	administering	the	immunization	which	a	



reasonable	person	would	want	to	know,	such	as	lengthy	delays,	stress	from	
standing	in	line,	psychic	trauma,	etc.	
-Best	estimate	of	death	risk	in	comparison	with	death	risk	of	not	being	
immunized	
-Special	risks	or	discomforts	for	special	sociological	groups.	
—A	disclosure	of	any	appropriate	alternative	procedure	that	might	be	
advantageous	for	the	potential	recipient.	Such	disclosure	should	include	mention	
of	the	advantages	of	the	individual's	not	being	immunized.	
—An	offer	to	answer	any	questions	concerning	the	procedure.	
—A	statement	specifying	who,	if	anyone,	will	be	liable	for	negligent	or	non-
negligent	harm	done	to	a	participant,	as	well	as	indication	of	the	compensation	
program	available	for	persons	who	suffer	injury	or	disability	as	a	result	of	the	
immunization.	
	
—A	list	of	usual	and	expected	side	effects	of	the	immunization	and	the	names	
and	telephone	numbers	of	persons	who	should	be	contacted	in	the	event	of	
unanticipated	adverse	reactions.	
	
—A	statement	concerning	the	system	for	reporting	adverse	reactions	which	is	
being	employed	in	the	immunization	program.	
	
—If	appropriate,	a	statement	about	the	confidentiality	of	the	records	pertaining	
to	participation	in	the	program.	
	
In	this	section	we	discuss	what	should	be	disclosed	rather	than	the	most	effective	
and	efficient	means	for	disclosing	the	information.	In	our	view,	it	may	be	
possible	to	communicate	the	information	specified	above	with	out	significantly	
extending	the	time	required	for	the	immunization	encounter.	To	the	extent	that	
such	increased	efficiency	is	not	possible,	we	believe	that	the	investment	of	
additional	resources	to	ensure	reasonable	disclosure	and	adequate	
comprehension	in	the	immunization	setting	is	fully	justified.*	
	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C.	
	
b.	When	and	How	Should	the	Information	be	Disclosed?	
	
1)	Public	Education	(Phase	2)
	
This	phase	of	the	consent	procedure	begins	with	the	determination	by	the	



National	Immunization	Policy	Council	(NIPC)	that	an	immunization	program	is	
to	be	instituted	and	concludes	with	the	program's	closing.	The	goal	of	Phase	2	is	
the	achievement	of	substantial	and	balanced	public	understanding	of	the	relevant	
information	as	outlined	in	the	preceding	section.	A	general	principle	underlying	
Phase	2	is	"the	more	information	in	advance	in	the	immunization,	the	better."	
	
While	it	is	expected	that	effective	implementation	of	Phase	2	will	require	the	
development	of	regional	and	local	health	education	programs,	because	the	
federal	government	is	ultimately	responsible	for	the	success	of	these	programs,	
	
3.	It	is	anticipated	that	the	goal	of	Phase	2	relating	to	balanced	public	
understanding	may	conflict	with	the	compliance	objectives	of	simultaneous	
public	health	education	programs	or	of	mandatory	immunization	requirements.	
(50,51)	It	is	suggested	that	the	NIPC	monitor	and	match	the	intensity	of	
persuasion/compliance	campaigns	and	informational	efforts	during	Phase	2	in	all	
voluntary	programs.	
	
4.	A	successful	Phase	2	will	require	a	close	working	relationship	with	the	press	
and	the	media	industries.	It	is	recommended	that	the	NIPC	establish	a	special	
mechanism	for	assuring	this	relationship	which	will	include	representation	from	
or	liaison	with	the	press	and	the	entertainment	and	advertising	industries.	
	
5.	The	Consent	Work	Group	considers	Phase	2	an	essential	component	of	all	
immunization	programs;	where	the	Phase	2	goal	of	balanced	public	
understanding	is	compromised,	the	quality	of	public	participation	in	Phase	3	is	
also	necessarily	compromised.	As	a	matter	of	public	policy,	the	work	group	
urges	that	Phase	2	activities	be	given	high	priority.	However,	we	also	recognize	
that	in	certain	circumstances,	it	may	be	justifiable	to	limit	or	omit	a	meaningful	
Phase	2	(e.g.,	because	of	economics	or	time	constraints).	Such	deviations	from	
approved	procedures	should	be	permitted	only	for	publicly	stated	reasons	in	
emergency	circumstances,	with	full	recognition	of	the	consequences	of	such	
cutbacks	for	the	information	and	consent	processes.	
	
2)	Clinic	or	Office	Procedures	(Phase	3)
	
Phase	3	is	directed	toward	"tentative"	vaccinees	and	includes	all	information	
and/or	consent	activities	conducted	at	the	immunization	site	until	the	treatment	is	
administered	or	refused.	This	third	phase	is	the	only	aspect	of	the	recommended	
consent	procedure	to	have	been	addressed	in	existing	immunization	policy.	



	
The	primary	activity	of	Phase	3	is	the	proper	administration	of	an	adequate	
information	or	consent	form.	The	form	should	convey	the	relevant	information	
(as	defined	in	preceding	sections)	in	lay	language	comprehensible	at	the	lowest	
reading	level	possible.	To	accomplish	this,	the	input	of	educational	consultants	in	
the	development	of	the	form	is	essential.	Where	appropriate,	the	form	should	be	
made	available	in	other	than	the	English	language.	For	those	immunization	
candidates	who	are	illiterate	or	who	read	below	the	level	of	the	provided	form	or	
in	a	language	for	which	there	is	no	standard	form,	oral	or	audio-visual	disclosure	
should	be	provided.	
	
The	forms	are	to	be	administered	to	potential	vaccinees	sufficiently	in	advance	
of	treatment	to	permit	careful	reading.	Every	effort	should	be	made	to	encourage	
questions	(e.g.,	posters,	staff	inquiries,	announcements,	etc.).	There	should	be	
available	trained	staff	members	who	are	competent	to	answer	questions	
concerning	the	safety	and	the	advisability	of	the	proposed	immunization	for	
specific	individuals	and	who	are	respectful	of	the	right	of	the	individuals	to	
refuse	immunization	at	any	time.	It	is	the	view	of	the	Consent	Work	Group	that,	
short	of	a	local	or	national	emergency,	there	should	be	no	approved	deviation	
from	appropriate	procedures	for	Phase	3.
	
Although	the	foregoing	description	of	Phase	3	procedures	may	seem	to	
correspond	most	closely	with	voluntary	immunization	programs,	we	wish	to	
emphasize	the	value	of	Phase	3	information	activities	in	mandatory	programs,	
where	their	primary	aim	is	not	the	securing	of	"consent"	in	the	strict	sense	but	is	
rather	to	convey	to	the	public	the	reasons	for	particular	programs	and	the	relative	
risks	and	benefits	to	the	individual	and	society	which	are	likely	to	result	from	the	
implementation	of	such	programs.	
	
3)	Follow-up	Procedures	(Phase	4)
	
Phase	4	of	the	consent	procedure	is	concerned	only	with	those	persons	who	have	
been	immunized.	It	is	the	opinion	of	the	Consent	Work	Group	that	every	
vaccinee	should	receive	a	pamphlet	which	he	or	she	is	instructed	to	keep	as	a	
reference	and	which	describes	in	acceptable	lay	language:	
	
1.	The	nature	of	expected	side	effects	and	unanticipated	adverse	reactions,	their	
presenting	symptoms,	and	what	to	do	if	they	occur.	
	



2.	The	name	and	address	and,	if	possible,	24-hour	phone	number	of	the	local	
responsible	health	care	agency	or	individual.	
	
3.	Specific	information	concerning	the	filing	of	compensation	claims.	
	
5)	The	fifth	category	consists	of	individuals	who,	because	of	certain	physical	
conditions,	may	be	at	increased	risk	if	immunized,	or	may	be	in	special	need	of	
the	benefits	of	immunizations.	These	persons	are	fully	competent	to	make	a	
voluntary	consent,	but	there	may	be	additional	information	of	which	they	should	
be	aware	before	they	can	make	an	informed	decision.	In	mass	immunization	
programs,	it	may	not	be	feasible	to	include	all	the	relevant	information	on	risks	
and	benefits	associated	with	particular	conditions	on	the	general	consent	form.	
Examples	of	persons	who	might	be	included	in	this	category	for	a	particular	
immunization	program	are	the	chronically	ill,	persons	with	metabolic	diseases	or	
allergies,	the	aged,	and	pregnant	women.	The	persons	who	are	at	increased	risks	
or	have	special	needs	will	vary	according	to	the	vaccine	or	biologics	agent	being	
used.	At	a	minimum,	for	each	category	of	special	individual	identified	in	this	
section,	where	special	risks	are	known	and	some	information	is	available,	
additional	material	should	be	prepared	in	advance	and	distributed	to	identifiable	
high	risk	individuals	prior	to	obtaining	their	consent.	Where	information	is	
unavailable,	that	fact,	too,	should	be	communicated.	
	
b.	Children
	
1)	Background	and	General	Principles
	
Most	of	the	immunizations	in	the	United	States	fall	into	the	category	of	"routine	
immunizations,"	i.e.,	those	which	prevent	diphtheria,	pertussis,	tetanus,	measles,	
mumps,	rubella,	and	polio.	Between	1973	and	1975	an	average	of	69	million	
doses	of	biologics	for	these	seven	diseases	were	distributed	each	year	in	the	
United	States.	Approximately	ninety	percent	of	these	doses	were	distributed	for	
use	in	the	immunization	of	children	(see	Appendix	B).	
	
In	the	United	States	more	than	seventy	percent	of	all	immunizations	are	given	in	
the	context	of	well-child	care,	rendered	by	physicians,	nurse	practitioners,	
nurses,	or	physician's	assistants	in	offices,	general	health	clinics,	or	well-child	
clinics	(see	Appendix	B).	In	these	settings	immunizations	form	a	part	of	the	
comprehensive	health	care	plan	for	the	individual	child	where	there	are	many	
other	health	education	tasks	to	be	achieved	in	order	to	facilitate	the	growth	of	the	



child	into	a	healthy,	autonomous	adult.	These	tasks	include	discussion	of	
accident	prevention,	appropriate	nutrition	for	age,	child	development,	and	other	
topics	of	concern	to	individual	parents	and	their	children.	
	
Forty-seven	out	of	fifty	states	have	laws	or	regulations	mandating	some	or	all	of	
the	routine	immunizations	as	conditions	for	entry	into	day	care,	nursery	school,	
or	primary	school.	Most	of	these	laws	provide	for	exemptions	on	medical,	
religious,	or	conscientious	grounds.	Almost	half	of	these	laws	have	been	passed	
since	1970.	
	
Children	under	the	age	of	majority	themselves	have	compromised	ability	to	
receive	information	or	to	consent	because	of	legal	incompetence	(from	youth)	
and	inability	to	comprehend.	However,	parents	or	legal	guardians	can	initially	be	
presumed	to	act	in	the	best	interests	of	their	children	or	wards	and	can	therefore	
act	in	their	interest	to	acknowledge	receipt	of	information	or	to	provide	or	
withhold	adequate	substituted	consent.	In	certain	cases,	after	a	determination	by	
a	court	of	law	that	parent	is	not	adequately	serving	the	interest	of	the	child,	a	
new	guardian	should	be	appointed.	
	
The	capacity	of	parents	or	legal	guardians	who	are	receiving	information	about	
and/or	consenting	to	immunizations	for	their	children	should	be	subject	to	the	
same	considerations	as	is	the	capacity	of	adults	to	consent	for	themselves.	
Decisions	about	what	information	to	provide	to	the	parent	or	guardian	should	be	
made	according	to	the	standard	of	what	a	reasonable	parent	or	guardian	would	
want	to	know	about	the	immunization	of	his	or	her	child,	rather	than	on	the	basis	
of	what	he	or	she	would	want	to	know	in	considering	an	immunization	for	
himself	or	herself.	
	
2)	Informed	Consent	Procedures	in	Immunization	Programs	for	Children	
	
In	the	preceding	sections	the	consent	process	was	divided	into	four	phases.	The	
information	and	consent	phases	set	forth	in	Section	III,	C,	1	above	are	generally	
applicable	to	informed	consent	for	children,	but	a	few	additional	considerations	
are	relevant.	
	
Phase	1:	Decisions	Regarding	Type	of	Program	(Voluntary	or	Mandatory)	
	
Forty-seven	of	fifty	states	have	already	decided	to	make	at	least	some	routine	
immunizations	mandatory.	In	these	states	routine	immunizations	not	mandated	



by	law	or	regulation	are	assumed	to	be	voluntary,	as	are	all	immunizations	in	the	
three	states	without	mandatory	requirements.	Ongoing	evaluation	of	voluntary	or	
mandatory	status	is	needed	for	both	existing	and	new	immunization	programs.	
	
Phase	2:	Public	Information	Prior	to	Immunization
	
Processes	similar	to	those	described	earlier	in	this	report	are	appropriate.	In	
addition,	because	routine	immunizations	are	ideally	given	at	specific	times	in	a	
child's	life	and	in	a	specific	sequence,	and	because	immunizations	form	a	part	of	
the	comprehensive	health	plan	for	a	child,	there	are	special	opportunities	for	
informing	parents	about	immunizations.	
	
Most	children	in	the	United	States	are	born	in	hospitals,	where	mothers	stay	at	
least	two	days	before	discharge.	It	is	appropriate	to	provide	parents	with	
information	at	this	point	and	to	make	sure	that	they	have	access	to	a	source	of	
primary	care	where	their	child	maybe	immunized.	Under	ideal	circumstances,	
there	is	a	visit	to	the	primary	care	provider	before	the	first	immunization	is	
given.	This	is	perhaps	the	most	appropriate	time	for	discussing	immunizations.	
	
Phase	3:	Consideration	of	Consent	Procedures
	
The	consent	procedures	outlined	above	for	use	in	adult	immunization	programs	
are	fully	applicable	to	immunization	programs	for	children.	In	programs	for	
children	an	indication	of	information	received,	or	informed	consent,	is	extremely	
important.	We	recognize	that	use	of	adequate	consent	procedures	may	require	an	
expenditure	of	additional	time	by	the	immunization	provider.*	
	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C.	
	
c.	Pregnant	women	
	
The	protection	of	pregnant	women	and	their	fetuses	from	serious	preventable	
diseases	is	an	important	health	goal.	Many	infectious	diseases	which	are	of	
particularly	serious	consequence	to	either	the	mother	or	the	fetus	or	both	can	be	
prevented	or	treated	with	immunizing	agents	or	other	forms	of	protection.	
However,	it	is	a	common	and	purposeful	practice	not	to	introduce	a	pregnant	
woman	to	any	unnecessary	medical	intervention,	drug,	or	agent	during	
pregnancy.	
	



Adult	women	of	child	bearing	age	and	those	who	are	pregnant	are	fully	able	to	
consent	and	may	particularly	want	information	on	which	to	base	that	consent.	
They	need	several	types	of	information	in	order	to	make	informed	decisions	
about	immunizations:	
	
–Information	about	any	special	risks	of	certain	diseases	or	of	certain	immunizing	
agents	due	to	pregnancy	
	
–Information	about	the	availability,	use,	and	safety	of	immunizations	or	other	
protective	agents	for	diseases	of	special	risk	to	pregnant	women	
	
–Information	about	the	relationship	between	other	high	risk	conditions	and	
pregnancy,	and	the	degree	to	which	such	factors	alter	the	risk	benefit	ratio	of	
immunizations	
	
–Information	about	any	special	risk	to	the	fetus	of	certain	diseases	and	
immunizing	agents	
	
–Information	about	the	difference	in	risk	or	benefit	of	natural	diseases	and	of	
immunizing	agents	for	the	pregnant	woman	and	for	the	fetus	
	
–Information	of	special	relevance	to	those	who	may	become	pregnant	regarding	
natural	diseases	and	immunizations	therefor.	
	
If	such	information	is	not	available,	or	is	unclear,	these	states	of	affairs	should	be	
explicitly	disclosed,	and	information	about	relevant	analogies	provided.	
	
To	assure	a	climate	for	adequate	information	and	consent	for	pregnant	women	
and	those	of	child	bearing	age,	the	country's	system	for	the	control	of	
communicable	and	infectious	diseases	should	also	provide:	
	
–An	effective	program	of	competent,	individual	care	for	all	pregnant	women	
	
–Good	epidemiological	intelligence	and	a	constant	system	for	making	such	
information	available	to	pregnant	women	and	to	those	who	care	for	them	
(maternal	and	child	health	programs,	physicians,	nurses,	midwives,	public	health	
nurses,	family	planning	programs,	etc.)	
	
–A	laboratory	capability	available	to	each	state	to	confirm,	where	relevant,	the	



presence	or	absence	of	prior	natural	disease	(particularly	rubella)	in	pregnant	or	
potentially	pregnant	women	
	
–A	process	to	develop	guidelines	for	the	exclusion	of	pregnant	or	potentially	
pregnant	women	from	certain	mandatory	immunizations;	and	
	
–National	attention	to	development	of	the	necessary	
knowledge	on	which	to	base	provision	of:	information	
about	disease	and	immunization	to	pregnant	women	and	
their	health	care	providers.	
	
D.	Monitoring	and	Sanctions
	
To	assure	that	the	consent	process	(or,	for	a	mandatory	program,	the	information	
providing	process)	is	implemented,	a	mechanism	for	monitoring	and	for	
sanctioning	failures	to	comply	is	essential.	In	addition,	monitoring	can	help	
bring	to	light	such	problems	in	the	process	as	failure	of	comprehension	by	
recipients.	Without	monitoring,	there	is	no	assurance	that	the	informed	consent	
process	is	being	effectively	and	fairly	administered,	or	that	the	public	is	
receiving	or	understanding	essential	information	about	the	immunization	
program.	Appropriate	sanctions	for	noncompliance	are	an	important	incentive	to	
achieve	compliance.	Monitoring	and	sanctions	should	be	applied	to	both	public	
providers	and	private	physicians	who	participate	in	federally	funded	programs.*	
	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C.	
	
We	recommend	that	the	National	Immunization	Policy	Council	consider	
monitoring	methods	and	sanctions	which	have	been	used	in	earlier	federal	
immunization	programs	and	other	federal	and	state	programs,	evaluate	their	
effectiveness,	and	develop	a	monitoring	and	sanction	mechanism	for	use	in	
ongoing	and	short-term	federally	conducted	or	supported	immunization	
programs.	Monitoring	mechanisms	could	include	polling	of	a	random	sample	of	
recipients	and	health	care	facilities	and	institutions	to	determine	whether	they	
had	been	given	or	have	administered	the	essential	information;	provision	of	a	
central	"hot	line"	telephone	for	registration	of	complaints;	the	dissemination	to	
the	public	of...(section	ends)



	
	
3.	Specific	Needs	
	
Specific	areas	in	which	a	need	for	planning	and	coordination	are	suggested	
include:	
	
A.	Special	Use	Vaccines	and	Serums	
	
1)	Decisions	regarding	the	magnitude,	duration,	and	priority	of	production	and	
supply	of	these	vaccines	and	serums	must	be	made	by	the	appropriate	agency.	
	
2)	The	conditions	for	contract,	licensure,	production,	and	stock	piling	of	these	
vaccines	and	serums	must	be	determined.	
	
3)	Alternatives	for	production	must	be	assured	if	industrial	firms	discontinue	
manufacturing	vaccines.	
	
4)	Priorities	must	be	established	when	competition	develops	for	specific	
resources	among	these	vaccines	and	serums	(e.g.,	fertilized	eggs,	technical	
personnel,	animals)	and	between	them	and	the	general	use	vaccines.	
	
B.	General	Use	Vaccines	and	Serums	
	
1.	Production	plans	must	be	adjusted	to	changing	recommendations	for	usage.	
	
2.	Unpredictable	variations	in	large	batch	production	by	a	single	source	producer	
may	result	in	delays	in	release	of	products.	Stockpiling	would	keep	supply	from	
being	threatened	until	correction	of	production	problems	could	be	made.	
	
3.	Unexpected	new	regulations	may	be	required	by	new	scientific	information	
and	may	result	in	increased	cost	of	production.	
	
4.	Strict	regulations	tend	to	generate	pressure	to	maintain	the	status	quo.	To	
implement	advances	in	science,	a	more	flexible	mechanism	is	required	for	
innovation	and	improvement	of	vaccines.	
	
C.	Clinical	Trials.	The	area	of	vaccine	development	is	the	most	threatened	of	any	
clinical	research	field	by	the	problems	of	liability,	informed	consent,	and	other	



proposed	limitations	on	the	use	of	human	subjects	in	non-therapeutic	research.	
None	of	the	present	agencies	is	clearly	responsible	for	addressing	problems	
which	may	arise	over	issues	such	as	on	whom	clinical	trials	should	be	done,	by	
whom,	with	what	budget,	and	with	what	priority.	
	
D.	Research	and	Development.	It	is	particularly	difficult	to	improve	vaccines	
that	have	already	met	rigid	standards	of	efficacy	but	may	not	be	optimal.	Past	
relative	success	may	actually	make	further	progress	difficult.	
	

II.	LIMITATIONS	OF	THE	EXISTING	SYSTEM	
	
1.	Obstacles	to	Functions	of	Existing	Agencies	
	
The	current	system,	although	a	loose	one,	has	so	far	functioned	remarkably	well	
but	the	agencies	which	comprise	it	are	encountering	mounting	obstacles,	
including	underfunding,	to	their	continued	effective	performance	discussed	
above.	
	
2.	Delicate	Balance	of	Industry	and	Government	
	
The	system	is	dependent	upon	mutual	respect	and	delicate	interactions	between	
government	and	industry.	Vagaries	in	the	quality	of	leadership	might	seriously	
unbalance	a	system	that	requires	competence	and	stability.	
	
3.	Under-representation	of	Industry	
	
Industry	is	under	tight	constraints	in	its	communication	both	among	companies	
and	with	the	government	and	feels	the	lack	of	opportunity	to	participate	
adequately	in	discussions	of	vaccine	needs,	problems	of	production,	and	research	
and	development.	
	
4.	Interface	with	Social	and	Economic	Issues	and	Forces	
	
While	the	present	system	works	well	for	decisions	related	to	biomedical	
expertise,	other	concerned	groups	in	the	realm	of	law,	economics,	insurance,	
social	issues,	public	education,	and	the	general	public	are	all	under-represented.	



CHAPTER	2

PART	2

EXECUTIVE	SUMMARY
	
Introduction
	
The	liability	problem	we	now	face	is	a	much	more	difficult	one	than	that	of	the	
summer	of	1976.	At	that	time,	most	of	those	who	testified	on	behalf	of	the	
liability	insurance	companies	could	not	satisfy	the	Congress	that	they	had	valid	
reasons	for	not	wishing	to	insure	the	swine	flu	program.	They	were	described	as	
"faint	hearted"	and	worse.	Events	of	recent	months	have	shown	that	the	fears	of	
the	insurance	companies	were	valid,	however	vaguely	they	were	understood	and	
however	poorly	they	were	defined.	The	March	14,	1977,	issue	of	Business	week	
contained	the	following:	
	
The	Justice	Department	wants	authority	to	hire	28	more	staff	members	to	handle	
the	influx	of	swine	flu	claims,	which	are	expected	to	hit	the	10,000	mark.	
Sources	at	Justice	say	that	as	many	as	60	percent	of	the	claims	will	wind	up	in	
court,	with	claimants	seeking	sizeable	awards...
	
The	recent	events	now	call	for	a	reexamination	of	the	swine	flu	episode.	New	
doubts	have	been	raised	in	the	minds	of	many	concerning	the	validity	of	the	
entire	immunization	process.	
	
What	must	be	understood	is	that	the	tort	liability	environment	of	1976
has	not	improved	in	1977;	it	has	become	worse.	Despite	all	the	flurry	of	
legislative	action	by	many	states,	and	congressional	hearings	and	studies,	there	
have	been	no	lasting	solutions.	The	problems	will	resurface	with	greater	
intensity.	To	date,	no	real	solutions	have	been	found.	Unfortunately,	the	
immunization	program	is	a	captive	of	this	environment.	There	will	be	justifiable	
pleas	that	a	special	solution	must	be	found	for	this	particular	program	because	of	
its	great	importance	to	the	security	of	our	nation.	The	same	plea	is	also	being	
raised	by	other	factions	by	the	medical	profession,	by	the	manufacturers	of	
essential	goods,	by	the	providers	of	essential	services,	etc.	



	
The	Liability	Problem	from	the	Insurer's	Perspective	
	
The	liability	insurance	market	for	participants	in	immunization	programs,	
manufacturers,	providers,	and	public	health	agencies	is	extremely	small	and	is	
stretched	to	capacity	throughout	the	world.	
	
The	problems	created	by	the	shrinkage	of	insurance	capacity	have	been	
compounded	by	the	manufacturers	understandable	demands	for	even	higher	
limits	of	coverage.	These	demands	have	exhausted	insurance	capacity	
throughout	the	world	and	left	many	manufacturers	with	huge	gaps	or	shortfalls	
in	their	needed	coverage.	In	order	to	retain	insurance	protection	against	truly	
catastrophic	losses,	the	manufacturers	have	been	forced	to	absorb	a	growing	
proportion	of	their	total	exposure	to	loss.	
	
Product	liability	insurance	coverage	for	pharmaceutical	manufacturers	is	written	
for	the	entire	range	of	their	products,	not	for	discrete	products	or	categories	of	
products	like	vaccines.	Thus,	contract	prices	will	reflect	the	loss	experience	
and/or	potential	for	all	of	the	manufacturers	output,	unless	the	loss	experience	or	
potential	risk	associated	with	a	particular	product	is	so	conspicuous	as	to	dictate	
either	its	exclusion	from	the	coverage	(as	was	initially	the	case	with	swine	flu	
vaccine)	or	special	treatment	in	the	rating	
process.	
	
The	Liability	Problem	from	the	Manufacturer's	Perspective	
	
The	liability	dilemma	faced	by	manufacturers	has	added	an	obvious	major	
hurdle	and	stands	as	a	primary	disincentive	to	industry	in	this	field.	The	basic	
liability	problem	for	manufacturers	centers	on	the	shift	of	responsibility	of	the	
so-called	duty	to	warn,	as	set	forth	in	both	Davis	v.	Wyeth	Laboratories,	Inc.	
(399	F.	2d	121	[9th	Cir.	1968]),	and	Reyes	v.	Wyeth	Laboratories,	Inc.	(498	F.	2d	
1864	[5th	Cir.	1974]).	From	the	manufacturer's	standpoint,	the	difficulty	with	
these	decisions	does	not	rest	on	the	requirement	that	the	vaccinee,	his	parent	or	
guardian,	be	advised	of	the	benefits	and	risks	of	the	vaccine,	but,	rather,	on	the	
fact	that	the	cases	require	the	manufacturer	to	provide	this	information	(i.e.,	for	a	
manufacturer	to	assume	the	overall	control	of	vaccination	programs	at	the	
federal,	state,	and	local	levels).	This,	of	course,	is	the	proper	responsibility	of	
public	health	officials	and	the	public	health	service	in	general,	and	should	not	
involve	manufacturers.	Moreover,	such	a	requirement	is	totally	beyond	the	



control	and	ability	of	the	vaccine	manufacturer.	
	
Under	traditional	legal	concepts,	a	manufacturer	has	been	required	only
to	warrant	that	which	is	under	its	control.	Under	this	principle,	a	manufacturer	
develops,	formulates,	and	tests	the	efficacy	and	safety	of	its	vaccines	and	
guarantees	their	quality.	In	addition,	it	has	the	duty	to	provide	the	medical	
profession,	in	general,	with	appropriate	medical	information	about	each	vaccine.	
	
The	Liability	Problem	from	the	Provider's	Perspective	
	
The	medical	profession	needs	to	be	encouraged	to	continue	to	provide	
immunization	for	children.	To	accomplish	this,	professionals	and	allied	health	
personnel	who	administer	vaccines	should	be	held	harmless	for	adverse	reactions	
resulting	from	the	procedure	and	where	no	negligence	is	involved.	
	
Assigning	the	"duty	to	warn"	to	manufacturers	has	created	considerable	concern	
among	public	health	agencies.	This	is	largely	due	to	its	influence	in	inter-
positioning	manufacturers	in	the	usual	flow	of	preventive	medical	services.	
Furthermore,	public	health	agencies	and	health	personnel	employed	by	these	
agencies	and,	indeed,	health	professionals	in	private	practice	generally	have	
observed	the	trends	in	medical	care	liability	and	have	sensed,	rightly	or	wrongly,	
that	their	personal	liability	in	vaccine	associated	injury	is	also	being	called	into	
question.	
	
The	Liability	Problem	from	the	General	Public's	Perspective	
	
Until	recently,	the	general	public	seemed	quite	apathetic	and	unknowledgeable	
as	to	the	risks	and	problems	which	surround	a	mass	immunization	effort.	
However,	in	the	wake	of	the	swine	flu	episode,	people	have	been	asking	
questions	and	questioning	the	answers	received.	
	
Distrust	and	confusion	created	uncertainty	about	the	success	of	the	mass	
immunization	program.	Adding	to	the	confusion	and	adversely	molding	public	
opinion	were	conflicting	reports	from	the	mass	media.	
	
Special	attention	needs	to	be	paid	to	people	living	in	rural	areas	such	as	small	
farmers	and	ranchers,	farm	workers,	migrant	workers,	the	aged,	and	native	
Americans	who	are	particularly	vulnerable	to	and	affected	by	epidemics	in	this	
country.	These	groups	have	had	little	or	no	participation	in	decisions	affecting	



their	health	in	the	past.	
	
Alternatives	Discussed	and	Rejected	
	
The	work	group	considered	and	rejected	the	following	as	solutions	to	the	
liability	problem:	
	
1.	Fundamental	revisions	in	tort	law	by	state.	
2.	Provision	by	the	federal	government	of	either	insurance	coverage	beyond	
what	program	participants	could	themselves	obtain,	or	reinsurance	for	private	
insurers.	
3.	The	establishment	of	a	National	Biological	Facility	which	could	develop,	
produce,	test,	and	distribute	vaccines	and	that	would	also	provide	an	
uninterrupted	supply	of	vaccine.	
4.	The	mechanism	enacted	by	the	Congress	for	the	National	Swine	Flu	
Immunization	Program	(P.L.	94-380).	While	it	bears	some	similarity	to	one	of	
the	alternative	programs	proposed,	this	specific	piece	of	legislation	was	rejected.	

Two	Possible	Alternatives	
	
The	Liability	Work	Group	focused	on	two	alternatives,	the	difference	between	
the	two	approaches	deriving	from	a	consideration	of	whether	both	emergency	
mass	immunization	programs	and	routine	mass	immunization	programs	should	
be	treated	in	the	same	way.	
	
A.		Proposal	for	Separate	Systems	
	
Liability	exposures	to	emergency	situations	may	vary	from	those	found	in	
routine	programs	in	one	or	more	of	the	following	aspects:	
	
–Size	of	population	immunized	
	
–Scope	of	population	immunized	(elderly,	high	risks,	etc.)	
	
–Experience	with	type	of	vaccine	
	
–Accelerated	testing	and	production	time	
	
–Public	awareness	due	to	mass	programs	and	focus	during	pre-immunization	



debate	of	possible	dangers.	
	
These	factors	have	created	and	will	continue	to	create	insurance	availability	
problems.	Accordingly,	some	believe	that	different	approaches	to	the	liability	
problems	may	well	be	considered;	one	approach	for	routine	mass	immunization	
programs,	another	applicable	to	emergency	mass	immunization.	
	
1.	Liability	System	for	Routine	Immunization	Programs	
	
It	was	proposed	that	all	mass	immunization	programs	will	be	deemed	to	be	
routine	and	handled	in	the	following	manner	unless	the	President	declares	a	
program	to	be	"emergency."	In	that	instance	it	is	proposed	that	one	of	the	
alternatives	in	(2)	below	would	be	more	appropriate.	
	
The	proposal	calls	for:	
	
a)	Enactment	of	federal	legislation	authorizing	the	DHEW	to	indemnify	
government	contractors	who	supply,	distribute,	or	administer	vaccine	for	routine	
mass	immunization	programs	against	losses	resulting	from	claims	or	suits	based	
on	injuries	not	caused	by	the	contractor's	failure	to	perform	its	obligations	under	
the	contract.	
	
b)	Encouragement	by	the	federal	government	of	efforts	to	enact	appropriate	
legislation	in	the	states.	
	
2.	Liability	System	for	Emergency	Mass	Immunization	Programs	
	
As	stated	above,	the	potential	liability	exposure	faced	under	possible	emergency	
mass	immunization	programs	may	vary	substantially	from	routine	immunization.	
In	this	instance,	the	President	will	declare	that	an	emergency	exists.	The	criteria	
for	this	designation	are	explained	in	the	description	of	the	single	system.	Hence,	
different	approaches	should	be	considered	as	follows:	
	
a)	No-Fault	Alternative.	This	alternative	is	more	fully	explained	in	the	single	
system	approach.	
	
b)	Elimination	of	Legal	Liability.	The	rationale	for	this	approach	is	that	
individuals	have	a	societal	obligation	which,	under	unusual	circumstances,	
transcends	individual	rights	and	expectations.	When	an	emergency	arises	of	a	



cataclysmic	nature,	requiring	the	immunization	of	great	masses	of	people	for	the	
continued	survival	of	a	society,	the	extent	of	adverse	reaction	to	such	an	
immunization	program	may	have	to	be	accepted	by	each	member	of	society.	We	
reject	this	alternative	for	any	except	the	most	severe,	cataclysmic	situations.	We	
do	not	anticipate	or	expect	such	a	situation	to	arise	in	the	near	future.	
	
B.	Proposal	for	a	Single	System	
	
Introduction
	
The	rationale	for	proposing	a	single	system	approach	is	that	it	enunciates	a	point	
of	view	that	people	participating	in	any	mass	immunization	program	are	
potentially	subject	to	injury	which	can	be	construed	to	have	been	incurred	"in	the	
public	interest."	Since	any	immunization	program	necessarily	involves	some	risk	
to	recipients,	and	because	the	public's	perception	of	risks	and	remedies	are	
inevitably	influenced	by	the	most	visible	program,	a	single	approach	provides	a	
more	logical,	consistent,	and	equitable	remedy	for	those	who	suffer	ill-effects	
from	any	mass	immunization	program.	
	
The	Single	System	
	
This	alternative	approach	requires	the	enactment	of	federal	legislation	as	
described	below.	
	
This	law	and	its	provisions	relating	to	compensation	and	liability	should	become	
operative	upon	declaration	by	the	President	that	a	grave	public	health	interest		
exists	applicable	to	the	general	population	or	important	categories	of	individuals,	
characterized	by	age,	health	status,	location,	unusual	vulnerability	to	disease	or	
health	hazard,	or	in	need	of	special	protection.	The	recommended	major	
provisions	of	this	statute	are	as	follows:	
	
1.	Persons	suffering	a	vaccine	associated	injury	or	disability,	which	results	in	
economic	loss	following	receipt	of	an	inoculation	with	a	vaccine	designated	by	
the	federal	government	as	being	in	the	public	interest,	would	be	eligible	for	
compensation	by	the	United	States.	
	
2.	All	claims	for	vaccine	associated	injury	or	disability	would	be	made	only	
against	the	federal	government	(an	exclusive	remedy).	
	



3.	As	provided	in	Public	Law	94-380,	the	federal	government	should	have	
discretion	to	bring	an	action	against	a	program	participant	resulting	from	
negligent	acts	or	omissions.	
	
4.	The	federal	government	should	be	charged	with	responsibility	for	clearly	and	
fully	disclosing	the	relative	risks	and	benefits	of	designated	vaccines	and	the	
rights	and	remedies	available	to	potential	vaccinees.	
	
5.	In	order	to	encourage	widespread	participation	in	programs	using	government	
designated	vaccines,	all	individuals/organizations	involved	in	manufacture,	
distribution,	and	administration	of	such	vaccines	should	be	immune	from
any	legal	action	by	inoculees	or	their	representatives	for	injuries/	disabilities	
alleged	to	have	resulted	from	receipt	of	such	vaccine.	
	
6.	The	responsibility	for	conduct	of	this	compensation	system	should	be	with	the	
Public	Health	Service.	
	
7.	The	administrative	costs	of	this	system	should	be	borne	by	the	federal	
government.	
	

INTRODUCTION
	
A.	Background	
	
In	the	United	States,	knowledge	of	vaccine	associated	reactions,	including	
serious	injury	in	some	cases,	has	come	largely	from	several	significant	legal	
actions.	These	began	with	the	Salk	polio	vaccine	when	Cutter,	the	manufacturer,	
was	successfully	sued	by	a	vaccinee	who	contracted	the	disease.	The	vaccine	
was	found	“defective”	(some	live	virus	was	inadvertently	present	in	the	"killed"	
virus	product)	and	capable	of	causing	injury.	Liability	was	imposed,	even	though	
the	manufacturer	complied	with	regulations	of	the	Division	of	Biologics	Control	
then	applicable.l	From	the	point	of	view	of	products	liability,	the	decision	
appeared	to	impose	strict	liability	in	the	face	of	established	contract	and	
warranty	principles.2	As	a	result	of	that	decision,	public	health	authorities	
became	gravely	concerned	that	communities	might	refuse	to	approve	
immunization	programs.	
	



The	Cutter	case	was	followed	by	a	number	of	suits	and	settlements	against	other	
manufacturers	of	both	Salk	and	Sabin	polio	vaccines,	all	of	which	indicated	a	
movement	toward	liability	without	fault	in	the	classic	sense.	
	
Legal	problems,	particularly	potential	liability	of	manufacturers,	have	confronted	
vaccine	trials	and	mass	inoculations	in	this	country	since	the	first	large	scale	
polio	immunizations	two	decades	ago.	The	legal	issues,	however,	did	not	
become	actual	impediments	to	production	and	application	until	the	proposed	
nationwide	swine	flu	program	of	1976.	The	magnitude	and	complexity	of	that	
program,	as	well	as	the	cumulative	effect	of	costly	litigation	against	
manufacturers,	created	an	impasse	based	largely	on	the	unavailability	of	
conventional	product	liability	insurance.	The	mounting	expense	of	defense	as	
well	as	recoveries	based	on	theories	of	strict	liability	and	warranty,	even	in	the	
absence	of	negligence	in	the	manufacture	or	use	of	the	vaccine,	produced	highly	
unfavorable	conditions.	It	was	found	impossible	to	estimate	the	volume	and	
nature	of	potential	claims,	especially	in	a	climate	of	medical	uncertainty	and	
public	attitudes	concerning	personal	protection.	
	
In	these	circumstances,	the	four	pharmaceutical	producers	of	the	flu	vaccines	
indicated	they	could	not	proceed	without	governmental	indemnification	for	
possible	damage	suits	and	costs.	They	stated	that	they	had	already	lost	all	or	
most	of	their	applicable	insurance	against	suits	that	might	be	filed	against	them	
in	connection	with	the	swine	flu	vaccine.	Although	few	serious	side	effects	were	
deemed	likely	in	view	of	the	planned	monitoring	and	control,	the	problem	arose	
because	of	the	scope	and	difficulties	of	the	operation,	extensive	publicity	about	
symptoms	following	the	"shot,"	and	the	increasing	resort	to	legal	action	against	
medical	practitioners.	Insurance	companies	asserted	at	congressional	hearings	
that	a	campaign	directed	to	perhaps	200	million	individuals	might	result	in	3.8	to	
10	million	claims	against	producers.3	Costs	of	defense,	even	assuming	none	of	
the	claims	is	meritorious,	might	range	from	$9.5	to	$24	billion.	
	
Despite	these	arguments,	the	nationwide	influenza	program,	which	was	
authorized	by	Public	Law	94-266	(March	1976),	rejected	all	proposals	for	
indemnifying	manufacturers	against	claims	for	injury	related	to	inoculation	
under	the	program	because	of	the	possible	precedent	and	the	belief	that	the	
companies	and	their	carriers	should	be	able	to	meet	the	problem	through	
agreements.	In	August,	however,	faced	with	the	prospect	that	manufacturers	
might	not	supply	the	needed	product,	the	Congress	approved	Public	Law	94-380	
which	established	federal	government	assumption	of	the	initial	defense	in	



lawsuits	arising	out	of	the	swine	flu	inoculation	program,	with	the	government	
reserving	the	right	to	proceed	against	negligent	tortfeasors.	
	
Basically,	the	new	law	provides	that	all	claims	for	damages	under	the	program	
are	to	be	filed	directly	against	the	federal	government.	Using	the	Federal	Tort	
Claims	Act,	which	permits	suits	against	the	government	for	injuries	caused	by	
the	negligence	of	its	employees	arising	out	of	their	official	duties,	the	new	law	
broadens	the	government's	liability.	The	government	is	now	liable	for	the	acts	of	
authorized	participants	who	may	be	involved:	vaccine	manufacturers	and	
distributors;	public	and	private	agencies	or	organizations	that	participate	in	the	
program	without	charge	for	the	vaccine	or	its	administration;	and	the	medical	
and	paramedical	personnel	who,	without	charge,	administer	or	assist	in	
administering	inoculations	in	compliance	with	informed	consent	procedures.	
Suits	filed	in	state	courts	or	under	other	laws	would	be	removed	to	the	federal	
courts,	as	actions	under	this	law.	
	
The	governmental	liability,	starting	September	30,	1976,	is	based	on	any	legal	
principle	that	would	govern	an	action	"under	the	law	of	the	place	where	the	act	
or	omission	occurred,	including	negligence,	strict	liability	in	tort,	and	breach	of	
warranty."	This	provision,	recognizing	the	several	possibilities	for	legal	action,	is	
broader	than	the	present	Federal	Tort	Claims	Act,	which	is	based	on	negligence	
and	does	not	apply	to	cases	where	the	claimed	injury	arose	because	of	a	
discretionary	act.	This	exemption	is	also	eliminated.	Broad	as	this	platform	may	
be,	it	rests	on	established	doctrines	of	personal	injury	redress.	It	does	not	include	
a	"no	fault"	concept,	although	some	cases	that	have	been	successful	against	
vaccine	manufacturers	in	the	past	(the	reason	for	their	fears	under	this	national	
program)	came	close	to	applying	such	a	principle	under	
a	different	legal	theory.	
	
The	law	gives	the	government	the	right	to	recover	from	any	program	participant	
any	damages	paid	and	costs	attributable	to	a	breach	of	contract	with	the	United	
States	or	negligent	conduct	incurred	in	"carrying	out	any	obligations	or	
responsibility	in	connection	with	the	program."	Thus,	if	there	has	been	an	
administrative	settlement	or	court	judgment,	the	government	may	seek	
reimbursement	from	the	manufacturer	that	produced	the	faulty	product,	or	the	
distributor	or	administrator	who	did	not	observe	proper	care.	The	area	of	most	
concern,	informing	candidates	of	the	risks	and	benefits	of	vaccination	and	
assuring	understanding	and	consent,	is	the	responsibility	of	the	federal	
government.	Thus,	in	the	case	of	injury,	there	may	be	valid	and	successful	claims	



against	the	government	itself	for	its	failure	to	disclose	or	gain	adequate	consent.	
	
The	procedure	and	consent	form	had	to	be	developed	in	consultation	with	the	
National	Commission	for	the	Protection	of	Human	Subjects	of	Biomedical	and	
Behavioral	Research	and	had	to	include	advice	on	rights	and	remedies.	
	
The	law	is	specifically	limited	to	the	swine	flu	program.	The	overall	problem	
remains	and	requires	a	permanent	solution.	Public	Law	94-380	requires	the	
Secretary	DHEW	to	study	the	"scope	and	extent	of	liability	for	personal	injuries	
arising	out	of	immunization	liability	and	compensation	for	such	injuries."	The	
findings	and	recommendations	are	due	one	year	from	the	enactment	of	this	law.	
Thus,	by	August	1977,	the	DHEW	should	have	a	plan	for	general	use	in	
immunization	programs	that	are	governmentally	mandated,	or	strongly	
recommended,	for	personal	and	community	acceptance.	
	
This	law	is	a	liability	law	and	is	defense	oriented.	It	is	not	the	first	such	law,	
even	for	this	program.	During	June	and	July	of	1976,	seven	states—California,	
Louisiana,	Michigan,	Pennsylvania,	Rhode	Island,	South	Carolina,	and	
Wisconsin—passed	similar	laws	to	provide	immunity	from	suits	to	physicians,	
medical	staff,	and	organizations,	except	in	cases	of	gross	negligence.	None	of	the	
laws,	however,	protects	the	vaccine	manufacturers;	most	specifically	exclude	
them	from	such	coverage.	New	York	and	Massachusetts	have	had	similar	laws	
on	their	books	and	it	is	likely	that	most	states	would	protect	their	own	employees	
engaged	in	the	administration	of	the	vaccine	under	their	statutes	of	general	
immunity.	All	of	these	laws	are	superseded	by	the	dominant	federal	law	for	the	
1976	swine	flu	vaccine	program.	
	
B.	General	Nature	of	the	Liability	Problem	
	
The	swine	flu	episode	was	fraught	with	many	misunderstandings	as	it	evolved.	It	
has	shown	evidence	of	having	been	the	cause	of	tragic	events	in	its	operation,	
and	it	could	have	far	reaching	adverse	effects	on	the	future	of	the	nation's	
programs	for	immunization.	If	these	adverse	effects	are	to	be	avoided,	what	
happened	during	the	swine	flu	episode	must	be	fully	analyzed	and	understood.	
As	such	studies	are	successful	in	identifying	problems	with	the	present	system,	
solutions	can	be	developed.	
	
Clearly,	a	major	problem	that	emerged	during	the	summer	of	1976	was	the	
"liability	problem."	The	seriousness	of	this	problem	was	illustrated	by	the	



following	statement	that	appeared	in	the	DHEW	report	of	the	National	
Immunization	Conference	of	1976:	
	
"The	swine	influenza	program	was	delayed	for	about	two	months	pending	
resolution	of	the	liability	problem..."	In	face	of	the	potential	danger	of	an	
epidemic	of	catastrophic	proportion,	such	a	delay	seems	inconceivable.	Most	of	
this	delay	was	probably	caused	by	misunderstandings	and	we	shall	offer	our	
perspective	on	the	nature	of	those	misunderstandings.	The	puzzle	of	the	two	
months	delay	is	further	compounded	by	the	fact	that	it	was	not	ended	by	action	
of	political	forces,	but	by	an	unrelated	event:	the	Legionnaires'	disease.	
	
The	liability	problem	we	now	face	is	a	much	more	difficult	one	than	that	of	the	
summer	of	1976.	At	that	time,	most	of	those	who	testified	on	behalf	of	the	
liability	insurance	companies	could	not	satisfy	the	Congress	that	they	had	valid	
reasons	for	not	wishing	to	insure	the	swine	flu	program.	They	were	described	as	
"faint	hearted"	and	worse.	Events	of	recent	months	have	shown	that	the	fears	of	
the	insurance	companies	were	valid,	however	vaguely	they	were	understood	and	
however	poorly	they	were	defined.	The	March	14,	1977,	issue	of	Business	week	
contained	the	following:	
	
“The	Justice	Department	wants	authority	to	hire	28	more	staff	members	to	
handle	the	influx	of	swine	flu	claims,	which	are	expected	to	hit	the	10,000	mark.	
Sources	at	Justice	say	that	as	many	as	60	percent	of	the	claims	will	wind	up	in	
court,	with	claimants	seeking	sizeable	awards...”
	
The	events	of	recent	months	now	call	for	a	reexamination	of	the	swine	flu	
episode	from	its	very	beginning.	They	have	raised	new	doubts	in	the	minds	of	
many	concerning	the	validity	of	the	entire	immunization	process.	Perhaps	this	
process	is	now	in	greatest	question	as	it	pertains	to	our	ability	to	meet	
appropriately	a	potential	calamity	of	pandemic	proportions.	The	swine	flu	
episode	has	served	to	raise	questions	as	to	whether	even	the	routine	programs	of	
immunization	are	being	handled	in	the	best	possible	manner.	In	short,	before	we	
go	forward	with	a	further	restructuring	and	reinforcement	of	the	present	system,	
certain	questions	have	surfaced	as	the	result	of	the	swine	flu	episode	that	must	be	
understood	and	answered.	For	example:	
	
1.	The	overwhelming	weight	of	testimony	of	medical	experts	was	to	the	effect	
that	the	swine	flu	vaccine	was	unquestionably	safe	or	had	essentially	the	same	
risk	as	a	placebo.	(4)	In	view	of	the	deaths	and	the	case	of	paralysis	that	have	



already	been	reported	and	have	been	attributed	to	the	swine	flu	vaccinations,	
how	reliable	was	the	testimony?	What	are	now	the	"facts"	concerning	the	
dangers	of	severe	injury	or	death	from	the	use	of	vaccines?	Is	there	recent	
evidence	of	trouble	with	some	of	the	vaccines	heretofore	thought	to	be	safe?	
	
2.	What	have	we	learned	thus	far	from	the	claims	that	have	already	been	
submitted	under	the	swine	flu	program?	Have	any	claims	been	honored	and,	if	
not,	why	not?	Assuming	that	those	who	have	received	the	shot	are	roughly	ten	
times	more	likely	to	develop	Guillain-Barre	Syndrome	(GBS),	than	those	who	
have	not,	can	those	in	the	former	group	who	suffered	GBS	be	divided	into	two	
groups:	
	
a)	Those	who	got	GBS	because	they	received	the	shot	
	
b)	Those	who	got	GBS,	but	not	because	they	received	the	shot	(i.e.,	they	would	
have	suffered	GBS	even	without	the	shot)?	
	
The	latter	question	goes	to	the	heart	of	the	liability	problem.	It	deals	with	the	
concept	about	which	there	appears	to	be	the	greatest	misunderstanding	between	
the	physician	on	the	one	hand	and	the	insurance	experts	on	the	other.	It	is	also	a	
concept	that	must	be	understood	by	those	who	would	develop	a	"system	of	
compensation"	for	the	"victims"	of	immunization.	
	
Simply	stated,	it	is	extremely	difficult,	if	not	impossible,	to	separate	the	victims	
into	those	who	are	disabled	because	of	the	shot	and	those	whose	disability	is	
unrelated	to	having	had	the	shot.	Here,	we	are	not	referring	to	the	"nuisance"	
claims	that	seemed	to	preoccupy	the	minds	of	the	legislators	during	the	swine	flu	
hearings.	(5)	That	is	an	important	problem;	however,	it	is	not	the	major	one.	We	
are	referring	to	persons	who	have	had	the	shot,	have	become	disabled,	and	now	
believe	that	the	shot	was	the	cause.	By	order	of	magnitude,	victims	in	this	class	
may	be	ten	times	as	numerous	as	those	who	became	disabled	because	of	the	
shot.	
	
Medical	experts	may	have	difficulty	in	separating	the	two	classes	of	victims.	
Even	if	possible,	it	is	doubtful	that	any	"system"	constructed	in	today's	societal	
climate	would	permit	the	distinction	to	be	made.	That	is,	all	of	the	victims	in	
need	of	compensation	would	be	paid.	Perhaps	a	system	run	by	the	federal	
government	could	successfully	deny	some	of	such	claims;	a	system	run	by	
private	insurance	could	not.	



	
This	brings	us	to	the	subject	that	is	of	transcendental	importance	as	the	
immunization	program	is	impacted	by	the	liability/compensation	problem.	At	
this	point,	we	have	redefined	the	liability	problem	as	the	liability/compensation	
problem.	This	is	because	the	concept	of	liability	has	become	hopelessly	
entwined	with	the	concept	of	compensation.	This	confusion	is	the	result	of	a	
societal	development	of	truly	major	proportions.	Today,	our	society	is	motivated	
by	what	has	become	identified	as	the	"psychology	of	entitlement."	In	a	nutshell,	
what	society	now	recognizes	as	an	individual	"need"	has	come	to	be	regarded	as	
a	"right";	and	what	is	a	"right"	must	be	met.	This	type	of	thinking	pervades	much	
of	our	society	and	is	rapidly	affecting	much	of	our	industrial	activity,	and	there	is	
no	easy	solution.	
	
The	rapid	growth	of	the	psychology	of	entitlement	has	had	a	crushing	impact	on	
the	system	of	liability	insurance.	At	the	same	time,	the	systems	of	"first	party"	
compensation	are	being	undermined	by	the	rulings	of	the	judicial	system.	Recent	
judicial	decisions	are	rapidly	changing	a	liability	system	based	on	negligence	to	
a	system	of	compensation	based	on	the	need	of	the	victim,	regardless	of	fault.	
	
In	addition,	the	compensation	system	is	being	changed	from	one	where	the	
burden	of	proof	was	on	the	victim	to	prove	that	his	loss	was	due	to	a	
circumstance	that	was	covered	under	the	terms	of	the	policy	contract,	to	a	system	
where	the	burden	is	placed	on	the	insurer	to	prove	that	the	cause	of	disability	
was	not	covered.	
	
What	must	be	understood	by	those	whose	attention	is	concentrated	on	the	need	
for	an	effective	program	of	immunization	is	that	the	problems	of	the	tort	liability	
system	have	become	endemic	in	our	society.	These	problems	have	become	so	
severe	that	they	have	threatened	the	very	solvency	of	one	of	the	strongest	
companies	in	the	auto	liability	insurance	business.	It	was	in	the	field	of	auto	
liability	insurance	that	these	problems	first	surfaced	in	the	late	1960s.	In	more	
recent	years,	other	major	forms	of	liability	insurance	have	encountered	similar	
and	severe	difficulties.	First,	in	medical	malpractice,	and	more	recently,	in	
product	liability.	The	liability	problem	is	further	aggravated	by	the	fact	that	the	
victim	is	compensated	not	only	for	his	economic	loss,	but	also	for	his	"pain	and	
suffering,"	which	is	woefully	uneconomic	because	of	the	substantial	portion	of	
the	available	funds	being	absorbed	by	the	legal	profession	and	the	judicial	
system.	
	



It	was	in	this	environment	of	a	rapidly	deteriorating	tort	liability	system	that	the	
liability	insurance	business	was	called	upon	to	underwrite	the	potential	losses	
that	could	result	under	the	swine	flu	program.	All	such	companies	had	incurred	
severe	underwriting	losses	during	1974	and	1975.	Because	of	very	sizeable	(and	
very	unwelcome)	rate	increases,	the	underwriting	trends	for	1976	and	1977	
looked	more	favorable.	But	there	was	no	evidence	of	a	favorable	trend	in	the	
judicial	environment	for	the	tort	liability	system,	nor	was	there	evidence	of	any	
widespread	understanding	that	meaningful	legislative	action	was	needed	to	meet	
the	problems	of	the	auto	liability	and	medical	malpractice	liability	problems.	The	
difficulties	of	the	product	liability	system	were	beginning	to	surface;	so	also	
were	the	problems	of	"punitive	damage"	awards,	class	action	suits,	Workers	
Compensation	legislation,	and	"Judicial	legislation,"	which	broadened	liability	in	
a	number	of	areas.	
	
What	must	be	understood	is	that	the	tort	liability	environment	of	1976	has	not	
improved	in	1977;	it	has	become	worse.	Despite	all	the	flurry	of	legislative	
action	by	many	states,	and	congressional	hearings	and	studies,	there	have	been	
no	lasting	solutions.	The	problems	will	resurface	with	greater	intensity.	To	date,	
no	real	solutions	have	been	found.	Unfortunately,	the	immunization	program	is	
captive	of	this	environment.	There	will	be	justifiable	pleas	that	a	special	solution	
must	be	found	for	this	particular	program	because	of	its	great	importance	to	the	
security	of	our	nation.	The	same	plea	is	also	being	raised	by	other	factions—by	
the	medical	profession,	by	the	manufacturers	of	essential	goods,	by	the	providers	
of	essential	services,	etc.	
	
If	the	premise	that	a	separate	solution	will	be	developed	for	immunization	
programs	is	accepted,	and	essentially	this	is	what	was	eventually	done	for	the	
swine	flu	program,	and	it	is	further	assumed	that	some	form	of	compensation	
system	will	be	developed	for	the	"victims"	of	immunization,	we	then	have	two	
problems.	First,	how	do	we	identify	the	victims;	and	second,	how	shall	the	
compensation	of	the	victims	be	determined?	In	the	time	available,	we	could	not	
reach	a	consensus	that	this	was	the	appropriate	approach.	Accordingly,	the	work	
group	developed	two	alternative	approaches,	including	one	which	does	not	
attempt	to	answer	the	difficult	questions	of	compensation.	
	

II.	THE	MASS	IMMUNIZATION	LIABILITY	
PROBLEM	FROM	THE	MAJOR	PARTICIPANTS’	



PERSPECTIVE	
	
This	section	presents	a	brief	overview	of	the	perspectives	of	the	major	
participants	in	mass	immunization	programs	in	regard	to	the	liability	problem.	
The	major	participants	are	the	insurers,	the	manufacturers,	the	providers	(private	
physicians-public	health	officials),	and	the	general	public.	
	
A.	The	Liability	Problem	from	the	Insurer's	Perspective	
	
The	liability	insurance	market	for	participants	in	immunization	programs,	
manufacturers,	providers,	and	public	health	agencies,	is	extremely	small	and	is	
stretched	to	capacity	throughout	the	world.	
	
The	explanation	for	the	shrinkage	in	insurance	availability	lies	in	part	in	the	
highly	unfavorable	experience	of	the	entire	United	States	property	casualty	
insurance	industry	over	the	past	two	and	one-half	years.	On	an	under	writing	
basis	(relationship	between	premium	income	and	losses	and	expenses),	the	
industry	has	lost	$9	billion	since	mid-1973.	During	1974,	an	additional	$5.7	
billion	disappeared	from	the	industry's	capital	and	surplus	in	the	stock	market	
collapse	of	that	year.	While	the	underwriting	losses	have	been	nearly	offset	by	
investment	income,	and	most	of	the	capital	losses	have	been	regained	in	the	
recent	resurgence	of	the	stock	market,	the	industry	has	effectively	been	treading	
water	for	nearly	three	years,	unable	to	accumulate	the	surplus	necessary	to	
provide	all	the	insurance	protection	an	expanding	economy	requires.	
	
The	industry's	spectacular	premium	growth	during	the	same	period	has	been	
almost	entirely	the	result	of	inflation	in	the	prices	of	goods	and	services	for	
which	insurance	pays,	and	has	been	achieved	only	by	abandoning	essential	
relationships	between	capital	and	surplus	on	the	one	hand	and	premium	volume	
on	the	other,	and	thereby	threatening	the	long-term	stability	of	the	business.	
	
The	result	of	the	industry's	recent	financial	difficulties	is	that	"the	industry	is	
having	a	hard	time	providing	coverage	for	risks	and	customers	with	which	it	is	
familiar,	and	has	neither	the	capacity	nor	the	desire	to	take	on	new	and	
unmeasurable	liabilities,"	as	an	industry	witness	testified	during	congressional	
hearings	on	the	insurance	problems	besetting	the	swine	flu	immunization	
program.	(6)
	



	
Worse,	the	lines	of	insurance	in	which	losses	have	increased	fastest	during	the	
past	two	years	are	those	most	directly	related	to	participants	in	immunization	
programs,	products	liability,	(7)	and	medical	malpractice.	(8)
	
Further	explanation	of	the	shrinkage	in	insurance	availability	lies	in	legal	and	
attitudinal	developments	since	the	mid-1960s	which	have	simplified	claimants	
burden	of	proof,	steadily	eroded	defendants	traditional	defenses,	and	nearly	
destroyed	insurers	ability	to	predict	the	frequency	and	severity	of	claims	against	
their	insureds.	(9)	It	is	important	to	understand	that	claim	frequency	and	severity	
are	crucial	to	the	pricing	of	the	insurance	product,	and	that	if	insurers	are	unable	
to	measure	the	risk	in	a	given	line	of	coverage,	it	becomes	uninsurable.	
	
In	almost	no	area	has	the	shrinkage	of	insurance	availability	been	more	
acute	than	in	the	pharmaceutical	manufacturing	industry.	The	number	of	insurers	
willing	to	insure	pharmaceutical	manufacturers	has	declined	in	recent	years	(10)
almost	as	dramatically	as	the	number	of	pharmaceutical	manufacturers	willing	
to,	(11)
make	vaccines,	and	for	many	of	the	same	reasons.	
	
Within	the	past	few	years,	numerous	insurers	and	reinsurers,	stung	by	huge	
losses	they	had	not	foreseen	and	thus	had	failed	to	take	into	consideration	in	
pricing	their	coverage,	have	simply	withdrawn	from	the	pharmaceutical	market.	
(12)	Those	who	have	remained	in	the	market	have	insisted	upon	sharply	higher	
premiums	and/or	greater	retention	of	risk	by	their	insured	manufacturers.	(13)
	
The	problems	created	by	the	shrinkage	of	insurance	capacity	have	been	
compounded	by	the	manufacturers	understandable	demands	for	even	higher	
limits	of	coverage.	These	demands	have	exhausted	insurance	capacity	
throughout	the	world	and	left	many	manufacturers	with	huge	gaps	or	shortfalls	
in	their	needed	coverage.	(14)	In	order	to	retain	insurance	protection	against	
truly	catastrophic	losses,	(15)	the	manufacturers	have	been	forced	to	absorb	a	
growing	proportion	of	their	total	exposure	to	loss.	(16)	
	
Product	liability	insurance	coverage	for	pharmaceutical	manufacturers	is	written	
for	the	entire	range	of	their	products,	not	for	discrete	products	or	categories	of	
products	like	vaccines.	Thus,	contract	prices	will	reflect	the	loss	experience	
and/or	potential	for	all	of	the	manufacturers	output,	unless	the	loss	experience	or	
potential	risk	associated	with	a	particular	product	is	so	conspicuous	as	to	dictate	



either	its	exclusion	from	the	coverage	(as	was	initially	the	case	with	swine	flu	
vaccine),	or	special	treatment	in	the	rating	process.	
	
This	fact	has	much	to	do	with	the	inability	of	insurers	of	pharmaceutical	
manufacturers	to	provide	claim	and	loss	data	specific	to	a	given	product.	The	
lack	of	product	specific	data	is	usually	an	indication	that	the	product	in	question	
has	not	historically	generated	losses	and	expenses	sufficient	to	justify	its	being	
singled	out	for	special	treatment.	
	
However,	,	there	are	a	number	of	factors	that	suggest	that	the	liability	of	vaccine	
manufacturers	may	become	increasingly	difficult	to	insure,	even	as	the	
techniques	for	formulating,	testing,	and	evaluating	the	safety	and	efficacy	of	
vaccines	reach	new	levels	of	certainty	and	sophistication.	As	one	scholar	put	it:	
	
“It	is	ironic	that	now,	with	a	greater	scientific	and	epidemiologic	ability	to	
proceed	successfully,	the	fear	of	legal	liability	has	hobbled	a	cause	which	should	
call	forth	supreme	efforts	in	science,	social	responsibility	and	public	action.	
Although	this	situation	has	been	clear	to	the	profession	(the	"insiders")	for	over	a	
decade,	as	court	cases	have	multiplied	against	pharmaceutical	manufacturers	and	
even	the	U.S.	Government,	such	knowledge	was	not	widely	shared	with	the	
public.”	(17)
	
The	extent	to	which	the	public	has	equated	the	medical	risks	associated	with	
vaccines	with	their	legal	risks	is	illustrated	in	the	remarks	of	the	Chair	man	of	
the	Congressional	Subcommittee	that	developed	the	special	legislation	for	the	
swine	flu	immunization	program,	which	appeared	in	the	Congressional	Record	
after	the	legislation	was	enacted:	
	
“It	must	be	underlined	that	it	has	never	been	clear	to	the	subcommittee	what	the	
fuss	has	been	all	about.	The	four	vaccine	manufacturers	during	the	last	five	years	
have	produced	over	70	million	doses	of	flu	vaccine	which	has	[sic]	been	
received	by	the	high	risk	population	and	have	produced	fewer	than	20	claims	
against	them.	The	vaccine	is	a	killed	vaccine	and	clearly	both	safe	and	effective.	
The	department's	proposal	for	obtaining	informed	consent	from	those	who	
received	the	vaccine	seemed	at	least	adequate.	Thus,	at	least	some	Members	
clearly	felt	the	manufacturers	and	insurers	were	faint	hearted,	shirking	their	
social	responsibilities,	or	unreasonably	pursuing	profit	or	precedent.”	(18)
	
Until	the	recent	swine	flu	program,	the	insurance	community	had	never	



questioned	the	insurability	of	vaccines	from	the	standpoint	of	medical	safety.	
(19)	However,	the	adverse	reactions	resulting	from	the	swine	flu	program	have	
created	a	new	situation.	The	"spillover"	effect	of	this	program	may	create	
questions	concerning	medical	safety	in	routine	mass	immunization	programs.	
(20)
	
There	is	also	serious	concern	about	the	changing	legal	environment	in	which	
immunization	programs	operate.	(21)	There	are	increasingly	litigious	tendencies	
within	the	population	(22)	and	fear	that	judicial	decisions	may	encourage	this	
tendency	even	further.	
	
New	responsibilities	have	been	imposed	on	manufacturers	and	their	insurers	in	a	
series	of	product	liability	cases	whose	trend	suggests	that	producers	of	vaccines	
will	be	held	liable	for	vaccine	associated	injury	"without	regard	to	fault,	in	order	
to	achieve	a	form	of	social	or	distributive	justice	for	individuals	deemed	injured	
in	a	community	sponsored	program."	(23)
	
The	key	case	in	the	series	underlying	manufacturer	and	insurer	concern	about	the	
insurability	of	vaccine	producers	is	Reyes	v.	Wyeth	Laboratories:	
	
“...In	Reyes,	a	child	brought	to	a	clinic	for	mass	polio	immunization	received	
$200,000	against	a	drug	manufacturer	not	charged	with	negligence	in	producing	
the	vaccine,	which	had	been	properly	approved	by	the	Bureau	of	Biologics	
Control.	Although	experts	testified	that	the	injury	was	not	clearly	associated	with	
the	ingestion	of	the	vaccine,	but	likely	came	from	a	wild	virus	in	the	community,	
the	jury's	finding	of	causation	was	upheld.	
	
“The	principal	holding	of	the	Reyes	case	was	the	court's	statement	that	the	
manufacturer	was	obligated	to	issue	warnings	concerning	risks	of	immunization.	
Discarding	the	arguments	that	the	vaccine	was	a	prescriptive	drug,	that	labeling	
had	to	be	provided	solely	to	professionals,	and	that	the	administering	nurse	had	
proper	instructions,	the	court	maintained	that,	with	knowledge	of	the	way	such	
immunizations	were	given,	the	manufacturer	had	the	responsibility	to	insure	that	
each	candidate	was	appropriately	informed.	The	failure	of	the	drug	company	to	
warn,	or	to	see	that	the	Health	Department	which	ran	the	program	did	so,	
rendered	the	product	unreasonably	dangerous	"as	marketed"	(if	not	as	developed	
or	produced)	and,	therefore,	"defective"	within	the	intent	and	sense	of	Section	
402A	of	the	Second	Restatement	of	Torts...”(25)
	



The	Reyes	court's	decision	signaled	the	unhinging	of	liability	from	causation,	
and	made	all	previous	experience	meaningless	in	assessing	the	exposure	of	
vaccine	manufacturers.	(26)	In	the	context	of	a	mass	immunization	program,	it	
could	have	proven,	and	could	in	the	future	be,	disastrous.	(27)
	
In	his	remarks	to	the	National	Immunization	Conference	on	November	13,
1976,	William	O.	Bailey,	President	of	Aetna	Life	and	Casualty,	said	the	
insurance	industry's	concern	about	the	insurability	of	vaccines	stems	from	"a	
legal	and	social	climate	in	which	inevitable	side	effects,	coincidental	sickness,	or	
unexpected	results	rather	than	real	negligence	increasingly	form	the	basis	of	a	
cause	of	action	by	the	claimant	against	all	or	most	of	those	involved	in	the	
process."	(28)
	
The	expansion	or	extension	of	liability	"plagues	all	manufacturers	and	
distributors	of	products,	and	their	insurers,	today,"	Bailey	said,	"but	raises	
special	problems	of	magnitude	and	scope	when	applied	to	health	care	treatment	
supported	and	encouraged	by	a	highly	visible	and	comprehensive	national	
program."	(29)
	
The	problems	of	"magnitude	and	scope,"	Bailey	explained,	pose	special	
problems	for	insurers	because	of	the	nature	of	their	contractual	liability	to	their	
insureds:	
	
“The	liability	insurer	is	contractually	obligated	to	defend,	at	its	own	expense,	
any	covered	claim	or	suit	involving	its	policy	holder	in	addition	to	paying	any	
indemnity	that	may	be	awarded	by	judgment	or	settlement	against	the	
policyholder.	The	legal	and	other	expenses	incurred	in	the	investigation	and	
settling	of	claims	are	not	typically	included	in	the	limit	of	liability	of	such	
policies.	Therefore,	a	policy	affording,	for	example,	a	$1	million	limit	of	liability	
in	actuality	exposes	the	insurer	to	indemnity	payments	of	this	amount	and,	in	
addition,	unlimited	costs	of	investigation	and	defense	of	claims	against	the	
insured.	
	
“Let	me	emphasize	that	the	payment	of	indemnity	for	mistakes	or	malpractice	is	
not	the	main	liability	insurance	problem	under	a	federally	sponsored	
immunization	program.	The	problem	which	concerns	the	insurance	industry	runs	
to	claim	expense,	not	to	the	successful	suit	or	settled	claim.	It	is,	for	example,	no	
longer	unusual	for	defense	costs,	as	distinct	from	the	indemnity	paid,	to	exceed	
$20,000.	Aetna's	own	experience	under	all	forms	of	products	liability	indicates	



that	the	average	paid	expense	per	case	is	
about	$4,500	and	the	average	indemnity	settlement	is	between	$8,000	and	
$10,000.	Most	of	our	defense	costs	are	incurred	in	cases	that	are	settled	without	
trial,	and	10	percent	of	these	are	settled	without	any	indemnity	payment.	About	
five	percent	of	our	suits	are	actually	tried	and	these,	of	course,	are	far	more	
costly	from	an	expense	standpoint	whether	we	win	or	lose.	For	example,	in	three	
drug	cases	that	were	tried	in	the	last	24	months	our	total	expense	cost	was	
$550,000,	and	we	"won"	all	three	cases!
If	only	one	quarter	of	one	percent	of	the	potential	inoculation	recipients	were	to	
bring	claims,	even	under	a	program	considerably	less	comprehensive	than	the	
swine	flu	program,	the	expense	of	settling	or	defending	those	claims	would	be	
staggering.	
	
“Although	there	has	been	no	experience	of	the	type	that	we	envision	will	
develop	under	mass	inoculation	programs,	we	believe	there	is	validity	to	the	
concern	that	we	would	receive	substantial	numbers	of	claims	under	the	system	as	
we	know	it	today....	In	today's	litigious	climate,	it	would	simply	be	naive	to	
believe	that,	without	some	form	of	control,	there	would	not	be	a	substantial	
number	of	personal	injury	claims	
(and	perhaps	class	actions)	that	would	generate	enormous	claim	expense	before	
the	ultimate	determination	of	responsibility	is	sorted	out.”	(30)
	
The	almost	constant	publicity	surrounding	the	swine	flu	immunization	program,	
and	the	claims	activity	it	has	generated,	suggest	that	the	prediction	made	by	the	
President	of	the	American	Insurance	Association	at	the	National	Immunization	
Conference	was	accurate:	
	
“The	way	things	stand	now,	any	mass	scale	future	immunization	program	is	
likely	to	pose	the	same	liability	problems	that	the	swine	flu	program	raised	for	
manufacturers,	medical	personnel	and	facilities,	insurers	and	for	the	program's	
sponsors...It	is	the	matter	of	scale,	the	questions	of	knowns	and	unknowns	and	
their	future	impact	on	cost	which	make	mass	immunization	programs	such	as	the	
swine	flu	project	basically	uninsurable	by	private	enterprise	alone...
	
“We	believe	that	a	valid	distinction	may	exist	in	determining	the	rules	of	liability	
for	programs	conducted	as	a	matter	of	public	policy	as	contrasted	with	other	
programs	and	products.	In	some	cases—such	as	with	vaccines	manufacturers	
may	have	to	be	exempted	from	strict	liability	in	public	policy	programs,	unless	
some	features	of	the	strict	liability	doctrine	can	be	amended.”	(31)



	
While	it	is	currently	unclear	what	the	"spillover"	effect	of	the	swine	flu	program	
will	be,	the	insurance	and	liability	problems	inherent	in	mass	immunization	
programs	will	have	some	effect	on	other	vaccines	used	in	routine,	ongoing	
immunization	programs,	(32)	there	are	indications	that	manufacturers	of	these	
vaccines	are	alarmed	by	the	potential	impact	of	recent	court	decisions	(33)	on	
their	liability	exposure.	
	
For	example,	two	manufacturers,	Merck	and	Lederle,	recently	sought	contractual	
provisions	requiring	the	United	States	to	assume	any	obligation	the	manufacturer	
might	otherwise	be	found	to	have	to	warn	vaccine	recipients	of	the	risks	
involved	in	being	inoculated	with	the	vaccine.	(34)	While	Merck	subsequently	
withdrew	its	request,	Lederle	insisted	upon	its	proposed	language,	which	reads	
as	follows:	
	
“The	Department	of	Health,	Education,	and	Welfare,	Public	Health	Service,	
Center	for	Disease	Control,	represents	and	agrees	that	they	will	take	all	
appropriate	steps	to	assure	that	all	ORIMUNE,	Poliovirus	Vaccine,	Live,	Oral,	
Trivalent	supplied	to	various	locations	within	the	50	states,	District	of	Columbia,	
Puerto	Rico,	Virgin	Islands,	Guam,	American	Samoa	and	the	Trust	Territory	of	
the	Pacific	Islands	pursuant	to	the	terms	of	any	contract	resulting	from	American	
Cyanamid	Company	Lederle	Laboratories	Division	response	to	Solicitation	No.	
M5-Ql32-76	dated	May	21,	1976,	shall	be	administered	on	the	basis	of	an	
individualized	medical	judgment	by	a	physician	that	this	immunization	is	
necessary	and	desirable	for	this	patient;	or	the	Department	of	Health,	Education,	
and	Welfare,	Public	Health	Service,	Center	for	Disease	Control	will	take	all	
appropriate	steps	to	provide	to	such	patient,	parent	or	guardian	meaningful	
warnings	relating	to	the	use,	administration	and	receipt	of	the	vaccine,	in	form	
and	language	understandable	to	such	patient,	parent	or	guardian.	These	warnings	
shall	include	but	not	be	limited	to	the	reported	incidence	of	vaccine	associated	
paralytic	disease	in	substance	as	set	forth	in	the	package	circular	for	the	
vaccines.”	(35)
	
Protection	of	the	sort	sought	and	obtained	by	Lederle	and	perhaps	other	
protection	may	well	be	necessary	for	manufacturers	and	providers	of	all	
vaccines,	not	just	those	used	in	mass	immunization	programs.	Events	of	recent	
years	make	it	clear	that	there	is	little	certainty	or	stability	in	the	law	of	torts,	and	
new	liabilities	may	make	it	necessary	to	provide	protection	to	manufacturers	and	
providers	of	all	vaccines	designated	by	the	Public	Health	Service	as	being	in	the	



public	interest.	
	
B.	The	Liability	Problem	from	the	Manufacturer's	Perspective	
	
The	liability	dilemma	faced	by	manufacturers	has	added	an	obvious	major	
hurdle	and	stands	as	a	primary	disincentive	to	industry	in	this	field.	The	basic	
liability	problem	for	manufacturers	centers	on	the	shift	of	responsibility	of	the	
so-called	duty	to	warn,	as	set	forth	in	both	Davis	v.	Wyeth	Laboratories,	Inc.	
(399	F.	2d	121	[9th	Cir.	1968]),	and	Reyes	v.	Wyeth	Laboratories,	Inc.	(498	F.	2d	
1864	[5th	Cir.	1974]).	From	the	manufacturer's	standpoint,	the	difficulty	with	
these	decisions	does	not	rest	on	the	requirement	that	the	vaccinee,	his	parent	or	
guardian,	be	advised	of	the	benefits	and	risks	of	the	vaccine,	but,	rather,	on	the	
fact	that	the	cases	require	the	manufacturer	to	provide	this	information	(i.e.,	for	a	
manufacturer	to	assume	the	overall	control	of	vaccination	programs	at	the	
federal,	state,	and	local	levels).	This,	of	course,	is	the	proper	responsibility	of	
public	health	officials	and	the	public	health	service	in	general,	and	should	not	
involve	manufacturers.	Moreover,	such	a	requirement	is	totally	beyond	the	
control	and	ability	of	the	vaccine	manufacturer.	
	
Vaccines,	although	extremely	important,	represent	only	a	small	portion	of	the	
pharmaceutical	industry.	Despite	this	fact,	the	industry	has	been	able	to	meet	all	
national	demands	for	vaccination	programs.	The	capability	of	the	industry	is	
well	illustrated	by	the	unprecedented	production	of	145	million	doses	of	
influenza	vaccine	within	nine	months.	However,	the	demand	for	vaccines	
fluctuates	and	has	decreased	with	the	overall	decrease	in	susceptibles	and	the	
diminishing	birth	rate.	This	fluctuation	has	influenced	the	number	of	companies	
that	desire	to	participate	in	the	field.	
	
In	addition,	the	costs	of	manufacturing	have	also	spiraled	in	an	upward	trend.	
Moreover,	the	scientific	expertise	necessary	to	produce	vaccines	has	made	it	
extremely	difficult	for	many	companies	to	participate	in	this	field.	
	
Under	traditional	legal	concepts,	a	manufacturer	has	been	required	only	to	
warrant	that	which	is	under	its	control.	Under	this	principle,	a	manufacturer	
develops,	formulates,	and	tests	the	efficacy	and	safety	of	its	vaccines	and	
guarantees	their	quality.	In	addition,	it	has	the	duty	to	provide	the	medical	
profession,	in	general,	with	appropriate	medical	information	about	each	vaccine.	
However,	the	evaluation	of	whether	a	vaccine	should	be	administered	to	a	
particular	individual	in	a	public	immunization	program	and	what	benefits	and	



risks	information	such	individual,	or	his	parent	or	guardian,	should	receive	has	
remained	under	the	control	of	public	health	officials.	The	Davis	and	Reyes	cases	
have	substantially	altered	the	manufacturer's	liability	for	the	delivery	of	this	
information	to	the	vaccinee.	
	
Under	emergency	conditions,	the	traditional	approach	may	be	even	less	
applicable.	In	the	swine	flu	emergency,	the	government	not	only	assumed	the	
responsibility	to	convey	the	information	on	the	benefits	and	risks	of	vaccination,	
but	also	developed,	formulated,	and	tested	the	safety	and	efficacy	of	the	vaccine.	
This	would	not	be	the	case	in	the	more	normal	vaccination	programs.	
	
The	judicial	dilemma	caused	by	the	Davis	and	Reyes	cases	has	left	vaccine	
manufacturers	not	only	in	an	impossible	liability	position,	but	also	in	a	
precarious	position	with	respect	to	insurance	coverage.	In	the	National	Swine	
Flu	Immunization	Program,	manufacturers	were	unable	to	obtain	insurance	
coverage.	Insurance	coverage	for	the	normal	ongoing	vaccination	programs	has	
remained	available.	However,	manufacturers	may	be	faced	with	exclusions	of	
coverage	in	the	future.	Coverage	has	been	maintained	in	large	part	because	of	
the	fact	that	each	manufacturer's	policy	is	based	on	the	overall	product	liability	
of	its	entire	line.	The	cost	of	this	insurance	is	enormous	and,	in	fact,	the	
deductibles	range	from	$2	to	$15	million	a	year.	Consequently,	the	risk	of	
liability	for	a	major	portion	of	normal	vaccine	associated	lawsuits	is	borne	
directly	by	each	manufacturer.	This	result	provides	an	even	greater	disincentive	
to	participate	since,	in	actuality,	this	liability	is	uninsured.	
	
C.	The	Liability	Problem	from	the	Provider's	Perspective	
	
Children	can	and	should	be	completely	immunized	against	preventible	infectious	
diseases.	The	success	of	such	a	nationwide	policy	depends	in	large	measure	upon	
physicians	in	practice	who	encourage	participation	and	who	provide	
immunization	and	vaccination	as	part	of	a	total	preventive	health	care	program.	
	
More	than	50	percent	of	all	immunizations	are	provided	to	children	by	private	
physicians	and	the	immunization	programs	serve	as	part	of	a	continuous	
physician	patient	relationship.	
	
Claims	based	on	tort	law	have	in	the	past	provided	the	means	through	which	
some	patients	could	be	compensated	for	injuries	related	to	administration	of	
vaccines.	However,	the	recent	swine	flu	vaccination	program	has	upset	the	



balance	of	risk	and	liability	in	immunization	programs	in	general.	Widely	
publicized,	greatly	increased	numbers	of	claims	for	alleged	vaccine	related	
injury	can	be	expected	to	affect	other	immunization	programs.	Providers,	facing	
increased	liability,	have	been	discouraged	by	present	legislation	which	provides	
immunity	against	claims	only	to	those	health	providers	who	participated	in	the	
program	without	charge.	
	
The	medical	profession	needs	to	be	encouraged	to	continue	to	provide	
immunization	for	children.	To	accomplish	this,	professionals	and	allied	health	
personnel	who	administer	vaccines	should	be	held	harmless	for	adverse	reactions	
resulting	from	the	procedure	and	where	no	negligence	is	involved.	
	
In	the	United	States,	the	general	awareness	and	concern	regarding	serious	
adverse	reactions	to	commonly	used	vaccines	has	been	dramatized	as	a	result	of	
a	number	of	vigorous	legal	actions.	These	have	generally	involved	claims	of	
manufacturers	liability	for	failing	to	warn	of	inherent	risks	actions	based	on	
concepts	of	strict	liability	in	tort.	To	avoid	this	liability,	courts	have	indicated	
that	there	must	be	an	evaluation	by	the	physician	on	a	case	by	case	basis	of	the	
risks	and	benefits	of	vaccines.	When	there	is	no	direct	physician/	patient	
relationship,	specific	warnings	for	each	potential	vaccinee	or	his/her	
representative	are	necessary.	Furthermore,	courts	have	said	that	manufacturers	
are	responsible	for	obtaining	this	individualized	informed	consent	for	receiving	
vaccines.	
	
Assigning	the	"duty	to	warn"	to	manufacturers	has	created	considerable	concern	
among	public	health	agencies.	This	is	largely	due	to	its	influence	in	inter-
positioning	manufacturers	in	the	usual	flow	of	preventive	medical	services.	
Furthermore,	public	health	agencies	and	health	personnel	employed	by	these	
agencies	and,	indeed,	health	professionals	in	private	practice	generally	have	
observed	the	trends	in	medical	care	liability	and	have	sensed,	rightly	or	wrongly,	
that	their	personal	liability	in	vaccine	associated	injury	is	also	being	called	into	
question.	
	
The	impact	of	vaccine	policy	has	not	been	systematically	assessed	as	it	pertains	
to	major	social	and	economic	issues	such	as	informed	consent,	liability,	the	
changing	health	care	system,	and	the	practice	of	medicine.	There	is	no	
systematic	approach	by	any	one	agency	to	interface	with	these	forces.	
	
The	delivery	of	vaccines	is	dependent	not	only	on	its	mechanics	of	distribution,	



but	upon	the	provision	of	health	care	by	health	professionals	in	the	public	and	
private	sector	whose	awareness,	understanding,	and	acceptance	of	vaccination	
policy	is	critical	to	its	implementation.	
	
Finally,	without	adequate	public	acceptance	and	involvement,	all	issues	of	
implementation	of	vaccination	will	be	irrelevant.	The	present	system	lacks	the	
means	for	adequately	implementing	public	and	professional	acceptance	as	
complementary	requirements	for	production	and	supply.	
	
5.	Public	Education	and	Publicity	
	
The	high	visibility	afforded	immunization	and	the	often	controversial	nature	of	
the	subject	matter	which	must	be	handled	by	the	communications	media	
underscore	the	need	for	public	education	and	the	need	for	expert	public	relations	
concerning	this	emotionally	charged	subject.	There	are	two	special	features	of	
immunization	policy	and	decision	making	which	create	particular	difficulties	in	
achieving	optimal	levels	of	public	awareness	and	education.	On	the	one	hand,	
the	factors	influencing	vaccine	decisions	are	often	highly	technical	and	lose	their	
impact	in	a	nontechnical	context.	A	different	kind	of	communication	difficulty	
arises	from	the	fact	that	all	immunization	decisions	are	founded	on	an	
assessment	of	benefit	versus	risk—both	of	which	are	always	finite—and	the	
public	is	generally	unfamiliar	with	benefit-risk	ways	of	thinking	about	their	
individual	health	concerns.	It	will	require	a	coherent	coordinated	response	from	
a	coalition	of	socially	responsible	forces	with	high	credibility	to	offset	public	
insecurity	and	confusion	about	immunization.	
	
l.	Preservation	of	Effective	Components	of	Present	System	
	
It	is	essential	to	preserve	the	effective	components	of	the	present	system,	
particularly	the	excellent	function	of	its	governmental,	advisory,	and	industrial	
components.	Their	current	effectiveness	stems	mostly	from	the	high	
concentration	of	expertise	represented	within	each	of	these	components.	Any	
proposed	solution	to	the	broad	newly	perceived	social	and	economic	policies	
should	not	dilute	or	distort	this	expertise.	However,	the	areas	needing	new	
approaches	include	liability,	informed	consent,	public	and	professional	
acceptance,	and	clinical	research.	
	
2.	Proposed	National	Immunization	Commission	
	



The	unanimous	consensus	of	this	work	group	was	for	the	establishment	of	a	
National	Immunization	Commission	reporting	to	the	Secretary	DHEW	and	to	the	
Congress.	
	
A.	Functions
	
1)	Augmentation	of	Communication.	A	leading	function	of	the	proposed	
Commission	would	be	communication	with	the	public,	the	media,	the	
professions,	industry,	the	Congress,	government	agencies,	and	the	Department	of	
Defense.	
	
2)	Policy	Development,	Coordination,	and	Review.	Policy	development	by	the	
Commission	should	be	distinct	from	expert	recommendations	by	such	advisory	
committees	as	the	Advisory	Committee	for	Immunization	Practices	and	Bureau	
of	Biologics	panels	except	where	such	are	in	conflict.	Implementation	of	policy	
should	be	placed	in	the	context	of	national	priorities	and	resources	based	on	
perceived	national	needs.	
	
Anticipatory	vigilance	in	interpreting	the	impact	of	current	events	upon	vaccine	
usage	and	development	would	be	a	major	policy	role	for	the	Commission.	As	
major	social	and	economic	currents	threaten	stable	vaccine	production	and	
supply,	sufficient	lead	time	could	be	assured	to	identify	and	activate	alternatives.	
Coordinative	functions	would	include	the	facilitation	of	the	use	of	a	new	vaccine	
with	activation	and	cooperation	of	public	and	private	segments	of	the	
community	involved.	Also,	its	coordinating	role	would	come	into	play	when	one	
or	more	agencies	faced	apparent	conflict	of	interest	in	certain	aspects	of	
production	and	supply	or	of	research	and	development.	
	
3)	The	Commission	should	ensure	that	contracts	be	funded	when	necessary	for	
vaccine	production.	This	would	be	needed	routinely	in	the	case	of	special	use	
vaccines.	In	addition,	the	Commission	should	recommend	contracts	for	general	
use	vaccines	when	free	market	conditions	do	not	assure	their	continued	
availability	and	should,	if	necessary,	provide	for	stockpiling.	
	
4)	The	Commission	should	help	to	establish	priorities	for	vaccine	research	and	
development	which	could	be	implemented	through	various	health	agencies	
inside	government	and	in	academic	or	industrial	sectors.	
	
5)	The	Commission	should	provide	a	forum	for	wide	discussion	and	debate	on	



vaccine	issues	to	assure	full	participation	from	all	diverse	segments	of	society.	
	
6)	The	Commission	should	serve	as	a	review	or	appeal	group	when	conflict	of	
opinion	exists	for	the	implementation	of	expert	recommendations.	
	
B.	Structure
	
1)	The	Commission	should	be	as	small	as	can	be	designed	to	present	a	broad	
coalition	of	interests.	Additional	expertise	and	representation	can	be	obtained	by	
consultation	and	ex	officio	representation.	
	
2)	The	membership	should	include	one	or	more	representatives	from	the	
following	categories:	
	
-Academia
-State	and	local	health	departments	Industry	
-Insurance-law
-Physicians	involved	in	patient	care	Government-industrial	relations	expert	
-Members	of	the	general	public
-The	public	media	
-Ex	officio	representation	from	the	following	agencies:	NIH-NIAID,	BOB-FDA,	
CDC,	and	DOD.	
	
	
C.	Operations
	
1)	Members	should	be	part	time	except	for	an	executive	secretary	and	a	small	
staff.	
	
2)	The	chairman	should	be	chosen	and	appointed	by	the	Secretary	DHEW.	
3)	The	chairman	should	have	technical	biomedical	expertise.	
4)	The	Commission	should	have	defined	powers,	particularly	for	assessment	of	
contract	needs	and	priorities.	
	
5)	The	Commission	should	consider	that	present	sentiment	is	strongly	in	favor	of	
preserving	the	efficiency,	expertise,	and	cost	control	advantages	of	private	
industry.	To	accomplish	this	objective,	the	Commission	should	be	thoroughly	
familiar	with	the	problems	and	exigencies	of	commercial	vaccine	research,	
development,	production,	marketing,	and	distribution.	It	should	engage	in	long-



term	planning	to	assure	the	continued	viability	of	these	functions	within	private	
industry	with	special	emphasis	on	new,	rare,	and	improved	vaccines.	Such	
planning	should	specifically	include	contract	support	for	research,	development,	
and	production	of	important	vaccines.	In	any	case,	the	Commission	must	be	
responsible	for	ensuring	the	production	and	supply	of	the	nation's	needed	
vaccines,	including	the	obligation	to	consider	in	depth	the	pros	and	cons	of	a	
national	production	facility	should	it	appear	that	private	production	sources	may	
disappear.	
	
D.	Implementation
	
1)	Legality.	The	legal	status	of	the	Commission	should	be	established	by	
congressional	action.	
	
2)	Authority.	The	Commission	should	report	both	to	the	Secretary	DHEW	and	to	
appropriate	congressional	committees.	
	
3)	Budget.	The	Commission	should	advise	the	Secretary	DHEW	on	
comprehensive	budgetary	needs	for	immunization.	In	particular,	the	Commission	
should	assist	in	obtaining	earmarked	funds	that	would	ensure	the	following	
activities	by	the	Secretary	DHEW:	
	
a)	Contracting	for	stockpiling	and	distribution	of	vaccines	whenever	such	action	
is	necessary	to	protect	production	and	supply
		
b)	Contracting	for	the	further	development	and	improvement	of	existing	
vaccines	
	
c)	Promoting	a	program	of	immunization	promotion	and	awareness	
	
d)	Assistance	in	approaches	to	the	resolution	of	liability	issues	
	
e)	Assistance	in	approaches	to	the	resolution	of	informed	consent	
	
f)	Setting	recommended	funding	levels	for	the	Vaccines	Assistance	Act.
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The	work	group	on	Research	and	Development	was	asked	by	the	Assistant	
Secretary	for	Health,	Department	of	Health,	Education,	and	Welfare	(DHEW),	to	
consider	the	issues	raised	at	the	National	Immunization	Conference	held	
November	12-14,	1976,	to	advance	further	issues	of	its	own	perception	and	to	
prepare	statements	that	define	the	issues,	their	causes	and	parameters,	and	their	
effect,	if	not	resolved,	on	immunization	as	a	key	tool	for	prevention	of	disease,	
and	to	make	recommendations	on	which	the	DHEW	can	and	should	base	policy	
changes	and/or	legislative	initiatives.	
	
The	work	group	held	meetings	in	Houston,	Texas,	on	January	8-9	and	February	
5-6	to	consider	this	assignment.	Based	on	these	deliberations,	the	work	group	
believes	that	the	recommendations	which	follow,	if	implemented,	will	go	far	to	
remedy	the	deficiencies	of	our	present	situation	and	establish	workable	and	
effective	procedures	to	improve	health	through	prevention	of	infectious	disease	
for	a	long	period	in	the	future.	
	
RECOMMENDATIONS	
	



I.	ESTABLISH	A	NATIONAL	IMMUNIZATION	
COMMISSION	
	
Rationale	for	Establishment	of	the	Commission	
	
Research,	development,	production,	supply,	distribution	and	use	of	vaccines	or	
other	immunization	products	require	a	coordinated	partnership	effort	of	
government,	industry,	the	health	professions,	and	the	public.	For	a	program	to	be	
successful	there	must	be	a	consensus	among	the	scientists,	the	developers	and	
producers,	the	program	administrators,	and	the	recipients	that	the	program	is	
needed,	that	benefits	exceed	the	risks,	and	that	it	is	practical	and	feasible.	All	of	
the	issues	raised	at	the	National	Immunization	Conference	are	involved.	
	
At	present	there	is	no	formal	mechanism	to	bring	the	interested	parties	together	
in	the	decision-making	process.	Three	Department	of	Health,	Education,	and	
Welfare	(DHEW)	agencies	and	the	Department	of	Defense	(DOD)	interact	with	
relatively	narrow	segments	of	the	health	community	and	have	limited	interaction	
with	the	public.	The	interrelationships	among	these	agencies	have	developed	on	
an	ad	hoc	basis	and	are	heavily	dependent	upon	good	interpersonal	relations	
among	the	leaders	of	these	agencies.	Mechanisms	for	gaining	public	and	
professional	acceptance	of	immunization	need	improvement.	There	is	a	need	for	
continuing	education	of	the	public	and	of	the	health	professionals	concerning	
immunization.	Credibility	will	be	a	problem	if	those	who	administer	and	receive	
the	vaccines	are	not	involved	in	the	decision-making	process.	
	
Usage	of	existing	vaccines	is	suboptimal	and	many	new	vaccines	are	now	in	the	
research	and	development	stage.	Therefore,	a	better	mechanism	for	reaching	
consensus	among	the	involved	parties	is	needed	if	the	decisions	that	are	made	
are	to	gain	full	professional	and	public	acceptance.	Since	the	Secretary	DHEW	
has	responsibility	for	policy	and	legislative	initiatives	in	the	health	field,	he	can	
benefit	in	decision	making	by	having	an	advisory	body	which	is	representative	
of	all	the	elements	that	must	work	together	in	immunization	programs.	None	of	
the	existing	advisory	committees	fill	this	role.	
	
It	is	essential	to	preserve	the	effective	components	of	the	present	system,	
particularly	the	excellent	function	of	its	governmental,	advisory,	and	industrial	
components.	Their	current	effectiveness	stems	mostly	from	the	high	
concentration	of	expertise	represented	within	each	of	these	components.	Any	



proposed	solution	to	the	broad,	newly	perceived	social	and	economic	policies	
should	not	dilute	or	distort	this	expertise.	The	areas,	however,	needing	new	
approaches	include:	liability,	informed	consent,	public	and	professional	
acceptance,	and	clinical	and	epidemiologic	research.	
	
Purpose
	
The	proposed	Commission	would	provide	the	Secretary	DHEW	and	the	
Congress	with	advice	and	assistance	in	formulating	public	immunization	policy.	
	
Membership	of	the	Commission	
	
The	Secretary	should	solicit	a	panel	of	nominees	from	appropriate	organizations	
from	which	members	can	be	selected	to	achieve	an	optimum	balance	of	
representation.	Organizations	which	might	be	solicited	for	nominees	include,	but	
are	not	limited	to,	the	following:	
	
-American	Academy	of	Pediatrics
-Federated	Council	on	Internal	Medicine
-American	Medical	Association
-American	Academy	of	Family	Practice
-Infectious	Diseases	Society	of	America
-National	Medical	Association
-American	Nursing	Association
-American	Public	Health	Association
-American	Bar	Association
-Pharmaceutical	Manufacturers	Association
-One	or	more	national	voluntary	health	associations	0	Public	interest	
organization(s)	
-Public	media	organization(s).	
	
It	is	vital	that	members	be	authoritative	and	knowledgeable	representatives	of	
their	organizations.	Initial	appointments	should	be	for	two	or	four	years,	so	that	
half	the	Commission	members	are	replaced	biannually.	Appointments	thereafter	
should	be	for	four	years	and	be	nonrenewable,	but	a	member	may	be	reappointed	
after	a	lapse	of	two	years.	
	
The	chairperson,	to	be	appointed	by	the	Secretary,	shall	be	of	demonstrated	
biomedical	and	administrative	competence.	



	
Representatives	of	the	National	Institute	of	Allergy	and	Infectious	Diseases	
(NIAID),	Center	for	Disease	Control	(CDC),	Bureau	of	Biologics	of	the	Food	
and	Drug	Administration	(BOB-FDA),	and	Department	of	Defense	should	be	
appointed	as	liaison	members.	
	
Organizational	Location
	
The	Commission	should	relate	to	the	Secretary	DHEW	and	not	be	delegated	to	
an	agency	within	the	DHEW.	
	
Staffing
	
A	permanent	executive	secretary	should	be	appointed	from	within	the	DHEW.	
Additional	staffing	should	be	provided	as	needed	to	assist	in	the	planning	of	
meetings,	preparation	of	minutes	and	reports,	maintaining	records,	and	other	
clerical	functions.	
	
Functions	
	
The	Commission	should	have	the	responsibility	for	reviewing	and	advising
the	Secretary	on	all	matters	concerning	immunization	policies,	priorities,	and	
practices	as	they	may	affect	the	public	health	of	the	United	States.	Included	in	
this	would	be	continuing	awareness	of	the	effectiveness,	safety,	need	for	and	
availability	of	existing	licensed	vaccines,	and	of	the	need	and	prospects	for	
additional	vaccines.	Specific	relevant	objectives	should	include	stimulation	and	
support	of	basic,	epidemiological,	and	clinical	research;	support	for	training	of	
personnel	to	conduct	the	research;	support	for	programs	of	public	and	
professional	education	as	to	benefits	and	risks	of	vaccine	and	to	provide	a	basis	
for	judgment	of	the	need	for	public	vaccination	campaigns;	review	of	the	present	
system	of	vaccine	administration,	both	public	and	private;	and	provision	of	long	
range	support	of	programs	to	assure	adequate	immunization	levels	of	the	
population	Within	the	foregoing	broad	responsibilities,	some	more	specifically	
stated	functions	are	identified	as	follow:	
	
1.	Relevant	Funding.	The	Commission	should	advise	the	Secretary	and
the	Congress	as	to	the	overall	level	of	funding	required	to	implement	a	sound	
national	immunization	policy	including,	if	necessary,	the	desirability	of	
earmarking	funds	to	assure	adequate	future	supply	of	vaccines	for	both	general	



and	special	use.	
2.	Development	of	Policy.	A	critical	aspect	is	the	setting	of	policy	in	the	context	
of	national	priorities	and	resources	based	on	perceived	national	needs.	The	
function	of	the	Commission	should	be	distinct	from	the	work	of	other	advisory	
committees	except	when	the	recommendations	of	these	technical	committees	are	
inconsistent	or	introduce	larger	issues	of	vaccine	policy.	
Provide	a	Forum.	The	Commission	should	provide	a	forum	for	wide	discussion	
and	debate	on	all	issues	relevant	to	immunization,	assuring	participation	of	all	
segments	of	society.	
	
4.	Issues	of	Liability	and	Informed	Consent.	An	important	function	is	to	assist	in	
every	way	possible	in	the	resolution	of	these	two	critical	issues.	
	
5.	Future	Availability	of	Vaccines.	The	Commission	should	consider	that	present	
sentiment	is	strongly	in	favor	of	preserving	the	efficiency,	expertise,	and	cost	
control	advantages	of	private	industry.	To	accomplish	this	objective,	the	
Commission	should	be	thoroughly	familiar	with	the	problems	and	exigencies	of	
commercial	vaccine	research,	development,	production,	marketing,	and	
distribution.	It	should	engage	in	long-term	planning	to	assure	the	continued	
viability	of	these	functions	within	private	industry	with	special	emphasis	on	new,	
improved,	and	special	use	vaccines.	Such	planning	should	specifically	include	
contract	support	to	industry	for	research,	development,	and	production	of	
important	vaccines.	In	any	case,	the	Commission	must	be	responsible	for	
ensuring	the	production	and	supply	of	the	nation's	needed	vaccines	including	the	
obligation	to	consider	the	need	for	a	national	production	facility,	should	it	appear	
that	private	production	sources	may	disappear.	Problems	of	special	importance	
to	industry	that	require	resolution	include	the	matters	of,
	
a)	liability	for	adverse	effects	not	due	to	defects	in	the	product;	
	
b)	systems	for	informed	consent	by	participants	in	public	vaccination	campaigns;	
	
c)	facilitation	of	recruitment	of	volunteers	for	the	conduct	of	clinical	studies	
essential	to	vaccine	development	and	licensure;	and,
	
d)	promotion	of	public	information	and	understanding	of	benefit-to-risk	concepts	
in	research	investigations	of	new	vaccines	and	in	public	immunization	
campaigns	using	licensed	products.	There	was	concurrence	that	achievement	of	
future	objectives	will	require	a	truly	national	effort	that	will	depend	upon	the	full	



cooperation	of	the	public	and	private	sectors	of	our	nation.	
	
Relation	to	Other	DHEW	and	DOD	Advisory	Committees	
	
Establishment	of	this	Commission	should	not	change	the	functions,	need	for,	or	
operations	of	existing	advisory	committees	to	federal	agencies.	The	Commission	
should	be	able	to	refer	problems	to	and	receive	reports	from	these	committees	in	
their	areas	of	interest.	
	
Meetings	
All	meetings	of	the	Commission	should	be	open	to	the	public	and	all	persons	
desiring	to	appear	before	the	Commission	should	be	heard.	
	
The	Commission	should	meet	in	regular	session	twice	annually	at	a	time	and	
place	to	be	determined	by	the	chairperson.	Additional	meetings	would	be	held	at	
the	call	of	the	chairperson	or	the	Secretary	DHEW.	It	would	be	desirable	that	
meetings	be	held	in	different	locations	to	promote	wide	public	participation.	
	
Establishment	of	the	Commission	
	
It	is	proposed	that	the	Commission	be	established	by	statute	which	would	
authorize	appropriation	of	funds	adequate	for	its	activities.	The	Commission	
should	prepare	an	annual	report	to	be	made	available	to	the	Congress	and	the	
public	which	describes	the	status	of	immunization	in	the	country,	provides	
information	on	desirable	policy	and	legislative	changes,	funding	levels,	and	
reports	on	other	matters	as	determined	by	the	Commission.	
	

II.	INCREASE	THE	ROLE	OF	THE	CDC	IN	
IMMUNIZATION	PROGRAMS	
	
The	Center	for	Disease	Control	(CDC)	is	involved	in	the	development,	
implementation,	and	evaluation	of	national	vaccine	programs.	The	CDC	
maintains	a	program	of	disease	surveillance	and	focuses	its	immunization	efforts	
to	provide	vaccine	and	other	assistance	such	as	funds	and	personnel	to	public	
programs	at	state	and	local	levels.	A	public	health	service	advisory	committee	on	
immunization	practices	chaired	by	the	Director	of	the	CDC	meets	several	times	
each	year	to	make	recommendations	concerning	the	use	of	vaccines	in	the	



United	States.	
	
A	major	problem	of	immunization	programs	in	the	United	States	is	not	lack	of	
vaccines,	but	the	failure	to	administer	vaccine	to	all	segments	of	our	population	
adequately.	
	
Recommendations	
	
1.	Improve	assessment	of	immunization	programs	(immunization	history,	
antibody	surveys,	and	estimates	of	vaccine	efficacy).	
	
2.	Increase	support	for	disease	surveillance	and	study	of	adverse	reactions	to	
immunizations.	This	should	assure	expansion	of	disease	surveillance	to	
supplement	data	concerning	reportable	diseases	and	to	recognize	early	and	late	
adverse	effects	of	vaccine.	
	
Several	obvious	limitations	on	our	state	of	knowledge	of	vaccine	associated	
injury	or	disability	must	be	recognized.	The	"passive"	system	of	routine	
surveillance	by	the	CDC	and	the	vaccine	manufacturers	is	incomplete.	One	
evidence	of	this	is	observing	that	there	are	apparently	lower	rates	of	some	
particular	neurological	disorders	among	recent	vaccinees	than	would	be	
expected	on	the	basis	of	rates	observed	in	"control"	populations	where	better	
surveillance	techniques	are	employed.	Data	from	vaccine	field	trials,	although	
generally	collected	in	active	followup	of	subjects	to	detect	vaccine	reactions	is	
limited	by	virtue	of	the	relatively	small	number	of	vaccines	observed	in	most	
field	tests,	usually	too	few	to	allow	detection	of	other	than	common	side	effects.	
It	must	be	recognized	in	this	regard	that	identifying	the	rare	events	associated	
with	vaccines	depends	on	surveillance	of	use.	
	
Vaccine	associated	injuries	identified	in	vaccination	surveillance	efforts	are	
usually	first	detected	as	a	cluster	of	illnesses	having	temporal	association	with	
vaccination.	Commonly,	some	of	the	same	conditions	would	be	expected	to	
occur	by	chance	within	the	same	period	of	time.	In	this	case,	however,	it	is	
reasonable	to	expect	that	at	least	some	of	them	have	causal	relationship	to	
receiving	vaccine.	Thus,	statistical	and	not	etiological	causation	may	be	the	basis	
for	the	association	of	vaccine	with	injury	or	disability.	
	
2.	Problems	with	Current	Methods	of	Establishing	Causal	Relationships	
Between	Events	and	Medical	Injuries	



	
In	order	to	achieve	a	greater	uniformity	of	determination	of	injuries	and	awards	
for	alleged	injury,	medical	or	scientific	evidence	of	causal	relationship	between	
vaccine	administration	and	injury	should	be	weighed	in	medical	rather	than	legal	
scales,	for	it	is	scientific	expertise	that	can	best	determine	the	scientific	and	
medical	likelihood	of	such	causation.	The	parameters	to	be	judged	include	the	
nature	of	the	injury,	the	pathologic	process	involved,	the	known	causes	of	similar	
injury	or	processes,	and	the	known	temporal	relationship	of	similar	events	and	
outcomes.	These	all	require	medical	judgments,	based	upon	these	stated	
parameters	and	upon	knowledge	derived	from	experience	and	medical	literature.	
	
Such	decisions	concerning	the	cause	of	disease	or	injury	are	part	of	both	the	
training	and	experience	of	physicians.	Persons	with	such	training	and	experience	
should	comprise	the	majority	of	any	panel	making	judgments	concerning	the	
relationship	between	administration	of	vaccine	and	adverse	reaction	or	injury.	
	
D.	The	Liability	Problem	from	the	General	Public	s	Perspective	
	
Until	recently,	the	general	public	seemed	quite	apathetic	and	unknowledgeable	
as	to	the	risks	and	problems	which	surround	a	mass	immunization	effort.	
However,	in	the	wake	of	the	swine	flu	episode,	people	have	been	asking	
questions	and	questioning	the	answers	received.	
	
It	was	difficult	to	accept	the	fact	that	there	were	kinks	in	the	current	system	
regarding	lack	of	insurance	coverage	for	"providers"	of	the	immunization	
program	and	that	vaccines	could	become	scarce,	and	perhaps	even	unavailable,	
if	drug	companies	grew	more	and	more	reluctant	to	continue	to	manufacturer	
vaccines.	In	light	of	the	above	problems,	it	was	even	more	difficult	to	accept	the	
fact	that	people	in	high	risk	groups	should	participate	in	the	program	because	
contracting	the	swine	flu	would	affect	them	severely.	
	
Distrust	and	confusion	created	uncertainty	as	to	the	success	of	the	mass	
immunization	program.	Adding	to	the	confusion	and	adversely	molding	public	
opinion	were	conflicting	reports	from	the	mass	media.	
	
At	the	same	time,	however,	Immunization	Action	Committees	were	being	
organized	in	the	United	States	whose	overall	objectives	are	to	"achieve	more	
effective	childhood	communicable	disease	control	by	improved	surveillance;	
effective	containment;	and	achieving	and	maintaining	high	immunity	levels	in	



populations	at	greatest	risk	by	mobilizing	volunteer	groups	to	assist	in	
identifying	and	reaching	susceptible	persons."	
	
These	action	committees	call	upon	volunteer	agencies	to	carry	out	long-range	
objectives	and	to	assist	in	immunization	programs.	Representatives	from	the	
DHEW,	the	CDC,	industry,	business,	and	organizations	interested	in	health	
problems	have	attended	seminars,	instituted	training	sessions,	and	worked	
directly	with	public	health	and	private	medical	officials	in	doing	everything	
possible	to	keep	the	public	informed.
High	on	their	priority	list	is	the	establishment	and	sustainment	of	a	high	degree	
of	interest	by	both	public	and	private	sectors	in	immunization	activities.	
	
The	action	committees	have	also	tried	to	assure	sufficient	supplies	of	vaccine	
and	personnel	to	organize	and	administer	programs,	and	to	make	sure	that	a	
system	capable	of	increasing	public	awareness	is	established;	a	system	that	can	
be	expanded	to	meet	expanded	needs,	and	that	will	answer	questions	on	the	
diseases	and	vaccinations,	explain	consent	forms	thoroughly,	and	give	an	
explanation	of	the	rationale	of	the	overall	immunization	program.	
	
Special	attention	needs	to	be	paid	to	people	living	in	rural	areas	such	as	small	
farmers	and	ranchers,	farm	workers,	migrant	workers,	the	aged,	and	native	
Americans	who	are	particularly	vulnerable	to	and	affected	by	epidemics	in	this	
country.	These	groups	have	had	little	or	no	participation	in	decisions	affecting	
their	health	in	the	past.	
	
These	groups	travel	great	distances	for	health	services,	receive	limited	
information,	and	are	often	served	by	the	least	prepared	health	professionals.	
These	vulnerable	groups	are	least	able	to	pursue	their	rights	should	there	be	
injury	or	death	as	a	result	of	public	health	efforts.	The	inequities	of	
reimbursement	from	such	programs	as	Medicaid	and	Medicare	for	health	
services	in	rural	areas	has	perpetuated	these	problems.	
	
Native	Americans	residing	on	reservations	receive	little	or	no	information	on	
their	rights	to	receive	adequate	health	services	from	the	Indian	Health	Service.	
Native	Americans	do	not	generally	know	that	they	have	recourse	if	an	individual	
is	injured	or	dies	as	a	result	of	an	act	by	an	Indian	Health	Service	employee.	
	
These	groups	should	have	representation	on	the	panels	determining	injury
or	loss	related	to	an	immunization	program;	and	the	reimbursement	for	the	



groups	should	be	the	same	as	that	for	urban	people.	
	
In	general,	participants	should	be	encouraged	to	take	advantage	of	immunization	
programs	as	a	protective	measure,	recognizing	that	prevention	is	the	best	
treatment	for	all	diseases	and	that	proper	protection	can	be	provided	with	the	
necessary	immunizations.	Perhaps	a	"clearinghouse"	could	be	established	to	
coordinate	and	publicize	the	activities	of	all	groups	participating	in	
immunization	programs.	Such	a	vehicle	might	be	able	to	create	a	favorable	
climate	of	acceptance	toward	the	program	for	the	overall	good	of	society.	The	
public	needs	reassurance	that	vaccines	currently	in	use	are	indeed	reasonably	
safe	and	that	should	adverse	reactions	occur,	there	will	be	adequate	
compensation	for	those	so	injured.	Compensation,	claims,	risks,	vaccine	
availability,	and	other	problems	might	come	into	focus	if	each	group	was	aware	
of	the	kinds	of	activities	being	carried	out	by	all	involved.	
	

III.	ALTERNATIVE	SOLUTIONS	DISCUSSED	AND	
REJECTED	
	
This	chapter	contains	a	brief	description	of	several	proposals	which	may	have	in	
the	past	or	might	in	the	future	be	submitted	as	"solutions"	to	the	liability	
problems	associated	with	mass	immunization	programs.	All	of	the	proposals	in	
this	chapter	were	rejected	by	the	work	group	for	the	reasons	explained.	
	
A.	Tort	Law	Revisions	
	
The	work	group	considered	and	rejected	the	option	of	proposing	fundamental	
revisions	in	tort	law	by	state	as	a	means	of	solving	the	vaccine	liability	problem.	
The	work	group	concluded	that	revision	of	existing	tort	law	would	not	be	a	
realistic	approach	to	the	basic	systemic	problems	associated	with	the	liability	
question.	Though	it	is	possible	to	postulate	revisions	of	tort	law	which	would	
address	the	plight	of	seriously	injured	vaccinees	(for	example,	by	making	it	
easier	for	them	to	recover	in	tort),	it	is	difficult	to	hypothesize	tort	law	revisions	
which	would,	at	the	same	time,	adequately	address	the	liability	problems	of	
manufacturers,	insurers,	and	providers,	and	the	resulting	problems	of	vaccine	
supply.	
	
Revision	of	existing	tort	law	was	thought	not	be	a	realistic	approach,	for	several	



reasons:	
	
1.	Existing	tort	rules	are	determined	by	state	law	which	varies	by	jurisdiction.	It	
is	doubtful	that	a	uniform	set	of	revisions	could	be	drafted	which	would	be	
compatible	with	existing	law	in	every	state,	much	less	acceptable	to	local	law	
makers.	Even	if	this	were	possible,	an	attempt	to	impose	such	revisions	through	
federal	legislation	would	raise	serious	federalism	questions.	Implementation	of	
tort	law	revisions	through	state-by-state	legislation	would	not	be	feasible	
because	of	the	certainty	of	extensive	delay	and	probability	of	varying	results.	
	
2.	The	revisions	of	existing	tort	law	that	might	be	necessary	to	facilitate	
compensation	of	seriously	injured	claimants	in	vaccine	related	cases	might	not	
be	appropriate	for	tort	law	generally;	it	would	be	extremely	difficult,	as	well	as	
of	doubtful	wisdom,	to	carve	out	within	existing	tort	law	a	set	of	special	rules	
applicable	only	to	vaccine	liability	suits.

3.	A	federal	effort	to	revise	tort	law	would	generate	strong	opposition	from	many	
groups	which	would	only	cause	further	delay	in	resolution	of	vaccine	liability	
issues.

4.	Finally,	in	the	absence	of	major	transformation,	the	court	system	is	an	
expensive,	cumbersome,	and	unpredictable	mechanism	for	processing	of	
medically	related	claims.	No	reasonably	foreseeable	reform	of	the	court	system	
or	existing	tort	law	could	facilitate	adequately	the	compensation	of	persons	
injured	as	a	result	of	participation	in	a	vaccination	program.	
	
Even	stronger	reasons	persuaded	the	work	group	that	no	set	of	tort	law	revisions	
could	simultaneously	facilitate	compensation	of	injured	vaccinees	and	address	
adequately	the	liability	problems	of	manufacturers,	insurers,	and	providers	of	
vaccines	(those	who	might	find	themselves	as	defendants	in	tort	suits	arising	out	
of	a	vaccination	program).	A	common	concern	among	vaccine	manufacturers,	
insurers,	and	providers	is	the	degree	of	uncertainty	that	limits	the	ability	to	
estimate	the	potential	liability	arising	out	of	their	participation	in	certain	
vaccination	programs.	This	uncertainty	is	a	direct	function	of	the	tort	system	
itself,	and	it	is	doubtful	that	any	revision	of	the	existing	
tort	system	could	eliminate	it.	
	
In	order	to	keep	manufacturers,	insurers,	and	providers	in	the	vaccine	business	
(and	thereby	sustain	the	viability	of	federally	sponsored	or	endorsed	vaccination	



programs),	it	is	necessary	to	shield	them	from	the	present	uncertainty	of	their	
potential	exposure	to	suit	based	upon	shifting	and	expanding	theories	of	liability	
in	tort.	
	
B.	Provision	of	Excess	Insurance	or	Reinsurance	by	the	Federal	Government	
	
The	work	group	considered	and	rejected	as	an	alternative	solution	to	the	liability	
problems	of	immunization	program	participants,	the	provision	by	the	federal	
government	of	either	insurance	coverage	beyond	what	program	participants	
could	themselves	obtain,	or	reinsurance	for	private	insurers.	
	
l.	The	work	group	was	mindful	of	its	charge	to	address	the	liability	problems	in	
immunization	programs.	To	consider	federal	excess	insurance	or	reinsurance	as	a	
solution	implies	that	the	systemic	legal	problems	being	encountered	in	
immunization	efforts	are	solely	insurance	problems.	The	insurance	mechanism	
operates	according	to	the	legal	system	that	underlies	it,	and	insurance	costs	
reflect	the	costs	dictated	by	the	underlying	legal	rules.	To	address	only	the	
operation	of	the	insurance	mechanism	would	be	to	address	the	symptoms,	not	
the	disease	itself.	
	
2.	The	availability	of	either	huge	or	unlimited	amounts	of	government	insurance	
or	reinsurance	would	remove	incentives	on	the	part	of	immunization	program	
participants	to	prevent	loss	from	occurring.	The	withholding	or	withdrawal	of	
insurance	protection	and	its	price	in	the	private	sector	are	functions	of	loss	
experience.	The	economic	discipline	inherent	in	the	competitive	insurance	
marketplace	would	be	lost	if	the	government	were	to	be	the	insurer	or	reinsurer	
of	last	resort.	
	
Similarly,	the	availability	of	federal	insurance	or	reinsurance	would	encourage	
private	insurers	and	reinsurers	either	to	abandon	what	even	now	is	a	very	high	
risk	and	unprofitable	market,	or	to	"select	against"	the	government	by	insuring	or	
reinsuring	only	the	best	risks	and	leaving	the	balance	to	the	government.	
	
3.	Experience	in	virtually	all	lines	of	insurance	suggests	that	widespread	public	
awareness	of	generous	liability	insurance	limits	encourages	progressively	larger	
claims.	In	a	vicious	circle,	insureds	seek	higher	limits	of	coverage	to	protect	
themselves	from	ever	larger	claims	and	claimants	inflate	their	demands.	If	
potential	claimants	in	immunization	programs	knew	that	the	Treasury	of	the	
United	States	stood	behind	every	program	participant,	it	is	likely	that	demands	



would	be	excessive.	Every	participant	would	become	a	"target	risk"	that	is,	one	
who	is	known,	or	believed,	to	have	a	"deep	pocket."	
	
C.	Federalization	of	Vaccine	Manufacture	and	Delivery	
	
The	establishment	of	a	National	Biological	Facility	which	could	develop,	
produce,	test,	and	distribute	vaccines	was	considered	as	a	possible	solution	to	the	
liability	problem	for	providers	would	also	provide	an	uninterrupted	supply	of	
vaccine.	However,	this	concept	was	rejected	on	several	grounds.	
	
1.	It	was	felt	that	such	an	approach	would	severely	impede	research,	which	has	
benefited	from	diversification.	Competitive	research	by	private	industry	at	the	
present	time	has	placed	the	United	States	in	the	forefront	in	the	development	of	
vaccines.	This	asset	would	be	lost	by	the	establishment	of	a	National	Facility.	
Moreover,	such	an	approach	could	be	extremely	costly	and	ultimately	result	in	
unnecessary	inefficiency.	
	
2.	This	approach	would	also	be	unsatisfactory	in	that	the	current	patient/	private	
physician	system	of	vaccine	delivery	would	be	eliminated.	Private	physicians	
currently	administer	approximately	50	percent	of	all	inoculations.	The	
replacement	of	this	service	by	the	federal	government	would	be	very	costly.	
	
3.	Finally,	although	the	proposed	federalization	would	eliminate	private	sector	
liability,	the	liability	problem	would	not	be	solved.	Liability	and	its	attendant	
problems	would	only	be	transferred	to	the	federal	government.	
	
D.	The	Swine	Flu	Legislation	(Public	Law	94-380)	
	
The	work	group	also	considered	as	a	solution	to	the	liability	problems	in	
immunization	programs	the	mechanism	enacted	by	the	Congress	for	the	National	
Swine	Flu	Immunization	Program	(P.L.	94-380).	While	it	bears	some	similarity	
to	one	of	the	alternative	programs	proposed,	this	specific	piece	of	legislation	was	
rejected	for	the	following	reasons.	
	
Public	Law	94	380,	hurriedly	passed	in	August	1976,	is	considered	inappropriate	
for	a	long-term	national	policy.	Even	though	experience	under	this	swine	flu	law	
has	not	been	analyzed,	the	great	number	of	minor	injury	claims,	the	claims	
demanding	excessive	damages,	and	the	incidence	of	claims	for	injuries	unrelated	
to	the	inoculations	suggest	the	problems	inherent	in	this	particular	piece	of	



legislation.	Moreover,	legal	challenges	concerning	its	validity	make	this	
approach	undesirable.*	
	
*The	law	requires,	among	other	things,	that	all	claims	be	filed	against	the	United	
States	under	provisions	of	the	Federal	Tort	Claims	Act,	as	amended.	These	
features	(exclusive	remedy	and	limitations	of	damages	under	the	FTCA)	have	
been	challenged	as	invalid	deprivations	of	the	right	to	sue	general	tort	law	for	
unlimited	damages,	as	established	by	proof	of	injury	and	economic	loss.	
	
Furthermore,	the	limited	law	was	never	intended	to	serve	for	all	or,	at	least,	other	
types	of	immunization	programs.	One	section,	therefore,	specified	that,	during	
the	year,	"The	Secretary	DHEW	shall	conduct...and	report	to	the	Congress	the	
findings	of	a	study	(of	alternative	approaches	to	providing	protection	against	
such	liability)	and	recommendations	for	legislation."	
	
The	swine	flu	law	was	designed	to	serve	as	a	limitation	on	liability,	not	as	a	
compensation	system;	that	is,	emphasis	was	placed	on	immunity	from	suit	for	
providers	and	other	program	participants	(although	the	government	could	sue	
them	for	payments	based	on	their	negligence	or	failure	to	comply	with	
contractual	obligations)	rather	than	on	an	equitable	remedy	for	those	injured	as	a	
consequence	of	inoculation.	The	current	law,	admittedly	stop-gap,	was	framed	to	
meet	an	emergency	and	to	avoid	political	criticism	of	favoring	manufacturers	or	
subservience	to	insurers.	It	therefore	accepted	the	expedient	of	an	available	
claims	system	(the	Federal	Tort	Claims	Act)	without	considering	more	equitable	
and	responsive	measures,	because	time	did	not	permit	consideration	of	possible	
complex	but	perhaps	better	alternatives.	The	swine	flu	enactment	also	contains	
significant	disincentives	to	the	participation	in	future	immunization	programs	of	
vaccine	manufacturers,	health	care	providers,	and,	most	important,	the	nation's	
citizens.	
	
Public	Law	94-380	requires	that	all	claims	arising	out	of	the	manufacture	or	
administration	of	swine	flu	vaccines	be	made	exclusively	against	the	United	
States,	and	it	protects	program	participants	(defined	to	include	both	
manufacturers	and	health	care	providers)	from	liability	to	inoculees	if	they	
comply	with	two	basic	requirements:	(1)	in	the	case	of	providers,	to	advise	
potential	inoculees	of	the	risks	and	benefits	associated	with	the	vaccine	by	
furnishing	them	a	specified	information	form,	and	to	administer	the	vaccine	
without	charge	either	for	the	vaccine	itself	or	for	its	administration;	and	(2)	in	
the	case	of	manufacturers,	to	produce	the	vaccine	at	no	profit.	



	
While	we	endorse	the	requirement	that	potential	inoculees	be	informed	fully	and	
clearly	of	the	risks	and	benefits	associated	with	vaccines,	and	have	incorporated	
a	similar	requirement	in	one	of	our	alternative	proposals,	many	of	us	cannot	
support	requirements	that	remove	significant	economic	incentives	to	
participation	in	immunization	programs	by	manufacturers	and	health	care	
providers.	
	
Prior	to	the	swine	flu	legislation,	the	United	States	has	never,	even	in	its	direst	
emergencies,	required	its	contractors	to	forego	reasonable	charges	for	or	profit	
from	their	contributions	to	the	public	welfare	or	the	national	defense.	The	no-
charge,	no-profit	precedent	in	the	swine	flu	legislation	is	ominous	for	the	free	
enterprise	system	generally	and	for	future	immunization	programs	in	particular.	
Future	immunization	programs	should	provide	strong	incentives	for	participation	
by	manufacturers	and	health	care	providers.	It	is	also	believed	that,	to	the	extent	
possible,	existing	private	mechanisms—claims	processing,	insurance,	local	
settlements—should	be	employed	to	encourage	private,	industrial,	and	
professional	initiative	and	to	reduce	dependence	on	the	government.	The	role	of	
government	should	be	one	of	responsibility	consistent	with	the	public	interest,	
not	control	where	other	means	exist.	
	
This	is	a	widespread	feeling	that	injured	persons	deserve	compensation	and	other	
consideration	(health	care	and	advance	payment)	based	on	participation	in	an	
immunization	program	largely	mandated	by	law,	social	pressure,	or	public	health	
concerns	and	under	circumstances	that	cannot	reasonably	provide	professional	
patient	explanation	of	risks	or	personal	prescription.	If	that	feeling	is	to	prevail,	
then	perhaps	a	remedy	should	be	based	in	part	on	relationship-	inoculation	with	
a	designated	vaccine	rather	than	proof	of	fault.	The	current	liability	law	requires	
proof	of	fault	for	all	claims,	under	the	doctrines	of	the	tort	laws	or	decision	of	
the	jurisdiction	in	which	the	alleged	injury	occurred.	Thus,	not	only	is	an	
unwarranted	burden	placed	on	the	victim—demonstrating	fault,	negligence,	or	
lack	of	responsibility	under	circumstances	largely	beyond	his	knowledge	or	
control,	but	recoveries	may	vary	widely	based	on	the	rules	of	evidence	and	
damages	in	each	locale.	
	
Thus,	the	swine	flu	legislation	perpetuates	the	disincentives	to	participation	in	
immunization	programs	on	the	part	of	the	general	public	that	are	inherent	in	the	
tort	law,	which	still,	under	most	circumstances,	ties	compensation	to	a	showing	
of	negligence.	Also,	the	chance	to	use	or	have	applied	an	option	such	as	



scheduled	payment	for	recognized	injury,	which	is	more	economical	and	faster,	
is	denied	under	a	law	which	specifies	a	single	approach	and	a	difficult	basis	of	
proof,	both	unsuitable	for	present	and	future	immunization	programs	which	may	
involve	many	unanticipated	administrative	problems	and	medical	side	effects.	
	

IV.	SUGGESTED	ALTERNATIVE	PROPOSALS	
	
A.	Types	of	Immunization	Programs	Considered	
	
For	discussion	purposes,	immunization	programs	were	classified	into	three	
categories	by	the	Liability	Work	Group.	These	categories	are	derived	from	the	
use	of	the	vaccines	(i.e.,	the	need	that	the	vaccine	fills).	
	
First	are	vaccines	used	in	high	priority	or	emergency	national	programs.	The	
prototype	is	the	swine	flu	vaccine.	Swine	flu	vaccine	was	used	in	a	program	that	
was	felt	at	the	time	to	be	necessary	to	prevent	an	epidemic	of	an	illness	that	
could	have	claimed	thousands	of	lives.	Historically,	there	have	been	very	few	
vaccines	in	this	category.	Polio	vaccine,	during	the	national	campaign	in	1963,	
would	be	an	example.	Also,	in	1802,	President	Thomas	Jefferson	encouraged	a	
national	campaign	for	smallpox	vaccination.	It	is	possible	that,	in	the	future,	
national	campaigns	may	be	necessary	to	prevent	an	epidemic	of	a	strange	virus	
disease	now	occurring	in	isolated	areas	in	Africa,	or	to	prevent	an	epidemic	
caused	by	a	new	virus	accidentally	released	in	a	laboratory	experiment.	These	
types	of	programs	will	be	denoted	as	emergency	mass	immunization	programs	in	
our	discussion	of	alternative	proposals.	
	
The	second	category	of	vaccines	are	those	used	on	a	routine	basis	throughout	the	
country	to	prevent	important	communicable	diseases.	Included	in	this	category	
are	three-in-one	shots	for	children	(diphtheria,	tetanus,	and	pertussis),	measles,	
mumps,	rubella,	and	polio.	These	diseases	are	infectious,	and	represent	a	threat	
to	the	community.	Immunization	of	a	sufficient	number	of	individuals	can	
prevent	epidemics,	to	the	benefit	of	the	community.	These	types	of	programs	
will	be	denoted	as	"Routine	Mass	Immunization	Programs"	in	our	discussions.	
	
The	third	type	of	vaccine	provides	protection	to	the	individual,	but	is	only	of	
indirect	benefit	to	the	community.	Examples	include	tetanus	and	rabies	vaccine.	
Neither	disease	is	usually	acquired	from	humans,	so	individual	cases	do	not	



represent	a	direct	threat	to	the	community.	Both	diseases	can	lead	to	death,	so	
there	is	a	potential	indirect	community	loss.	However,	the	benefits	of	the	vaccine	
go	primarily	to	the	individual	receiving	it.	
	
The	Liability	Work	Group	concentrated	its	efforts	on	the	first	two	categories:	
	
l)	vaccines	used	in	emergency	mass	immunization	programs,	and	
	
2)	vaccines	(2)	used	in	routine	mass	immunization	programs	to	prevent	
communicable	diseases.	
	
B.	Two	Possible	Alternatives	
	
The	Liability	Work	Group	focused	on	two	alternatives	which	are	presented	in	the	
following	sections.	The	difference	between	the	two	approaches	derives	from	a	
consideration	of	whether	both	emergency	mass	immunization	programs	and	
routine	mass	immunization	programs	should	be	treated	in	the	same	way.	
	
1.	Proposal	for	Separate	Systems	
	
Introduction
	
Traditionally,	claims	associated	with	routine	immunization	programs	have	been	
few	and	manageable.	However,	recently	new	legal	concepts	related	to	the		"duty	
to	warn"	where	there	is	no	private	doctor-patient	relationship	have		presented	
manufacturers,	primarily,	and	at	times	other	participants,	with	legal	liabilities	
which	are	becoming	difficult	to	manage.	These	difficulties	can,	however,	be	
handled	with	a	limited	approach	program,	within	the	existing	liability	system.	
	
The	liability	system	cannot	be	permitted	to	stand	in	the	way	of	implementing	
any	immunization	program,	and	it	is	possible	that	an	emergency	may	arise	at	
some	future	date	requiring	the	implementation	of	a	national	immunization	
program	which	does	not	lend	itself	to	the	application	of	the	traditional	liability	or	
compensation	mechanism.	
	
Liability	exposures	to	emergency	situations	may	vary	from	those	found	in	
routine	programs	in	one	or	more	of	the	following	aspects:	
	
-Size	of	population	immunized	



-Scope	of	population	immunized	(elderly,	high	risks,	etc.)	
-Experience	with	type	of	vaccine	
-Accelerated	testing	and	production	time	
-Public	awareness	due	to	mass	programs	and	focus	during	pre-immunization	
debate	of	possible	dangers.	
	
These	factors	have	created	and	will	continue	to	create	insurance	availability	
problems.	Accordingly,	some	believe	that	different	approaches	to	the	liability	
problems	may	well	be	considered;	one	approach	for	routine	mass	immunization	
programs,	another	applicable	to	emergency	mass	immunization.	
	
a)	Liability	System	for	Routine	Immunization	Program	
	
It	is	proposed	that	all	mass	immunization	programs	will	be	deemed	to	be	routine	
and	handled	in	the	following	manner	unless	the	President	declares	a	program	to	
be	"emergency."	In	an	emergency,	it	is	proposed	that	one	of	the	alternatives	in	
Section	III	would	be	more	appropriate.	The	liability	in	routine	programs	can	
continue	to	be	directed	against	participants	without	relieving	them	of	their	
responsibility	to	perform	properly	the	duties	they	agree	to	assume	by	reducing	
the	special	legal	risks	recently	placed	on	them	by	the	courts.	The	proposal	would	
assure	that	manufacturers	(as	well	as	other	program	participants	who	contract	
with	government	agencies)	are	ultimately	liable	to	pay	only	that	part	of	judgment	
and	litigation	expenses	which	is	attributable	to	their	failure	or	alleged	failure	to	
carry	out	the	responsibilities	they	assume	under	the	program.	The	proposal	calls	
for:	
	
Enactment	of	federal	legislation	authorizing	the	DHEW	to	indemnify	
government	contractors	who	supply,	distribute,	or	administer	vaccine	for	routine	
mass	immunization	programs	against	losses	resulting	from	claims	or	suits	based	
on	injuries	not	caused	by	the	contractor's	failure	to	perform	its	obligations	under	
the	contract.	Contracts	would	spell	out	the	duties	of	the	government	and	the	
contractor	under	the	program.	"Contractors"	could	include	private	medical	
personnel	and	state	or	local	public	health	authorities	as	well	as	manufacturers.	
	
Typically,	the	duties	assumed	by	manufacturers	would	include	the	obligation	to	
test	and	formulate	the	vaccine	properly	and	to	manufacture	it	according	to	
specifications.	The	government's	obligations	would	include	steps	to	assure	
proper	distribution	and	measures	to	develop	and	disseminate	to	vaccine	
recipients	an	adequate	warning	of	known	or	foreseeable	adverse	reactions.	Only	



in	unusual	cases,	such	as	the	swine	flu	program,	would	the	government	
undertake	the	obligation	to	test	the	vaccine	to	determine	its	safety	and	
effectiveness.	Physicians	and	other	medical	personnel	might	assume	the	duty	to	
provide	warnings	deemed	adequate	by	the	DHEW	in	the	manner	prescribed	by	
the	Department.	

Special	legislation	is	required	because	of	the	Anti-Deficiency	Act,	(31	U.S.C.	§	
665	[a]),	which	has	been	interpreted	to	prohibit	government	agencies	from	
entering	into	indemnification	agreements	that	are	not	expressly	authorized	by	
statute.	See	California	Pacific	Utilities	Co.	v.	United	States	(194	Ct.	C.	703	
[1971]).	Legislation	may	also	be	necessary	to	authorize	the	DHEW	to	enter	into	
the	necessary	contracts	with	state	and	local	health	authorities	and	participating	
medical	personnel.	State	health	authorities	are	typically	grantees	rather	than	
contractors	under	federally	sponsored	routine	mass	immunization	programs,	
while	local	authorities	and	medical	personnel	ordinarily	have	no	direct	legal	
relationship	with	the	federal	government.	
	
—The	federal	government	should	encourage	efforts	to	enact	appropriate	
legislation	in	the	states.	Most	routine	mass	immunization	programs	are	
sponsored	by	state	and	local	governments,	with	no	direct	involvement	by	the	
federal	government.	In	these	situations,	federal	legislation	would	not	solve	the	
liability	problem.	Similar	indemnification	arrangements	should	be	available	to	
persons	who	participate	in	these	programs.	In	some	states,	statutes	similar	to	the	
Anti-Deficiency	Act	preclude	indemnity	agreements	without	express	
authorization.	The	federal	government	should	encourage	enactment	of	necessary	
authorizing	legislation.	In	other	states,	constitutional	provisions	may	limit	the	
power	of	the	legislature	to	authorize	continuing	appropriations	to	fund	indemnity	
agreements.	The	federal	government	could	encourage	these	states	to	enact	
statutes	making	adjustments	in	state	tort	law	to	protect	program	participants	
from	liability	arising	out	of	their	alleged	failure	to	perform	obligations	they	do	
not	assume	under	their	contracts.	The	federal	government	would	prepare	and	
disseminate	to	the	states	model	statutes	and	contract	provisions.	
	
b)	Liability	System	for	Emergency	Mass	Immunization	Programs	
	
As	stated	above,	the	potential	liability	exposure	faced	under	possible	emergency	
mass	immunization	programs	may	vary	substantially	from	routine	immunization.	
In	this	instance,	the	President	will	declare	that	an	emergency	exists.	The	criteria	
for	this	designation	are	fully	explained	in	the	next	section.	Hence,	different	



approaches	should	be	considered.	
	
We	have	considered	a	number	of	viable	alternatives	which	range	all	the	way	
from	seeking	an	accommodation	within	traditional	legal	liability	concepts,	to	the	
establishment	of	a	no-fault	mechanism,	with	liability	against	the	government	for	
no-fault	benefits,	but	allowing	a	separate	right	of	action	by	the	government	
against	a	negligent	manufacturer	or	participant	to	the	total	elimination	of	civil	
liability	(and	compensation	benefits)	but	replacing	civil	liability	for	negligent	
acts	of	a	participant	by	criminal	liability.	
	
No-Fault	Alternative.	This	alternative	is	more	fully	explained	in	the	next	section.	
	
Elimination	of	Legal	Liability.	The	rationale	for	this	approach	is	that	individuals	
have	a	societal	obligation	which,	under	unusual	circumstances,	transcends	
individual	rights	and	expectations.	When	an	emergency	arises	of	a	cataclysmic	
nature,	requiring	the	immunization	of	great	masses	of	people	for	the	continued	
survival	of	a	society,	the	extent	of	adverse	reaction	to	such	an	immunization	
program	may	have	to	be	accepted	by	each	member	of	society.	We	reject	this	
alternative	for	any	except	the	most	severe,	cataclysmic	situations.	We	do	not	
anticipate	or	expect	such	a	situation	
to	arise	in	the	near	future.	
	
2.	Proposal	for	a	Single	System	
	
Introduction
	
The	rationale	for	proposing	a	single	system	approach	is	that	it	enunciates	a	point	
of	view	that	people	participating	in	any	mass	immunization	program	are	
potentially	subject	to	injury	which	can	be	construed	to	have	been	incurred	"in	the	
public	interest."	Since	any	immunization	program	necessarily	involves	some	risk	
to	recipients,	and	because	the	public's	perception	of	risks	and	remedies	are	
inevitably	influenced	by	the	most	visible	program,	a	single	approach	provides	a	
more	logical,	consistent,	and	equitable	remedy	for	those	who	suffer	ill-effects	
from	any	mass	immunization	program.	Furthermore,	some	work	group	members	
believe	that	a	single	program	which	establishes	a	clearcut	public	responsibility	
for	public	health	programs	would	do	more	to	encourage	widespread	participation	
in	such	programs	by	the	general	public	and	cooperation	with	such	programs	by	
manufacturers	and	providers.	
	



It	also	has	the	inherent	advantage	of	providing	a	uniform	federal	program	rather	
than	having	to	rely	on	federal	and	diverse	state	laws	operating	in	concert.	
Furthermore,	it	provides	for	feedback	of	uniform	data	on	the	incidence	and	types	
of	potential	vaccine	associated	injuries.	
	
The	Single	System	
	
This	alternative	approach	requires	the	enactment	of	federal	legislation	as	
described	below.	
	
This	law	and	its	provisions	relating	to	compensation	and	liability	should	become	
operative	upon	declaration	by	the	President	that	a	grave	public	health	interest	
exists	applicable	to	the	general	population	or	important	categories	of	individuals,	
characterized	by	age,	health	status,	location,	unusual	vulnerability	to	disease	or	
health	hazard,	or	in	need	of	special	protection.	The	President	could	issue	such	a	
declaration	for	particular	time	periods	not	to	exceed	one	year,	or	geographic	
areas	including	areas	outside	the	United	States	where	U.S.	citizens	or	residents	
may	be,	or	in	conjunction	with	other	countries.	Petitions	for	such	declarations	
may	be	filed	by	any	health	agency	or	organization,	national,	state	or	local,	
public,	voluntary,	or	private,	provided	such	petition	includes	scientific	evidence	
of	grave	public	health	interest,	as	defined	by	regulation	issued	under	this	statute.	
	
The	recommended	major	provisions	of	this	statute	are	as	follows:	
	
1.	Persons	suffering	a	vaccine	associated	injury	or	disability	which	results	in	
economic	loss	following	receipt	of	an	inoculation	(1)	with	a	vaccine	designated	
by	the	federal	government	as	being	in	the	public	interest	would	be	eligible	for	
compensation	by	the	United	States.	
	
(1)	Inoculation	includes	oral	vaccines.	
	
—A	panel	of	experts	(2)	would	determine	whether	the	injury	or	dis	ability	is	
within	the	class	of	designated	compensable	injuries	(DCIs)	and	whether	it	is	
vaccine	associated.	The	panel	is	to	have	the	power	of	subpoena,	examination	of	
the	claimant,	etc.,	at	its	discretion.	The	claimant	should	have	the	right	to	appeal	
from	denial	of	claim	by	the	panel.	(3)	
	
—Recovery	would	be	limited	to	economic	losses	(not	pain	and	suffering),	to	
include:	medical	expenses,	costs	of	medical	and	vocational	rehabilitation,	wage	



loss	(present	and	future),	replacement	services,	and	any	other	out-of-pocket	
losses	not	compensated	by	other	programs.	Allowable	recovery	would	be	limited	
to	the	excess	over	collateral	sources	other	than	benefits	related	to	death.	The	
amount	of	recovery	under	DCI	would	be	established	by	the	panel,	and	disputes	
about	the	amount	would	be	settled	by	binding	arbitration.	(4)	
	
—It	is	recommended	that	in	cases	of	injury/disability	expected	to	last	more	than	
two	years,	structured	awards	be	utilized.	
	
2.	All	claims	for	vaccine	associated	injury	or	disability	would	be	made	only	
against	the	federal	government	(an	exclusive	remedy).	(5)	
	
—For	all	injuries/disabilities	defined	as	compensable	injuries	(6)	under	current	
DHEW	regulations,	no	finding	of	fault	would	be	required	and	no	tort	action	
would	be	permitted.	
	
—Claims	for	losses	arising	out	of	alleged	injuries/disabilities	not	defined	or	
denied	as	DCIs	would	be	processed	under	the	Federal	Tort	Claims	Act	as	
amended	by	Public	Law	94-380.	These	amendments	should	therefore	be	
extended	to	be	applicable	to	all	immunization	programs	defined	by	this	proposal.	
	
(2)	To	include,	but	not	be	limited	to,	medical	experts.
(3)	Appeal	procedure	outlined	later	in	Exhibit	1.
(4)	Unless	modified	by	process	noted	in	note	(3)	above.
(5)	It	is	understood	that	the	nature-length	of	the	list	of	DCIs	as	well	as	the	
scale	of	benefits	will	have	an	impact	on	the	extent	of	liability	(or	obligation)	that	
is	likely	to	be	incurred	by	the	government.	It	is	suggested	that	the	list	of	DCIs	be	
limited	to	predictable	vaccine	associated	injury/	disability	of	a	serious	nature.	
(6)	As	defined	by	the	Secretary	DHEW	on	a	periodic	basis.	Panel	shall	
reconsider	the	list	on	the	basis	of	new	evidence.	
	
3.	As	provided	in	Public	Law	94-380,	the	federal	government	should	have	
discretion	to	bring	an	action	against	a	program	participant	(7)	to	recover	amounts	
paid	to	claimants	and	associated	expenses	resulting	from	the	negligent	acts	or	
omissions	or	failure	to	comply	with	pertinent	regulations	of	that	program	
participant	during	and	in	the	course	of	his	participation	in	the	program.	Strict	
liability	in	tort	should	not	be	a	basis	for	recovery	by	the	government	against	a	
program	participant.	
	



4.	The	federal	government	should	be	charged	with	responsibility	for	clearly	and	
fully	disclosing	the	relative	risks	and	benefits	of	designated	vaccines	and	the	
rights	and	remedies	available	to	potential	vaccinees.	The	consent	form	should	
not	be	construed	to	affect	the	right	to	recovery	under	this	system.	
	
5.	In	order	to	encourage	widespread	participation	in	programs	using	government	
designated	vaccines,	all	individuals/organizations	involved	in	manufacture,	
distribution,	and	administration	of	such	vaccines	should	be	immune	from	any	
legal	action	by	inoculees	or	their	representatives	for	injuries/disabilities	alleged	
to	have	resulted	from	receipt	of	such	vaccine.	This	protection	would	attach	
irrespective	of	the	basis	of	participation.	However,	participants	may	be	subject	to	
suit	by	the	government	(see	provision	3,	above).	
	
6.	The	responsibility	for	conduct	of	this	compensation	system	should	be	with	the	
Public	Health	service,	which	can	utilize	its	existing	agencies	with	the	appropriate	
investigative,	coordinative,	and	scientific	orientations	and	has	the	capability	of	
immunization	surveillance	which	is	essential	for	adequate	functioning	of	this	
system.	
	
7.	The	administrative	costs	of	this	system	and	awards	for	DCIs	should	be	borne	
by	the	federal	government	except	to	the	extent	that	costs	are	recovered	from	the	
program	participants	under	provision	3	above.	
	
(7)	Defined	to	include,	for	example,	drug	manufacturer,	physician,	nurse,	
volunteer.	
	
Further	Explanation	of	the	Claim	and	Appeal	System	
	
The	proposed	system	envisions	the	filing	of	all	vaccine	injury	claims	with	the	
Public	Health	Service,	where	they	would	be	reviewed	initially	by	an	expert	panel	
(or	perhaps	by	a	series	of	regional	panels).	Based	on	the	determinations	of	the	
panel,	the	claim	would	be	directed	along	one	of	two	routes	toward	possible	
payment	of	compensation	for	an	alleged	vaccine	associated	injury.	The	expert	
panel	would	examine	the	claim	to	determine	three	elements:	
	
1.	Whether	the	claimant	was	injured	and	the	nature	of	the	injury.	
	
2.	Whether	the	type	of	injury	suffered	has	been	previously	designated	by	DHEW	
regulation	as	a	Designated	Compensable	Injury	(DCIs	being	those	injuries	that	



testing	or	experience	has	shown	to	be	associated	with	a	particular	vaccine,	
although	probably	occurring	only	rarely	as	compared	to	the	total	number	of	
administrations	of	that	vaccine).	
	
3.	Whether	the	claimant's	injury	is	vaccine	associated.	
	
If	the	panel	is	satisfied	that	all	three	elements	are	established,	the	claim	would	be	
granted	and	compensation	ordered	via	Route	A	(a	"DCI	award")	as	depicted	in	
Exhibit	1.	If	the	amount	of	the	award	is	disputed,	it	should	be	resolved	through	
binding	arbitration.	
	





(Court,	having	determined	that	DCI	award	was	improperly	denied	would	be	
obligated	to	remand	case	to	PHS	for	grating	of	DCI	claim)
	
DCI	=	Designated	Compensable	Injury
FTCA	=	Federal	Tort	Claims	Act
P	=	Plaintiff	or	Claimant
PHS	=	Public	Health	Service
	
If	the	panel	determines	that	the	claim	should	not	be	granted	because	one	or	more	
of	the	three	requisite	elements	is	not	established,	the	claim	would	be	diverted	to	
Route	B	where	it	would	be	treated	as	a	special	claim	against	the	government	
under	the	Federal	Tort	Claims	Act	(FTCA).	AS	a	claim	under	the	FTCA,	a	claim	
would	be	"granted"	(i.e.,	the	potential	tort	suit	compromised)	if	the	responsible	
PHS	officials	were	satisfied	that	the	claimant	has	suffered	injury	that	is	vaccine	
associated	and	for	which	a	vaccination	program	participant	would	be	liable,	even	
if	that	injury	is	not	a	DCI.	The	original	expert	panel	could	review	the	FTCA	
claim	for	the	PHS,	thus	simplifying	the	administrative	progress.	The	FTCA	
claim	is	referred	to	as	"special"	because	it	could,	and	in	most	situations	would,	
be	a	claim	against	the	government	for	the	actions,	not	of	a	federal	employee,	but	
of	a	non-federal	vaccination	program	participant.	
	
Again,	the	amount	of	any	compensation	award	might	be	made	subject	to	
arbitration,	but	this	issue	may	be	so	intimately	involved	in	the	determination	of	
whether	the	claim	should	be	paid	(i.e.,	suit	avoided)	that	such	a	change	from	
current	practice	may	not	be	appropriate.	
	
If	the	FTCA	claim	was	denied	administratively	(because	there	was	either	no	
injury,	no	fault	on	the	part	of	the	program	participants,	or	no	causal	connection	
between	the	injury	and	the	negligence),	the	claimant	could	file	a	suit	against	the	
government	in	federal	court	under	the	FTCA.	This	action	could	have	a	dual	
aspect.	Principally,	it	would	be	treated	as	a	suit	for	damages	under	the	FTCA	in	
which	the	plaintiff	would	recover	if,	but	only	if,	he	could	establish	the	three	
elements	of	injury,	vaccine	association,	and	negligence/fault.	Second,	some	such		
suits	could	also	include	a	petition	for	review	of	the	expert	panel's	denial	of	a	DCI	
award.	Thus,	even	if	plaintiff	could	not	establish	negligence/fault	therefore	could	
not	recover	under	the	FTCA),	the	court	could	order	the	payment	of	
compensation	if	it	determined	that	the	panel	had	erred	in	its	denial	of	a	DCI	
award.	(Again,	the	amount	of	a	court	ordered	DCI	award	might	be	made	subject	
to	arbitration.)	



	
Implications	of	the	Single	System	Approach	
	
1.	The	approach	deals	with	personal	injury	to	inoculees	only.	
2.		It	should	be	noted	that	recovery	under	FTCA	is	to	be	permitted	when	and	if	
some	program	participant	is	liable	but	the	federal	government	may	recover	only	
from	a	negligent	program	participant.	
3.	It	is	important	to	note	that	minor	injuries	or	discomfort	should	not	be	
considered	DCIs	even	though	they	result	from	the	inoculation.	
4.	The	subject	of	attorney	fees	was	discussed	but	not	resolved.	
	
5.	The	costs	of	the	proposed	system	are	impossible	to	determine	at	this	time.	All	
existing	risk	management	techniques	and	procedures	should	be	used	to	assist	in	
determining	potential	costs	of	this	system.	
	

I.	CHARGE	TO	THE	WORKGROUP
	
There	is	an	important	difference	between	the	sense	of	mission	implicit	in	the	title	
given	to	the	work	group	and	the	work	group's	own	interpretation	of	its	
responsibilities.	
	
The	title,	"Work	Group	on	Health	Information	and	Public	Awareness,"	suggests	
that	the	group	should	focus	on:	
	
l.	The	quality	and	quantity	of	information	disseminated	to	the	American	people	
in	support	of	national	immunization	programs	
	
2.	The	extent	and	nature	of	public	awareness	created	thereby,	with	respect	to	the	
risks	to	health	posed	by	communicable	disease	and	with	respect	also	to	the	
preventive	measures	available	to	the	public.	
	
Early	in	our	work,	it	became	clear	that	we	should	be	concerned	with	items	1	and	
2	above,	but,	in	addition,	with	the	following:	
	
3.	The	net	effectiveness	of	the	public	information	component	of	present	and	
immediate	past	programs	of	mass	immunization,	in	terms	of	the	numbers	of	
people	who	actually	obtained	immunizing	shots	



	
4.	The	possible	effects	on	ongoing	and	future	programs	of	immunization	of	
"negative	fallout"	of	the	1976	swine	flu	program	
	
5.	The	state	of	public	attitudes	toward	the	concept	of	mass	immunization	and	
also	toward	public	health	programming,	in	the	larger	sense	
	
6.	Steps	that	may	be	taken	in	the	future	to	reverse	a	trend	toward	decreasing	
public	acceptance	of	programs	designed	to	safeguard	the	health	of	the	citizenry.	
	
Our	primary	task	was	to	present	recommendations	on	ways	in	which	public	
education	on	public	health	matters	may	be	carried	out	with	maximum	effect.	
	

II.	RESOURCES	AND	LIMITATIONS	
	
The	data	necessary	for	a	full	scale	review	of	items	1	through	6	in	the	foregoing	
would	require	much	time	and	substantial	expense	to	obtain,	far	more	than	were	
available	to	this	work	group.	Indeed,	some	data	extremely	pertinent	to	the	1976	
swine	flu	immunization	program,	and	to	earlier	programs,	are	lost	forever,	for	
they	were	not	captured	at	the	time.	
	
The	work	group	has	had	excellent	cooperation	from	representatives	of	
government,	voluntary	agencies	at	work	in	the	public	health	field,	and	private	
organizations.	In	no	instance	was	any	attempt	made	to	impose	points	of	view	on	
the	work	group,	by	anyone	within	or	outside	of	government.	
	

III.	WHAT	IS	AT	STAKE	
	
Public	health	actions	in	the	United	States	during	the	twentieth	century	have	
made	enormous	and	visible	contributions	to	America's	citizens.	Disease	after	
disease	has	been	nearly	eradicated,	and	each	new	generation	of	Americans	has	
less	to	fear	from	the	ravages	of	communicable	diseases	that	were	real	threats	to	
their	parents	and	grandparents.	
	
Programs	of	mass	immunization	have	played	a	vital	role	in	those	
accomplishments.	Yet,	in	order	for	the	individual	to	attain	protection	and	for	the	



society	as	a	whole	to	protect	itself,	continuing	ongoing	programs	of	
immunization	must	be	maintained,	especially	of	children,	against	such	illnesses	
as	polio,	measles,	rubella,	DPT,	and	mumps.	
	
These	and	future	programs	will	be—and	we	believe	they	are	now—threatened	
by	loss	of	credibility	and	loss	of	confidence	in	public	health	programs	initiated	
by	the	federal	government.	What	is	at	stake,	then,	is	the	future	of	public	health	
preventive	efforts	in	the	United	States.	
	

IV.	BACKGROUND	OF	MASS	IMMUNIZATION	
PROGRAMMING	
	
l.	The	Social	Context	
	
The	fortunes	of	the	1976	swine	flu	immunization	program	are	a	dramatic	
demonstration	that	the	public	health	field	has	not	escaped	the	corrosive	effect	of	
the	diminished	confidence	of	Americans	in	established	authority	and	social	
institutions.	
	
The	public	in	general	and,	to	an	even	greater	degree,	specific	segments	of	the	
population,	no	longer	have	the	level	or	quality	of	trust	in	the	nation's	leaders—in	
the	executive	branch,	in	the	Congress,	or	in	the	medical	or	business	communities
—that	those	groups	once	enjoyed.	The	American	people	apparently	feel	that	they	
have	not	been	told	the	whole	truth	about	so	many	events	and	issues	affecting	
them	that	they	are	more	than	ever	wary	of	what	they	are	told	today	by	persons	
occupying	high	positions.	
	
Further,	during	the	past	decade,	there	has	been	a	greatly	heightened	awareness	of	
the	many	risks	that	attend	us	in	virtually	every	dimension	of	our	lives:	on	our	
streets	at	night,	in	the	foods	we	consume,	in	the	very	air	we	breathe.	In	concert,	
there	has	been	a	host	of	executive,	legislative,	and	judicial	actions	concerned	
with	risks	to	the	individual	and	society,	many	of	them	designed	to	reduce	those	
risks;	such	as	increased	support	to	police	forces,	bans	on	certain	additives,	and	
many	other	risk	reducing	efforts	with	which	all	Americans	are	familiar.	
	
The	role	of	the	risk-benefit	analysis	has	become	integral	to	the	decision	making	
processes	of	the	nation,	occupying	the	time	and	talent	of	an	ever-growing	corps	



of	experts	and	specialists	who,	in	the	public	perception,	are	largely	nameless	and	
faceless.	As	the	number	of	risk-benefit	analysts	grows,	so	grows	the	distance	
between	them	and	the	individual	citizens	who	are	affected	in	their	everyday	lives	
by	decisions	made	on	the	basis	of	such	analyses	and	judgments.
	
V	(partial)
	
...factors	other	than	the	official	public	information	programs,	such	as	the	news	of	
all	the	program's	misfortunes.	
	
In	any	case,	even	though	the	public	was	largely	aware	of	the	program,	some	71	
percent	of	the	general	population	did	not	obtain	swine	flu	shots,	and	of	special	
significance,	more	than	94	percent	of	the	nation's	ethnic	minority	poor	did	not	
protect	themselves	against	swine	flu.	
	

VI.	CONCLUSIONS
	
Conclusion	#1	
	
Public	acceptance	of	mass	immunization	in	the	United	States	is	in	a	period	of	
decline,	sufficiently	so	as	to	pose	a	growing	threat	to	public	health.	
	
Conclusion	#2	
	
The	widely	proclaimed	objective	of	the	1976	swine	flu	immunization	program,	
of	immunizing	100	percent	of	the	eligible	population,	became	the	de	facto	
measure	by	which	the	public	gauged	the	success	or	failure	of	the	program.	In	
generating	highly	unrealistic	expectations	of	the	1976	program,	the	executive	
branch	of	the	federal	government—acting	through	the	President,	the	Department	
of	Health,	Education,	and	Welfare,	and	the	Center	for	Disease	Control—virtually	
assured	that	the	program	would	be	judged	a	failure	by	the	people	of	the	country.	
The	residual	sense	of	failure	of	the	1976	program	is	likely	to	affect	adversely	
both	future	one-dose	programs	of	an	emergency	nature	and	the	nation's	ongoing	
programs	of	childhood	immunization	against	such	diseases	as	polio,	measles,	
rubella,	DPT,	and	others.	
	
Conclusion	#3



	
Among	the	many	factors	which	contributed	to	the	enormous	gap	between	public	
awareness	of	the	swine	flu	immunization	program	and	the	actual	level	of	
immunization	achieved,	four	are	of	crucial	concern	with	regard	to	the	planning	
and	implementation	of	future	immunization	programs;	they	are,	with	notable	
exceptions:	
	
–Failure	to	involve	adequately	the	representatives	of	ethnic,	minority,	low	
income	groups	in	decision	making,	planning,	organization,	and	implementation	
of	the	program,	from	its	earliest	stages	
	
–Failure	to	budget,	fund,	and	clearly	fix	responsibility	for	the	public	information	
component	of	the	program	and	to	provide	adequate	lead	time	for	the	planning	
and	implementation	of	that	vital	component	of	the	program	
	
–Failure	to	gauge	adequately,	and	then	to	meet	directly,	the	diminished	
credibility	of	government	in	the	nation	at	large,	and	especially	among	the	ethnic,	
minority,	and	low	income	constituencies	
	
–Failure	to	inform	the	public	in	advance	of	possible	imperfections	in	
understandable	terms	so	that	Americans	could	make	their	own	risk-benefit	
analyses	on	an	informed	basis.	
	
Conclusion	#4	
	
Public	health	programs	that	are	sponsored,	planned,	and	implemented	by	the	
federal	government,	acting	essentially	alone	and	on	its	own	authority,	will	not	
gain	high	public	acceptance.	The	time	is	past	when	it	is	realistic	to	mount	
programs	of	communication	on	public	health	matters	with	the	United	States	
citizenry	without	taking	into	account	the	critical	differences	that	exist	in	a	wide	
variety	of	population	subgroups	in	language,	attitudes	toward	established	
authority,	understanding	and	acceptance	of	public	health	concepts,	leadership	
patterns,	et	cetera.	One-source	communication	programming	that	assumes	an	
undifferentiated	population	is	no	longer	feasible	in	the	public	health	field,	if,	
indeed,	it	ever	was.	
	
Conclusion	#5	
	
Too	little	research	has	been	done	in	the	aftermath	of	the	1976	swine	flu	program	



to	evaluate	residual	public	assessments	of	the	program	and	to	learn	the	true	
nature	of	public	attitudes	toward	ongoing	and	future	emergency	programs	of	
mass	immunization.	
	
Conclusion	#6
	
On	embarking	upon	the	1976	swine	flu	program,	insufficient	consideration	was	
given	to	the	impact	on	other	vital	and	ongoing	immunization	programs,	by	
reason	of	the	diversion	of	resources	to	the	1976	emergency	effort.	Not	only	were	
federal	public	information	and	health	education	resources	strained	at	the	expense	
of	ongoing	programs,	but,	in	addition,	community	and	state	resources	were	
diverted	to	swine	flu	from	their	application	to	existing	programs.	Potential	losses	
in	immunization	rates	in	such	ongoing	programs,	particularly	those	concerned	
with	children,	can	be	exceedingly	difficult	to	restore.	
	
Conclusion	#7
	
Immunization	programs	requiring	high	levels	of	protection,	nationwide,	today	
require	three	components	of	effort,	each	with	its	own	special	imperatives;	they	
are:	
	
–Broad-based	national	programs	of	public	information	and	health	education,	
utilizing	the	combined	efforts	and	resources	of	federal	and	state	agencies,	and	
voluntary	and	professional	health	associations.	Recent	experiences	suggest	that	
these	national	drives	are	unlikely	to	reach	much	more	than	two-thirds	of	those	
who	need	it.	Yet	they	are	a	necessary	precursor	to:	
	
–State-initiated	and	state-focused	campaigns	which	mobilize	state	and	local	
resources,	including	voluntary	and	professional	health	associations.	This	
component	of	effort,	at	best,	can	raise	the	immunization	level	to	approaching	80	
to	90	percent;	to	reach	the	remainder,	it	is	mandatory	to	step	to:	
	
–Specially	tailored	programs,	planned	and	operated	at	the	local	level,	by	local	
citizens,	local	volunteer	groups,	local	health	agencies,	and	other	health	
professionals	such	as	private	physicians,	nurses,	health	educators,	social	
workers,	et	cetera.	
	



VII.	RECOMMENDATIONS
	
Recommendation	#1	
	
Priority	attention	should	be	given	to	the	decline	in	public	acceptance	of	
programs	of	mass	immunization	in	the	United	States.	At	minimum,	such	
attention	should	include:	
	
1.	Measurement	and	analysis	of	residual	attitudes	toward	mass	immunization	
programs	in	the	wake	of	the	1976	experience.
	
2.	Continuing,	periodic	assessment	of	public	and	especially	of	the	poor's	
attitudes	toward,	and	acceptance	of,	ongoing	programs	of	mass	immunization,	
particularly	of	children.
	
3.	Clear-cut	budget	allocations	and	fixed	accountability	for	pro	grams	and	staff,	
and	for	public	information	and	health	education	activities	in	support	of	mass	
immunization	at	federal,	state,	and	local	levels.
	
4.	Outside	public	relations	and	health	education	specialists	should	be	utilized.	
	
Recommendation	#2
	
Extreme	caution	should	be	exercised	in	generating	unrealistic	public	
expectations	with	respect	to	future	programs	of	mass	immunization.	
	
Recommendation	#3
	
Major	efforts	should	be	mounted	to	involve	representatives	of	poor,	Black,	
Hispanic	Americans,	and	other	minorities	early	in	the	planning,	risk-benefit	
analysis,	and	operation	of	future	emergency	programs	and	ongoing	programs	of	
mass	immunization.	These	efforts	should	be	made	at	all	levels—federal,	state,	
and	local.	
	
Recommendation	#4
	
Risks	inherent	in	programs	of	mass	immunization	should	be	well-publicized	in	
such	a	manner	that	the	American	people	will	have	full	opportunity	to	make	



informed	decisions	about	their	participation	in	those	programs.	
	
Recommendation	#5
	
To	help	assure	programming	adequate	to	meet	the	requirements	of	the	three	
distinctly	separate	components	of	national	programs	of	mass	immunization,	as	
described	in	"Conclusion	#7,"	we	recommend	that	federal	grants	to	the	states	and	
communities	in	support	of	public	health	and	immunization	programs	specifically	
mandate	and	provide	for	funds	to	be	used	in	carrying	out	public	information	and	
health	education	activities,	tailored	to	each	of	the	three	components	described	
here.	
	
Recommendation	#6
	
TO	help	assure	that	the	three	vital	components	of	nationwide	mass	immunization	
programs	are	effectively	organized	and	orchestrated,	we	recommend	as	follows:	
	
1.	That	a	high	level	federal	health	officer	have	fixed	responsibility	for	
coordinating	and	planning.
	
2.	That	the	same	high	level	federal	officer	consult	with	representatives	of	
national	and	state	health	departments,	medical,	nursing,	and	other	health	
professional	associations,	voluntary	associations,	and	with	representatives	of	
minority	groups.
	
3.	That	adequate	budget	and	staff	be	established	to	aid	the	high	level	federal	
officer	in	carrying	out	these	responsibilities.
	
4.	That	the	states	devise	plans	for	organizing	public	and	private	resources	within	
those	states	to	carry	out	their	responsibilities	in	meeting	the	requirements	of	the	
three	separate	components	of	immunization	programs.
	
5.	That	both	federal	and	state	agencies	and	organizations,	public	and	private,	be	
mobilized	to	act	as	resources	to	local	juris	dictions,	public	and	private	health	
organizations,	and	community	groups	in	meeting	the	special	requirements	of	
reaching	the	"hard	to	reach"	at	the	local	level.	
	
Recommendation	#7
	



Federal	grants	should	be	made	to	the	states	specifically	for	the	purpose	of	
measuring	immunization	levels,	developing	procedures,	and	supporting	staff	for	
collecting	necessary	data	for	infant	immunization	efforts,	immunization	
followups,	and	changes	in	community	attitudes	toward,	and	acceptance	of,	
immunization	programs.	
	
Recommendation	#8
	
Formative	evaluation	(early	stage	test	marketing)	of	the	various	communications	
to	be	used	in	any	particular	future	public	education	campaign	must	be	carried	out	
in	time	to	be	used	in	the	campaign.	
	
Recommendation	#9
	
Research	and	training	grants	to	strengthen	the	scientific	base	and	professional	
manpower	required	for	effective	community	health	education	programming	
must	be	undertaken	for	the	long	haul.	
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INTRODUCTION
	
Remarkable	progress	has	been	made	in	the	elimination	of	vaccine-preventable	
diseases	of	public	health	importance	(see	Appendix,	Table	1).	Nonetheless,	these	
diseases	continue	to	occur	and	low	immunization	levels	are	prevalent	among	
multiple	segments	of	our	population,	particularly	the	disadvantaged	(see	



Appendix,	Table	2	and	Table	3).	This	situation	and	the	continuing	need	for	the	
general	public	to	be	protected,	not	only	from	diseases	but	also	from	vaccine	
complications	and	misuse,	led	the	Secretary	of	Health,	Education,	and	Welfare	to	
request	a	review	of	immunization	strategy.	This	work	group	was	charged	with	
developing	recommendations	for	a	comprehensive	national	immunization	policy.	
This	report	contains	these	recommendations.	The	work	group	calls	attention	to	
the	fact	that	these	recommendations	will	require	a	series	of	actions	including	
administrative	changes	within	the	power	of	the	Secretary,	legislative	changes	to	
establish	new	authority,	and	additional	appropriations	for	the	financial	
commitments	undertaken.	
	
The	primary	issue	at	stake	is	a	national	commitment	to	the	prevention	of	
preventable	diseases;	immunization	is	merely	one	aspect	of	achieving	the	overall	
goal	and	should	be	integrated	into	the	overall	effort.	Two	factors	crucial	to	
immunization	and	other	prevention	activities	are:	
	
l.	The	need	for	a	continuing,	assured	level	of	financial	support,	both	for	
programmatic	activities	and	for	continuing	research	and	development	of	new	and	
improved	immunizing	agents	and	prevention	strategies.
	
2.	The	need	for	ensuring	that	preventive	activities	receive	first	attention	for	
inclusion	in	any	national	plan	for	financing	health	care	adopted	in	the	future.
		
It	is	essential	that	federal	support	for	immunization	and	other	prevention	
activities	be	continuous,	predictable,	and	stable.	Many	of	the	problems	currently	
encountered	with	maintaining	levels	of	immunity	can	be	directly	related	to	major	
variations	in	the	level	of	federal	support	and	the	extent	of	activities	allowable	
using	that	support.	This	is	graphically	shown	in	Figure	1	(see	Appendix).	
	
Immunizations,	as	many	other	prevention	activities,	require	more	than	mere	
reimbursement	for	services	rendered.	Outreach,	education,	practical	approaches	
to	both	individuals	and	groups,	surveillance,	and	outbreak	control	are	all	
essential	ingredients	of	an	adequate	approach	to	disease	prevention	through	
immunization.	Ultimately,	each	individual	has	to	recognize	a	personal	
responsibility	for	his/her	health	including	immunizations.	
	

ADVISORY	COMMITTEES	



	
Two	different	types	of	immunization	policy	at	the	national	level	should	be	
considered.	The	first	deals	with	the	overall	national	approach	to	immunizations	
and	those	aspects	of	immunization	activities	which	should	receive	federal	
support.	This	is	discussed	further	below.	
	
The	second	is	a	more	technical	type	of	policy	dealing	with	issues	such	as	which	
individuals	should	receive	which	vaccines,	what	safety	and	efficacy	standards	
should	be	applied	to	vaccines,	and	what	vaccine	related	research	should	receive	
federal	support.	The	latter	type	of	policy	should	continue	to	be	set	by	the	
Secretary	DHEW	with	the	advice	of	existing	bodies	such	as	the	Public	Health	
Service	Advisory	Committee	on	Immunization	Practices	(ACIP)	and	the	
Committee	on	Infectious	Diseases	of	the	American	Academy	of	Pediatrics,	the	
Food	and	Drug	Administration's	Bureau	of	Biologics	advisory	panels	on	
vaccines	and	research	review	committees.	
	
A	single	body	does	not	currently	exist	to	develop	overall	national	immunization	
policy.	This	work	group	recommends	the	creation	of	such	a	body	that	should	be	
called	the	National	Immunization	Policy	Council	(NIPC).	The	proposed	NIPC	
should	draw	its	members	from	at	least	the	following	groups:	
	
1.	State	and	local	health	departments
2.	Physicians	and	nurses	involved	in	primary	care
3.	Members	of	the	general	public,	including	the	disadvantaged	4.	Biomedical	
scientists
5.	Legal	experts
6.	Media	representatives	
7	.	School	authorities.	
	
Representatives	of	the	National	Institute	of	Allergy	and	Infectious	Diseases	
(NIAID),	the	Center	for	Disease	Control	(CDC),	the	Bureau	of	Biologics	of	the	
Food	and	Drug	Administration,	the	Office	of	Education,	and	the	Department	of	
Defense,	should	be	appointed	as	liaison	members.	Representatives	of	industry,	
such	as	vaccine	manufacturers	and	insurers,	should	be	invited	for	their	expertise	
as	needed.	
	
Members	of	the	proposed	National	Immunization	Policy	Council	should	be	
selected	for	a	fixed	term	and	should	meet	on	a	timely	basis	to	advise	the	
Secretary	DHEW.	Additionally,	the	Council	should	be	available	for	emergency	



meetings	called	by	the	Secretary.	The	Council	should	maintain	appropriate	
liaison	with	health	authorities	of	neighboring	countries	and	the	World	Health	
Organization/Pan	American	Health	Organization.	
	
The	Council	should	have	at	least	the	following	functions:	
	
1.	Develop,	coordinate,	and	review	policy.	
	
2.	Periodically	review	accomplishments	and	adjust	policy	recommendations
as	necessary.	This	should	specifically	include	at	least	the	following:	
	
-Availability	of	vaccines	
-Effectiveness	of	the	immunization	programs	
-Priorities	for	research	and	development	
-Activities	of	federal	agencies,	including	the	military,	involved	in	the	
administration	of	immunization	policy	
-Liability	problems
-Efficacy	of	public	awareness	activities.	
	
3.	Provide	a	forum	for	wide	discussion	and	debate	on	vaccine	issues	assuring	full	
participation	from	all	segments	of	society.
	
4.	Serve	as	a	review	or	appeal	group	when	conflict	of	opinion	exists	on	the	
implementation	of	expert	recommendations.	
	

POLICY	CONTENT	
	
1.	The	work	group	considers	that	a	comprehensive	national	immunization	policy	
must:	
Assure	that	safe	and	effective	vaccines	will	be	available	and	accessible	on	a	
continuing	basis.
	
2.	Assure	the	easy	availability	and	accessibility	of	ongoing	immunization	
services	for	all	persons	in	need	of	protection.
	
3.	Provide	for	procedures,	personnel,	and	supplies	to	identify	and	control	
outbreaks	of	vaccine-preventable	diseases	should	they	occur.



	
4.	Recognize	and	define	society's	responsibility	to	persons	inadvertently	injured	
as	a	result	of	immunization.
	
5.	Provide	for	continuing	active	evaluation	of	the	policy	with	revision	as	
necessary.	
	
Each	of	these	topics	will	be	discussed	in	a	separate	section	in	the	body	of	the	
report.	
	

I.	ASSURE	THAT	SAFE	AND	EFFECTIVE	VACCINES	
WILL	BE	AVAILABLE	AND	ACCESSIBLE	ON	A	
CONTINUING	BASIS	
	
The	federal	government	should	purchase	sufficient	supplies	of	those	vaccines	
recommended	by	the	proposed	National	Immunization	Policy	Council	(NIPC)	to	
immunize	all	United	States	residents	in	need	of	immunization.	This	should	not	
preclude	private	purchase	and	use	of	vaccines.	The	government	should	
encourage	competitive	
production	of	vaccines	both	for	cost	considerations	and	to	ensure	continued	avail	
ability	of	the	vaccines.	This	process	should	be	favored	by	the	guaranteed	
purchase	of	vaccines	using	federal	funds.	
	
The	Bureau	of	Biologics	of	the	Food	and	Drug	Administration	should	continue	
to	be	assigned	responsibility	for	ensuring	the	safety	and	efficacy	of	vaccine	
quality	and	the	utility	of	package	inserts.	Periodic	review	and	short	or	limited	
term	licensure	for	both	new	and	existing	vaccines	could	be	of	considerable	
benefit	in	improving	safety	and	efficacy.	
	
Responsibility	for	assuring	existence	of	sufficient	supplies	of	recommended	
immunizing	agents	should	be	assigned	to	the	Center	for	Disease	Control	(CDC).
If	necessary,	the	CDC	should	provide	for	the	direct	manufacture	of	vaccines	to	
protect	the	public's	health	and	should	assume	the	responsibility	inherent	in	such	
manufacture.	
Distribution	of	governmentally	provided	vaccines	should	be	through	state	health	
departments,	which	should	be	assigned	responsibility	for	ensuring	general	



accessibility	of	the	vaccines	to	both	public	and	private	providers.	With	
concurrence	of	the	state	health	department,	federally	supplied	vaccines	could	be	
supplied	directly	to	local	health	jurisdictions.	
	
To	accomplish	these	objectives,	the	CDC	should	undertake	surveillance	of	both	
supply	and	utilization	of	vaccines	on	a	timely	basis.	
	
Expanded	federal	support	for	research	and	development	of	new	and	improved	
vaccines,	primarily	through	the	NIAID,	is	essential.	Existing	vaccines	(e.g.,	
pertussis)	should	be	improved	both	in	terms	of	their	effectiveness	and	the	
incidence	of	side	effects.	There	is	also	a	need	for	development	of	vaccines	
against	other	diseases	where	none	currently	exist.	
	

II.	ASSURE	THE	EASY	AVAILABILITY	AND	
ACCESSIBILITY	OF	ONGOING	IMMUNIZATION	
SERVICES	FOR	ALL	PERSONS	IN	NEED	OF	
PROTECTION	
	
National	standards	for	immunization	activity	and	achievement	should	be	
established	by	the	Secretary	DHEW	in	consultation	with	the	proposed	National	
Immunization	Policy	Council.	These	standards	should	address	optimal	levels	of	
immunization	and	should	define	levels	of	disease	incidence	unacceptable	to	the	
community.	Comparative	evaluation	of	immunization	levels	with	disease	
incidence	is	prerequisite	to	meaningful	program	redirection.	
	
Local	and	state	jurisdictions	should	be	helped	to	achieve	these	standards	through	
programmed	support	for	a	comprehensive	plan	of	action	to	be	reviewed	annually	
and	updated	as	necessary	for	effective	use	of	all	available	funds.	The	Secretary	
should	specify	appropriate	elements	to	be	covered	by	the	plan,	including	
coordination	of	immunization	activities	among	various	public	and	private	
agencies,	relation	and	integration	with	other	preventive	services,	and	the	means	
for	implementation.	Submission	of	an	acceptable	plan	in	conformity	with	the	
provisions	of	existing	health	planning	legislation	should	be	a	requisite	for	
receiving	federal	support	for	immunization.	The	current	CDC	report	to	the	
Congress	on	the	Status	of	Communicable	Disease	Control	can	be	a	useful	
vehicle	for	improving	general	knowledge	of	the	status	of	immunization	as	a	



protective	mechanism	and	should	be	widely	disseminated.	
	
Federal	financial	support	for	immunization	activities	should	be	allocated	
equitably	throughout	the	country	and	should	not	be	isolated	from	support	for
other	preventive	activities;	immunization	is	the	key	facet	in	the	spectrum	of	
specific	primary	prevention.	Serious	consideration	should	be	given	to	
establishing	a	comprehensive	prevention	grant,	based	on	a	plan	covering	the	
various	aspects	of	preventing	those	diseases	now	involved	in	categorical	grants.	
The	plan	should	be	evaluated	on	its	potential	for	achieving	satisfactory	
community	protection	against	preventable	diseases.	
	
Just	as	immunization	is	one	aspect	of	overall	prevention	activities,	so	too	are	
periodic	health	evaluation,	screening,	early	diagnosis,	and	treatment.	Integration	
of	all	these	preventive	activities	is	a	policy	goal	which	should	be	kept	in	mind.	
Immunizations	should	be	integrated	into	other	medical	and	health	programs,	just	
as	the	latter	should	be	a	part	of	immunization	programs	where	feasible.	
	
Immunization	should	continue	to	be	the	responsibility	of	both	the	public	and	the	
private	sectors.	All	financial	barriers	to	receipt	of	immunization	should	be	
removed.	Immunizations	should	be	fully	reimbursable	and	not	subject	to	
deductibles	under	third	party	payment	plans	and	should	be	available	to	anyone	
without	charge	at	public	facilities.	Although	provision	of	vaccines	should	be	a	
totally	federally	supported	activity,	provision	of	public	resources	for	personnel	
and	facilities	to	administer	immunizations	is	a	shared	responsibility	of	federal,	
state,	and	local	governments.	It	is	thus	obvious	that	official	health	agencies	at	the	
state	and	local	level	would	continue	to	play	a	fixed	and	major	role	in	the	
provision	of	immunizations.	
	
Many	current	problems	in	immunization	are	not	related	to	an	overall	lack	of	
vaccine	but	to	an	inability	to	vaccinate	segments	of	the	population.	Persons	
susceptible	to	vaccine-preventable	diseases	must	be	identified	and	reached	for	
immunization.	To	accomplish	these	goals,	personnel	and	facilities	are	required	in	
addition	to	vaccine	supplies.	While	immunizations	should	be	integrated	with	
other	activities	in	the	total	prevention	plan,	there	would	continue	to	be	need	for	
special	locations	and	additional	personnel	on	a	full	or	part-time	basis.	
Mechanisms	should	be	designed	to	provide	a	balance	between	services	that	are	
part	of	ongoing	comprehensive	health	activities	and	those	specifically	designed	
for	immunization.	
	



All	primary	care	health	personnel	should	be	trained	in	the	provision	of	
immunizations;	some	would	have	to	be	trained	to	a	higher	level	for	specialized	
work.	It	is	essential	to	expand	the	use	of	trained	non-physician	personnel	
authorized	to	administer	vaccine	in	a	variety	of	settings.	
	
Federal,	state,	and	local	financial	support	should	be	provided	for	the	necessary	
personnel,	facilities,	training,	and	organization.	
	
At	the	present	time,	inconsistencies	and	delays	in	annual	federal	budgets	make	
difficult	the	use	of	these	funds	for	anything	other	than	vaccine	purchase.	
	
Greater	stability	of	federal	allocations	would	allow	state	and	local	governments	
to	apply	their	funds	to	personnel	and	facility	costs,	both	of	which	are	essential	to	
successful	immunization	programs.	
	
Special	techniques	involving	community	pressures	are	necessary	to	assure	the	
widest	possible	public	participation.	Although	most	immunizations	should	be	
administered	in	infancy	and	early	childhood,	early	efforts	must	be	reinforced	
with	preschool	roundups,	laws	requiring	immunization	prior	to	entry	in	day	care	
programs	and	schools,	organized	school	programs,	specialized	outreach	
programs,	hospital	routines,	and	occupational	requirements	(e.g.,	nurses,	
teachers,	special	industrial	groups).	
	
There	needs	to	be	a	series	of	stimuli	on	the	individual	to	be	immunized.	The	first	
of	these	should	be	broad	public	awareness	of	the	importance	of	immunization	as	
a	protection	against	disease.	This	should	lead	to	the	individual	or	parent	seeking	
immunization	at	the	proper	time,	which	requires	adequate	and	accessible	
facilities	where	this	can	be	done.	The	next	step	should	be	community	backup	for	
getting	immunization	accomplished	through	the	kinds	of	specific	education	that	
come	from	public	health	nursing	visits,	well-baby	visits,	and	from	other	contacts	
with	parents.	Full	advantage	should	be	taken	of	community	schools	as	a	center	
for	education	of	future	as	well	as	actual	parents.	The	final	step	in	the	series	is	the	
enforcement	of	formal	requirements	such	as	laws	requiring	immunization	prior	
to	school	entry.	
	
Recommendations	for	the	appropriate	use	of	specific	immunizing	agents	should	
continue	to	be	made	at	the	national	level	by	the	Public	Health	Service	Advisory	
Committee	on	Immunization	Practice	and	the	Committee	on	Infectious	
Diseases	of	the	American	Academy	of	Pediatrics.	These	recommendations	



should	be	widely	disseminated	and	should	be	frequently	reviewed	and	revised	as	
appropriate.	
	
Recommendations	regarding	the	details	of	immunization	programs	should	be	
developed	by	the	CDC	in	consultation	with	state	and	local	health	agencies	and	
other	interested	parties,	taking	into	account	community	differences.	
	
administration	of	vaccine	should	be	undertaken	in	locations	which	currently	may	
not	be	providing	it	(e.g.,	emergency	rooms,	specialty	clinics	seeing	children).	All	
governmentally	supported	health	facilities	and	programs,	such	as	neighborhood	
health	centers,	should	be	required	to	participate	in	organized	immunization	
activities.	Door-to-door	administration	of	vaccine	may	be	very	useful	in	
specialized	circumstances	and	may	be	particularly	effective	in	an	outbreak.	
	
Improved	mechanisms	must	be	developed	to	provide	individuals	with	easy	
access	to	needed	immunizations.	The	use	of	tangible	incentives	for	those	who	
complete	basic	immunization	programs	should	be	explored	with	appropriate	
representatives	of	the	private	and	public	sectors.	Reductions	in	life	and	health	
insurance	rates,	extra	food	stamps,	and	special	prizes	such	as	government	
savings	bonds	are	examples	of	incentives	that	might	influence	families	to	
complete	their	children's	basic	immunizations.	
	
Improved	techniques	should	be	identified	to	assist	in	keeping	immunization	
levels	current	and	recorded.	The	use	of	computer	technology,	within	legal	
constraints,	should	continue	to	be	explored	as	an	approach	for	the	storage	and	
retrieval	of	individual,	community,	and	national	immunization	data.	Other	
mechanisms	could	include	health	purposes	(e.g.,	health	insurance,	Medicaid	
entitlement,	clinic	visit	card)	and	linking	these	data	to	incentive	mechanisms.	On	
each	visit	for	health	care,	whether	routine	or	episodic,	immunization	status	
should	be	reviewed	and	updated.	None	of	these	mechanisms	replaces	the	
individual's	responsibility	for	keeping	his-her	own	immunization	status	and	
records	up-to-date.	Individuals	must	realize	that	immunizations	are	necessary	to	
protect	the	community	as	well	as	to	protect	themselves.	
	
In	addition	to	support	for	vaccine	and	direct	provision	of	service,	funds	should	
be	made	available	to	test	the	effectiveness	of	different	approaches	to	delivery	of	
immunizations	and	prevention	of	disease	as	well	as	to	support	the	research	and	
development	of	improved	immunizing	agents.	Improved	or	alternative	methods	
for	increasing	immunization	levels	in	all	segments	of	the	population	should	be	



developed.	There	should	be	expansion	of	interdisciplinary	studies	of	the	causes	
of	non-immunization	or	failure	to	retain	immunization	records.	
	
All	individuals	have	the	right	to	be	informed	of	both	the	risks	and	benefits	of	
health	interventions;	the	health	professions	have	the	responsibility	to	provide	this	
information	in	the	most	appropriate	manner.	The	present	approach	to	the	issue	of	
"informed	consent"	for	immunizations	has,	of	necessity,	been	defensive	and	
reactive	and	is	complicating	the	delivery	of	immunizations.	This	issue	must	be	
dealt	with	in	a	positive	and	prospective	manner	to	minimize	further	interruption	
of	preventive	services.	Information	("informed")	and	documentation	("consent")	
should	be	considered	separately.	Until	the	complicated	legal	issues	of	"consent"	
can	be	solved,	every	effort	should	be	made	to	provide	all	available	information	
on	specific	vaccines	to	each	prospective	recipient,	to	clarify	and	define	the	
meaning	of	the	concept	of	"consent,"	and	to	emphasize	immunization	programs	
within	the	restrictions	imposed	by	the	current	state	of	uncertainty.	
	
Consumer	awareness	of	the	safety	and	effectiveness	of	vaccines	needs	to	be	
improved.	The	use,	limitations,	and	side	effects	of	vaccines	and	the	dangers	of	
not	being	immunized	against	a	particular	disease	should	also	be	understood.	
Discussion	of	the	limitations	of	a	particular	vaccine	should	include	the	duration	
and	degree	of	immunity	conferred	and	any	requirement	for	"booster"	
immunizations.	Effective	transfer	of	this	information	to	the	public	would	result	
in	a	much	better	informed	consumer	who	could	more	easily	deal	with	the	
intricacies	of	consent	as	well	as	increasing	motivation	to	receive	immunization	
and	reducing	the	fear	of	"getting	a	shot."	Some	of	this	information	might	be	
conveyed	through	a	patient	package	insert,	though	it	is	apparent	that	improving	
awareness	and	motivation	prior	to	arrival	at	the	immunization	site	would	most	
effectively	increase	levels	of	protection.	
	
When	vaccine-preventable	disease	occurs	or	threatens,	the	public	should	be	
informed	promptly	that	effective	protection	is	available,	where	and	how	to	
obtain	it,	and	what	can	or	should	be	expected	from	local	health	agencies.	The	
public	should	understand	that	certain	vaccine-preventable	diseases	are	
unacceptable	and	should	not	be	tolerated,	since	means	exist	to	prevent	their	
occurrence.	
	

III.	PROVIDE	FOR	PROCEDURES,	PERSONNEL,	



AND	SUPPLIES	TO	IDENTIFY	AND	CONTROL	
OUTBREAKS	OF	VACCINE	PREVENTABLE	
DISEASES	SHOULD	THEY	OCCUR	
	
The	Center	for	Disease	Control	(CDC)	should	continue	to	be	responsible	for	
monitoring	the	occurrence	of	vaccine-preventable	diseases	throughout	the	nation	
and	in	other	countries	as	they	apply	to	the	United	States.	State	and	local	health	
departments	should	be	responsible	for	surveillance	at	the	state	and	local	levels	
and	for	furnishing	the	CDC	with	data	on	the	occurrence	and	epidemiologic	
characteristics	of	vaccine-preventable	diseases.	The	Center	for	Disease	Control	
should	analyze	the	data,	make	recommendations,	and	publish	its	findings	on	a	
timely	basis	for	distribution	to	all	state	health	departments,	the	health	
professions,	and	interested	members	of	the	general	public.	The	CDC	should	also	
perform	epidemic	investigations	in	conjunction	with	state	and	local	health	
departments	at	state	request.	Results	of	these	investigations	should	be	made	
available	to	the	states	as	quickly	as	possible.	
	
The	CDC	should	maintain	an	adequate	stockpile	of	vaccines	of	current	or	
potential	public	health	importance	as	well	as	equipment	and	supplies	to	be	used	
in	the	control	of	outbreaks	of	vaccine-preventable	diseases.	The	Public	Health	
Service	Advisory	Committee	on	Immunization	Practices	will	be	charged	with	
advising	the	CDC	on	the	types	and	quantities	of	vaccine	required.	Requests	for	
vaccine	from	the	epidemic	stockpile	should	be	made	by	or	with	the	concurrence	
of	the	state	health	departments	directly	concerned.	Such	requests	should	be	
evaluated	by	the	CDC	and	vaccines,	as	indicated,	should	be	supplied	to	the	states	
as	rapidly	as	possible	without	charge.	The	states	are	responsible	for	providing	
manpower	to	direct	and	conduct	the	control	operations;	technical	advice	on	
outbreak	control	problems	should	be	provided	by	the	CDC	upon	request.	
	
There	is	a	need	for	personnel	to	carry	out	surveillance	and	outbreak	control	
activities	in	addition	to	the	need	for	supplies	of	vaccine	and	personnel	to	
administer	the	vaccine.	This	role	is	presently	being	filled	in	most	states	and	
should	be	continued	and	expanded,	using	local,	state,	and	federal	funds.	
	

IV.	RECOGNIZE	AND	DEFINE	SOCIETY'S	



RESPONSIBILITY	TO	PERSONS	INADVERTENTLY	
INJURED	AS	A	RESULT	OF	IMMUNIZATION	
	
Public	responsibility	should	accompany	programs	that	benefit	the	public.	Most	
immunizations	are	for	the	benefit	of	the	community	as	well	as	for	the	individual;	
the	public	benefits	not	only	from	the	financial	savings	of	disease	prevented	but	
also	from	the	absence	of	disease	and	suffering	in	the	community.	There	are	with	
most	vaccines,	however,	instances	where	unpredictable	or	unavoidable	
complications	occur	even	with	approved	vaccine	administered	by	recommended	
techniques.	
	
To	detect	these	instances,	the	Center	for	Disease	Control	(CDC)	should	be	
responsible	for	national	surveillance	of	unusual	reactions	and	complications	of	
immunization.	These	should	be	defined	in	consultation	with	the	Advisory	
Committee	on	Immunization	Practices	(ACIP).	Requests	for	reports	of	all	
reactions	and	complications	to	vaccine	should	be	included	prominently	in	the	
package	inserts	with	instructions	for	notifying	the	state	health	departments	and	
the	manufacturers.	State	health	departments	should	encourage	reporting	of	
possible	vaccine	side	effects	by	public	and	private	providers	using	the	speediest	
and	simplest	methods,	particularly	the	telephone.	The	CDC	should	collect	data	
from	state	health	departments	and	manufacturers	and	make	any	necessary	
investigations	of	such	complications.	
	
Possible	changes	in	immunization	practice	consequent	to	such	investigations	
should	follow	the	established	procedure	of	consideration	by	the	ACIP	and	the	
Committee	on	Infectious	Diseases	of	the	American	Academy	of	Pediatrics.	
Recall	of	vaccines,	if	necessary,	should	be	carried	out	by	the	Bureau	of	
Biologics.	
	
Individuals	who	have	been	inadvertently	injured	by	immunization	should
be	recompensed	by	society	through	financial	and	other	means.	This	does	not
mean	that	improper	actions	by	health	providers	or	manufacturers	should	become
the	responsibility	of	society,	but	when	unpredictable	or	unavoidable	
complications	occur,	whether	in	programmatic	activities,	epidemiological	
investigations,	or	
vaccine	field	trials,	liability	should	be	assumed	by	government.	
	



V.	PROVIDE	FOR	CONTINUING	ACTIVE	
EVALUATION	OF	POLICY	WITH	REVISION	AS	
NECESSARY	
	
The	Secretary	DHEW,	with	the	advice	of	the	proposed	National	Immunization	
Policy	Council,	should	be	responsible	for	the	periodic	evaluation	of	the	policy	
based	on	assessment	of	program	effectiveness,	actual	immunization	activities,	
research	and	development,	and	vaccine	production.	This	information	should	be	
measured	against	the	national	standards	called	for	in	Chapter	II.	Each	agency	
involved	should	be	responsible	for	developing	assessment	information	for	the	
Secretary	DHEW.	
	
The	Center	for	Disease	Control	(CDC)	should	be	responsible	for	developing	
assessment	information	on	national	program	effectiveness	through	at	least	the	
following	means:	
	
1.	Surveillance	of	Disease	Trends.	The	objective	of	immunization
is	to	prevent	the	occurrence	of	disease,	disability,	and	death;	hence,	the	most	
important	aspect	of	assessment	is	monitoring	disease	trends.	Further	knowledge	
of	the	epidemiology	of	disease	can	lead	to	the	development	of	new	strategies	of	
prevention.	
	
2.	Surveys	of	Immunization	History.	The	CDC	will	be.responsible	for	necessary	
immunization	surveys	in	conjunction	with	other	federal	agencies	and	state	and	
local	health	departments.	There	is	a	potential	conflict	between	the	individual's	
right	to	privacy	of	personal	health	information	and	the	public's	need	for	data	on	
immunization	which	may	require	access	to	individual	health	records.	
Mechanisms	should	be	developed	to	maintain	the	individual's	rights	while	
protecting	the	public's	health.	
	
3.	Serosurveys.	The	CDC	should	perform	periodic	serological	surveys	for	
immunity	to	important	vaccine-preventable	diseases	to	complement	and	evaluate	
the	accuracy	of	immunization	history	surveys.	
	
4.	Vaccine	Distribution	Data.	The	CDC	should	receive	reports	from	
manufacturers	on	their	distribution	of	vaccines.	In	addition,	states	should	report	
the	number	of	vaccine	doses	administered	in	public	programs	and	distributed	to	



private	physicians	and	clinics.	
	
5.	Vaccine	Complication	Surveillance.	In	addition	to	its	importance	in	matters	of	
liability	and	indemnification,	surveillance	of	complications	of	immunization	
forms	one	part	of	estimating	the	vaccine	risk-benefit	ratio	and	is	fundamental	to	
assessing	immunization	policies.	Vaccine	complication	surveillance	is	discussed	
in	detail	in	Chapter	IV.	
	
6.	Surveys	of	Public	Awareness	and	Understanding.	Public	acceptance	of	
immunizations	is	essential	if	high	levels	of	immunity	are	to	be	maintained.	
Periodic	sample	surveys	should	be	conducted	to	assess	the	level	of	public	
awareness.	
	
7.	Review	and	Evaluation	of	State	Immunization	Plans.	Development	and	
implementation	of	an	effective	state	immunization	plan	is	essential	to	the	success	
of	the	immunization	effort.	DHEW	regional	offices	should	evaluate	state	plans	
for	immunizations	with	technical	assistance	from	the	CDC.	
	
Additionally,	the	relative	effectiveness	of	each	of	these	techniques	as	an	
assessment	tool	should	be	measured.	
	

CONCLUSION
	
The	United	States	has	a	great	deal	to	be	proud	of	in	relation	to	the	control	of	
communicable	diseases.	This	report	has	pointed	out,	however,	some	of	the	
inadequacies	that	impede	still	further	advances.	
	
The	work	group	believes	that	the	recommendations	it	has	made	for	a	special	
national	policy	on	immunization,	and	particularly	for	stability	of	support	and	
correlation	with	a	balanced	program	for	all	means	of	prevention,	can	
significantly	improve	the	health	of	the	public	and	lead	to	reduction	in	the	costs	
of	medical	care.	
	
This	is	a	logical	step	toward	a	comprehensive	national	health	policy.	
	
Further,	military	medical	installations	such	as	the	Walter	Reed	Army	Institute	of	
Research,	the	United	States	Army	Medical	Research	Institute	of	Infectious	



Diseases,	the	overseas	laboratory	of	the	Navy,	and	other	components	of	the	
military	medical	services	are	important	parts	of	the	national	resource	for	the	
development	and	testing	of	new	or	improved	vaccines.	
	
The	Armed	Forces	Epidemiology	Board	(AFEB)	supported	by	the	Army,	in	the	
period	1942	to	1970,	was	a	principal	focus	for	stimulation	of	research	and	
development	of	vaccines	and	still	plays	a	major	role	in	consideration	of	the	
special	problems	of	immunization	policy	and	practice	in	the	military.	
	
Recommendations
	
1.	This	work	group	believes	that	the	DHEW	must	recognize	the	inter	dependent	
roles	of	the	DOD	and	the	DHEW	in	national	immunization	policy	and	practices	
and	for	this	reason	recommends	the	inclusion	of	DOD	representation	on	the	
proposed	National	Immunization	Commission.	
	
VI.	FORMULATE	A	NATIONAL	VOLUNTEER	PROGRAM	FOR	TESTING	
IMMUNIZING	AGENTS	
	
This	work	group	considers	that	the	use	of	volunteers	is	essential	for	the	
development	of	immunizing	agents.	Volunteers	should	be	protected	from	injury	
and	investigators	protected	from	liability	when	there	is	no	negligence	involved.	
	
Recommendations
	
1.	Approved	research	projects	should	contain	provisions	to	minimize	the	risk	of	
experiments,	to	provide	for	the	long-term	followup	to	detect	delayed	effects	of	
experiments,	to	provide	medical	care	when	needed,	and	to	ensure	appropriate	
compensation	for	injury.	
	
2.	A	mechanism	to	protect	investigators	from	liability	should	be	established.	It	
should	be	noted	that	much	vaccine	testing,	because	of	the	high	incidence	of	
infectious	diseases	in	children,	must	be	performed	in	this	age	group.	
Institutionalized	persons	such	as	prisoners,	the	mentally	disabled,	et	cetera,	
because	of	risk	of	infection,	should	be	similarly	involved.	The	work	group	is	in	
agreement	with	the	following	point	of	view	on	this	subject	recently	expressed	at	
an	international	conference	(see	Appendix	B).	
	
“The	problems	surrounding	the	involvement	of	special	populations	were	pointed	



out	particularly	those	relating	to	prisoners,	the	mentally	retarded,	the	illiterate	
and	the	disadvantaged	whom	it	is	not	permitted	or	recommended	to	include	in	
research	in	most	countries.	However,	some	participants	saw	no	overriding	ethical	
or	moral	reasons	for	arbitrarily	excluding	any	groups	from	serving	as	subjects	
provided	they	were	at	risk	from	the	disease	under	consideration	and	would	
benefit	if	the	study	resulted	in	an	effective	product.	The	involvement	of	children	
in	field	trials,	recognizing	that	children	are	frequently	essential	in	the	testing	of	
biologicals,	demands	special	care	in	obtaining	consent	from	parents	or	guardians	
on	their	behalf.	In	some	countries	this	may	raise	legal	and	ethical	questions.	
However,	in	many	instances	children	are	the	principal	recipients	of	the	products	
developed	and	in	such	cases	extensive	studies	in	adults	would	be	inappropriate	
because	they	would	be	called	upon	to	assume	risk	without	any	prospect	of	
benefit."	
	
Therefore,	the	proposed	National	Immunization	Commission,	the	National	
Commission	for	the	Protection	of	Human	Subjects	of	Biomedical	and	Behavioral	
Research,	should	formulate	mechanisms	to	permit	the	participation	of	these	
groups	as	volunteers	in	studies	of	immunizing	agents.	
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INTRODUCTION
	
The	work	group	on	Consent	held	meetings	in	Rosslyn,	Virginia,	on	January	13,	
February	11,	and	February	24-26,	1977.	The	report	which	follows	reflects	the	
spirited	discussions	which	took	place	at	those	meetings,	as	well	as	many	hours	of	
research,	consultation,	and	writing	by	group	members	between	meetings.	
	
The	Consent	Work	Group	is	comprised	of	professionals	from	the	fields	of	public	
health,	medicine,	law,	ethics,	and	the	behavioral	sciences.	Our	diversity	of	
viewpoint	is	apparent	both	in	the	text	of	the	report	and	in	the	Appendix	which	
contains	dissenting	and	supplementary	statements.	However,	we	also	achieved	a	
substantial	degree	of	unanimity	on	many	aspects	of	our	complex	topic,	as	the	
report	and	recommendations	indicate.	
	
RECOMMENDATIONS
	
Phases	of	Informed	Consent	in	Immunization	Programs	
	
1.	Informed	consent	should	be	viewed	as	more	than	merely	the	act	of	signing	a	
document;	it	should	be	understood	as	an	ongoing	process	involving	at	least	the	
following	four	phases:	
	
Phase	1:	Public	participation	in	and	consensus	on	decisions	about	the	
establishment	or	continuation	of	immunization	programs	and	about	the	content	
of	the	information	to	be	conveyed	in	such	programs.	
	
Phase	2:	Widespread	dissemination	through	mass	media	of	balanced	information	
concerning	the	reasons	for	and	the	potential	risks	and	benefits	of	specific	
immunizations.	
	
Phase	3:	A	balanced	presentation	of	comprehensible	information	at	the	site	
where	immunizations	are	administered	and,	in	voluntary	programs,	a	subsequent	



acceptance	or	rejection	of	the	immunization	by	each	potential	recipient.	
	
Phase	4:	The	provision	of	appropriate	information	to	those	who	have	been	
immunized	regarding	expected	side	effects	and	possible	adverse	reactions,	as	
well	as	instructions	concerning	the	availability	of	medical	care	and	
compensation	for	injury.	
	
National	Immunization	Policy	Council	
	
2.	So	that	there	may	be	more	active	public	participation	in	the	formulation	of	
national	immunization	policies	and	more	adequate	public	consensus	regarding	
such	policies,	a	National	Immunization	Policy	Council	should	be	established.	
The	Council	should	include	persons	from	a	variety	of	professional	disciplines	
related	to	immunization—for	example,	persons	involved	in	vaccine	research	or	
production,	the	administration	of	immunization	programs,	or	the	delivery	of	
immunizations	as	well	as	representatives	of	the	public	who	are	not	involved	in	
the	production	of	vaccines	or	the	conduct	of	immunization	programs.	The	latter	
group	of	persons	either	should	constitute	the	majority	of	the	Council's	
membership	or	should	be	substantially	represented	in	the	membership	of	the	
Council.	In	the	appointment	of	the	Council,	existing	advisory	bodies,	which	have	
traditionally	been	involved	in	the	decision-making	process,	should	be	included.*	
	
3.	The	duties	of	the	Council	should	include,	but	not	be	limited	to	the	following:	
	
a)	The	development	of	clear,	publicly	announced	criteria	for	deter	mining	
whether	immunization	programs	for	particular	diseases	should	be	mandatory	or	
voluntary.*	These	criteria	should	include:	vaccine	safety	and	efficacy,	the	gravity	
of	the	disease	being	prevented	and	its	sequelae,	the	likelihood	of	an	epidemic,	
and		the	prevalence	of	continuing	high	levels	of	susceptible	populations	which	
can	lead	to	epidemics.	
	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C.	
	
b)	Regular	review	of	all	federally	conducted	or	supported	immunization	
programs	in	the	light	of	these	criteria	and	the	formulation	of	recommendations	
concerning	whether	each	program	should	be	voluntary	or	mandatory.	
	
c)	The	review	and	evaluation	of	existing	mechanisms	for	informing	the	public	
about	immunizations,	as	well	as	evaluation	of	existing	methods	for	securing	the	



informed	consent	of	each	candidate	for	immunization	in	voluntary	programs.	
Such	evaluations	should	examine	the	following	issues,	among	others:	
comprehension	of	information	given;	effect	of	comprehension	on	immunization	
rates;	and	the	time	and	expense	required	to	achieve	desired	levels	of	
comprehension.	
	
d)	The	development	and	recommendation	to	the	Secretary	DHEW	of	a	national	
system	for	compensating	those	few	persons	who	are	inadvertently	injured	in	
federally	conducted	or	supported	immunization	programs.	At	a	minimum,	this	
system	should	begin	by	providing	compensation	for	injuries	which	occur	in	
mandatory	programs,	since	the	right	to	consent	is	limited	in	such	programs	by	
considerations	of	the	public	good.	
	
4.	The	Council	should	report	to	the	Secretary	DHEW;	it	should	have	the	
authority	to	assemble	panels	of	experts	and	to	contract	for	the	performance	of	
necessary	research;	its	recommendations	to	the	Secretary	should	be	published	in	
the	Federal	Register	within	30	days	of	the	Secretary's	receipt	of	such	
recommendations,	so	that	interested	persons	and	groups	may	have	the	
opportunity	to	submit	written	comments	on	such	recommendations;	within	120	
days	of	the	publication	of	such	recommendations	in	the	Federal	Register,	the	
Secretary	should	determine,	in	the	light	of	the	Council's	recommendations	and	
public	comments,	whether	administrative	action	is	required	and	should	publish	
notice	of	such	determination	in	the	Federal	Register.	In	case	of	emergency,	the	
Secretary	may	limit	the	time	period	during	which	public	comments	may	be	
submitted.	
	
Voluntary	and	Mandatory	Immunization	Programs	
	
The	work	group	on	Consent	was	evenly	divided	in	its	preference	for	
Recommendation	5	and	Recommendation	5*:	
	
5.	Immunization	programs	for	competent	adults	should	be	voluntary	in	most	
instances;	however,	certain	emergency	situations	or	other	special	circumstances	
may	compel	a	determination	by	the	appropriate	decision-making	authority	that	a	
mandatory	program	is	required.	Such	a	determination	may	be	appropriate	when	
the	welfare	of	other	persons	is	seriously	jeopardized	and	those	persons	are	
unable	to	be	protected	for	weighty	medical	reasons	or	other	significant	reasons.	
For	school	age	and	younger	children,	programs	administered	by	the	states	but	
federally	funded	should	be	mandatory	only	when	failure	to	immunize	the	child	



seriously	jeopardizes	the	life	or	health	of	the	child	or	when	the	welfare	of	other	
persons	is	seriously	jeopardized	and	those	persons	are	unable	to	be	protected	for	
weighty	medical	reasons	or	other	significant	reasons.	A	determination	that	a	
program	is	to	be	mandatory	should	be	accompanied	by	a	detailed	and	
comprehensible	statement	of	reasons,	and	should	in	every	instance	be	preceded	
by	public	participation	in	the	decision-making	process.*	
	
5*.	Decisions	about	the	voluntary	or	mandatory	status	of	immunization	
programs	should	be	made	on	a	disease-by-disease	basis	for	both	adults	and	
children.	The	reasons	for	such	decisions	should	be	formally	announced	in	terms	
which	are	understandable	to	the	general	public.	In	cases	involving	the	possible	
immunization	of	adults,	immunization	programs	should	be	mandated	only	if	
unimmunized	persons	constitute	a	serious	threat	to	the	health	of	the	community.	
In	cases	involving	the	possible	immunization	of	children,	immunization	
programs	should	be	mandated	only	if	it	is	clearly	established	that	the	benefits	to	
each	individual	child	outweigh	the	risks	to	the	
child	or	if	unimmunized	children	constitute	a	serious	threat	to	the	health	of	the	
community.	
	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C	
	
6.	In	mandatory	immunization	programs,	provision	should	be	made	for	
individual	objection	to	participation	in	the	program	on	medical,	religious,	or	
conscientious	grounds.	Religious	or	conscientious	objection	may	be	overridden	
if	a	public	health	emergency	has	been	declared	by	an	authorized	health	official,	
or	if	an	individual	determination	has	been	made	by	a	court	of	law	that	parental	
objection	to	the	immunization	of	a	child	seriously	jeopardizes	the	life	or	health	
of	the	child.	Confidential	registries	of	unimmunized	persons	should	be	
maintained	for	consultation	in	the	event	of	a	future	epidemic.	
	
Standards	for	Reasonable	Disclosure	
	
7.	In	deciding	what	information	should	be	transmitted	for	a	consent	to	be	
adequately	informed,	the	standard	should	be	what	a	reasonable	immunization	
recipient	would	want	to	know	in	a	similar	circumstance,	except	in	cases	where	
the	individual	recipient	has	communicated	that	he	or	she	desires	additional	
information.	
	
8.	Whenever	possible,	empirical	techniques	should	be	developed	and	used



to	determine	whether	recipients	would	want	to	receive	a	particular	piece	of	
information	before	consenting	to	the	immunization.	When	techniques	for	making	
such	determinations	have	been	developed,	information	should	be	omitted	only	
when	it	can	be	shown	that	no	more	than	a	small	percentage	of	immunization	
recipients	would	want	to	receive	the	information.*	
	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C.	
	
Content	of	Disclosure
	
9.	Disclosure	activities	in	Phases	2,	3,	and	4	of	the	consent	process	should	
include	the	following	elements	of	information:	
	
a)		A	fair	explanation	of	the	purposes	of	the	immunization	program,	and	of	the	
procedures	to	be	followed.	
b)		A	description	of	the	benefits	reasonably	to	be	expected	by	recipients	of	the	
immunization.	
c)	A	description	of	any	attendant	discomforts	and	risks	reasonably	to	be	
expected.	
	
d)	A	disclosure	of	any	appropriate	alternative	procedure	that	might	be	
advantageous	for	the	potential	recipient.	
	
e)	An	offer	to	answer	any	questions	concerning	the	procedure.	
	
f)	A	statement	specifying	who,	if	anyone,	will	be	liable	for	negligent	or	non-
negligent	harm	done	to	a	participant,	as	well	as	an	indication	of	the	
compensation	program	available	for	persons	who	suffer	injury	or	disability	as	a	
result	of	the	immunization.	
	
g)	A	list	of	usual	and	expected	side	effects	of	the	immunization	and	the	names	
and	telephone	numbers	of	persons	who	should	be	contacted	in	the	event	of	
unanticipated	adverse	reactions.	
	
h)	A	statement	concerning	the	system	for	reporting	adverse	reactions	which	is	
being	employed	in	the	immunization	program.	
	
i)	If	appropriate,	a	statement	about	the	confidentiality	of	the	records	pertaining	to	
participation	in	the	program.*	



	
*A	dissenting	or	supplementary	statement	is	included	in	Appendix	C.	
	
Consent	Procedures	for	Special	Groups	
	
10.	Special	informed	consent	procedures	and	mechanisms	should	be	developed	
for	those	whose	capacity	to	consent	is	in	some	way	compromised:	those	with	
language	or	cultural	characteristics	that	impose	barriers	to	communication	and	
understanding;	those	who	are	in	a	"controlled	status";	those	who	are	legally	
incompetent	to	consent,	for	example,	children,	who	in	the	United	States	receive	
approximately	seventy	percent	of	all	immunizations;	those	with	limited	capacity	
to	understand	the	consequences	of	their	actions;	and	those	with	special	physical	
conditions,	placing	them	at	higher	risk	or	in	greater	need	of	certain	benefits,	for	
whom	additional	information	on	relevant	risk	is	essential.	
	
Monitoring	and	Sanctions	
	
11.	Mechanisms	for	monitoring	the	informed	consent	process,	as	well	as	
appropriate	sanctions,	should	be	developed	and	used	in	all	federally	conducted	
or	supported	immunization	programs.	
	
Need	for	Further	Research	
	
12.	Additional	research	should	be	supported	and	conducted	to	investigate	
methods	of	informing	and	securing	consent,	as	well	as	the	effect	of	such	
methods	on	immunization	rates.	
	
Informed	Consent	in	Field	Trials	of	Vaccines	
	
13.	In	such	trials	the	informed	consent	process	should	conform	in	all	respects	
with	current	national	standards	for	research	involving	human	subjects.	
	
Under	this	concept,	the	physician	has	an	affirmative	duty	to	the	patient	to	reveal	
relevant	information.	If	such	disclosure	does	not	occur,	and	one	of	the	
undisclosed	risks	befalls	the	patient,	the	physician	is	open	to	liability	for	
negligence.	Thus,	in	order	to	win	a	negligence	cause	of	action	for	lack	of	
informed	consent,	the	patient	must	prove	that	the	physician	had	a	duty	to	him	or	
her	which	was	breached,	thereby	proximately	causing	damages.	The	scope	of	
this	duty	was	traditionally	determined	by	reference	to	the	practice	of	other	



physicians	in	informing	patients	about	possible	risks.	
	
Recently,	however,	this	physician-oriented	standard	has	been	questioned	and	
rejected	in	numerous	court	decisions.	For	example,	in	the	California	case	Cobbs	
v.	Grant,	(10)	a	middle-aged	man	consented	to	surgery	for	a	duodenal	ulcer	after	
discussing	the	nature	of	the	procedure	but	none	of	the	risks	with	his	physician.	
Shortly	after	the	operation	he	went	into	shock,	and	further	com	plications	
necessitated	the	removal	of	his	spleen	and	half	of	his	stomach.	Evidence	at	trial	
proved	that	loss	of	the	spleen	occurs	in	about	five	percent	of	all	such	procedures,	
while	the	development	of	a	subsequent	ulcer,	which	had
led	to	the	loss	of	the	stomach	section,	was	also	an	inherent	risk.	In	deter	mining	
whether	the	physician	should	have	revealed	this	information	to	the	patient,	the	
court	concluded	that	the	duty	to	disclose	should	be	defined	by	the	patient's	"right	
of	self-decision."	
	
Thus,	it	is	to	be	measured	by	the	information	which	a	reasonable	patient	would	
find	material	to	his	or	her	decision	making	process,	rather	than	by	the	practice	of	
the	medical	community.	The	court	went	on	to	say	that,	for	procedures	which	
inherently	involve	a	known	risk	of	death	or	serious	bodily	harm,	the	physician	is	
required	to	disclose	this	potential	risk	and	to	explain	in	lay	terms	the	
complications	which	might	occur.	In	addition,	he	or	she	must	reveal	such	
additional	information	which	a	skilled	practitioner	of	good	standing	would	
disclose	under	similar	circumstances.	However,	he	or	she	need	not	discuss	
relatively	minor	risks	which	are	inherent	in	common	procedures,	such	as	the	
drawing	of	blood,	when	it	is	common	knowledge	that	these	risks	are	of	very	low	
incidence.	Thus,	Cobbs	v.	Grant	rejected	the	"standard	medical	practice"	rule	for	
one	which	bases	the	physician's	duty	on	the	patient's	need	to	know.	
	
Another	decision	which	adopted	a	similar	position	on	informed	consent	is	
Canterbury	v.	Spence.	(11)	In	this	case	the	physician	informed	the	patient	that	a	
laminectomy	(an	operation	on	the	spinal	column)	was	no	more	serious	than	any	
other	operation,	failing	to	mention	that	the	procedure	had	a	one	percent	risk	of	
paralysis.	Due	to	complications	from	the	surgery,	the	patient	was	totally	
paralyzed	from	the	waist	down.	The	court	held	that	the	physician	had	a	duty	to	
reveal	this	information	regardless	of	the	rule	in	the	medical	community,	since	the	
law	determines	the	standard	of	disclosure	based	on	the	patient's	needs	and	rights.	
"Respect	for	the	patient's	right	of	self-determination	on	particular	therapy	
demands	a	standard	set	by	law	rather	than	one	which	physicians	may	or	may	not	
impose	upon	themselves."	(12)



	
	Similarly,	in	Wilkinson	v.	Vesey,	(13)	when	a	patient	suffered	complications	as	a	
result	of	cancer	radiation	treatments,	the	court	discussed	the	physician's	
disclosure	duty	in	terms	of	the	individuality	of	the	patient	and	the	subjective	
nature	of	the	situation.	
	
“The	patient's	right	to	make	up	his	mind	should	not	be	delegated	to	a	local	
medical	group	many	of	whom	have	no	idea	as	to	his	information	needs.	The	
doctor-patient	relationship	is	a	one	on-one	affair.	What	is	reasonable	disclosure	
in	one	instance	
may	not	be	reasonable	in	another.”	(14)
	
Accordingly,	the	current	trend	is	to	view	the	physician	and	patient	as	partners	in	
the	decision-making	process,	so	that	the	physician	is	required	to	divulge	the	
information	which	an	individual	needs	in	order	intelligently	to	make	a	decision	
concerning	medical	treatment,	not	simply	what	other	physicians	in	the	
community	customarily	reveal	under	similar	circumstances.	
	
Nevertheless,	the	inviolability	of	the	individual's	body	is	not	absolute.	In	certain	
situations,	a	physician	is	legally	justified	in	withholding	risk	information	from	a	
patient.	This	may	be	true	for	situations	which	fall	within	the	"therapeutic	
privilege,"	which	has	been	described	as	follows:	
	
It	might	be	argued...that	to	make	a	complete	disclosure	of	all	facts,	diagnoses	
and	alternatives	or	possibilities	that	might	occur	to	the	doctor	could	so	alarm	the	
patient	that	it	would,	in	fact,	constitute	bad	medical	practice...In	the	ordinary	
cases	there	would	seem	to	be	no	warrant	for	suppressing	facts.	Specific	
examples	of	this	type	of	situation	involve	extreme	illness	or	emotional	trauma	
which	could	lead	to	an	inability	to	come	to	a	rational	decision,	hinder	treatment,	
or	cause	psychological	harm	to	the	patient.	(16)
	
Some	courts	have	more	narrowly	restricted	application	of	the	privilege.	The	
California	Supreme	Court	has	said:	
	
“A	disclosure	need	not	be	made	beyond	that	required	within	the	medical	
community	when	a	doctor	can	prove	by	a	preponderance	of	the	evidence	that	he	
relied	on	facts	that	would	demonstrate	to	a	reasonable	man	that	disclosure	would	
have	so	seriously	upset	the	patient	that	the	patient	would	not	have	been	able	to	
dispassionately	weigh	the	risks	of	refusing	to	undergo	the	recommended	



treatment.”	(17)
	
Relatively	narrow	limits	to	the	privilege	were	also	set	by	another	court,	which	
held	that	a	physician	should	have	disclosed	the	risks	of	bone	fracture	involved	in	
shock	therapy	even	though	the	patient	was	upset,	agitated,	depressed,	crying,	and	
had	been	drinking.	(18)
	
Additionally,	under	current	case	law,	the	physician	need	not	inform	the	patient	of	
all	material	information	when	there	is	a	waiver	by	the	patient	of	this	right.	In	
other	words,	a	patient	has	the	option	of	ordering	his	or	her	physician	not	to	
disclose	relevant	risk	information	to	him	or	her.	As	long	as	the	waiver	was	
intelligently	and	knowingly	made,	it	would	seem	that	"a	medical	doctor	need	not	
make	disclosure	of	risks	when	the	patient	requests	that	he	not	be	so	informed."	
(19)
	
Beyond	this,	in	some	cases,	interventions	are	permitted	even	against	the	will	of	
the	individual.	Thus,	there	are	statutes	that	permit	the	police	authorities	to	take	a	
blood	sample	from	a	person	recently	involved	in	an	automobile	accident	where	
there	is	a	suspicion	of	intoxication.	Although	a	plaintiff	claimed	that	one	such	
statute	violated	the	privilege	against	self-incrimination,	the	constitutionality	of	
the	statute	was	upheld	in	Schmerber	v.	California.	(2)
	
Even	where	the	individual	is	free	to	refuse	consent,	the	mere	appearance	of	
consent	by	a	failure	to	protest	may	suffice.	In	an	1891	case...	(skips	from	page	14	
to	page	27)
	
The	issue	of	causation	in	these	cases	is	particularly	troublesome.	In	the	products	
liability	area,	the	issue	generally	rests	upon	two	questions.	First,	was	the	
defendant's	product	the	"producing	cause,"	or	cause-in-fact	of	the	plaintiff's	
injuries?	Second,	could	the	manufacturer	have	foreseen	both	the	possibility	of	
injury	and	the	manner	of	dispensing	the	vaccine?	The	court	concluded:	
	
“...Where	a	consumer,	whose	injury	the	manufacturer	should	have	reasonably	
foreseen,	is	injured	by	a	product	sold	without	a	required	warning,	a	rebuttable	
presumption	will	arise	that	the	consumer	would	have	read	any	warning	provided	
by	the	manufacturer,	and	acted	so	as	to	minimize	the	risks.	In	the	absence	of	
evidence	rebutting	the	presumption,	a	jury	finding	that	the	defendant's	product	
was	the	producing	cause	of	the	plaintiff's	injury	would	be	sufficient	to	hold	him	
liable.”	(41)



	
The	fact	that	the	child	received	her	vaccine	at	her	parent's	request	and	not	as	part	
of	a	mass	immunization	drive,	as	contrasted	to	Davis,	and	that	even	after	
contracting	polio	she	was	brought	back	to	the	clinic	to	receive	further	
inoculations,	did	not	tend	to	rebut	the	presumption.	A	similar	case	(42)	decided	
by	the	Oklahoma	Supreme	Court	later	in	the	same	year,	cited	Reyes	on	this	
particular	issue,	but	distinguished	itself	on	the	ground	that	an	epidemic	state	
existed	prior	to	the	ingestion	of	vaccine	by	the	plaintiff.	The	Oklahoma	court	
regarded	this	fact	as	evidence	tending	to	rebut	the	presumption	that	a	warning	
would	have	been	heeded,	creating	a	fact	question	for	the	jury	based	on	the	
"reasonably	prudent	person"	test.	(43)
	
In	the	absence	of	evidence	to	the	contrary,	the	Reyes	court	"assumed"	that	the	
plaintiff,	given	a	warning,	would	have	acted	upon	it.	As	a	side	note,	the	court	
alluded	to	a	recent	Texas	statute	which	requires	that	all	Texas	school	children	
receive	polio	vaccine.44	Rejecting	the	suggestion	that	warnings	are	thus	
rendered	futile,	the	court	referred	to	an	alternate	treatment	available	at	the	time	
of	trial,	inoculation	with	killed-virus	Salk	vaccine,	either	to	provide	immunity	or	
as	a	precautionary	prelude	to	ingesting	oral	Sabin	vaccine.	However,	it	does	not	
appear	that	this	alternative	was	available	at	the	time	of	the	Reyes	child's	
inoculation.	The	plaintiff's	option,	therefore,	would	have	been	to	eschew	
immunity	for	his	daughter.	
	
In	reaching	its	decision,	the	court	rejected	Wyeth	s	attempts	to	distinguish	Reyes	
from	Davis	on	the	following	grounds:	
	
1)	the	mass	immunization	drive	of	Davis,	compared	to	the	individual	request	for	
vaccine	in	Reyes;	
	
2)	delivery	of	the	vaccine	by	a	pharmacist	in	Davis	and	by	a	public	health	nurse	
in	Reyes;	
	
3)	Wyeth	s	active	marketing	role	in	Davis,	as	opposed	to	a	more	passive	role	in	
Reyes;	and
	
4)	Wyeth	s	active	lack	of	knowledge	in	the	Reyes	case	that	the	vaccine	would	
not	be	administered	as	a	prescription	drug.	The	court	found	that,	while	these	
points	differentiated	one	case	from	another,	they	did	not	lessen	Wyeth	s	liability.	
(45)	Thus,	in	effect,	principle	established	by	the	Davis	holding	was	reinforced	



and	extended	in	Reyes.	
	
“We	do	not	then,	lay	down	an	absolute	duty	to	warn	all	who	receive	medication	
at	public	clinics.	Instead,	we	hold	that	in	the	case	of	a	prescription	drug	which	is	
unavoidably	unsafe,	and	as	to	which	there	is	a	certain,	though	small,	risk	
throughout	the	population,	there	must	be	either	a	warning—meaningful	and	
complete	so	as	to	be	understood	by	the	recipient—or	an	individualized	medical	
judgment	that	this	treatment	or	medication	is	necessary	and	desirable	for	this	
patient.	Anita's	parents	received	neither.	Wyeth	is	therefore	liable	for	the	
consequence	of	its	failure	to	market	its	unavoidably	unsafe	product	in	such	a	
way	as	to	warn	Anita's	parents	of	its	unreasonably	dangerous	condition.”	(46)*
	
*A	dissenting	or	supplementary	view	is	included	in	Appendix	C.	
	
D.	Consent	Policies	of	the	CDC	and	Selected	State	Health	Departments	
	
In	1975,	the	Center	for	Disease	Control	developed	printed	materials	which	
briefly	described	the	vaccines	in	common	use	in	immunization	programs.	Prior	
to	distribution,	these	materials,	entitled	"Vaccines	and	Immunization,"	were	
reviewed	and	approved	by	the	Public	Health	Service's	Advisory	Committee	on	
Immunization	Practice	(ACIP)	and	the	Committee	on	Infectious	Diseases	of	the	
American	Academy	of	Pediatrics.	In	addition	to	providing	general	information	
on	vaccines	and	immunizations,	the	materials	discussed,
	
1)	the	characteristics	and	possible	effects	of	each	of	several	infectious	diseases,	
	
2)	the	potential	benefits	and	recommended	dosages	of	the	corresponding	
vaccines,	and	
	
3)	the	potential	side	effects	of	each	vaccine.	A	form	appended	to	the	materials	
contained	the	following	text:	
	
I	have	read	about	the	vaccine(s)	recommended	for	me	or	my	family	and	have	
had	all	my	questions	answered.	I	believe	I	understand	the	benefits	and	risks	
of_________________________
vaccine(s)	and	request	that	it	(they)	be	given	to________________.
	
These	materials	were	circulated	to	the	state	and	territorial	health	officers	in	May	
of	1976	and	were	informally	recommended	by	the	CDC	as	useful	"prototypes."	



	
A	far	more	structured	consent	policy	was	formulated	in	preparation	for	the	
National	Influenza	Immunization	Program	(NIIP)	in	1976.	Consent	procedures	
had	originally	been	developed	by	the	CDC	and	issued	to	the	states	as	a	condition	
of	their	influenza	immunization	grant	awards.	Liability	concerns	and	the	failure	
to	negotiate	a	contract	with	the	drug	manufacturers	precipitated	the	enactment	of	
Public	Law	94-380	in	August	of	1976.	This	law	incorporated	several	additional	
steps	into	the	already	established	consent	procedures.	Each	state	was	mandated	
to	follow	certain	minimum	requirements	which	included	using	the	federally	
developed	forms	and	following	certain	outlined	procedures.	These	procedures	
required	the	states:	
	
1)	to	arrange	for	the	furnishing	of	a	statement	to	be	signed	by	all	persons	
receiving	vaccinations	(other	than	those	administered	in	the	usual	physician-
patient	relationship);	
	
2)	to	arrange	for	documentation	of	the	fact	that	the	statement	had	been	provided	
and	assure	its	retention	for	at	least	3	years;	
	
3)	to	arrange	to	have	copies	of	the	statement	sent	to	all	private	physicians	
receiving	influenza	vaccine;	
	
4)	to	take	additional	steps	to	promote	informed	participation;	
	
5)	to	arrange	to	have	a	person	on	site	at	each	clinic	to	determine	that	vaccinees	
could	read	the	information	provided,	and	to	identify	persons	in	the	high	risk	
group;	
	
6)	to	arrange	to	have	a	person	at	each	clinic	to	answer	questions	about	the	
vaccine,	its	contra	indications,	its	normal	risks,	and	its	expected	benefits;	
	
7)	to	arrange	to	have	translations	of	statements	available	for	all	significant	
numbers	of	
non-English	speaking	populations,	and
	
8)	to	take	appropriate	steps	to	ensure	that	prospective	vaccinees	who	were	under	
age	25	were	informed	of	vaccination	recommendations	for	persons	of	their	age.	
(47)
	



The	consent	form	employed	in	the	swine	flu	immunization	program	was	a	
composite	document.	In	July	of	1976,	the	CDC	had	developed	and	printed	a	one-
page	information	and	registration	form	for	the	program.	Public	Law	94-380,	
enacted	in	August	of	1976	to	resolve	the	liability	problem	in	the	swine	flu	
program,	simultaneously	required	the	consultation	of	the	Department	of	HEW	
with	the	National	Commission	for	the	Protection	of	Human	Subjects	to	review	
the	existing	form	and	to	consider	what	types	of	additional	information	should	be	
communicated	to	candidates	for	swine	flu	immunization.	The	upshot	of	an	
August	17	meeting	between	CDC	officials	and	Commission	members	was	the	
production	of	a	second	page	entitled	"Introduction,"	which	explicitly	used	the	
word	"consent"	and	incorporated	other	supplementary	information	requested	by	
the	Commission	or	required	by	Public	Law	94-380.	In	February	of	1977	yet	
another	consent	document	was	prepared	by	the	Secretary	DHEW;	this	third	form	
included	mention	of	the	previously	unsuspected	correlation	between	swine	flu	
immunization	and	the	Guillain-Barré	syndrome,	as	well	as	other	changes.	
	
For	polio	immunizations	a	somewhat	different	consent	policy	has	been	
formulated	as	a	result	of	contract	negotiations	between	the	federal	government	
and	the	one	remaining	manufacturer	of	live	oral	polio	vaccine.	The	agreements	
set	forth	in	the	contract	signed	in	September	1976	require	the	Department	of	
HEW	to	take	appropriate	steps,
	
1)	to	provide	patients,	parents,	or	guardians	with	meaningful	warnings	as	to	the	
use,	administration,	and	receipt	of	such	vaccine	in	a	form	and	language	
understandable	to	them	or	
	
2)	to	assure	administration	of	vaccine	on	the	basis	of	an	individualized	medical	
judgment	by	a	physician	that	immunization	is	necessary	and	desirable	for	the	
patient.	Acceptance	of	these	stipulations	has	been	made	a	condition	of	each	grant	
award	to	the	states	and	requires	the	use	of	CDC-developed	forms	and	
procedures.	The	procedures,	which	are	intended	to	help	implement	the	system,	
are	similar	to	those	pertaining	to	the	NIIP	consent	requirements	previously	
outlined.	
	
In	the	preparation	of	this	report,	public	health	officials	in	ten	states	were	polled	
to	ascertain	their	familiarity	with	CDC-mandated	consent	policies.	Of	the	states	
queried,	all	had	experience	with	the	NIIP	consent	policies,	and	all	intended	to	
develop	or	had	already	developed	comprehensive	polio	consent	policies.	Most	
were	using	the	CDC	issued	polio	consent	procedures.	Several	states,	however,	



had	requested	the	CDC's	approval	of	variations	in	the	form,	ranging	from	minor	
technical	revisions	to	acceptance	of	state-developed	forms	which	had	previously	
been	in	use.	
	
With	respect	to	vaccines	other	than	those	for	polio	and	influenza,	the	states	
queried	can	be	grouped	into	three	different	categories	based	upon	consent	
policies	or	lack	thereof.	
	
The	first	category	includes	states	which	have	developed	or	adopted	consent	
policies	for	broad	use.	Some	offer	consent	procedures	for	optional	use	by	local	
agencies	while	others	require	their	use	as	a	condition	of	receipt	of	state-provided	
vaccines.	Of	those	states	with	broad	consent	policies,	some	offer	more	
information	than	that	included	in	CDC's	suggested	benefit-risk	statements.	For	
example,	one	state	includes	sections	which	alert	prospective	vaccinees	to	certain	
precautions	which	might	indicate	postponement	of	the	vaccination.	In	addition,	
the	states	have	varying	procedures	
for	securing	documentation	of	the	fact	that	information	has	been	provided.	One	
state	obtains	the	signature	of	the	vaccinee,	parent,	or	guardian	on	the	first	visit	to	
a	county	clinic	and	retains	that	signature	for	all	future	visits.	Vaccinees	are	given	
the	opportunity	to	review	information	on	sub	sequent	visits	but	need	not	provide	
further	signatures.	
	
States	in	the	second	category	have	consent	policies	which	apply	only	to	special	
situations.	Examples	of	these	special	situations	are	categorical	grant	programs,	
migrant	health	programs,	or	activities	employed	to	control	the	spread	of	specific	
disease	occurrences.	
	
The	third	category	of	states	includes	those	which	have	no	consent	policies	except	
those	which	are	federally	mandated.	Most	of	these	states	are	awaiting	a	directive	
from	an	external	source	before	proceeding	to	formulate	consent	policies	of	their	
own.	
	

III.	MAJOR	ISSUES	IN	CONSENT	AND	
IMMUNIZATIONS	
	
The	Consent	Work	Group	has	divided	the	consent	process	into	four	phases.	
These	are	Phase	1,	in	which	there	is	a	determination	to	have	a	particular	



immunization	program	and	to	communicate	certain	kinds	of	information	about	
the	program;	Phase	2,	during	which	there	is	widespread	dissemination	through	
mass	media	of	information	about	the	immunization	program;	Phase	3,	which	is	
directed	toward	individuals	who	appear	at	the	immunization	site;	and	Phase	4,	
which	covers	the	provision	of	appropriate	information	to	those	who	have	been	
immunized.	After	describing	these	four	phases,	we	turn	to	a	consideration	of	the	
consent	process	in	immunization	programs	involving	special	populations,	for	
example,	children	and	pregnant	women.	Part	III	concludes	with	a	brief	
discussion	of	monitoring	and	sanctions	in	immunization	programs	and	a	
summary	of	consent	requirements	in	the	conduct	of	vaccine	field	trials.	
	
A.	Policy	Formulation
	
As	the	historical	survey	in	Part	II	indicated,	consent	policies	at	the	state	and	
federal	levels	have	sometimes	been	developed	on	an	ad	hoc	basis—in	response	
to	court	decisions,	the	liability	concerns	of	manufacturers,	or	the	threatened	
outbreak	of	an	epidemic.	Relatively	little	attention	has	been	devoted	to	the	
performance	of	empirical	studies	on	the	relative	value	of	alternative	methods	for	
informing	candidates	for	immunization	or	securing	their	consent.	In	addition,	
existing	policymaking	mechanisms	at	the	federal	level—including	
congressional	hearings	and	meetings	of	expert	advisory	committees-	have	
provided	little	opportunity	for	broader-based	participation	in	the	formulation	of	
national	immunization	policies.	
	
To	remedy	these	deficiencies,	the	Consent	Work	Group	proposes	the	
establishment	of	a	National	Immunization	Policy	Council	(NIPC).	WE	
recommend	that	the	Council	include	persons	from	a	variety	of	professional	
disciplines	related	to	immunization	for	example,	persons	involved	in	vaccine	
research	or	production.
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Appendix	A
From	Transcript	of	Proceedings,	National	Immunization	Conference	November	
14,	1976,	William	S.	Jordan,	M.D.	
	
THE	ROLE	OF	GOVERNMENT	IN	VACCINE	RESEARCH	AND	
DEVELOPMENT	
	
Immunization	is	one	of	the	most	effective	preventive	measures	employed	on	
behalf	of	the	health	of	the	public.	As	such,	it	has	long	been	recognized	as	an	
essential	component	of	medical	practice	and	as	an	appropriate	concern	of	
government	health	agencies	at	local,	state,	and	national	levels.	These	agencies	
share	responsibility	for	three	major	aspects	of	immunization:	
	
l)	availability		and	administration	of	existing	vaccines;	
	
2)	improvement	in	the	safety	and	efficacy	of	existing	vaccines;	
	
3)	development	of	new	vaccines.	Federal	effort	and	expenditure	on	behalf	of	the	
second	and	third	of	these	responsibilities,	particularly	new	vaccines,	is	the	
subject	of	this	presentation.	
	
There	are	many	precursors	to	successful	immunization	(see	Table	l).	The	first	
step	is	identification	of	a	clinical	entity	which	can	be	segregated	from	similar	
syndromes	by	specific	diagnostic	procedures.	These	tests	usually	depend	on	
isolation	of	the	etiologic	agent	and	the	measurement	of	antibodies	induced	by	it.	
With	identification	of	all	infections,	from	those	which	are	subclinical	to	those	
which	are	lethal,	the	full	clinical	spectrum	can	be	described,	and	the	risk	to	the	
individual	assessed.	
	
The	disease	in	question	may	prove	to	be	important	for	any	of	several	reasons.	If	
the	incidence	is	low	but	the	case	fatality	high,	it	may	be	necessary	to	immunize	
hundreds	of	people	to	prevent	a	single	death.	If	the	incidence	is	high	but	the	case	
fatality	low,	immunization	of	the	same	number	of	individuals	would	prevent	the	
same	number	of	deaths.	The	disease	may	rarely	be	fatal,	yet	result	in	symptoms	
which	are	sufficiently	troublesome	to	cause	significant	time	lost	from	school	or	



work.	In	this	case,	prevention	is	directed	at	reducing	transient	misery	and	the	
socioeconomic	impact	of	morbidity.	
	
The	next	step	toward	prevention	and,	indeed,	toward	rational	treatment	is	an	
understanding	of	the	pathological	physiology	of	the	particular	infectious	process	
(see	Table	2).	How	and	where	does	the	bacterium,	virus	or	other	pathogenic	
organism	inflict	its	damage?	What	host	defenses	lead	to	recovery?

Is	recovery	followed	by	immunity?	If	so,	how	long	does	it	last?	These	are	
obvious	questions,	but	they	are	questions	to	which	investigators	must	seek	
answers	before	embarking	in	search	of	a	vaccine.	It	is	just	possible	that	other	
preventive	measures	may	be	more	effective	and/or	offer	prospects	of	earlier	
control.	
	
To	learn	what	has	been	outlined	about	the	host	response,	it	is	necessary	to	
identify	and	to	characterize	the	causative	agent	(see	Table	3).	If	the...
	
Finally,	there	is	a	need	for	the	National	Commission	for	the	Protection	of	Human	
Subjects	of	Biomedical	and	Behavioral	Research,	or	its	successor,	to	address	the	
issue	of	a	National	Volunteer	Policy.	The	public	must	understand	and	support	the	
necessity	for	testing	experimental	vaccines	in	human	subjects,	and	be	willing	to	
provide	appropriate	protection	for	both	the	volunteer	and	the	investigator.	
	
There	are	many	steps	to	successful	immunization.	I	share	your	hope	that	this	
conference	will	hasten	our	progress	toward	this	goal.	
	
William	S.	Jordan,	Jr.,	M.D.
Director
Microbiology	and	Infectious	Diseases	Program	National	Institute	of	Allergy	and	
Infectious	Diseases	
National	Institutes	of	Health	
Bethesda,	Maryland	
	
	



	
Appendix	B
Hitherto	the	main	interest	has	been	in	clinical	investigations	with	emphasis	on	
the	protection	of	the	individual.	Less	attention	has	been	given	to	preventive	
medicine	in	which	both	the	community	and	the	individual	are	objects	of	study	
and	are	vitally	concerned	with	the	outcome	of	the	investigations.	This	is	
particularly	the	case	in	research	and	surveillance	of	biologicals	since	such	
products	are	the	principal	tools	of	preventive	medicine	throughout	the	world.	
	
The	Science	and	Control	of	Biologicals	
	
During	the	last	fifty	years,	communicable	diseases	in	many	parts	of	the	world	
have	been	dramatically	reduced	in	incidence	and	severity	as	a	result	of	
systematic	immunization.	In	less	advanced	countries,	however,	many	diseases	
that	can	be	prevented	by	vaccination	with	the	notable	exception	of	smallpox,	
remain	as	common	and	severe	as	they	were	in	earlier	times.	There	is	now	a	
widely	recognized	need	to	utilize	available	vaccines	for	achieving	worldwide	
control	of	many	diseases	of	public	health	importance	including	diphtheria,	
tetanus,	whooping	cough,	measles,	poliomyelitis	and	tuberculosis,	as	well	as	
other	diseases	of	regional	importance	or	of	special	significance	in	certain	
circumstances.	
	
The	success	in	the	development	of	vaccines	for	the	prevention	and	control	of	
communicable	diseases	stems	from	a	strong	and	ever	broadening	foundation	of	
immunological	and	other	scientific	knowledge.	Many	more	diseases	are	or	will	
be	susceptible	to	prevention	or	control	with	biologicals.	They	include:	some	of	
the	respiratory	and	gastrointestinal	diseases,	venereal	diseases	and,	especially	in	
tropical	and	developing	countries,	the	parasitic	diseases.	To	develop	and	test	
these	new	vaccines	it	will	be	essential	to	continue	with	field	trials.	Development	
and	testing	of	new	vaccines	on	human	beings	will	pose	increasingly	complex	
problems	for	investigators	and	for	the	public	authorities	which	must	review	and	
approve	pre-licensure	studies.	
	
There	are	three	major	sources	of	funds	for	vaccine	research	and	development:	
governments,	private	foundations	and	industry.	In	many	countries	governments	
play	a	particularly	important	role	as	the	main	financial	resource	for	any	



extensive	research	efforts	as	well	as	for	distribution,	control	and	evaluation	of	
the	marketed	products.	Funds	from	foundations	have	been	relatively	small	but	
used	selectively	they	have	played	a	crucial	role	in	supporting	research	on	some	
diseases,	for	example,	poliomyelitis.	Such	funds	can	also	assist	in	identifying	
needs	for	biologicals,	financing	scientific	exchanges	and	providing	resources	for	
basic	research	upon	which	vaccine		technology	can	be	established.	Industry's	
role	in	the	innovation	of	biologicals	has	been	and	is	very	substantial	but	at	
present	the	number	of	companies	able	and	willing	to	make	such	investments	is	
decreasing.	Nonetheless,	industrial	organizations	will	undoubtedly	continue	their	
support	of	biologicals	research	and	development	by	assembling	the	necessary	
expertise	and	material	resources	to	develop	vaccines	rapidly	and	bring	them	to	
field	testing	and	into	production.	Partnership	between	government	and	industry	
has	made	effective	contributions	in	some	countries.	
	
Important	in	assuring	maximum	safety	in	field	tests	of	biologicals	was	the	
application	of	the	"phase	method,"	i.e.,	controlled	incremental	increases	in	the	
numbers	of	human	subjects	based	on	critical	evaluation	of	data	derived	at	each	
phase,	thus	sequentially	providing	increased	information	on	the	studies.	
	
On	consent	for	human	subjects	to	participate	in	field	trials	of	biologicals,	there	
was	unanimity	on	the	need	to	base	informed	consent	by	adult	volunteers	on	
adequate	and	readily	intelligible	disclosure	of	the	possible	risks	of	the	product	
and	the	procedure	as	well	as	of	the	individual	and	community	benefits	
reasonably	expected	from	the	trial.	It	was	emphasized	that	the	identification	of	
potential	volunteer	groups	before	their	participation	is	sought	is	extremely	
important.	Different	methods	are	required	to	suit	different	geographical,	cultural	
and	other	characteristics	of	varying	population	groups.	
	
In	discussions	of	risks	of	various	kinds	associated	with	biologicals	in	field	trials	
and	in	general	use,	their	striking	rarity	was	emphasized.	Concepts	of	
compensation	for	serious	adverse	reactions	were	assessed.	Illustrations	were	
given	of	court	cases	initiated	because	of	untoward	incidents	claimed	to	be	caused	
by	the	vaccines.	The	specific	legal	systems	existing	in	various	countries	and	
their	programs	of	social	and	medical	compensation	or	insurance	for	such	
problems	were	reviewed.	The	opinion	was	expressed	that	the	courts	are	not	at	
their	best	in	deciding	upon	highly	specialized	scientific	matters	and,	furthermore,	
that	the	evaluation	of	scientific	and	technical	data	can	be	even	more	
problematical	in	judicial	systems	utilizing	lay	juries.	
	



The	basis	of	plans	currently	operating	in	six	countries	for	compensating	victims	
of	injuries	from	immunization	which	is	obligatory	or	recommended	by	health	
authorities	is	redress	for	having	rendered	benefit	to	the	community	by	
participating	in	a	vaccination	program.	Some	compensation	schemes	are	
exclusive	precluding	other	legal	action	against	a	manufacturer	or	a	government	
agency	producing	or	distributing	vaccine.	Others	permit	a	choice	of	remedy	and	
some	are	not	definite	in	this	respect.	
	
The	view	was	strongly	expressed	that	compensation	of	persons	injured	as	the	
result	of	participation	in	field	trials	was	as	important	as	compensation	for	injury	
from	licensed	products	and	such	systems	should	be	expanded	to	include	research	
subjects.	
	
Human	Involvement	in	the	Development	of	Biologicals	
	
The	proper	conduct	of	biologicals	research	in	human	beings	was	considered	by	
the	Conference	from	the	scientific,	sociological,	ethical	and	legal	points	of	view.	
There	was	agreement	that	in	any	field	trial	many	different	aspects	must	be	
considered.	It	was	also	agreed	that	there	be	continuing	active	surveillance	of	
biologicals	with	regard	to	safety	and	effectiveness	after	they	are	put	into	general	
use.	
	
On	the	sociological	aspects	of	human	participation	in	biologicals	trials,
it	was	suggested	that	ethical	codes,	protocol	review,	monitoring	the	conduct	of	
trials	and	securing	informed	consent	are	all	elements	of	control	of	research.	They	
are	primarily	designed	to	assure	the	respect	for	the	rights	of	experimental	
subjects.	Although	there	was	concern	over	the	potentially	coercive	implications	
of	the	term	"social	control,"	there	was	no	disagreement	with	the	value	of	these	
mechanisms.	The	Declaration	of	Helsinki	was	discussed	as	the	main	basis	for	
ethically	acceptable	conduct	of	field	trials.	It	was	suggested	that	the	Declaration	
could	be	made	more	clearly	applicable	either	by	interpretation	of	the	text	or	by	
giving	specific	examples	from	the	field	of	biologicals.	No	actual	modification	of	
the	Declaration	of	Helsinki	was	thought	necessary	if	these	approaches	were	
used.	However,	as	discussed	later,	specialized	ethical	guidelines		for	the	testing	
of	biologicals	were	thought	desirable	as	a	supplement	and	support	for	more	
generalized	documents	such	as	the	Declaration	of	Helsinki.	
	
The	need	for	independent	committee	review,	including	public,	non-technical	
reviewers,	was	generally	accepted.	Several	aspects	respecting	review	were	dis	



cussed	without	resolution.	Continuous	or	periodic	review	throughout	the	field	
trial	was	endorsed	to	ensure	public	confidence	and	protection	of	subjects.	Where	
lower	socioeconomic	groups	are	likely	to	be	participants	in	the	trial,	problems	of	
potential	exploitation	might	arise,	with	the	added	complication	of	ensuring	
adequate	representation	of	these	groups	on	any	reviewing	body.	A	suggestion	
was	made	that	it	might	be	desirable	to	educate	a	special	cadre	of	persons	who	
could	serve	as	uniquely	qualified	members	for	review	committees	for	biologicals	
research,	having	an	"ombudsman"	role.	A	few	members	of	the	Conference	
expressed	caution,	however,	that	such	persons	could	lose	sight	of	their	role	as	
advocates	of	research	subjects	as	a	result	of	their	special	education	and	become,	
in	essence,	part	of	the	"in	group."	
	
Community	understanding	and	acceptance	of	and	consent	for	field	trials	of	
vaccines	was	differentiated	from	research	on	individuals	and	had	to	be	met	by	
special	educational	techniques.	It	was	also	recognized	that	obtaining	informed	
consent	from	each	individual	when	dealing	with	a	large	group	is	not	simple.	The	
problem	of	conducting	trials	in	the	developing	countries	is	quite	different	from	
those	in	the	developed	world.	It	was	repeatedly	pointed	out	that	care	must	be	
taken	not	to	exploit	the	illiterate	or	those	with	limited	capacity	to	understand		
fully	the	presentation	of	risks	and	benefits.	However,	the	Conference	was	
reminded	that	populations	such	as	these	are	often	well	able	to	comprehend	the	
issues	if	an	effort	is	made	to	present	them	clearly	and	in	a	familiar	context,	and	
in	many	instances	these	populations	are	at	greatest	risk	and	stand	to	benefit	most	
from	the	development	of	an	effective	vaccine.	Sociological	research	on	the	
methods	and	problems	of	communicating	technical	information	to	large	
segments	of	the	public	and	to	entire	communities	was	seen	as	an	area	for	
exploration	and	study.	
	
The	Conference	was	particularly	cognizant	of	the	very	slight	risk	which	
biologicals	in	field	trials	or	in	general	use	pose	for	individuals,	in	contrast	to	the	
benefits	they	yield	both	for	individuals	and	for	the	community.	Thus	it	would	
seem	reasonable	to	ask	the	individual	to	submit	to	some	risk	for	the	good	of	
society	within	an	acceptable	ethical	framework.	How	ethical	is	it	to	put	the	
individual	at	risk	for	the	good	of	society?	Some	participants	believed	that	the	
good	of	the	greater	number	should,	as	a	rule,	prevail	over	the	interests	of	the	few.	
Others	strongly	supported	the	primacy	of	the	rights	of	the	individual.	There	was,	
however,	agreement	that	the	two	points	of	view	were	not	necessarily	
irreconcilable	and	could	be	reasonable	under	differing	circumstances.	It	was	
reiterated	that	no	product	could	ever	be	tested	or	taken	into	general	use	without	



exposing	the	recipients	to	some	risk.	The	only	acceptable	course	was	to	present	
the	facts	clearly,	simply	and	unequivocally	and	to	give	adequate	social,	medical	
and	legal	support	to	anyone	harmed.	
	
The	problems	surrounding	the	involvement	of	special	populations	were	pointed	
out	particularly	those	relating	to	prisoners,	the	mentally	retarded,	the	illiterate	
and	the	disadvantaged	whom	it	is	not	permitted	or	recommended	to	include	in	
research	in	most	countries.	However,	some	participants	saw	no	overriding	ethical	
or	moral	reasons	for	arbitrarily	excluding	any	group	from	serving	as	subjects	
provided	they	were	at	risk	from	the	disease	under	consideration	and	would	
benefit	if	the	study	resulted	in	an	effective	product.	The	involvement	of	children	
in		field	trials,	recognizing	that	children	are	frequently	essential	in	the	testing	of	
biologicals,	demands	special	care	in	obtaining	consent	from	parents	or	guardians	
on	their	behalf.	In	some	countries	this	may	raise	legal	and	ethical	questions.	
However,	in	many	instances	children	are	the	principal	recipients	of	the	products	
developed	and	in	such	cases	extensive	studies	in	adults	would	be	inappropriate	
because	they	would	be	called	upon	to	assume	risk	without	any	prospect	of	
benefit.	
	
There	are	particular	problems	of	experimentation	in	communities	or	large	
populations	that	are	not	dealt	with	adequately	by	the	existing	codes	or	guidelines	
designed	to	assist	investigations	with	individual	human	beings.	Issues	such	as	
the	risk-benefit	equation,	the	ability	adequately	to	inform	subjects	and	obtain	
their	consent	and	the	preservation	of	confidentiality,	call	in	community	studies	
for	special	handling.	The	Conference	agreed	that	it	was	useful	to	develop	guide	
lines	that	specifically	addressed	issues	related	to	research	for	the	benefit	of	the	
community	as	well	as	for	the	individual.	Such	guidelines	would	acknowledge	the	
individual	and	community	benefits	from	testing	and	use	of	biologicals;	the	use	of	
the	products	predominantly	in	healthy	people;	and	the	expected	longterm	
benefits	(see	below).	
	
While	it	has	generally	been	recognized	that	the	community	derives	substantial	
benefit	from	biologicals,	the	major	strategy	of	biologicals	research,	
development,	and	use	in	the	past	has	focused	on	assuring	individual	protection.	
In	the	future	there	should	be	more	emphasis	on	the	fact	that	biologicals	are	
public	resources,	and	as	such,	require	public	encouragement,	involvement	and	
support.	The	fact	that	biologicals	result	in	better	health	for	communities	as	well	
as	for	individuals,	and	that	public	participation	in	the	development	and	use	of	
biologicals	is	essential	for	continued	progress,	should	be	promoted	and	



dramatized.	
	
Another	area	for	attention	is	the	teaching	of	medical	ethics.	It	was	reported	that	
the	topic	is	either	completely	absent	from	the	course	content	in	most	health	
training	or	is	poorly	taught.	There	is	a	need	to	integrate	medical	ethics	into	
medical	curricula	whenever	appropriate	and	to	teach	the	subject	by	analysis	of	
specific	cases.	
	
International	Objectives
	
The	Oath	of	Hippocrates	has	long	been	an	accepted	ethic	on	medical	
professional	practice.	However,	the	medico-legal	code	on	research	involving	
human	beings	that	emerged	from	the	Nuremberg	Trials	(1948)	stimulated	the	
World	Medical	Association	to	develop	an	ethical	code	for	the	guidance	of	
physicians	conducting	research	on	human	beings.	In	1964	the	Declaration	of	
Helsinki	was	adopted;	it	was	revised	in	1975	at	the	29th	World	Medical	
Assembly,	Tokyo,	Japan.	
	
Guidelines	could	be	used	to	improve	communication	not	only	within	the	
professions	but	within	the	community	by	building	a	foundation	of	confidence	in	
the	research	efforts	aimed	at	individual	and	community	good.	
	
Although	uniformity	in	the	standards	for	vaccine	and	sera	has	largely	been	
achieved	thanks	to	international	cooperation	(these	standards	having	been	
embodied	in	regulatory	instruments),	the	legal	framework	concerning	the	
licensing	of	biologicals	differs	substantially	from	country	to	country.	Some	states	
have	in	fact	included	biologicals	under	the	same	provisions	as	those	dealing	with	
the	licensing	of	medicines.	However,	except	in	one	state,	the	legal	provisions	
dealing	with	the	licensing	of	biologicals	do	not	contain	any	reference	to	the	
ethical	aspects	of	research.	In	most	countries,	the	experimental	trials	must	be	
conducted	on	the	basis	of	codes	of	ethics	which	are	practically	all	framed	on	the	
Declaration	of	Helsinki.	
	
The	Conference	discussed	the	need	for	international	cooperation	and	
collaboration	in	the	development,	testing,	production,	distribution,	use	and	
determination	of	efficacy	of	biologicals.	Continuing	international	surveillance	is	
essential	to	detect	adverse	effects,	prevent	improper	use	and	assure	continued	
efficacy,	and	the	information	must	be	made	available	to	all	so	that	broad	
distribution	and	use	of	safe	and	effective	products	can	be	achieved.	



	
Although	it	was	appreciated	that	WHO	had	published	Requirements	for	24	
biological	products,	it	was	felt	that	further	progress	could	be	made	in	the	
standardization	of	production	methods,	collecting	information	on	field	trials	in	
progress	and	making	available	the	data	on	responses	to	particular	immunization	
schedules	where	appropriate.	Reactions	to	vaccines	in	different	populations	
should	be	studied	and	the	data	published.	The	International	Association	of	
Biological	Standardization	suggested	that	such	data	could	be	collected	through	
their	membership	and	offered	to	collaborate	with	WHO	in	this.	
	
RECOMMENDATIONS	OF	THE	CONFERENCE
	
The	Conference	proposed	that	the	sponsors	continue	mutual	cooperation	and	
exchange	of	information	on	the	role	of	the	individual	and	community	in	
research,	development	and	use	of	biologicals.	
	
Within	this	framework	the	Conference	recommended:	
	
1.	That	the	World	Medical	Association	should	keep	under	review	the	Declaration	
of	Helsinki	and	consider	providing	an	interpretive	commentary	on	its	content.	It	
should	give	attention	to	the	special	problems	connected	with	the	research,	
development	and	use	of	biologicals	in	public	health	programs.	
	
2.	That	the	International	Association	of	Biological	Standardization	give	its	
attention	to	promulgating	codes	of	practice	to	be	followed	in	the	stage	of	
research	and	development	of	biologicals	before	tests	in	human	subjects	become	
necessary.	Special	attention	should	be	paid	at	an	early	stage	to	standardizing	the	
specifications	to	be	met	for	each	product	or	group	of	products.	
	
3.	That	the	Council	for	International	Organizations	of	Medical	Sciences	continue	
its	work	on	the	protection	of	human	rights	in	relation	to	scientific	progress	in	
biology	and	medicine,	including	the	problems	associated	with	community	and	
individual	involvement	in	further	research	and	development	of	biologicals.	
	
4.	That	the	World	Health	Organization	within	the	existing	Expanded	Program	on	
Immunization	and	the	program	for	Biologicals	Standardization	reinforce	its	task	
of	collecting	and	disseminating	information	on	biologicals	to	ensure	the	
development	of	optimal	use	in	the	prevention	of	disease	on	a	global	basis.	It	
should	take	an	even	more	active	role	than	hitherto	in	the	organization	of	inter	



national	collaborative	studies	and	field	trials.	It	should	also	further	develop	
international	cooperation	in	the	surveillance	of	biologicals	used	in	national	
immunization	programs.	
	
	



	
Appendix	C
...or	even	purpose.	While	the	arguments	for	consent	based	on	the	likelihood	that	
it	will	protect	the	individual	and	promote	his	health	interests	are	sound,	there	are	
other	claims	the	individual	has	which	can	also	be	served	by	consent.	Ours	is	a	
nation	committed	to	basic	rights—inalienable	rights.	We	are	a	nation	morally	
pledged	to	preservation	not	only	of	life,	but	of	liberty	and	the	pursuit	of	
happiness	as	well.	We	are	pledged	to	fundamental	notions	of	freedom,	self-
determination,	and	equality	of	human	dignity.	These	fundamental	rights	of	
individuals	may	require	getting	consent	not	only	to	serve	the	public	interest	and	
to	serve	the	health	related	interests	of	the	individual,	but	to	protect	the	individual	
right	of	self	determination	as	well.	
	
The	work	group	on	Consent	believes	that	consent	must	be	obtained,	among	other	
reasons,	to	preserve	this	fundamental	right	of	self	determination.	If	this	is	the	
primary	purpose	of	getting	consent,	there	are	important	implications.	First,	we	
often	hear	the	argument	against	including	a	particular	piece	of	information	in	the	
consent	form	which	says,	"You	cannot	tell	them	that	or	they	will	refuse	to	
participate."	It	is	implied	that	if	they	would	refuse	to	participate,	some	evil	will	
come	either	to	public	or	individual	health	and	that	that	evil	would	be	sufficient	to	
justify	omitting	that	element	of	the	consent.	If,	however,	one	of	the	important	
purposes	of	getting	the	consent	is	to	preserve	the	right	to	self	determination,	then	
the	fact	that	some	individuals,	if	told	a	piece	of	information,	would	rationally	or	
irrationally	choose	not	to	participate	in	the	program	cannot	be	taken	as	a	
sufficient	reason	for	omitting	the	information.	In	fact,	if	their	behavior	would	be	
changed	significantly	by	the	piece	of	information,	that	is	prima	facie	evidence	
that	the	individual	would	find	the	information	meaningful	and	therefore	a	reason	
for	including	it	in	the	consent	process.	It	also	implies	that	any	provider	who	
honestly	believes	he	cannot	get	an	adequately	informed	consent	(and	many	
providers	claim	they	cannot)	must	withdraw	from	the	program,	so	that	those	who	
can	get	an	adequate	consent	and	preserve	individual	rights	of	self	determination	
can	take	responsibility	for	the	program.	
	
Basing	informed	consent	in	the	individual	right	of	self	determination	also	has	
implications	for	deciding	what	kind	of	information	must	be	included	for	consent	
to	be	informed.	Although	the	question	of	what	information	is	necessary	will	be	



discussed	in	greater	detail	in	Part	III	of	this	report,	it	should	be	clear	at	this	point	
that	the	information	necessary	for	consent	cannot	be	limited	to	risks	and	benefits	
likely	to	result	from	alternative	courses	of	action.	Rather	the	information	must	
include	all	those	things	that	a	reasonable	person	would	want	to	know	would	find	
useful	or	meaningful	to	make	a	judgment	about	his	or	her	participation	in	the	
program	or	to	respond	responsibly	to	circumstances	that	might	arise	during	or	
after	immunization.	
	
Page	28:	Dissenting	Statement	by	Teresa	M.	Menke	
	
In	a	negligence	action	involving	the	issue	of	informed	consent,	the	plaintiff	must	
ordinarily	show	proximate	cause.	In	the	Reyes	case	this	should	have	involved	
proof	that	polio	vaccine	in	fact	had	caused	Anita	Reyes's	paralysis.	The	
preponderance	of	evidence	indicated	that	this	was	not	the	case	(W.	J.	Curran,	
Amicus	Curiae	Brief	for	Conference	of	State	and	Territorial	Epidemiologists	in	
the	United	States	Court	of	Appeals	for	the	5th	Circuit,	72-2251,	Epifano	Reyes	
v.	Wyeth	Laboratories).	In	addition,	the	burden	of	proof	lies	with	the	plaintiff	to	
show	that	the	reasonable	person	would	have	forgone	therapy,	had	he	or	she	been	
informed	of	the	risks	and	benefits	for	treatment	under	the	same	circumstances.	In	
the	Reyes	case,	the	facts	were
that	the	risk	of	polio	from	vaccine	was	approximately	1	in	5	million,	whereas	the	
risk	of	polio	without	vaccine	was	1	in	3,000.	It	seems	logical	to	conclude	that	the	
reasonable	person	would	have	opted	for	the	vaccine	under	these	conditions.	Yet,	
the	judge	and	jury	found	for	the	plaintiff.	
	
Given	the	above	evidence,	it	seems	that	the	judge	and	the	jury	acted	under	
standards	other	than	those	usually	required	in	malpractice	litigation.	The	result	
which	the	judge	and	jury	seemed	to	want	to	achieve	for	Anita	Reyes	was	
compensation,	regardless	of	the	cause	of	her	infirmity.	There	is	a	need	for	a	
compensation	system	for	vaccine	associated	injuries.	Had	a	system	such	as	"no	
fault"	insurance	been	in	place	at	the	time	Anita	Reyes	contracted	polio,	Reyes	v.	
Wyeth	perhaps	would	not	have	come	to	trial.	
	
The	ramifications	of	the	Reyes	decision	go	far	beyond	the	compensation	of	an	
individual	child.	We	now	seem	to	be	on	the	brink	of	deciding	national	policy	on	
information	disclosure	in	immunization	programs	on	precedent	laid	down	in	this	
case.	In	looking	to	Reyes	v.	Wyeth	for	guidance	in	the	disclosure	area,	the	
compensation	agenda	should	be	put	aside.	The	judge	and	the	jury	had	the	
evidence	before	them	that	the	child	in	question	had	at	least	a	1	in	3,000	chance	



of	contracting	wild	type	polio	and	approximately	a	l	in	5	million	chance	of	
contracting	polio	from	the	vaccine	[It	is	now	known	that	polio	was	caused	by	the	
pesticide	DDT	(made	by	Monsanto)	and	the	Salk	polio	vaccine].	They	chose	to	
decide	that	the	"reasonable	person"	would	not	have	taken	the	vaccine.	This	
decision	implies	that	the	"reasonable	person"	takes	the	greater	risk.	It	is	difficult	
to	justify	basing	national	policy	on	such	a	perception	of	the	"reasonable	person,"	
or	on	a	jury	decision	where	the	agenda	of	injury	requiring	compensation	was	
more	important	than	consideration	of	what	the	"reasonable	person"	would	do.	
	
Page	40:	Dissenting	Statement	by	Teresa	M.	Menke	
	
It	is	equally	important	in	public	health	programs	that	potential	recipients	who	
state	that	they	wish	to	be	told	a	particular	set	of	facts	also	be	tested	for	the	ability	
to	use	these	facts	to	come	to	a	rational	conclusion.	The	public	health	setting	
differs	from	the	setting	of	the	individual	patient	deciding	on	therapy.	When	an	
individual's	actions	have	consequences	chiefly	for	himself	or	herself,	it	may	be	
justifiable	to	allow	that	individual	to	make	unreasonable	choices	about	his	or	her	
own	destiny.	When	an	individual's	decisions	have	ramifications	for	the	public	
health,	however,	irrational	
choices	are	far	less	tolerable.	Merely	asking	recipients	what	they	want	to	know	is	
not	enough	in	the	public	health	setting.	It	must	also	be	shown	that	they	can	use	
what	they	may	want	to	know,	and	come	to	a	reasonable	conclusion.	
	
If	either	the	survey	approach	or	the	surrogate	panel	approach	is	to	be	used	to	
determine	what	information	must	be	disclosed,	the	resultant	information	package	
will	need	to	be	tested	in	pilot	studies	involving	varying	sociological	and	
geographic	groups.	It	should	be	demonstrated	that	this	information	package	does	
not	foster	unreasonable	decision	making	by	even	a	small	percentage	of	potential	
immunization	recipients.	
	
Page	42:	Dissenting	Statement	by	Teresa	M.	Menke	
	
In	my	view,	the	final	statement	in	this	paragraph	should	be	more	carefully	
qualified.	The	last	three	words	of	the	sentence	should	be	deleted	and	the	
following	text	added:	
	
...is	justified	when	the	following	conditions	are	satisfied:	
	
1.	Expenditure	of	significant	additional	resources	results	in	significant	gains	in	



comprehension.	
	
2.	Where	significant	gains	can	be	demonstrated,	these	gains	outweigh	the	costs	
to	other	important	health	programs	which	may	have	had	to	be	cut	in	order	to	
provide	funds	and	personnel	for	better	informing	in	immunization	programs.	
	
Page	43:	Supplementary	Statement	
	
During	the	swine	flu	immunization	campaign,	public	health	officials	of	one	state	
requested	free	9_paid	space	in	several	newspapers	in	order	to	be	able	to	print	
consent	forms	and	other	information	about	the	influenza	immunization	program.	
Every	newspaper	approached	denied	the	request.	
	
Page	51:	Dissenting	Statement	by	Teresa	M.	Menke	
	
The	crucial	issue	for	informing	in	both	voluntary	and	mandatory	immunization	
programs	is	the	content	of	what	must	be	disclosed.	This	question	has	been	
answered	earlier	in	this	document	by	applying	the	"reasonable	person	standard."	
The	standard	has	been	defined	by	reference	to	empirical	studies,	yet	to	be	
designed,	done,	or	validated,	in	which	lay	people	would	be	asked	whether	they	
would	want	a	particular	fact	to	be	included	in	information	routinely	conveyed	
about	a	proposed	immunization.	This	standard	has	been	extended	and	modified	
in	the	concluding	paragraph	of	III,	C,	2,	b,	(l)	to:	"what	a	reasonable	parent	or	
guardian	would	want	to	know	about	the	immunization	of	his	or	her	child	(rather	
than	about	the	immunization	of	himself	or	herself).	
	
Routine	immunization	programs	for	children	merit	special	consideration	both	
because	they	are	routine	and	because	they	are	for	children.	
	
The	"routineness"	of	childhood	immunizations	refers	to	the	fact	that	they	are	
recommended	by	national	bodies	of	experts	in	pediatrics,	infectious	disease,	and	
epidemiology	from	both	the	public	and	the	private	sectors,	for	all	children,	
except	those	few	who,	for	medical	reasons,	should	not	be	immunized.	Routine	
immunizations	are	not	new	biologics,	recently	released	from	field	trials,	but	
established	products	which	have	been	used	extensively	for	at	least	five	years.	
Licensure	standards	are	very	stringent.	Serious	side	effects	have	as	much	to	do	
with	the	occurrence	of	an	idiosyncrasy	in	the	recipient	as	they	do	with	a	
peculiarity	in	the	vaccine.	The	vaccines	used	for	routine	immunizations	are	safer	
than	almost	any	other	drug	or	therapy	on	the	market.	Since	they	have	been	given	



to	so	many	people,	they	can	be	considered	more	trustworthy	than	newer	
vaccines.	
	
However,	the	effect	of	long	experience	with	routine	immunizations	on	public	
opinion	is	paradoxical.	When	diseases	like	polio	or	measles	become	uncommon,	
largely	because	vaccine	programs	have	been	effective,	awareness	of	the	death	
and	disability	the	diseases	themselves	create	disappears	from	common	
experience.	It	is	replaced	by	awareness	of	vaccine	side	effects.	Vaccine	side	
effects	usually	resemble	the	sequelae	of	the	diseases	they	prevent,	but	are	less	
severe	and	less	frequent.	In	a	description	of	an	
immunization,	the	same	problems	tend	to	appear	under	the	heading	"risks,"	as	
under	the	heading	"benefits."	A	substantial	portion	of	today's	parents	may	not	
have	known	anyone	who	had	polio,	measles	encephalitis,	diphtheria,	whooping	
cough,	etc.	They	may,	however,	have	read	about	polio	coming	from	polio	
vaccine,	or	subacute	sclerosing	panencephalitis	(SSPE)	from	measles	vaccine.	If	
they	were	immunized	as	children,	they	may	remember	the	pain	and	fright	of	the	
injection	and	the	few	days	of	local	discomfort	or	fever	which	followed	it.	It	is	
difficult	to	appreciate	that	the	diseases	we	no	longer	see,	and	the	misery	they	
brought,	could	return	as	quickly	as	they	disappeared	unless	immunization	levels	
are	maintained.	
	
To	opt	for	vaccination	when	the	probability	of	vaccine	associated	disease	equals	
or	approaches	that	of	wild	type	disease,	one	needs	to	understand	that	if	many	
people	refuse	immunization,	the	probability	of	wild	type	disease	soon	becomes	
significant.	The	"reasonable	person	standard,"	if	it	is	applied	to	require	
disclosure	of	minute	risks	from	essentially	safe	vaccines,	would	necessitate	a	
mini-course	in	immunology,	epidemiology,	and	infectious	disease	in	order	to	
prevent	the	misinterpretation	of	these	risks.	Such	a	requirement	goes	well	
beyond	the	intent	of	Canterbury	v.	Spence.	
	
Children	form	an	inherently	susceptible	group	within	society	because	new	
susceptibles	are	constantly	entering	as	new	children	are	born.	They	quickly	lose	
the	antibodies	they	may	have	acquired	from	their	mothers	in	utero.	Unless	they	
become	immunized	or	develop	active	immunity	through	disease,	they	alter	the	
overall	immune	status	of	their	community	at	a	rate	paralleling	the	birth	rate.	
With	the	increasing	prevalence	of	nursery	schools,	daycare	centers,	and	
preschool	programs	such	as	"headstart,"	children	are	coming	together	at	younger	
and	younger	ages.	The	immune	status	of	these	subgroups	of	the	population	may	
be	very	low	indeed.	The	probability	of	disease	occurring	among	individuals	



belonging	to	such	subgroups	is	much	greater	than	the	figure	for	the	overall	
population.	The	risk	which	actually	faces	a	child	from	a	disease	depends	on	
where	in	the	country	he	lives,	whether	he	spends	time	with	other	people	who	are	
susceptible,	how	much	time	he	spends	with	them,	et	cetera.	The	benefit	
information	which	the	"reasonable	parent"	would	want	to	know	in	order	to	make	
a	decision	or	acknowledge	having	been	informed	cannot	be	generated	accurately	
for	the	individual	child.	
	
Studies	have	revealed	that	the	acceptance	of	childhood	immunizations	is	
endangered	whenever	parents	believe	a	vaccine	is	unsafe	or	ineffective.	(1,2)	
Parents	tend	to	be	even	more	cautious	in	taking	risks	for	their	children	than	in	
taking	risks	for	themselves.	The	parents	of	today's	children	may	have	had	more	
exposure	via	media	to	serious	vaccine	side	effects,	and	through	their	own	
memories,	to	common	vaccine	side	effects,	than	they	have	had	to	disease	
sequelae.	They	may	be	tempted	to	forego	immunization	for	their	children	
because,	in	their	experience,	vaccine	side	effects	have	been	more	real	than	
benefits	from	disease	prevention.	Their	acceptance	of	vaccines	is	unlikely	to	be	
fostered	by	providing	detailed	information	about	dangers	from	immunizations,	
unmatched	by	accurate	information	about	dangers	avoided	by	them.	Even	if	such	
data	were	available,	parents	lacking	epidemiologic	training	and/or	ability	to	
manipulate	fractions	could	easily	make	a	decision	against	immunization,	which	
they	believe	would	be	in	the	best	interest	of	their	child,	but	which,	in	fact,	would	
endanger	both	their	child	and	the	community.	
	
(1)	Marklund	and	Durand,	American	Journal	of	Public	Health	66	(1976),	168-
170.	
(2)	Deasy,	American	Sociological	Review	21	(1956),	185-191.	
	
The	purposes	of	informed	consent/acknowledgment	procedures,	as	discussed	
earlier	in	this	report,	are	to	further	individual	autonomy,	personal	health,	and	
public	health.	In	the	case	of	routine	immunization	programs,	the	child	to	be	
immunized	does	not	have	his	personal	autonomy	advanced	by	his	parents	receipt	
of	information	about	immunizations.	The	child	does	not	decide	for	himself	to	
remain	susceptible	to	a	preventable	disease.	Yet	it	is	the	child	who	suffers	most	
when	he	becomes	sick	because	his	parents	did	not	get	him	immunized.	The	child	
cannot	be	said	to	be	taking	the	just	consequences	of	his	own	decision.	The	
informing	process	threatens	a	child's	potential	autonomy	when	it	results	in	a	
decision	by	the	parents	to	forego	immunization.	Such	a	decision	decreases	a	
child's	chances	of	reaching	healthy	adulthood,	by	increasing	the	risk	of	death	or	



disability	from	a	preventable	disease.	
	
The	informed	consent	or	acknowledgment	process	can	also	have	consequences	
for	a	child's	potential	autonomy	because	of	effects	on	other	preventive	programs.	
Immunizations	ordinarily	take	up	a	small	amount	of	time	in	the	context	of	the	
overall	health	care	plan.	Finite	amounts	of	time	and	personnel	are	available	to	
provide	well-child	care	for	a	given	number	of	children.	Unless	more	personnel	
and	finances	can	be	allocated,	increasing	the	time	spent	in	informing	parents	
about	immunizations,	and	in	assessing	and	correcting	defects	in	comprehension,	
will	result	either	in,	1)	time	being	taken	from	other	important	preventive	health	
areas	such	as	accident	prevention,	nutrition,	and	child	development,	or,	2)	fewer	
children	being	served.	Time	taken	from	other	preventive	health	areas	decreases	
the	child's	potential	autonomy	by	increasing	his	risk	of	death	or	serious	
morbidity	from	avertable	causes	other	than	diseases	prevented	by	
immunizations.	Serving	fewer	children	trespasses	on	the	rights	of	those	not	
served.	
	
In	summary,	the	provision	of	detailed	risk-benefit	information	in	the	routine	
immunization	setting	is	unlikely	to	further	the	health	and	welfare	of	either	the	
child	or	the	community.	The	benefits	to	be	gained	from	routine	immunizations	
overwhelmingly	outweigh	the	risks.	This	conclusion	may	sometimes	be	clear	to	
a	parent	if	he	or	she	understands	proportions.	At	other	times,	it	may	be	clear	only	
if	he	or	she	understands	enough	epidemiology	to	appreciate	the	varying	
probabilities	of	disease	in	subgroups	of	susceptibles,	and	the	fragile	interplay	
between	vaccine	acceptance	and	overall	probability	of	disease.	Misinterpreted	
data	which	gives	rise	to	vaccine	refusal	can	have	grave	consequences,
	
1)	for	the	child	who	does	not	make	the	decision	to	remain	susceptible	to	disease,	
and	
	
2)	for	society	which	does	not	make	the	decision	to	opt	for	a	lower	level	of	
immunity.	Grave	consequences	can	also	arise	for	the	child,	if	increased	time	
spent	in	informing,	clarifying,	and	testing	comprehension	of	information	given	
deprives	the	child	of	other	preventive	health	services.	
	
For	these	reasons,	where	vaccines	are	as	safe	as	the	biologics	preventing	
diphtheria,	pertussis,	tetanus,	polio,	measles,	mumps,	and	rubella,	it	seems	
advisable	that	at	the	time	of	immunization	parents	should	receive	information	
which	is	likely	to	be	useful	to	them,	e.g.,	a	description	of	the	disease	being	



prevented;	the	common	side	effects	of	the	vaccine;	when	to	expect	the	side	
effects	and	how	to	cope	with	them;	and	whom	to	call	if	they	become	worried	that	
their	child's	reaction	is	unusual.	Parents	should	be	encouraged	to	ask	about	
anything	they	may	wish	to	know	or	may	not	understand.	At	no	point	should	
parents	be	denied	information	they	desire.	However,	when	risk	information	is	
given	out,	the	practitioner	must	take	the	additional	responsibility	
of	ensuring	that	the	epidemiologic	skills	for	interpreting	these	data	are	also	
conveyed.	
	
The	informing	process	needs	to	be	studied	to	determine	how	differing	
information	contents	and/or	modes	of	communication	affect	parental	
comprehension	and	vaccine	acceptance.	Such	studies	must	provide	outreach	to	
parents	who	forego	immunization.	Special	efforts	must	be	made	to	ensure	that	
their	children	do	get	immunized.	If	efforts	fail,	a	registry	should	be	kept	of	those	
who	remain	unimmunized,	so	that	appropriate	measures	could	be	taken	to	
protect	them,	or	society	from	them,	in	the	event	of	an	epidemic.	Any	decision	to	
require	that	a	standard	program	of	"facts"	be	communicated	should	first	be	tested	
in	pilot	studies.	These	studies	should	evaluate	not	only	comprehension	and	
vaccine	acceptance,	but	also	costs	in	terms	of	time,	personnel,	and	effects	on	
other	preventive	health	programs	which	may	have	to	be	reduced	or	omitted.	
	
Pages	53-54:	Dissenting	Statement	by	Joanne	E.	Finley	
	
The	healthy	process	of	information	and	consent	in	immunization	programs	has	
in	recent	history	been	distorted	by	the	liability	issue.	Physicians	are	finding	it	
increasingly	difficult,	because	of	rising	malpractice	premiums	and	their	ultimate	
cost	to	consumers,	to	participate	in	immunization.	This	situation	jeopardizes	the	
practice	of	preventive	medicine,	a	practice	too	often	overlooked	in	our	country	
as	it	is.	
	
There	must	be	national	attention	to	the	problem	of	health	professionals	and	
institutional	liability	coverage	and	its	cost.	This	should	particularly	hold	for	
those	practitioners	who	immunize	children	to	assist	compliance	with	mandatory	
programs.	The	same	protections	need	to	be	offered	to	providers	who	immunize	
in	good	faith	as	are	offered	to	those	who	participate	for	either	personal	or	
community	benefit.	
	
Until	such	time,	the	inclusion	of	recommendations	which	enumerate	broad	and	
punitive	sanctions,	and	apply	them	equally	to	private	providers	and	public	health	



personnel,	will	be	said	to	lead	to	the	destruction	of	programs	basic	to	the	
prevention	of	disease.	
	
The	inclusion	of	these	two	statements,	in	the	opinion	of	the	writer,	damages	the	
credibility	of	a	work	group	on	Consent.	National	policy	about	sanctions	that	
might	affect	both	the	costs	and	conduct	of	preventive	care	should	not	be	
developed	in	isolation	from	all	affected	groups.	
	



CHAPTER	1

THE	FRAUD	OF	VACCINATION

THE	FRAUD	OF	VACCINATION
Dr.	Walter	Hadwen,	JP.,	MD,	LRCP.,	MRCS,	LSA
From	"Truth,"	January	3,	1923
	
Restored	and	updated	by
Trung	Nguyen
Edmonton,	Alberta,	Canada
2018
_________________
	
THE	FRAUD	OF	VACCINATION
	
Dr.	Alfred	Russel	Wallace	in	his	book	The	Wonderful	Century,	devoted	a	chapter	
to	"Vaccination,	a	Delusion";	Dr.	Charles	Creighton,	an	acknowledged	authority	
on	epidemiology,	declared	independently	that	"the	bottom	had	been	knocked	out	
of	a	grotesque	superstition,"	a	conclusion	irresistibly	forced	upon	anybody	who	
gives	unbiased	study	to	the	subject.
	
Yet	so	strong	is	the	effect	of	authority,	custom,	and	endowment,	and	so	prone	are	
people	to	save	themselves	the	trouble	of	personal	investigation	by	the	simple	
process	of	accepting	the	decisions	of	"the	majority"	(which	they	thereby	swell,	
rendering	the	process	easier	to	others),	that	it	has	been	possible,	within	the	last	
few	weeks,	for	a	gigantic	scare	to	be	got	up	in	the	interests	of	vaccination	on	the	
ground	of	an	altogether	insignificant	outbreak	of	smallpox	almost	entirely	
confined	to	one	East	End	workhouse,	where	the	Public	Vaccinator	himself	was	
one	of	the	first	to	fall	a	prey	to	the	disease.

One	well-known	daily	paper,	not	a	household	word	for	accuracy,	committed	
itself	to	the	ludicrous	statement	that	two	of	the	adult	patients,	having	been	
protected	by	vaccination	in	infancy,	thereby	secured	a	mild	attack,	ignoring	the	
fact	that	vaccination	in	infancy	had	not	prevented	the	actual	death	of	others.	
Jenner	declared	positively	that	a	primary	vaccination	protected	for	life,	and	his	
followers,	while	obliged	to	drop	this	claim	(for	which	piece	of	unsupported	



bombast	be	received	£30,000),	have	fallen	back	upon	the	theory	that	it	at	least	
mitigates	the	disease.
	
Evidently	these	have	been	"mitigated"	deaths.

SMALLPOX	NO	LONGER	SERIOUS
	
According	to	a	reply	given	recently	by	Major	Boyd	Carpenter	in	Parliament,	56	
provincial	and	7	London	districts	have	had	cases	of	smallpox	during	the	past	
year.	And	in	all	these	places	many	thousands	of	unvaccinated	persons,	called	a	
"danger	to	others,"	have	not	even	been	a	danger	to	themselves,	the	total	deaths,	
including	vaccinated	and	unvaccinated,	having	only	been	27,	with	the	
unprecedentedly	low	death	rate	of	barely	3%.
	
The	total	number	of	cases	all	over	the	country	is	given	as	902,	of	whom	271	
were	vaccinated	and	625	either	"unvaccinated"	or"	presenting	no	evidence	of	
vaccination"	and	incubation	cases;	6	cases	with	no	information.

We	are	struck	here	with	the	remarkable	fact	that	two	distinct	classes	are	included	
among	the	unvaccinated,	namely,	those	which	presented	no	doubt,	and	those	
apparently	examined	for	"evidence"	which	was	not	found.	Clearly	the	latter	
cases	are	those	in	which	the	patients	declared	that	they	had	been	vaccinated.	The	
marks	may	have	been	concealed	by	the	eruption,	or	their	vaccination	may	not	
have	"taken"	in	which	case,	according	to	the	theory,	smallpox	ought	not	to	have	
"taken"	either.
	
This	circumstance,	together	with	the	tricks	that	can	be	played	with	the	
classification	during	a	scare—counting	as	unvaccinated	those	alleged	to	have	
been	"probably"	sickening	before	the	vaccination	took	place—renders	the	
classification	highly	unsatisfactory.	I	have	had	personal	experience	of	the	
tendency	to	put	down	a	smallpox	case	as	unvaccinated.	Every	kind	of	
disingenuousness	is	resorted	to	in	order	to	make	the	diagnosis	agree	with	a	
preconception.	The	fact	has	ere	now	been	confessed	by	the	offender.
	
Even	where,	if	anywhere,	the	classification	is	correct,	it	must	be	remembered	
that	the	unvaccinated	class	is	liable	to	contain	children	so	delicate	that	the	public	
vaccinator	has	refused	to	vaccinate	them,	infants	a	few	days	or	weeks	old	whose	
parents	are	among	the	sufferers,	and	others	who	cannot	be	fairly	compared	with	



the	normal	majority.	In	the	recent	Poplar	outbreak	an	official	of	the	Ministry	of	
Health	has	stated	that	only	19%	of	the	child	population	is	vaccinated,	and	
practically	everywhere	the	percentage	of	the	unvaccinated	exceeds	that	of	the	
vaccinated.
	
This,	of	course,	has	a	great	influence	on	the	figures.	If	smallpox	breaks	out	in	a	
school,	in	a	district	where	most	of	the	children	are	unvaccinated,	the	majority	of	
the	sufferers	are	bound	to	be	in	that	class.

People	have	been	solemnly	warned	that	the	reason	why	smallpox	has	just	broken	
out	is	because	our	population	is	unvaccinated;	yet	Dr.	Killick	Millard	complains	
of	primary	vaccination	as	liable	to	make	smallpox	mild	and	unrecognized,	so	
that	the	element	of	danger	lies	in	the	vaccinated!
	
He	has	his	excuse	in	the	circumstance	that	these	have	always	started	epidemics.
	

THE	ORIGIN	OF	VACCINATION
	
Why	do	people	believe	in	vaccination?	Why	did	they	ever	believe	in	the	King's	
touch?

Jenner's	idea	was	based	solely	upon	a	dairymaid's	superstition.	He	sought	to	give	
it	a	scientific	air	by	calling	cowpox	(a	disease	which	bears	no	analogy	to	
smallpox)	variolae	vaccinae—i.e.,	smallpox	of	the	cow.	The	Latin	name	was	not	
without	its	effect,	and	anything	that	promised	less	harmful	results	than	the	
prevailing	practice	of	the	direct	inoculation	of	smallpox	matter	(which	had	been	
killing	people	by	hundreds,	and	afterwards	had	to	be	forbidden	by	Act	of	
Parliament)	was	acceptable	at	the	time	to	the	frightened	and	gullible	population.
	
The	rest	was	an	affair	of	influence.	When	once	an	error	is	accepted	by	a	
profession	corporately	and	endowed	by	Government,	to	uproot	it	becomes	a	
herculean	task,	beside	which	the	entrance	of	a	rich	man	into	the	Kingdom	of	
Heaven	is	easy.

The	Compulsory	Vaccination	Act	was	passed	in	1853;	a	still	more	stringent	one	
followed	in	1867.	And	between	the	years	1871	and	1880	there	were	57,016	
smallpox	deaths.	Compare	this	with	the	small	number	in	the	present	day,	when	



considerably	more	than	half	the	population	is	unvaccinated,	and	when	awful	
warnings	are	periodically	uttered	about	the	decimating	scourge	always	"bound	to	
come,"	which	never	arrives!
	
Between	1911	and	1920	the	deaths	numbered	only	110.

Let	us	look	at	the	most	recent	Annual	report	of	the	Registrar	General—the	83rd.	
He	states	that	during	the	last	15	years,	53	vaccinated	persons	have	died	of	
smallpox.	In	addition,	there	were	92	other	deaths	of	the	"doubtful"	class	
mentioned	above;	that	is,	those	declared	by	patients	or	friends	to	have	been	
vaccinated,	but	which	have	been	entered	by	medical	officials	as	"doubtful"	rather	
than	take	the	slight	trouble	of	searching	the	registers	for	verification.
	
We	may	conclude,	therefore,	that	there	were	145	cases	of	smallpox	deaths	in	
vaccinated	persons	in	this	country	during	the	last	15	years.	And	yet	there	were	
only	78	unvaccinated	deaths	during	the	same	period.	Thus,	the	rate	of	vaccinated	
to	unvaccinated	deaths	is	nearly	two	to	one.
	
This	is	the	more	remarkable	seeing	that	during	this	same	15	years	England	has	
been	largely	unvaccinated,	probably	to	the	extent	of	about	75%.
	

DANGERS	OF	VACCINATION
	
But	the	tragedy	of	the	whole	sorry	business	is	this:
	
That	during	the	same	15-year	period	there	is	recorded	by	the	same	authority	the	
terrible	toll	of	165	deaths	from	"cowpox	and	other	effects	of	vaccination!"
	
In	short,	vaccination	not	only	failed	to	save	145	persons	from	death,	but	actually	
killed	another	165	in	addition!	Hence,	whereas	78	are	alleged	to	have	died	
because	the	"preventive"	had	not	been	resorted	to,	more	than	double	that	number	
died	from	the	effects	of	its	use.	What	have	the	scaremongers	who	boast	of	the	
"certain	and	harmless	preventive"	to	say	to	this?
	
The	only	way,	so	far	as	I	can	see,	that	those	165	poor	little	victims	of	the	
eighteenth	century	Gloucestershire	dairymaid's	superstition	were	prevented	from	
having	smallpox	(if	they	were	ever	likely	to	get	it)	was	in	being	killed	by	the	



"preventive"	before	the	disease	could	attack	them.
	
In	some	years	more	persons	have	been	officially	certified	as	killed	by	
vaccination	than	by	smallpox.	Besides	this,	enormous	numbers	are	left	with	
some	permanent	disability,	a	fact	to	which	parents,	at	least,	can	testify.	
Meanwhile,	whenever	smallpox	comes,	it	is	promptly	and	easily	dealt	with,	and	
fails	to	spread	beyond	a	limited	time	and	area.	Sanitation	has	practically	
banished	the	disease,	just	as	it	banished	black	death,	cholera,	and	typhus.
	
It	would	appear	that	vaccination,	so	far	from	aiding,	actually	retarded	the	
decline,	for	the	Registrar	General	reported	in	1880	that	it	was	the	only	gross	
zymotic	which	showed	a	rise	in	the	death	rate—that	is,	after	30	years	of	
compulsory	vaccination.
	

THE	GLOUCESTER	EPIDEMIC
	
The	advocates	of	vaccination	are	never	tired	of	quoting	the	smallpox	epidemic	
which	occurred	in	Gloucester	in1895-6.	A	picture	of	Gloucester	Cemetery	is	
often	presented,	apparently	with	the	idea	of	impressing	an	ex-parte	statement	
upon	the	memory.
	
Where	the	picture	itself	cannot	be	given,	the	statement	alone	is	made—namely,	
that	279	unvaccinated	children	lie	buried	in	that	cemetery	(the	picturesque	detail	
is	never	by	any	chance	omitted),	together	with	only	one	out	of	some	8,000	
children	said	to	be	vaccinated	before	or	during	the	epidemic.	The	latter	figure	
may	be	correct	officially,	but	it	is	incorrect	actually,	for	I	worked	in	Gloucester	at	
the	time	and	came	into	personal	contact	with	the	cases,	and	I	have	the	names	and	
addresses	of	116	vaccinated	children	up	to	10	years	of	age	attacked	by	the	
disease,	of	whom	27	died.

The	truth	is	that	the	whole	child	population	of	Gloucester	was	practically	an	
unvaccinated	population,	the	vaccinated	numbering	only	4%;	hence	the	greater	
number	of	unvaccinated	attacked	is	easily	explained.	Ten	thousand	unvaccinated	
children	passed	through	that	epidemic	unscathed.
	
The	severity	of	the	scourge	was	due	to	sanitary	defects,	which	were	afterwards	
remedied	at	great	cost,	to	the	fact	that	the	disease	broke	out	and	spread	like	



wildfire	in	a	large	unsanitary	elementary	school,	where	the	vaccinated	teacher	
was	the	first	to	succumb,	and	to	the	utterly	disgraceful	hospital	conditions	to	
which	these	little	patients	were	removed.
	
Out	of	the	1,979	total	cases;	about	1,750	occurred	in	the	southern	half	of	
Gloucester,	where	the	sanitary	defects	above	mentioned	existed,	the	
unvaccinated	children	of	time	northern	half	escaping	practically	unscathed.
	
Nearly	2/3	of	those	attacked—namely,	1,211	out	of	1,979—were	vaccinated,	in	
spite	of	the	fact	that	Gloucester	was	an	"unvaccinated	city."
	

GERMANY	AND	THE	PHILIPPINES
	
No	European	country	has	had	such	severe	vaccination	laws	as	Germany.	They	
started	in	1834,	and	enforced	continual	revaccinations.	Yet	in	1871-2	smallpox	
carried	off	no	fewer	than	124,948	in	Prussia	alone.
	
In	Berlin	itself	there	were	17,038	vaccinated	cases	of	smallpox,	of	whom	2,240	
were	under	10	years	of	age,	and	of	these	vaccinated	children	736	died.

A	particularly	interesting	case	is	that	of	the	Philippines.	When	these	islands	fell	
into	the	hands	of	the	Americans	a	vast	vaccination	scheme	was	carried	out,	and	
smallpox,	which	had	naturally	been	a	scourge	among	the	inhabitants	owing	to	
the	bad	sanitary	conditions,	declined	just	in	proportion	as	these	were	remedied.
	
The	result	was,	of	course,	put	down	to	vaccination,	though	there	is	a	certain	
humor	in	the	circumstance	that,	while	the	natives	were	suffering	less	from	
smallpox,	the	vaccinated	and	revaccinated	American	soldiers	fell	victims	to	it,	
dying	at	a	percentage	three	times	higher	than	that	which	obtained	among	the	
unvaccinated	people	they	had	come	to	instruct.	Of	course,	the	usual	thorough	
system	of	cleansing,	finding	its	parallel	later	in	the	Panama	region,	was	pursued,	
and	for	many	years	it	was	the	great	boast	of	the	disciples	of	Jenner	that	smallpox	
was	banished	from	the	Philippines.

They	boasted	too	soon.	Within	the	last	few	years,	in	spite	of	the	rigorous	
vaccination	laws,	the	disease	has	regained	its	old	virulence,	and	there	were	no	
fewer	than	60,612	cases	and	43,294	deaths	from	smallpox	in	the	Philippines	



during	1919—an	enormous	toll	in	a	population	of	something	under	11,000,000.

Whenever	laxity	in	sanitation	occurs,	it	is	clear	that	smallpox	ignores	
vaccination,	just	as	typhoid	fever	ignored	inoculation	during	the	war	under	
similar	conditions.	The	Americans,	content	with	having	once	cleansed	the	
Philippines,	no	doubt	shut	their	eyes	to	many	unhygienic	practices.	It	is	one	
thing	to	teach	natives	how	to	live	and	start	them	on	a	right	path,	but	quite	
another	to	see	that	they	keep	to	it.
	
Vaccination,	however,	never	suffers	neglect	so	long	as	medical	officials	are	
maintained	for	the	performance	of	the	rite;	and	it	is	somewhat	amusing	to	find	
that	the	Filipinos,	horror	stricken	at	the	toll	smallpox	has	been	taking,	have	
attacked	vaccination	itself	as	the	originating	cause	which	seems	to	them	time	
most	probable.
	



CHAPTER	2

SANITATION	VS	VACCINATION

THE	ORIGIN	OF	SMALLPOX
From	"Truth,"	January	17,	1923
By	following	the	superstitious	impulses	of	Edward	Jenner	and	the	ancient	
tradition	of	time	Gloucestershire	dairymaids,	the	medical	profession	has	lost	
sight	of	the	vital	question,	what	is	the	origin	of	smallpox?
	
The	faculty	of	reasoning	upon	time	subject	appears	to	have	become	almost	
extinct;	in	its	place	there	has	arisen	a	demand	for	obedience	to	authority.	Fashion	
has	usurped	the	place	of	scientific	thought,	and	arbitrary	Acts	of	Parliament	and	
the	policeman's	truncheon	have	supplanted	logical	consistency.

When	the	question	is	asked,
	
"Why	does	smallpox	break	out	at	all?"	the	twentieth	century	scientist	answers,	
	
"Because	time	populace	have	not	been	'protected'	against	it	by	vaccination."
	
This	reply	only	begs	the	question.	It	pre-supposes	that	smallpox	is	a	natural	
visitation	of	Providence	which	may	strike	anybody	at	any	moment,	and	that	the	
only	way	by	which	this	presumed	inevitable	evil	can	be	met,	is	to	compel	every	
human	being	in	this	world	to	undergo	a	process	of	"protection,"	which	is	to	
render	the	system	"immune"	to	attack.
	
This	is	a	negative	form	of	reasoning.	It	leaves	unanswered	the	crucial	question,
	
—What	is	the	origin	of	smallpox?	
	
—Why	are	we	to	suppose,	as	was	believed	in	the	eighteenth	century,	that	a	
smallpox	attack	is	the	probable	lot	of	every	member	of	the	race?	
	
—Why	must	everybody	be	diseased	to	protect	him	against	disease,	especially	if	
that	disease	is	one	from	which,	owing	to	altered	conditions,	lie	is	never	likely	to	
suffer?	



	
Surely,	if	a	disease	breaks	out	there	must	be	a	cause	for	it.
	

THE	SOURCE	OF	ALL	"OUTBREAKS"
	
Now	one	fact	stands	out	pre-eminently	in	every	part	of	time	world	where	
smallpox	has	appeared—namely,	it	has	been	invariably	associated	with	
insanitary	and	unhygienic	conditions.
	
From	time	immemorial	it	has	been	called	in	Austria	"The	Beggar's	Disease."
	
It	has	followed	in	the	wake	of	filth,	poverty,	wars,	pestilences,	famines,	and	
general	un-sanitation,	in	all	ages.	It	accompanied	the	clash	of	arms	of	the	
American	armies	in	their	struggle	for	independence,	and	in	their	Civil	and	
Spanish	wars;	it	claimed	more	victims	than	the	battlefield	in	the	ravages	of	the	
Crimea;	it	formed	the	dark	background	to	the	triumphant	marches	of	the	German	
army	in	1870;	it	increased	tenfold	the	horrors	of	the	siege	of	Paris;	and	plagued	
our	warriors	at	Tel-el-Kebir.
	
Even	during	the	late	Great	War	no	inconsiderable	amount	of	smallpox	occurred	
amongst	all	the	armies	involved	wherever	conditions	of	un-sanitation	triumphed	
over	the	scrupulous	efforts	made	to	circumvent	them.
	
Smallpox	outbreaks	and	epidemics	have	invariably	been	the	call	of	Nature	to	
responsible	authorities	at	home:
	
"Put	your	house	in	order";	personal	municipal,	and	civic	cleanliness	has	been	her	
unvarying	demand,	a	demand	which	was	couched	in	one	striking	injunction	by	
the	prophet	of	old:	"Wash	and	be	clean."
	

REDRUTH
	
I	remember	26	years	ago	there	was	an	outbreak	of	smallpox	at	Redruth,	in	
Cornwall.
	
The	Press	in	all	parts	of	the	United	Kingdom	was	immediately	supplied	with	



exaggerated	reports,	and	scares	were	created	by	public	vaccinators	hundreds	of	
miles	away.	I	went	down	to	investigate	the	affair	on	my	own	account.	There	
were	altogether	44	cases;	84%	occurred	in	vaccinated	persons.	One-fourth	of	the	
cases	was	located	in	"Trestrails	Row,"	consisting	of	seven	houses,	each	
containing	only	two	small	low-roofed	rooms,	and	with	no	water	connections.
	
One	midden	privy,	in	the	most	disgusting	condition,	accommodated	the	seven	
houses.	One	of	these	hovels	was	occupied	by	no	fewer	than	seven	persons,	all	of	
whom	contracted	smallpox,	and	out	of	the	total	of	seven	deaths	three	occurred	in	
this	house.	Nearly	another	fourth	of	the	cases	was	confined	to	Adelaide	Road	
and	Raymond	Road,	where	smallpox	first	appeared,	the	houses	of	which	were	
supplied	with	uncovered	cesspits.
	
Three	cases	occurred	in	Falmouth	Road,	with	one	death	which	took	place	in	a	
house	closely	hedged	in	by	foul	middens,	a	manure	heap,	and	a	piggery.	Three	
more	cases	and	one	death	occurred	in	the	midst	of	similar	unsanitary	conditions	
at	Hockin's	Court.	Midden	privies	were	the	order	of	the	day,	and	the	ultimate	
disposal	of	the	sewage	was	primitive	to	a	degree.
	
The	smallpox	rapidly	played	itself	out,	and	then	the	municipality	corrected	the	
conditions	that	had	been	the	cause	of	time	outbreak.
	

GLOUCESTER
	
I	remember,	too,	the	epidemic	in	Gloucester	in	1895-6.	I	was	in	and	out	of	the	
smallpox	houses	throughout	that	visitation	of	nearly	2,000	cases.
	
The	echo	of	it	is	still	heard	among	time	ranks	of	Jennerian	followers,	and	always	
with	time	tragic	whisper,"Gloucester	was	an	unvaccinated	city!"	Never	in	all	
time	history	of	professional	scaremongering	was	such	a	determined	effort	made	
to	boost	vaccination,	and	never	a	word	was	uttered	as	to	the	shocking	insanitary	
conditions	which	produced	the	tragedy.	In	fact,	those	conditions	were	
persistently	denied	by	time	officials	who	were	responsible	for	them.

The	smallpox	was	practically	confined	to	the	southern	half	of	the	city,	where	
there	was	no	fall	for	the	sewage.	The	pipes	had	been	hurriedly	laid	in	this	new	
district	without	concrete	base	or	cemented	joints.



	
There	was	a	drought	that	lasted	months;	time	water	supply	ran	short;	flushing	of	
the	sewers	had	to	be	discontinued,	and	time	sewerage	pipes	became	choked.	
When,	after	time	epidemic	was	over,	investigation	was	made,	the	pipes	were	
found	to	be	broken	in	all	directions;	in	fact,	the	whole	district	of—for	the	most	
part—crowded	houses,	many	of	them	back-to-back	with	no	through	ventilation,	
lay	over	what	was	nothing	more	nor	less	than	a	huge	cesspit.
	
The	outlets	for	the	sewer	gas	consisted	of	street	manholes,	which	belched	their	
poison	into	time	atmosphere.	I	traced	the	first	case	of	smallpox	in	every	street	to	
the	house	nearest	to	a	manhole.	Wooden	stoppers	were	made	to	close	them	
down,	but	they	had	to	be	used	sparingly	lest	the	sewer	gas	should	be	driven	into	
the	houses.	Hundreds	of	the	houses	were	drawing	their	water	supply	from	
shallow	wells,	liable	to	contamination	by	constant	leakage	into	them	from	house	
drains;	and	the	sewage	pipes	in	numerous	instances	ran	under	the	floors	of	the	
houses	from	the	closets	at	the	back	to	the	street	in	front.
	
Some	of	the	houses	had	their	w.c.s	in	the	back	kitchen.	In	one	street	of	114	
houses	the	latter	were	supplied	with	water	declared	by	the	city	surveyor	to	be	
contaminated	with	sewage	from	its	source	to	its	delivery,	and	as	it	had	not	force	
enough	to	fill	the	flushing	tanks,	the	w.c.s	were	never	flushed	and	always	
choked,	the	contents	being	emptied	periodically	on	to	the	small	garden	ground	
attached.

In	some	of	these	tiny	houses	there	were	seven,	nine,	and	even	twelve	cases	of	
smallpox.	A	sixth	part	of	the	whole	epidemic	occurred	in	three	streets.	In	one	
street	the	sewage	entered	the	cellars	of	the	houses,	and	the	choked	up	street	
sewer	had	to	be	opened	up	in	the	midst	of	the	epidemic.	Nearly	half	the	houses	
in	this	street	had	smallpox	cases.
	
Then	the	epidemic	caught	on	in	two	disgracefully	insanitary	and	overcrowded,	
ill-ventilated	elementary	schools.	Forty-five	children	were	struck	down	suddenly	
in	one	of	them	and	31	in	the	other.	The	patients	were	removed	to	what	was	
called	an	isolation	hospital.	It	was	congregation,	not	isolation.	A	woman	
employed	in	the	early	part	of	the	epidemic	as	solitary	night	nurse	told	me	that	
time	sight	and	screaming	of	these	poor	children	at	night	as	they	ran	about	the	
wards	in	delirium	so	completely	unnerved	her	that	she	was	obliged	to	leave.
	
They	were	allowed	no	water	for	their	fevered	skins,	time	baths	were	choked	with	



dirty	linen,	and	never	used.	The	little	ones	were	packed	three,	four,	and	even	five	
in	a	bed;	vermin	was	crawling	everywhere;	no	oil	was	used	for	the	faces,	and	the	
poor	children	scratched	themselves	till	they	bled.	Of	every	two	taken	in	to	the	
Stroud	Road	Hospital	one	was	carried	out	a	corpse;	when	the	mortuary	became	
choked	with	dead	bodies,	the	bathroom	was	utilized	for	this	purpose.
	
One	child	lay	for	two	weeks	and	two	days	with	her	eyes	scabbed	and	not	a	single	
drop	of	water	was	given	to	relieve	her.	When	one	hospital	became	full,	another	
one	was	opened	which	had	been	used	as	a	cholera	hospital	many	years	before.	It	
was	built	on	stakes	in	a	rough,	boggy	field;	it	had	no	sewerage	connections,	nor	
any	drainage	whatever,	and	water	had	to	be	carried	in	water	carts	over	a	quarter	
of	a	mile	of	bog	to	reach	it.

The	panic	became	fearful,	and	a	wild,	despairing	cry	went	up	from	the	plague	
stricken	city	as	the	destroying	angel	sped	from	house	to	house	in	these	awful	
slums.	And	what	was	the	answer	the	terror	stricken	inhabitants	received	from	the	
Guardians	of	Public	Health?
	
Still	the	same	mad	reply:
	
"These	be	thy	gods,	O	Israel!"	as	they	pointed	to	the	vaccine	lancets,	dripping	
with	their	filthy	venom;	in	helplessness	and	fear	they	implored	the	people,	in	a	
unanimously	signed	medical	manifesto,	to	bow	down	and	worship	at	the	shrine.
At	last	the	rain	came.	It	washed	the	atmosphere,	it	flushed	the	sewers	and	drains;	
it	filled	the	vacuoles	of	sewer	gas	in	the	sandy	soil,	and	the	epidemic	died	down.
	
The	councillors	who	put	up	at	the	next	municipal	contest	were	one	and	all	
indignantly	swept	away	at	the	polls	by	the	enraged	voters,	and	anti-vaxxers	took	
their	place;	a	new	sewerage	system	was	laid	throughout	the	whole	smallpox	
district	at	a	cost	of	some	£30,000;	20,000	sanitary	defects	in	the	houses	were	
rectified,	and	no	smallpox	has	occurred	since,	although	nearly	90%	of	the	
population	is	unvaccinated.
	
But	even	in	that	awful	epidemic,	smallpox	picked	out	the	vaccinated	for	attack;	
two-thirds	of	the	sufferers	had	been	"protected"	by	time	filthy	superstitious	rite.
	

SHEFFIELD	AND	OTHER	CASES



	
I	remember	Sheffield	and	its	epidemic	in	1887-8.
	
No	less	than	98%	of	the	population	had	been	vaccinated;	it	was	the	best	
vaccinated	town	in	the	kingdom	the	public	vaccinators	had	reaped	a	richer	
harvest	of	bonuses	for	"successful	vaccination"	than	those	of	any	other	town,	and	
yet	they	had	7,000	cases	of	smallpox.
	
It	originated	and	clung	to	an	unsanitary	area	of	175	acres	covered	with	cesspits
—which	was	called	The	Croft.	The	medical	profession	helplessly	cried	
"vaccinate"	and	"revaccinate"—as	if	the	pubic	had	not	already	had	enough	of	it.	
At	last	the	floodgates	of	heaven	were	mercifully	opened,	and	the	bountiful	rains	
suddenly	accomplished	what	56,000	vaccinations	had	failed	to	effect.

I	went	to	Middlesbrough	in	the	great	epidemic	of	1898.	I	visited	every	smallpox	
hospital	ward,	and	investigated	the	conditions	of	the	houses,	and	their	
environment,	from	whence	the	smallpox	came.	As	everybody	knows,	the	houses	
at	that	time	had	been	run	up	at	an	enormous	rate,	much	too	fast	for	the	sanitary	
officials	to	keep	pace	with	them.
	
The	part	where	the	smallpox	raged	was	situated	chiefly	over	a	swamp	where	it	
was	difficult	to	find	foundations	for	the	houses;	many	of	them	were	raised	on	
piles	driven	through	the	soil.	The	only	method	of	house	sanitation	in	all	that	
district	was	that	of	pails	in	the	backyards.	But	whatever	else	had	been	neglected,	
vaccination	had	been	sedulously	attended	to—the	inhabitants	were	vaccinated	up	
to	98.4%	of	the	population.
	
Nevertheless	the	vaccinated	and	revaccinated	hospital	officials	fell	before	the	
disease	side	by	side	with	the	vaccinated	and	revaccinated	inhabitants.	Nine	
hospital	ward	maids,	one	trained	nurse,	one	medical	man	and	three	policemen	
fell	victims	to	the	disease.	Outraged	Nature	laughed	outright	at	the	Jennerian	
fetish	and	declared	in	plain	and	unmistaken	language	that	if	smallpox	was	to	be	
prevented	the	conditions	which	caused	it	must	be	remedied.
	
Poisoning	human	bodies	with	the	products	of	a	foul	eruption	on	a	cow's	udder	
could	only	add	fuel	to	the	fire	by	reducing	the	vital	resisting	powers	of	the	
sufferers.

I	call	to	mind	the	case	of	one	adult	male	I	interviewed	in	one	of	the	smallpox	



hospital	wards	at	that	time.	He	was	vaccinated	in	infancy,	had	smallpox	when	
eight	years	old,	and	was	subsequently	revaccinated	three	times.
	
That	man	died	of	smallpox.	I	took	a	particular	interest	in	that	case,	and	was	
staggered	to	find	when	the	official	report	was	published	that,	owing	to	his	having	
had	the	eruption	so	badly	as	to	cover	his	vaccination	marks,	he	was	actually	
declared	to	be	"unvaccinated"!

I	have	visited	Glasgow	in	two	of	its	smallpox	epidemics.	The	slums	in	which	
they	occurred;	the	overcrowded	and	unsanitary	condition	of	the	tenements	told,	
the	same	tale	as	elsewhere.	Nothing	but	sweeping	away,	the	rookeries,	where	
smallpox	invariably,	takes	hold,	can	ever	save	those	parts	of	the	city	from	
periodical	visitations.	Space	forbids	further	reminiscences	but	it	is	the	same	story	
everywhere.
	
Go	back	to	the	records	of	Old	London	and	we	find	un-sanitation	and	smallpox	
keeping	company	throughout.
	

THE	LESSON	OF	THE	PUBLIC	HEALTH	ACT
	
Before	the	passing	of	the	Public	Health	Act	of	1875	in	this	country,	every	
succeeding	epidemic	of	smallpox	was	worse	than	its	predecessor	in	spite	of	more	
and	more	compulsory	vaccination;	but	with	less	and	less	vaccination	and	more	
and	more	sanitation	smallpox	has	become	a	comparative	curiosity.	It	is	only	in	
unsanitary	quarters	it	can	gain	a	hold.
	
Sir	Edwin	Chadwick,	the	veteran	sanitarian,	has	well	said:
	
“Smallpox,	typhus,	and	other	fevers	occur	in	common	conditions	of	foul	air,	
stagnant	putrefaction,	bad	house	drainage,	sewers	of	deposit,	excrement	sodden	
sites,	filthy	street	surfaces,	impure	water,	and	overcrowding,	and	the	entire	
removal	of	such	conditions	is	the	effectual	preventive	of	diseases	of	those	
species,	whether	in	ordinary	or	extraordinary	visitations.”	
	
When	will	the	medical	profession	arouse	itself	to	ask	the	question:
	
"What	is	the	origin	of	smallpox?"



	
When	will	a	Ministry	of	Health	cease	to	bring	discredit	upon	itself	by	the	
advocacy	of	a	disgusting	fetish	that	has	proved,	itself	a	failure	as	a	preventive	of	
the	disease	in	every	part	of	the	world	in	which	it	has	been	adopted	for	the	last	
century	and	a	quarter?
	
When	will	a	British	Government	that	boasts	of	its	progress	and	civilization	cease	
to	ally	itself	with	a	filthy,	uncivilized,	unscientific	practice	that	has	done	nothing	
but	spread	disease	and	death	amongst	the	populace	for	generation	and	which	is	
opposed	to	the	common	sense	views	of	the	majority	of	thinking	men	and	women	
in	the	realm?
	

THE	COMMERCIAL	PUSH	BEHIND
	
It	is	the	great	commercial	manufacturing	firms	who	are	providing	the	brains	for	
the	medical	man	of	today.	(Applause	and	laughter)	We	are	deluged	with	circulars	
of	ready	made	medicines	for	every	ailment	under	the	sun.
	
There	never	was	a	day	when	a	medical	man	had	less	need	for	the	use	of	his	
brains	than	he	has	at	the	present	time.	The	commercial	firms	do	all	the	thinking	
for	him.	(Hear,	hear)	With	a	pocket	syringe	and	a	case	of	concentrated	tabloids	
he	can	go	forth	a	veritable	medical	Don	Quixote	to	do	battle	with	every	
imaginary	foe.	(Laughter)

I	said	"imaginary,"	for	what	are	the	foes	today?	In	the	old	days	medical	men	
fought	against	conditions	of	disease,	today	the	fight	is	against	germs—"a	germ	is	
a	disease	and	a	disease	is	a	germ."	What	was	all	the	fight	at	my	trial	about?
	
As	to	whether	my	little	patient	had	diphtheria.	She	never	had	a	solitary	sign	of	
diphtheria	from	first	to	last,	but	they	found	the	germ—and	that	was	sufficient	to	
charge	a	man	with	manslaughter	although	this	germ	can	be	found	in	healthy	
throats,	in	every	kind	of	sore	throat	and	in	lifeless	objects.

The	modern	germ	theory	of	disease,	upon	which	the	charge	against	me	was	
based,	was	formulated	by	M.	Pasteur,	a	French	chemist.	It	was	an	evolution	of	
the	folklore	of	the	Gloucestershire	dairymaids	which	was	popularized	by	Edward	
Jenner.



	
This	in	turn	was	the	outcome	of	the	weird	practice	of	inoculation	common	
among	Turkish	peasants	a	couple	of	centuries	ago—a	practice	which	had	itself	
been	derived	from	a	Hindu	smallpox	superstition	which	goes	back	to	the	misty	
era	of	past	ages	when	invisible	devils	and	hobgoblins	and	wrathful	gods	and	
goddesses	or	witches	and	the	"evil	eye"	were	supposed	to	be	the	originators	of	
every	human	disease.	The	germ	theory	is	the	most	old	fashioned	tradition	of	the	
heathen	world.	(applause	and	laughter)

This	craze	for	finding	the	germ	origin	of	every	disease	is	well	illustrated	in	the	
case	of	swine	fever.	Its	origin	has	been	attributed	to	no	less	than	15	germs	in	
succession,	every	one	of	them	proved	scientifically	to	be	the	real,	genuine	thing,	
and	now	science	has	reached	the	conclusion	that	none	of	these	alleged	germs	is	
genuine,	but	that	the	real	one	must	be	a	filter	passer,	which	the	most	powerful	
microscope	in	the	world	cannot	discover,	and	therefore,	one	which	nobody	has	
ever	seen	or	is	ever	likely	to	see.	(Laughter)
	
Science	declines	to	consider	the	common	sense	fact	that	with	wholesome	
pigsties	and	a	sanitary	environment	swine	fever	cannot	get	a	look	in.	(Applause)
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VACCINATION:	A	MEDICAL	FALLACY
	
“Thus	bad	begins,	and	worse	remains	behind.”	—Shakespeare's	Hamlet
	
“I	have	clearly	perceived	the	progressive,	dangerous	influence	of	Vaccination	in	
France,	England,	and	Germany.”	—Alexander	Von	Humboldt	Letter	to	Mr.	
Gibbs,	
President	of	the	Anti-Vaccine	League,	London
	
“It	is	certain	that	Scrofolous	and	Tubercular	diseases	have	increased	since	
the	introduction	of	cowpox,	and	that	the	vaccine	favors	particularly	the	
prevalence	of	various	forms	of	scrofula.”	—Copland:	Medical	Dictionary
	
To	take	issue	with	a	popular	idea	requires	moral	courage	transcending	any	
common	audacity.	Only	the	conviction	of	being	right	enables	one	to	speak	when	
thus	confronted.	
In	the	medical	profession	especially,	innovation	upon	accepted	methods	is	
bitterly	resented.	New	remedies,	new	modes	of	treating	the	sick,	and	new	ideas	
of	pathology,	are	alike	unwelcome.	They	disturb	the	sleep	of	ages,	and	show	
men	faulty	who	had	been	regarded	as	well	nigh	infallible.	Such	offences	are	
rarely	condoned.	The	person	committing	them	receives	generally	proscription	
and	abuse,	but	rarely	a	candid	hearing.	
	



With	the	present	century	vaccination	has	become	the	hobby,	rather	than	the	
conviction	of	medical	men.	It	is	accepted,	with	almost	an	unreasoning	deference	
to	the	opinions	
of	others;	indifference	to	any	intelligent	view	of	the	subject,	and	a	disposition	to	
follow	in	the	groove	established	by	precedent,	without	a	thought	whether	that	
precedent	is	right	or	wrong,	rational	or	fallacious.	As	in	the	case	of	other	notions	
which	have	not	commended	themselves	to	popular	acceptance,	its	advocates	do	
not	rest	content	with	submitting	the	matter	to	rational	enquiry,	but	seek	to	
procure	compulsory	obedience	by	law	and	penalty.	This	is	but	a	form	of	
violence;	and	the	resort	to	it	is	equivalent,	therefore,	to	an	acknowledgment	on	
the	part	of	these	men,	that	they	are	actually	in	the	wrong.	Truth	can	afford	to	
wait	the	ages;	but	error	would	expire	on	the	way.	
	
Vaccination	is	physiologically	and	morally	wrong,	and	its	advocates	are	
interiorly	conscious	of	it;	or	else	they	would	trust	to	argument	and	conviction.	
Virchow,	speaking	on	this	subject,	has	very	justly	remarked:	
	
“When	the	public	sees	a	doctrine,	which	has	been	exhibited	to	them	as	certain,	
established,	and	claiming	universal	acceptance,	proved	to	be	faulty	in	its	very	
foundation,	or	discovered	to	be	wilful	and	despotic	in	its	essential	and	chief	
tendencies,	many	lose	faith	in	science.”	
	
The	first	argument	against	the	dissenter	is	always	browbeating;	the	second,	
ribaldry;	the	third,	proscription.	The	man	or	the	cause	that	can	outlive	these	
three,	is	perennial,	
and	is	certain	ultimately	to	win.	
	
They	who	bow	obsequiously	to	opinion,	however	dogmatically	or	arbitrarily	
enforced,	are	the	enemies	of	mankind.	They	almost	justify	oppression	by	their	
willingness	to	accept	its	yoke.	The	impulse	of	the	period,	we	regret	to	say,	has	
been	to	devolve	all	upon	the	government,	and	curtail	the	freedom	of	the	
individual,	and	to	subject	the	private	to	the	public	conscience,	as	is	done	in	the	
religious	establishment	of	the	Old	
World.	
	
We	have	never	so	learned	our	lesson.	Our	veneration	for	science	and	truth	is	
deep	and	broad;	but	no	dogma,	in	whatever	department	of	thought,	has	even	the	
commonest	title	
to	our	respect	if	it	cannot	show	some	other	title	except	the	antiquity	which	



invests	it	with	mystery,	or	the	imposing	names	which	give	it	currency.	
	
Vaccination,	however	popular	a	delusion	it	may	be,	has	fortunately	no	antiquity	
to	consecrate	it	for	our	veneration.	It	came	to	the	public	knowledge	through	
sources	which	entitle	it	to	little	consideration.	It	never	had	a	scientific	basis	
origin	or	character.	Nor	is	there	any	specific	principle	in	vaccine	virus,	of	any	
kind,	however	produced,	to	arrest	or	prevent	smallpox,	or	any	other	disease.	
Jenner,	who	first	introduced	vaccination,	was	not	in	any	essential	respect,	a	
physician	or	scientist.	He	was	for	some	time	a	pupil	of	Hunter;	but	never	studied	
medicine	to	any	considerable	extent.	Finding	the	degree	of	Doctor	of	Medicine	
to	have	some	importance	in	the	popular	mind,	he	purchased	one	from	the	
University	of	St.	Andrew’s	in	Scotland,	as	others	purchase	degrees	in	this	
country	and	elsewhere,	who	never	earned	medicine,	or	had	any	actual	relish	or	
even	capacity	for	the	study.	Even	this,	however,	might	be	passed	over,	if	the	
“discovery”	possessed	merit	and	conferred	benefit	on	others.	
	
We	can	afford	to	learn	from	those	who	are	not	recognized	in	the	scientific	world,	
whatever	they	know	that	is	of	value.	The	gold,	without	a	stamp,	is	precious;	but	
baser	substances	need	to	be	made	legal	tender	by	statue,	or	nobody	would	accept	
them.	Upon	this	principal,	the	supporters	of	vaccination	and	other	things	
denominated	regular,	are	afraid	to	trust	themselves	with	the	public,	without	a	
penal	law,	of	at	least	a	public	opinion,	credited	by	Mrs.	Grundy	and	her	coterie,	
to	keep	them	from	sinking	out	of	good	society.	
	

SMALLPOX	OR	VARIOLA
	
The	distemper	known	as	smallpox,	is	supposed	to	have	been	introduced	into	
Europe	by	the	Moors	and	Saracens,	about	a	thousand	years	ago.	It	is	a	common	
disease	in	Asia	
where	it	seems	to	be	of	an	unknown	antiquity.	It	was	regular	in	its	recurrence	as	
an	epidemic	in	Europe,	as	far	back	as	it	is	known.	But	in	no	century	had	it	ever	
been	known	to	be	more	deadly	than	in	the	seventeenth,	after	the	thirty	years’	
war.	Among	the	aboriginal,	inhabitants	of	the	American	continent,	it	was	entirely	
unknown,	till	it	was	carried	thither	by	white	men;	since	which	time	it	has	been	a	
powerful	auxiliary	to	the	other	vices	in	extirpating	the	natives.	It	prevails	as	an	
epidemic	in	the	different	countries,	coming	and	going	with	a	regularity	similar	to	
that	of	other	pests.	



	
In	its	characteristics,	smallpox	belongs	in	the	category	with	erysipelas,	measles,	
scarlatina,	diphtheria	and	varicella.	The	predisposing	causes	are	similar;	the	form	
of	the	outbreak	is	probably	occasioned	by	circumstances	of	atmospheric	
character.	It	may	be	treated	like	the	others,	with	little	regard	to	its	specific	
character.	It	is	epidemic	at	different	periods	of	time;	and	when	this	is	the	case	it	
seems	to	be	a	little	amenable	to	ordinary	prophylactic	agencies.	When	the	
Asiatic	cholera	has	prevailed	in	a	community,	smallpox	is	very	likely	to	follow.	
This	favors	the	conjecture	as	a	like	materies	morbi	in	both	complaints.	
	
During	the	Middle	Ages	the	Black	Death,	and	smallpox	and	other	pestilences	
overran	Europe,	almost	at	stated	periods.	Whole	districts	were	depopulated;	and,	
in	fact	mankind	seemed	to	degenerate	there	as	in	no	other	known	region	of	the	
globe.	In	every	country	population	was	sparse,	and	the	average	duration	of	life	
less	than	twenty	years.	So	prostrate	was	the	human	intellect	at	these	visitations,	
that	when	syphilis	passed	over	the	different	countries	in	the	fifteenth	century,	it	
was	also	regarded	as	an	epidemic.	It	certainly	prevailed	very	generally	in	all	
walks	of	life,	sparing	neither	Francis	I,	nor	Hodge	the	peasant.	
	

VACCINATION	AND	SMALLPOX
	
The	history	of	vaccination,	perhaps,	affords	some	aid	in	ex	burning	the	sources	
of	variola.	Jenner,	it	is	well	known,	first	promulgated	the	idea	that	persons	
having	contracted	the	vaccine	disease	by	infection	with	virus	from	cows,	
enjoyed	permanent	immunity	from	smallpox.	As	if	to	disconcert	his	theories,	
several	vaccinated	patients	took	variola,	and	he	was	compelled	to	invent	a	new	
hypothesis.	He	declared	that	
the	pustules	of	cowpox,	the	disease	originating	with	kine,	was	in	no	respect	a	
preventive	of	smallpox.	This,	by	the	way,	is	the	particular	virus	which	is	just	
now	most	popular	with	advocates	of	vaccination.	But,	declared	Jenner,	the	pus	
from	the	heels	of	a	horse	diseased	with	“grease,”	is	a	prophylactic,	and	indeed,	
the	sole	one.	Horsepox,	then	and	not	cowpox,	was	the	disease	which	it	was	
necessary	to	disseminate,	to	counteract	smallpox.	
	
We	have	already	mentioned	that	the	latter	distemper	is	supposed	to	have	been	
introduced	into	Europe	by	the	Moors	and	Arabians.	We	may	now	perceive	that	
there	is	a	peculiar	significance	in	this	fact.	Both	these	peoples	were	very	fond	of	



horses,	associating	with	them	almost	as	freely	as	with	the	members	of	their	
families.	It	is	a	suggestion	worth	studying	whether	the	distemper	may	not	have	
been	communicated	to	them	from	their	equine	favorites.	We	know	that	glanders	
and	some	other	forms	of	consumption	may	be	thus	transmitted.	The	vaccine	pest,	
if	it	has	any	relation	whatever	to	variolar	disease,	owes	it	to	such	kinship.
	
The	Hindus	and	Chinese	endeavored	to	avert	the	great	mortality	of	epidemic	
smallpox,	by	the	introduction	of	the	practice	of	inoculation.	The	Turks	learned	it	
from	them,	and	it	was	carried	into	Europe.	Lady	Mary	Wortley	Montagu	
introduced	it	into	England.	Whatever	the	benefits	were,	need	not	be	asked;	but	it	
certainly	kept	smallpox	active	in	countries	add	districts,	where	otherwise	it	
would	not	have	prevailed.	Indeed,	one	great	reason	why	there	are	fewer	
epidemics	and	endemics	of	the	malady	in	the	nineteenth	
than	in	the	eighteenth	century,	doubtless	is	from	the	discontinuing	of	smallpox	
inoculation.	
	
	
	

WHAT	SHALL	BE	DONE?	
	
The	demonstration	appears	conclusive,	that	smallpox	will	never	be	eradicated,	
nor	in	any	material	degree	mitigated	in	its	severity,	by	vaccination	or	other	
contamination	with	blood	poison.	I	expect	no	favor	or	even	lenient	treatment,	for	
uttering	this	conviction.	The	“dupe	of	a	deep	delusion,”	seldom	cherishes	kind	
feeling	toward	the	individual	who	disturbed	his	quiet.	He	prefers	to	be	left	alone	
in	his	mistake.	It	is	easier	to	break	the	thermometer	than	to	acknowledge	the	true	
state	of	the	atmosphere;	to	stone	the	prophet	than	to	heed	his	words.	A	Brahman	
once	broke	a	microscope,	because	it	revealed	to	him	the	living	creatures	that	
constituted	part	of	his	food.	
	
Mankind,	even	though	they	may	not	choose	to	be	deceived	and	led	by	the	nose,	
are	much	annoyed	when	they	are	required	to	think	and	act	on	their	own	
responsibility.	The	charlatan	has	a	larger	following	than	the	philosopher,	and	is	
certainly	a	great	deal	more	noisy.	But	in	the	long	run,	the	truth	must	prevail.	
There	is	nothing	else	permanent.	I’ll	betide	the	man,	who	knows	the	truth	and	
refrains	from	uttering	it.	God	is	at	the	man’s	side	who	has	honest	convictions	and	
will	speak	them.	I	know,	in	this	matter,	that	I	am	right.	Hence,	at	the	necessary	



cost,	asking	justice	only,	and	not	favor,	I	declare	my	belief	that	vaccination	is	a	
fallacy,	and	that	smallpox	can	only	be	arrested	and	
uprooted	as	other	diseases	of	an	erysipelatous	or	septicaemic	character,	may	be	
successfully	combated.	
	
Dr.	Martyn	Payne	used	to	declare,	that	by	the	employment	of	medicines	in	the	
treatment	of	a	disease,	we	were	only	substituting	one	form	of	morbific	action	for	
another.	Whether	this	is	true,	or	being	true	would	be	justifiable,	deserves	
attention.	It	is	a	proposition,	at	any	rate,	which	medical	men	have	to	meet.	
Certainly,	the	acknowledgment	that	deleterious	and	even	poisonous	drugs	are	
employed	to	combat	bodily	maladies,	is	equivalent	to	the	confession	of	almost	
supreme	ignorance	among	physicians	in	regard	to	physiology,	and	the	
commonest	laws	of	health.	I	forbear	
to	press	that	question.	But	conceding,	as	I	do,	that	in	the	present	imperfect	
condition	of	medical	knowledge,	this	method	of	treatment	is	probably	the	best	at	
our	command,	
I	cannot	admit	that	it	justifies	or	even	extenuates	the	contaminating	of	the	blood	
of	a	healthy	person,	on	the	pretext	of	thereby	absolving	that	person	from	the	risk	
of	contracting	a	worse	malady.	
	
Some	years	ago	a	great	boast	was	made	by	the	Metropolitan	Board	of	Health,	in	
the	city	of	New	York,	about	having	“stamped	out”	cholera.	The	means	employed	
seemed	to	
be	the	almost	general	abandonment	to	certain	death	of	those	who	were	attacked	
by	it.	We	were	shocked	at	the	brutality,	and	what	we	considered	the	crime.	To	be	
sure,	in	the	
presence	of	epidemic,	the	population,	as	a	whole,	appears	so	generally	to	lose	
human	sympathy	and	become	brutalized,	that	no	cruelty	to	dying	men	awakens	a	
protest.	Animals	slay	their	wounded	and	diseased	ones,	and	savage	nations	do	
likewise.	In	this	way,	I	acquired	a	prejudice,	almost	a	detestation,	for	the	phrase	
“stamping	out,”	from	which	I	expect	never	to	recover,	I	now	invoke	Divine	
Providence,	in	regard	to	what	is	in	store	for	me,	never	to	let	me	be	exposed,	sick	
and	helpless,	to	an	army	surgeon,	or	a	public	physician	in	the	city	of	New	York.	
	

VACCINATION	DOBS	NOT	PROTECT
	
That	smallpox	never	will	or	can	be	extirpated	by	general	vaccination,	appears	



conclusive.	The	fact	that	vaccinated	persons,	even	those	who	have	been	several	
times	successfully	vaccinated,	have	after	that,	contracted	the	disease,	should,	we	
would	suppose,	be	ample	evidence	of	this.	The	subsidiary	fact	that	smallpox	
recurs	in	the	same	person,	sometimes	once,	twice,	and	even	to	the	eighth	time,	as	
Sir	James	Y.	
Simpson	has	shown,	proves	it.	The	disease	is	analogous	to	cholera,	typhus	and	
relapsing	fever;	when	epidemic,	it	will	do	its	work	almost	irresistibly,	and	in	
other	cases,	is	under	the	control	of	rational	treatment.	
	
Jenner	first	applied	his	art	May	14,	1796.	From	that	time	till	1825,	thirty	years,	
there	had	not	been	a	smallpox	epidemic	in	the	city	of	London.	Vaccination	all	
this	time	was	
voluntary	and	not	compulsory.	But	since	the	general	introduction	of	the	practice,	
not	a	year	passes	exempt.	In	two	years,	from	1863	to	1865,	more	than	twenty	
thousand	died	
from	smallpox,	in	London	alone.	During	the	same	period,	the	scourge	prevailed	
to	an	enormous	extent,	not	only	in	England,	but	also	in	Germany,	Hungary,	
France	and	Sweden,	where	the	laws	compel	universal	vaccination.	In	upper	
Bavaria,	in	that	period,	1,346	were	attacked,	all	but	90	vaccinated,	with	
malignant	smallpox.	Doctor	Bayard,	an	eminent	French	physician,	has	shown	
that	the	former	mortality	from	smallpox	was	7%;	it	is	now	from	15	to	20%.	
	
Statistical	tables	further	show	that	from	1675	to	1761,	the	yearly	average	of	
deaths	by	smallpox	was	as:	
	
-in	London,	7%;	
	
-in	Edinburgh,	7.6%;	
	
-in	Paris,	7.2%;	
	
-in	Berlin,	8.1%.	
	
After	inoculation	was	introduced	the	mortality	increased	to	10%.	Vaccination	
has	raised	it	to	15%.	The	disease	reached	its	height	in	1779,	and	in	1801	had	
nearly	disappeared.	But	a	species	of	typhus,	called	by	some	Variola	intestinalis,	
now	developed	itself,	and	snatched	away	many	thousands	more	than	any	
epidemic	of	smallpox.	Prof.	Nittinger	of	Stuttgart,	mentions	this	malady.	It	is	
easy	to	see,	therefore,	that	any	apparent	decline	in	the	prevalence	of	smallpox	is	



properly	to	be	attributed	to	the	fact	that	it	was	not	epidemic	at	the	time;	whereas,	
the	increase	has	been	in	spite,	if	not	in	consequence	of	vaccination.	
	
The	conclusion	is	unavoidable,	that	the	“stamping	out”	of	smallpox	by	
vaccination,	or	other	expedient,	except	that	of	immediately	murdering	every	
patient	as	soon	as	attacked,	is	impossible.	In	this,	we	have	the	testimony	of	Dr.	
Gregory	briefly:
	
“The	hope	entertained	by	its	illustrious	and	and	amiable	discoverer,	that	
vaccination	might	ultimately	exterminate	smallpox	off	from	the	face	of	the	earth,	
appears	vain	and	unfounded.”	
	
However,	Jenner	was	neither	illustrious	nor	a	discoverer.	There	does	not	exist	
one	single	fact,	in	all	the	experiments	and	improvements	made	in	science,	which	
can	support	the	idea	of	vaccination.	The	only	basis	is	that	of	statistics,	and	these	
are	very	unreliable,	especially	when	they	are	collected	for	the	purpose	of	
sustaining	an	idea.	Yet	the	enumeration	of	patients	in	the	smallpox	hospitals,	will	
show	a	larger	number	vaccinated	than	unvaccinated.	The	recurrence	of	smallpox	
in	the	several	countries	where	the	law	has	required	everybody	to	be	vaccinated,	
shows	that	there	is	no	possible	
ground	for	the	hope	that	vaccination	can	ever	terminate	its	existence	on	the	
earth.	
	

THE	BETTER	WAY
	
I	acknowledge	that	it	is	an	unfortunate	attitude,	to	assail	any	inefficient	measure	
of	a	prophylactic	character,	without	offering	something	putatively	better.	But	I	
know	of	no	
royal	road	to	health.	It	is	only	repentance	that	cleanseth	sin;	the	road	back	from	
Avernus	is	very	steep	and	discouraging.	Hence	most	prefer	to	leave	matters	as	
they	are.	He	is	a	disturber,	an	agitator,	an	enthusiast,	perhaps	a	fanatic,	who	
unsettles	the	minds	of	people,	and	will	not	let	them	rest	easy.	I	have	often	
hesitated,	for	this	reason.	When	any	class	of	population	appears	to	be	willing	to	
be	fooled	or	enslaved,	it	seems	a	fearful	task	to	show	them	anything	better.	Only	
those	who	are	willing	to	pay	the	price	of	redemption	will	ever	be	ransomed.	For	
them	and	to	them	I	will	speak.	
	



The	human	body	in	a	state	of	integrity,	will	resist	any	contagious	infection	
whatever.	In	a	condition	of	relative	soundness	it	is	often	proof	against	specific	
agencies	for	the	dissemination	of	disease.	We	observe	often	that	fever	and	ague,	
typhus,	typhoid,	and	other	malignant	fevers,	when	seemingly	epidemic,	leave	
many	persons	unscathed.	
	
Cholera	only	seizes	those	who	are	directly	liable	from	disorder,	undue	fatigue,	or	
impairment	of	constitution.	Men	and	women	in	a	fair	state	of	health,	neat	and	
orderly	in	their	habits,	are	protected	as	by	a	wall	of	fire.	The	same	fact	exists	in	
regard	to	smallpox.	Only	those	will	be	assailed	who	are	directly	liable;	not	so	
much	from	
direct	exposure	to	the	virus	or	its	emanations,	as	from	some	condition	of	disorder	
and	deterioration	of	physical	stamina.	
	
I	am	very	confident	that	persons	in	a	fair	state	of	health	will	not	contract	the	
disease,	even	on	exposure.	It	is	sometimes	epidemic,	and	then	the	peril	is	
increased;	but	when	sporadic,	it	requires	little	special	attention.	There	are	always	
persons	who	will	not	be	infected,	because	they	are	assured	against	it	by	vigorous	
health	and	perhaps	idiosyncrasy.	
	
Health	is	as	contagious	as	disease,	and	is	easy	to	contract	on	exposure	only	the	
debilitated,	those	who	are	exhausted	by	fatigue,	or	mastered	by	fear,	or	whose	
bodies	are	impaired	in	their	integrity,	have	much	to	apprehend	from	
contamination	by	malaria,	infection	or	other	agencies	disseminating	disease.	The	
inference,	therefore,	is	that	hygiene	is	the	only	preventive	agency	to	be	relied	
upon.	
	
The	perils	of	smallpox	have	been	greatly	exaggerated.	They	do	not	pertain,	in	
any	considerable	sense,	to	the	malady,	but	to	the	physical	condition	of	the	
patient,	aside	from	the	complaint.	Smallpox	would	never	be	confluent,	except	he	
had	been	in	a	bad	state	of	health	before.	Indeed,	that	very	disordered	condition	
afforded	a	matrix	or	nidus	
for	the	reception	and	incubation	of	the	infecting	principle.	Now	that	the	disorder	
has	been	implanted,	the	common	sense	proposition	for	its	treatment	is,	that	of	
destroying	the	receptacle,	the	pathological	condition.	The	idea	of	Abernethy,	in	
regard	to	tic	douleureux,	applies	here	with	equal	precision.	If	you	destroy	one	of	
the	parents,	there	will	be	no	more	generation.	Let	the	whole	attention	be	directed	
to	restoring	the	body	to	soundness,	and	the	fury	of	the	pestilence	will	die	of	
itself.	Perfect	repose	both	of	body	and	mind,	cleanliness	of	the	skin,	clothing	and	



apartments;	pure	sunlighted	air	in	abundance;	food	of	the	simplest	character,	
constitute	the	essentials	of	good	treatment.	
	
I	am	not	partial,	as	a	general	thing,	to	much	medication.	What	I	would	suggest	
would	be	proposed	with	direct	reference	to	neutralising	and	eliminating	the	
blood	poison.	I	regard	the	various	chlorine	medicines	with	most	favor.	The	
ammonium	chloride	arrests	the	contamination	of	erysipelas	and	septicaemia;	and	
whatever	will	do	that	must	be	the	
sure	thing	for	variola.	
	

DR.	CARL	BOTH’S	THEORY
	
In	January,	1870,	the	St.	Louis	Medical	Society	appointed	a	committee	to	
investigate	the	nature	and	causes	of	smallpox.	One	of	that	committee,	Dr.	C.	
Spinzig,	presented	the	
result	of	his	enquiries	in	a	pamphlet,	entitled	Variola:	Causes,	Nature,	and	
Prophylaxis.	It	was	at	once	disapproved	as	unsound	in	premises,	fallacious	in	
reasoning,	and	illogical	in	conclusion.	But	no	attempt	was	made	at	refutation.	
	
The	Medical	World	was	opposed	to	the	writer,	and	so	it	was	considered,	that	to	
deny	was	equivalent	to	disproving.	Dr.	Carl	Both,	of	Boston,	has	propounded	
similar	views.	
They	are	certainly	entitled	to	careful	consideration.	According	to	this	writer,	
	
“Smallpox	consists	of	an	escape	of	something	into	the	skin,	which	causes	it	to	
swell,	and	by	a	process	of	putrefaction	destroys	it,	and	not	infrequently	carries	
off	the	patient.	This	mass	which	is	thus	exuded	or	thrown	off	into	the	skin,	must	
necessarily	come	from	the	blood;	therefore	it	must	be	something	in	the	blood,	
which	is	abnormal,	sickly,	or	bad,	or	there	must	be	something	which	has	
deranged	the	whole	system	to	such	a	degree,	that	the	blood,	as	a	consequence,	is	
disturbed	in	an	exceedingly	peculiar	way.”	
	
He	accordingly	calls	attention	to	the	constitution	of	the	blood—water,	
albuminous	combinations	and	blood	salts.	The	albumen	is	the	portion	that	
nourishes	the	body.	But	
there	is	a	limit	or	bound	to	its	usefulness.	The	sympathetic	nerve,	also,	being	
abused	by	stimulants	or	improper	living,	may	relax	in	the	ski,	and	produce	the	



condition	known	as	measles,	or	scarlet	fever,	or	chickenpox	or	smallpox;	or	if	
the	living	membranes	of	the	internal	canals	of	the	body,	are	affected,	scurvy,	
typhus,	cholera	and	the	like,	may	be	the	condition.	In	case	of	a	lack	of	albumen,	
the	blood	will	no	longer	coagulate,	and	will	flow	or	filter	through	the	vessels,	as	
in	scurvy	and	also	in	typhus	and	smallpox,	after	fever	has	reduced	the	volume	of	
that	material.	
	
In	smallpox,	an	extraordinary	nervous	irritation	has	produced	a	spasmodic	
contraction	of	the	peripheric	portion	of	the	nerve,	and	thus	obstructs	the	free	
circulation	of	the	skin,	
producing	a	dull	headache	from	the	congestion.	The	nerve	suddenly	relaxing,	
allows	the	blood	to	rush	into	the	now	powerless	vessels,	extending	them	to	the	
utmost,	until	
they	either	burst	or	remain	in	this	overfilled	condition.	
	
The	exuded	mass	of	blood	begins	to	putrefy,	destroys	the	surrounding	tissues,	
and	finally	dries	up,	leaving	the	skin	in	a	more	or	less	mutilated	condition;	or	
else	the	patient	dies	from	general	blood	poisoning	or	exhaustion,	in	consequence	
of	the	total	absence	of	a	re-established	digestion.	In	short,	the	predisposition	to	
smallpox	consists	in	an	undue	proportion	of	albuminous	matter	to	the	blood	
salts.	Dr.	Both	believes	that	smallpox	may	be	evolved	de	novo,	in	this	peculiar	
condition	of	the	blood:
	
“Without	the	daily	use	of	salt,	the	toper	becomes	more	or	less	bloated	in	
appearance,	and	is	not	only	an	easy	prey	to	smallpox	when	exposed,	but	is	in	
that	condition	under	which	smallpox	can	originate	in	him	at	any	time.	Therefore,	
we	find	smallpox	among	races	or	nations	that	use	alcohol	freely.”	
	
He	also	narrates	the	case	of	the	commander	of	a	vessel,	who	contracted	
smallpox,	as	he	considers,	in	this	spontaneous	manner.	The	vessel	left	Europe	
having	on	board	
22	sailors	and	one	passenger;	the	fare	consisted	of	pickled	meats,	starch,	flour	
and	potatoes.	After	being	three	months	out,	two	of	the	sailors	were	taken	sick	
with	smallpox.	The	meat	had	been	pickled	with	saltpetre	and	not	with	salt,	in	
order,	probably,	to	avoid	scurvy.	It	tasted	so	bitter	after	24	hours	of	soaking,	that	
he	ate	a	good	deal	of	starch	and	flour	to	counteract	the	taste.	No	salt	was	eaten	at	
all.	
	
Saltpetre	is	a	nitrogenous	combination,	and	closely	allied	to	albumen.	The	same	



seaman	had	never	known	or	heard	of	scurvy	and	smallpox	on	the	same	vessel.	
	
His	sister,	Dr.	Both	informs	us,	had	the	malignant	smallpox	twice,	although	she	
had	been	vaccinated.	
	
The	result	of	the	superfluity	of	albumen	in	the	blood,	produces	a	nervous	
irritation,	which	may	become	sufficient	to	induce	the	blood	to	part	with	the	
superfluous	element.	It	is	thrown	to	the	skin,	and	so	constitutes	the	‘condition	
commonly	called	smallpox.	
	
“A	person	who	does	not	exhibit	this	superabundance	of	albuminous	matter	in	his	
blood,	is	not	liable	to	smallpox	under	any	circumstances	of	exposure,	or	contact	
with	patients	suffering	from	this	disorder.”	
	
Dr.	Both	considers	that	the	prevention	afforded	by	vaccination,	is	due	to	the	
lessened	or	diminished	amount	of	albumen	in	the	blood,	occasioned	by	the	ulcer	
produced.	
	
There	is	nothing	specific	in	the	virus,	whatever	its	source;	and	indeed,	the	
vaccine	virus	generally	employed	is	nothing	but	pus;	the	introduction	of	which	
into	the	blood	is	a	criminal	offense	under	any	circumstances.	Inoculation	with	
pus	or	morbid	organic	matter	is	dangerous,	producing	malignant	ulcers.	Hence,	
swelling	of	the	axillary	glands,	ulceration	and	other	serious	consequences	
sometimes	have	followed	
vaccination.	
	
The	employment	of	artificial	ulcers	to	rectify	the	blood	is	an	old	expedient,	and	
was	employed	by	the	Chinese	long	before	our	history	began.	It	was	done	to	
remove	“humors,”	as	our	grandmothers	expressed	it,	from	the	blood.	What	the	
humors	were,	nobody	could	tell;	but	now	we	know	them	to	be	histolytic	and	
other	albuminous	substances	not	properly	eliminated.	An	ulcer	consumes	a	great	
deal	of	albumen	owing	to	the	cell	formation	constantly	going	on.	If	it	is	kept	
open	long	enough	it	would	remove	the	superfluous	albumen,	and	thus	procure	
immunity	from	smallpox.	
	
“The	preventive	power	of	vaccination	lies	in	this	waste	of	albumen,	and	in	
nothing	else.”	
	
Any	ulcer	would	have	the	same	effect.	In	this	waste	of	albumen,	we	have	the	



explanation	of	the	fact	that	patients	suffering	from	chronic	ulceration,	do	not	
contract	certain	blood	disorders.	A	consumptive	person	is	never	attacked	by	
typhus	or	smallpox.	But	an	ulcer	will	not	invariably	rectify	the	blood,	except	
prompt	nutrition	and	excretion	are	going	on	at	the	same	time.	Dr.	Both	further	
insists	that	nothing	whatever,	of	a	specific	character,	can	be	found	in	smallpox	or	
vaccine	matter,	or	in	excreta	in	cholera	or	other	disease.	
	
His	conclusions	are,	therefore:	
	
1.	That	smallpox	consists	in	the	escape	superfluous	albuminous	substances,	into	
the	tissues	of	the	periphery	of	the	nervous	centres	of	the	body,	caused,	in	the	first	
place,	by	the	want	of	salt.	
	
2.	A	proper	use	of	salt	is	the	most	certain	preventive	of	smallpox.	
	
3.	The	use	of	organic	acids	is	the	best	means	of	freeing	the	blood	from	abnormal	
substances.	
	
4.	Alcohol	eliminates	the	blood	salts.	
	
5.	Sugar	may	take	the	place	of	salt	to	the	detriment	of	the	blood.	
	
6.	In	mental	labor,	more	salt	is	brought	into	requisition	than	in	muscular	or	
physical	labor;	and,	therefore,	more	must	be	used	or	taken	into	the	body	in*	that	
case.	
	
7.	A	person	who	has	properly	balanced	blood	cannot	contract	smallpox	under	
any	circumstance	of	exposure.	
	
If	these	positions	are	correct,	“the	proper	use	of	salt	in	the	human	economy	will	
eradicate	smallpox	at	once	and	forever.”	
	
*It	has	been	observed	not	only	that	pox	was	observable	in	the	intestines	of	
cholera	victims,	but	that	epidemics	of	smallpox	ensued	after	those	of	cholera.	
	

REMEDIES	FOR	SMALLPOX
	



A	confirmatory	testimony	in	favor	of	organic	acids,	as	a	means	of	purifying	and	
correcting	the	blood,	is	offered	by	Edward	Hine,	in	a	letter	to	the	Liverpool	
Mercury.
	
“I	am	willing	to	risk	my	reputation,”	says	he,	“if	the	worst	case	of	smallpox	
cannot	be	cured	in	three	days	simply	by	the	use	of	cream	of	tartar.	One	ounce	of	
cream	of	tartar	dissolved	in	a	pint	of	water,	drank	at	intervals	when	cold,	is	a	
certain,	never	failing	remedy.	It	has	cured	thousands;	never	leaves	a	mark;	never	
causes	blindness;	and	avoids	tedious	lingering.”	
	
A	formula,	accredited	to	the	University	of	Paris,	is	said	to	be	specific	for	
smallpox,	scarlatina,	and	other	zymotic	and	exanthematous	diseases.,	R.	Zinci	
sulphat.,	digitalis	
foliarum	pulv.,	aa,	gr.	j.	
	
Add	a	half	teaspoonful	of	sugar,	and	mix	with	two	table	spoonfuls	of	water.	
Afterward	add	four	ounces	of	water.	Give	the	patient	a	tablespoonful	every	hour,	
or	a	proportionate	dose	to	a	child,	according	to	age.	Either	disease,	it	is	asserted,	
will	disappear	in	twelve	hours.	
	
At	a	meeting	of	the	Medical	Association	of	Alabama,	in	1872,	Dr.	G.	D.	Norris,	
of	Huntsville,	reported	that	during	the	prevalence	of	smallpox	in	that	town,	
certain	families,	at	the	instance	of	“some	unknown	person,”	(an	irregular	
practitioner,	doubtless),	had	resorted	to	the	free	use	of	a	decoction	of	the	root	of	
the	black	cohosh	(Cimicifuga	race	mosa).	They	escaped	the	contagion;	and	it	
was	found	impossible	to	affect	them	by	vaccination	till	they	had	discontinued	the	
use	of	the	remedy.	
	
Baptisia	and	hydrastis	are	mentioned	by	Dr.	J.	J.	Garth	Wilkinson	as	possessing	
analogous	virtues.	Some	would	employ	the	tincture	of	gelsemium,	and	very	
probably	with	benefit,	to	alleviate	the	congestion	and	other	symptoms.	
	
Having	now	suggested	various	methods	to	arrest	and	treat	this	malady,	I	will	
now	resume	the	original	topic,	and	call	attention	to	the	character	of	vaccination	
and	the	mischiefs	which	it	is	accused	of	producing.	
	

WHAT	IS	“VACCINE	VIRUS”?	



	
Jenner,	it	is	well	known,	confessed	that	the	“lymph”	evolved	in	cowpox	was	
totally	inoperative	as	a	protection	against	variola.	His	modern	disciples	have	
departed	from	
his	teachings,	and	often	make	a	specialty	of	procuring	and	using	virus	fresh	from	
the	calf.	It	is	but	just	to	remind	them	and	the	public,	whom	they	are	duping,	that	
they	are	
be	praising	the	very	article	that	Jenner	asserted	to	be	useless.	
	
No	cow	or	bullock	ever	had	the	disease,	which	he	relied	upon	in	the	generation	
of	his	great	prophylactic,	except	by	having	been	contaminated	from	an	alien	
source.	The	“vaccine	disease”	which	he	described	was	peculiar	to	certain	dairies;	
and	in	those	dairies	Jenner	ascertained	that	men	were	employed	in	milking.	
Following	np	this	clew,	he	further	made	out	that	those	men	had	also	the	charge	
of	the	farm	horses.	Next,	he	learned	that	the	teats	of	the	cows	generally	began	to	
exhibit	the	specific	eruption	at	that	time	of	the	year	when	a	complaint	called	“the	
grease”	chiefly	prevailed	among	the	horses.	Hence,	he	concluded	that	the	
malady	was	conveyed	to	the	cows	by	the	hands	of	the	men,	who	had	been	
dressing	the	heels	of	horses	affected	with	“the	grease.”	
	
This	disease	consists	of	an	enlargement	or	swelling	of	the	heels	of	the	animal,	
from	which	exudes	a	quantity	of	filthy	purulent	matter,	of	a	disgusting	
appearance,	and	having	a	most	offensive	smell.	Jenner	describes	it	as	
“possessing	properties	of	a	peculiar	kind,	and	seemingly	capable	of	generating	a	
disease	in	the	human	body,	which	bears	so	strong	a	resemblance	to	smallpox,	
that	1	think	it	highly;	probable	that	it	may	he	the	source	of	that	disease.”
	
Jenner	frequently	employed	the	virus	just	as	it	had	been	obtained	from	the	
horse’s	heels,	and,	indeed,	was	of	opinion	that	there	could	he	no	protection	
against	smallpox	in	any	system	of	vaccination,	where	the	ichor	had	not	this	
origin.	The	manifestation	in	the	heels	is	not	a	local	but	a	constitutional	disease.	
	
Dr.	Collins	has	given	us	the	pathological	anatomy:
	
“I	have	seen	the	fatty	excrescence	cut	off	and	burned	with	nitric	acid,	and	other	
local	treatment	had	recourse	to;	but	the	grapy	looking	mass	gradually	increased,	
the	whole	limb	of	the	animal	being	implicated,	and	the	foetor	from	the	breath	
very	offensive,	especially	in	the	latter	stage	of	the	disease,	when	the	animals	
were	obliged	to	be	slaughtered.	The	post	mortem	appearances,	by	the	way,	must	



not	be	lost	sight	of,	and	are,	in	a	pathological	sense,	very	instructive.	
	
1st.	There	was	a	general	anaemic	look	of	the	body,	wasting	of	the	tissues,	and	an	
unusual	thickening	or	fullness	of	the	lymphatic	glands.	
	
2d.	Lips,	tongue	and	gums	covered	with	peculiar	cankerous	looking	ulcers,	and	
25	much	swollen;	the	whole	mucous	membrane	much	softened	and	covered	with	
dark	livid	spots;	ulceration	of	the	larynx	and	trachea;	the	lungs	highly	congested,	
and	large	cavities	ramifying	through	the	substance	of	the	organ,	tilled	with	
purulent	matter,	corresponding	in	every	particular,	both	in	foetor	and	character,	
to	that	exuding	from	the	greasy	heels,	and	which	is	seen	in	the	last	stage	of	
consumption	in	the	human	subject.”	
	
The	terrible	fact	is	thus	disclosed:	
	
VACCINE	VIRUS	ORIGINALLY,	IS	THE	ROTTEN	PUS	FORMED	IN	THE	
BODY	OF	A	HORSE	DISEASED	WITH	PULMONARY	CONSUMPTION.	
	
“Thus	bad	begins,	and	worse	remains	behind.”	
	
	



CHAPTER	2

THE	VACCINATION	MANIA

On	the	14th	of	May,	1796,	Jenner	began	his	experiments	in	vaccination,	
substituting	cowpox	lymph	for	smallpox	lymph.	Two	years	afterward	he	
promulgated	his	discovery.	Since	that	time	vaccination	has	been	the	only	
preventive	employed.	It	is	known	not	to	be	unfailing,	as	smallpox	has	repeatedly	
appeared	with	great	severity;	but	it	is	declared	to	be	a	means	by	which	the	
person	is	rendered	less	liable	to	the	distemper.	Very	able	medical	men	have	at	all	
times	opposed	the	practice;	but	as	they	proposed	no	other	preventive,	and	did	not	
explain	the	character	of	either	variola	or	vaccinia,	their	opposition	failed	to	
receive	attention.	It	has	been	suggested	that	their	condemnation	was	too	
sweeping;	as	vaccination	did	exert	a	little	prophylactic	influence,	but	by	no	
means	to	that	degree	which	its	advocates	asserted.	
	
Meanwhile,	in	the	principal	countries	of	Europe,	and	to	some	extent	in	American	
cities,	vaccination	is	not	only	generally	accepted,	but	it	is	made	compulsory	by	
penal	law.	This	is	bad	statesmanship	and	worse	morality;	but	nevertheless	men	
who	profess	to	be	scientific,	recommend	it;	legislators	pretending	a	regard	for	
the	public	welfare	and	to	be	
the	defenders	of	popular	freedom,	frame	it	into	law;	and	others	who	are	often	
denominated	“liberal,”	approve	of	the	enforcement.	This	practice	is	Vaccination.	
	
Children	going	to	school	are	vaccinated	perforce;	and	now,	as	if	there	must	be	no	
protection	for	the	dissenting	and	skeptical,	their	attendance,	and	in	sequence,	
their	vaccination	are	made	compulsory.
	
Such	is	the	outcome	of	our	science;	and	legislation,	which	is	but	the	aggregating	
of	brute	force,	has	put	on	the	coping.	Vaccination	is	the	“legal	tender”	currency	
of	our	modern	practice;	not	its	gold.	
	
Venesection	was	an	old	time	mania	of	doctors,	and	every	patient	almost	was	bled	
on	sight.	A	man	who	would	not	bleed	or	dose	with	mercury,	no	matter	how	
scholarly	and	accomplished,	was	certain	to	be	refused	if	he	asked	for	a	
physician’s	diploma;	and	yet	was	made	liable	to	fine	and	imprisonment	if	he	
treated	a	sick	man	without	one.	We	have	the	statement	of	the	late	William	



Cobbett,	undenied,	that	George	Washington	was	bled	beyond	power	of	
recuperation,	and	blistered	till	the	poor	old	man	besought	his	medical	attendant	
to	cease	the	barbarous	torturing,	and	let	him	die	in	peace.	In	1830,	a	physician	
who	would	not	bleed	and	deplete	was	accounted	eccentric,	irregular,	and	
empirical;	now	only	the	Bourbons	do	it.	When	they	die	these	methods	of	treating	
the	sick	will	be	enumerated	by	some	future	Wendell	Phillips,	among	the	“Lost	
Arts.”	
	
So	completely	has	vaccination	become	a	hobby	of	this	period,	that	ribaldry	and	
abuse	are	the	chief	arguments	employed	to	sustain	it	against	criticism	or	
question.	The	advocates	show	that	it	is	at	best	only	an	expedient,	and	has	no	
known	foundation	in	truth	or	philosophy.	It	has	no	real	merit	or	principle.	It	is	
defenseless	against	attack	from	scientific	enquiry.	I	now	add	the	prediction	that	
the	principal	attempt,	if	any	is	made,	to	answer	this	will	be	an	evasion	of	the	
argument	and	an	application	of	the	lawyer’s	advice:	
	
“There	is	no	case;	abuse	the	plaintiff’s	attorney.”	
	

VACCINATION	IS	NOT	PROPHYLACTIC	AGAINST	
SMALLPOX
	
There	is	nothing	in	the	nature	or	elements	of	vaccine	pustule	or	of	the	ferment	of	
the	body	of	the	patient	which	vaccination	creates,	to	counteract	smallpox	
tendencies,	or	to	
eradicate	them.	It	is	simply	the	outcome	of	a	filthy	disease.	The	idea	of	
employing	such	an	agency	to	purify	the	constitution	from	any	poison	is	
repugnant	to	the	plainest	principles	of	common	sense.	The	act	of	vaccination	is	
simply	the	contaminating	of	a	patient’s	body	with	a	blood	poison.	Its	most	fitting	
eulogy	is	that	found	in	the	New	Testament:	
	
Satan	casting	out	Satan.	The	conclusion	is	inevitable	in	each	case,	it	will	not	he	
done.	
	
It	has	never	been	my	fortune	yet	to	meet	a	person	whom	I	had	any	good	reason	
to	believe,	had	obtained	exemption	from	smallpox	in	this	manner.	I	have	
encountered	numbers	who	had	the	disorder;	but	whenever	I	made	enquiry,	I	
always	learned	that	they	had	been	vaccinated.	It	is	customary	with	physicians	to	



denominate	such	cases	varioloid,	and	to	declare	that	they	were	milder,	because	
the	patient’s	constitution	had	been	influenced	by	the	vaccine	disease.	But	the	
infection	of	the	complaint	is	as	sure	to	disseminate	smallpox,	as	in	the	case	of	
unvaccinated	patients;	and	as	for	the	severity,	
I	have	never	been	able	to	And	good	cause	for	giving	credence	to	the	
representation.	Varioloid	is	also	a	fallacy,	not	worth	spending	a	sensible	man’s	
time	to	talk	about.	Dr.	Jenner’s	proposition	that	a	person	once	inoculated	with	
the	cowpox	virus	can	never	afterward	take	the	smallpox	has	been	abundantly	
shown	by	experience,	to	be	untrue.	
	
The	evidence	of	the	most	learned	of	our	medical	authors	is	in	point.	“I	do	not	
believe,”	says	Sir	James	Y.	Simpson,	“that	either	vaccination	or	drugs	can	give	
absolute	security	
to	any	population	against	the	inroads	of	smallpox.	When	every	care	has	been	
taken,	the	vaccinated	person	has	been	known	to	be	attacked	by	smallpox.	In	an	
epidemic	of	the	disease	such	cases	are	extremely	common.	
	
Professor	Ennemoser	writes	about	vaccination	as	follows:	
	
“A	more	infernal	mystification	the	world	has	never	experienced	since	its	
existence;	the	belief	in	witches	can	only	be	compared	with	it.	It	is	certainly	not	
to	be	comprehended	how	a	poison	in	the	organism,	can	be	extinguished	by	a	
similar	poison.”	
	
Professor	Bock	of	Leipzic,	says:	
	
“I	have	in	a	forty	years’	practice	seen	far	more	evil	than	good	from	vaccination,	
and	
therefore	vaccinated	my	own	children	only	in	their	third	and	fourth	year,	when	
they	were	hearty	and	strong.	But	I	would	never	have	vaccinated	them	but	for	an	
indirect	compulsory	vaccination.”
	
Professor	Kranichfield,	of	Berlin,	gives	his	conclusions	most	emphatically	of	all:	
	
“I,	too,	have	vaccinated	my	fourteen	children	at	a	time	when	I	did	not	know	how	
how	injurious	it	was.	Today	I	would	resist	the	authorities	AND	THE	POLICE	
LAW.”	
	
Marc	D’Espine	shows	in	the	Echo	Medical	for	July,	1859,	that	of	vaccinated	



people,	65%,	and	of	the	non-vaccinated,	only	23%	were	attacked	by	the	most	
malignant	form	of	smallpox.	When,	from	want	of	physical	strength,	the	eruption	
did	not	break	out,	there	died	of	one	hundred	vaccinated,	56;	while,	according	to	
Perrin,	of	such	as	had	not	been	vaccinated,	only	8%	died	at	the	Hotel	Dieu.	
	
During	the	year	1863,	1864,	1865,	smallpox	prevailed	to	an	enormous	extent,	
not	only	in	England,	but	also	in	Germany,	Hungary,	France	and	Sweden,	
notwithstanding	the	
general	compulsory	vaccination.	In	upper	Bavaria,	where	the	compulsory	law	is	
strictly	executed,	there	were,	at	the	time,	1	346	attacked	by	malignant	smallpox,	
1	256	of	those	
vaccinated	and	90	not	vaccinated;	so	that	vaccination	has	not	even	made	the	
disease	milder.	
	
A	boast	has	sometimes	been	made	that	smallpox	had	once	been	eradicated	in	
Sweden;	only	fourteen	dying	from	it	in	a	certain	year.	A	closer	enquiry	showed	
however,	that	only	a	few	thousand	of	the	population	had	been	vaccinated	at	that	
very	time.	
	

TESTIMONY	OF	VACCINATORS
	
The	evidence	of	the	most	observing	among	the	vaccinating	officers	employed	in	
England,	is	equally	in	point,	and	seems	to	be	conclusive.	Doctor	Gregory,	
director	of	the	Smallpox	Hospital	in	London,	published	the	following	declaration	
in	the	Medical	Times,	June	1,	1852:
	
“Smallpox	does	invade	the	vaccinated,	and	the	extirpation	of	that	dire	disorder	is	
as	distant	as	when	it	was	first	heedlessly,	and	in	my	humble	judgment,	most	
presumptuously	anticipated	by	Jenner.”	
	
He	also	declares	further:	
	
“The	idea	of	extinguishing	the	smallpox	by	vaccination,	is	as	absurd	as	it	is	
chimerical;	it	is	as	irrational	as	presumptuous.”	
	
He	refused	to	permit	his	children	to	he	vaccinated.	
	



Dr.	Stowell	for	twenty	years	Vaccine	Physician	in	England,	says:
	
“The	nearly	general	declaration	of	my	patients	enables	me	to	proclaim	that	
vaccination	is	not	only	an	illusion,	but	a	curse	to	humanity.”	
	
Dr.	Epps,	director	for	25	years	of	the	Jenner	Institute,	says:	
	
“The	vaccine	virus	is	a	poison.	As	such,	it	penetrates	all	organic	systems,	and	
infects	them	in	such	a	way	as	to	act	repressively	on	the	pox.	It	is	neither	antidote	
nor	corrigent;	nor	does	it	neutralize	the	smallpox,	but	only	paralyses	the	
expansive	power	of	a	good	constitution,	so	that	the	disease	falls	back	upon	the	
mucous	membranes.	Nobody	
has	the	right	to	transplant	such	a	mischievous	poison	into	the	life	of	a	child.”	
	
Doctor	Letheby,	in	1860,	made	special	observation	on	93	cases	of	smallpox.	Out	
of	34	that	died,	21	had	been	vaccinated.	Those	results	were	published	in	the	
London	Medical	Times.	
	
Dr.	Collins,	for	20	years	Vaccine	Physician	in	London	and	Edinburgh,	writes:	
	
“There	really	exists	no	change	in	the	virulent	character	of	the	smallpox,	
notwithstanding	the	vaccination	laws;	and	of	those	attacked	by	the	disease,	at	
least	2/3	were	satisfactorily	vaccinated.	I	have	not	the	least	confidence	in	
vaccination.	It	nauseates	me,	for	it	often	transfers	filthy	and	dangerous	diseases	
from	one	to	another,	without	offering	any	protection	whatever.”	
	
Dr.	Pearce,	for	35	years	Vaccine	Physician	in	Edinburgh	and	London,	asks:	
	
“How	can	the	historian	fall	into	the	error	of	ascribing	the	changed	mortality	from	
smallpox	to	vaccination?	In	the	first	30	years	of	the	last	century	there	died	of	
1,000	smallpox	patients,	74;	in	the	last	thirty	years	of	the	same	century,	after	
inoculation,	there	died	of	1,000,	95.”	
	
Dr.	Greenhow,	of	North	Shields,	England,	in	the	Medical	Gazette	of	January	22,	
1838,	asserted:	
	
“It	is	a	well-known	fact	that	the	smallpox	after	vaccination	has	become	of	
frequent	occurrence.”
	



Dr.	George	Sexton,	a	British	Eclectic,	relates	the	following	personal	anecdote:	
	
“A	few	weeks	ago	(1870),	I	went	up	to	London	from	this	town	(Sheffield),	and	
hearing	that	an	old	friend	of	mine,	a	man	well	known	in	theatrical	circles,	had	
his	four	children	all	ill,	I	called	upon	him.	On	enquiring	how	they	were,	he	asked	
me	if	I	knew	what	was	the	matter	with	them.	I	replied	that	I	had	heard	that	they	
were	suffering	from	phrenitis.	
	
‘No,”	he	said,	“they	are	all	down	with	smallpox;	but	I	have	not	made	it	known	
for	fear	it	would	drive	away	my	customers.”	
	
On	seeing	the	children,	I	found	that	in	two	of	them	the	disease	had	assumed	a	
confluent	form,	and	presented	a	most	threatening	aspect;	in	the	other	two	it	was	
much	more	mild.	
	
“Have	they	been	vaccinated?”	I	enquired.	
	
“Two	of	them,”	he	replied,	“the	other	two,	I	am	sorry	to	say,	I	neglected	to	have	
done.”
	
“And	which	two,”	I	asked,	“have	been	vaccinated?”
	
	“The	two	oldest,”	he	answered.
	
“Well,”	I	said,	“considering	that	those	two	have	got	the	disease	in	the	very	worst	
form,	and	are	in	a	far	more	dangerous	condition	than	the	others,	I	do	not	know	
why	you	should	be	sorry	that	vaccination	has	not	been	extended	to	the	whole	
four.”
	
In	the	sequel,	one	of	the	vaccinated	children	died,	and	the	other	recovered,	but	
was	terribly	pock	marked.	The	two	that	had	not	been	vaccinated	were	speedily	
restored	to	health,	with	no	trace	of	the	disease	to	be	observed	on	their	faces.	The	
doctor	relates	a	conversation	with	a	gentleman,	in	regard	to	the	duty	to	enforce	
vaccination	by	compulsory	law.	
	
“You	see,”	said	the	gentleman,	“if	inoculating	with	vaccine	lymph	will	prevent	
the	development	of	smallpox,	I	have	the	right	to	compel	you	to	have	your	
children	operated	upon;	because,	by	your	neglect,	mine	may	suffer.”	
	



“How!”	asked	Dr.	Sexton.
	
“Because,”	he	replied,	“your	house	may	become	a	hotbed	for	smallpox;	and	if	
you	live	next	door	to	me,	it	may	extend	to	mine,	and	my	family	may	take	it.”	
	
“O,	they	may,	may	they?”	exclaimed	Dr.	Sexton,	“your	children	are	all	
vaccinated,	and	therefore	cannot	take	it.”	
	
The	gentleman	laughed	as	he	acknowledged	the	force	of	the	question.	“Well,	you	
have	me	there;	I	had	not	thought	of	that.”	
	
Indeed,	this	is,	after	all,	the	general	belief.	I	remember	an	occurrence,	many	
years	ago,	of	having	been	called	to	visit	a	patient.	I	administered	Lobelia	and	
Asclepias,	as	was	my	practice	in	such	cases.	I	made	a	second	call	in	a	short	time,	
and	regarding	myself	as	a	novice,	I	requested	a	friend	to	go	with	me.	No	further	
obscurity	existed	as	to	symptoms;	the	case	was	smallpox.	The	terror	evinced	by	
my	companion	astonished	me.	He	turned	deadly	pale,	rushed	into	another	room,	
and	called	the	attendants	to	him.	
	
He	directed	them	to	notify	the	health	authorities,	and	then	made	his	way	
hurriedly	from	the	house	as	if	in	an	agony	of	dread;	yet	he	had	been	vaccinated	I	
think,	repeatedly.	Whether	vaccination	preserves	its	subjects	or	not,	it	certainly	
gives	them	no	courage	or	assurance.	
	
Even	the	Chinese	have	had	a	like	experience	of	the	inutility	of	the	practice,	and	
Dr.	Rennie,	in	his	book	entitled	Peking	and	the	Pekingese,	says:
	
“Since	1820,	vaccination	has	been	practiced	to	a	limited	extent	amongst	the	
population;	probably	about	1/5	may	be	vaccinated.	At	one	time	it	was	believed	
to	afford	protection;	smallpox	not	having	been	so	common	after	its	introduction.	
Of	recent	years,	however,	confidence	in	it	has	considerably	diminished,	owing	to	
the	frequency	with	which	those	are	attacked	who	have	been	vaccinated.”	
	

SMALLPOX	A	RECURRENT	DISEASE
	
A	swarm	of	theories	have	been	hatched	for	the	purpose	of	accounting	for	the	
universal	failure	of	vaccination	as	a	prophylactic	against	smallpox.	One	



published	a	brochure	to	show	that	it	was	because	patients	were	vaccinated	only	
in	one	arm.	A	second	hypothesis	is	that	the	virtue	of	the	pox-pustule	is	exhausted	
after	a	few	years.	The	supporters	of	this	notion	differ	widely	among	themselves.	
	
“Vaccination,”	says	one,	“ought	to	be	repeated	every	seven	years.”	Another	
protests	that	that	period	is	too	long;	patients	should	be	vaccinated	every	three	
years.	But	such	
unlucky	examples	as	this	are	common:	
	
“A	young	man	was	vaccinated	as	a	child,	by	Dr.	Sexton;	when	about	13	or	14	
years	of	age	he	became	a	gentleman’s	servant,	and	was	vaccinated	again;	and	
after	that	Joined	the	army,	and	for	the	third	time	underwent	this	delightful	
operation,	and	had	the	smallpox	after	all!”
	
Perhaps	one	great	reason	why	vaccination	does	not	protect	exists	in	the	fact	that	
smallpox	is	itself	liable	to	occur	again	in	the	same	individual.	It	is	hardly,	
possible	that	
there	can	be	a	prophylactic	sufficiently	potent	to	avert	the	liability	of	such	
recurrence.	
	
We	have	the	evidence	of	Sir	Thomas	Watson,	in	the	most	unequivocal	language:
	
“You	must	recollect	that	smallpox	itself	is	not	a	universal	and	absolute	assurance	
against	its	own	return.	During	an	epidemic	in	Scotland,	Doctor	John	Thomson	
saw,	from	June,	1818,	to	December,	1819,	556	cases.	Of	these	41	took	the	
smallpox	the	second	time,	and	Dr.	Thomson	knew	of	30	other	such	cases,	
making	71	in	all.”	
	
Dr.	William	Hitchman	of	Liverpool,	addressing	the	Annual	Conference	of	the	
British	Medical	Deform	Association,	held	at	Sheffield,	July,	1878,	made	this	
statement:	
	
“Smallpox	is	now	raging	amongst	the	vaccinated.	Variola	of	a	malignant	type,	
not	only	in	this	country,	but	in	Thun,	Interlaken,	and	Bernese	Oberland,	is	often	
recurrent.”
	
Dr.	George	B.	Wood,	of	Philadelphia,	who	is	hardly	willing	to	accept	any	but	the	
uppermost	place,	who	believes	in	vaccination,	mercury,	venesection,	and	the	
other	barbarisms	of	medicine,	acknowledges	that	sometimes	one	attack	of	



smallpox	“does	not	afford	complete	security.”	
	
He	says:
		
“It	cannot	be	denied	that	fatal	cases	of	secondary	smallpox	now	and	then	appear;	
and	instances	are	related	in	which	the	disease	has	occurred	a	third	time	in	the	
same	individual.	Certain	families	appear	to	have	an	extraordinary	susceptibility	
to	the	variolous	contagion;	so	that	individuals	belonging	to	them	are	much	more	
liable	to	returns	of	the	disease	than	others,	and	generally	also	have	it	more	
severely.”	
	
In	the	London	Medical	Gazette	of	November	6,	1830,	is	a	letter	from	Mr.	J.	S.	
Chapman,	Assistant	Surgeon	to	the	11th	Light	Dragoons,	and	dated	at	
Cawnpore,	India.	It	has	the	following:	
	
“Smallpox	has	been	playing	the	very	deuce	at	this	station.	There	appears	to	be	
no	positive	security	against	the	disease,	either	by	vaccination	or	smallpox	
inoculation;	
and	I	have	seen	several	cases	where	the	patients	have	caught	smallpox	twice,	and	
have	each	time	been	very	severely	marked,	and	in	two	instances	have	died	of	the	
second	attack	of	smallpox.	Certainly,	by	far	the	greater	number	of	our	smallpox	
cases	have	occurred	in	persons	vaccinated	in	India	twelve	or	fifteen	years	ago.”	
	
Sir	James	Y.	Simpson	mentions	a	case	in	which	the	patient,	a	woman,	died	from	
the	eighth	attack	of	real	smallpox.	In	the	Smallpox	Hospital	in	London,	there	
were	
three	cases	in	1867,	which	occurred	after	a	previous	attack	of	smallpox;	two,	
after	both	vaccination	and	smallpox,	and	four	came	after	inoculation.	
	
Hr.	Wood	asserts	that	“certain	families	appear	to	have	an	extraordinary	
susceptibility	to	the	variolous	contagion.”	This	I	also	believe.	In	epidemic	
visitations,	this	susceptibility	is	more	general,	and	it	appears	to	diminish	after	the	
25th	year	of	life,	and	“some	resist	the	disease	altogether,	though	not	previously	
protected	in	any	known	manner.”	



CHAPTER	3

THE	DEADLY	RESULTS	OF	VACCINATION

Attention	has	already	been	directed	to	the	fact	that	persons	in	actual	health,	and	
not	exhausted	by	fatigue	or	other	cause,	are	exempt	from	smallpox	and	kindred	
maladies.	
	
Certainly,	it	is	not	good	sense,	to	place	in	the	blood	of	such	individuals,	the	virus	
of	any	disease.	If	a	person	possesses	a	fair	integrity	of	constitution,	it	should	be	
preserved		and	protected.	The	endeavor	to	compel	him	to	contract	a	disease	is	an	
outrage.	He	can	never	hope,	after	such	contamination,	to	regain	his	former	purity	
of	body;	he	is	thence	
forth	tainted,	and	made	liable	to	a	host	of	ailments.	The	experience	of	
syphilisation	is	in	point.	Persons	who	never	contracted	syphilis	or	gonorrhoea,	
are	with	impunity	brought	into	frequent	contact	with	the	disease.	But,	when	once	
infected,	there	ensues	an	impairment	of	healthy	conditions,	a	peculiar	and	
heightened	susceptibility,	which	renders	subsequent	exposures	almost	certain	to	
communicate	disease.	
	
The	vaccinating	of	a	healthy	person	is	an	act	of	this	character.	It	is	the	infusing	
of	a	contaminating	element	into	his	system.	Once	implanted	there,	the	body	
seldom	or	never	regains	its	previous	integrity.	Dr.	Dickson,	the	chronothermalist,	
used	to	teach	that	diseases	were	not	recovered	from,	but	that	intervals	took	place	
between	the	attacks.	Something	of	this	sort	is	true	about	the	vaccine,	or	as	it	
should	more	accurately	be
designated,	the	equine	disease.	
	
It	first	destroys	the	stamina	and	purity	of	the	constitution,	so	that	the	person	is	
always	afterward	more	liable	than	ever	to	contract	disorder	of	an	analogous	
character;	and	after	that	we	may	look	for	one	and	another	attack,	which	nosology	
may	call	by	another	name,	but	which	really	is,	as	the	Indian	expressed	it,	“that	
same	old	drunk.”	
	
Consumption	follows	in	the	footsteps	of	vaccination,	as	certainly	and	as	
unequivocally,	as	an	effect	follows	a	cause.	Wherever	it	is	common	to	vaccinate,	
scrofula	and	tuberculosis	are	general.	We	have	no	right	to	expect	otherwise.	



	
The	sputum	of	phthisis	is	itself	as	poisonous	as	the	glander	poison	of	a	horse;	
and	will	cause	the	development	of	tubercle	in	every	person’s	body	almost,	who	
consents	to	be	inoculated.	The	“grease”	being	itself	consumptive,	sufficiently	
taints	or	degenerates	the	body	of	the	vaccinated	person,	so	as	to	make	that	
disease	more	general,	and	if	possible,	more	deadly.	Having	that	disease	for	its	
parent,	it	would	be	a	marvel,	indeed,	if	consumption	should	not	be,	as	it	is,	its	
abundant	offspring.	
	
In	Massachusetts,	where	great	pains	are	taken	to	disseminate	the	terrible	poison,	
consumption	appears	to	be	a	perpetual	epidemic,	A	few	years	ago	the	Governor	
of	Connecticut	made	the	mortality	in	that	state	from	that	destroyer	a	topic	of	his	
annual	message.	
	
The	report	of	the	Epidemiological	Society	of	London	shows	that,	while	in	
England,	in	the	twelve	years	extending	from	1853	to	1865,	deaths	from	smallpox	
diminished	from	82,825,	for	twelve	previous	years,	to	47,710,	there	were	upward	
of	100,000	more	dying	of	measles,	scarlatina,	whooping	cough,	and	croup,	or,	as	
we	have	the	name	new	fangled,	diphtheria.	
	
In	the	same	period,	the	increase	of	deaths	from	consumption	was	barely	short	of	
230,000.	
	
The	registrar	general’s	report	for	1869	contained	the	record	of	53,734	deaths	
from	phthisis	alone.	The	Medical	Times	and	Gazette	for	January	1,	1854,	
acknowledged	that	consumption	had	widely	spread	since	the	introduction	of	
vaccination;	and	during	the	proceeding	ten	years	had	slain	68,204	in	the	
metropolis	alone.	
	
Prof.	Bartlett,	of	New	York	University	Medical	College,	27	remarks:	
	
“In	208	children	who	had	been	vaccinated,	138	died	of	tubercular	consumption,	
170	of	other	maladies;	in	95	who	were	not	vaccinated,	30	only	died	of	tubercular	
consumption,	and	65	of	other	disease.”	
	
Many	pathologists	believe	that	scrofulosis	is	the	precursor	of	phthisis.	I	doubt	
this,	but	not	for	reasons	that	are	entirely	conclusive	to	my	judgment.	lam	of	
opinion,	nevertheless,	that	the	scrofulous	fluid	is	of	a	character,	as	well	as	
consistency	materially	different	from	that	of	the	tubercle.	It	has	been	suggested	



that	pork	eating	was	a	disseminator	of	the	complaint.	The	Jews,	it	is	asserted	by	
many,	enjoy	great	immunity	from	struma,	measles,	and	analogous	disorders.	
This	is	attributed	to	their	abstinence	from	pork.	One	of	that	Semitico	Phoenician	
race,	however,	has	informed	me	that	
although	the	Jews	may	have	been	formerly	exempt	from	scrofula,	it	has	became	
very	general	among	them	since	they	were	compelled	to	undergo	vaccination.	
	
Copland’s	Medical	Dictionary	would	confirm	this	statement.	“It	is	certain,”	says	
he,	“that	scrofulous	and	tubercular	diseases	have	increased	since	the	introduction	
of	cowpox,	and	that	the	vaccine	favors	particularly	the	prevalence	of	various	
forms	of	scrofula.”	
	
Niemeyer,	a	champion	of	the	practice,	nevertheless	acknowledges	that	“cowpox	
leaves	scrofulous	affections	behind.”	
	
Borham	declares	that	the	lymph	taken	from	unhealthy	persons	laid	the	
foundation	of	scrofulous	and	tubercular	disease.	De	Terze,	of	Paris,	asserts	that	
“typhus,	scrofula,	and	tuberculosis	are	transformed	internal	smallpox.”	Doctor	
Pearce,	of	England,	declared	that	where	vaccination	was	compulsory,	he	had	
observed	an	increase	of	mortality.	Baron	Michel	showed	that	in	the	case	of	
25,000	soldiers	at	Paris,	since	vaccination,	mortality	had	doubled.	Doctor	
Schlegel,	of	Saxony,	finds	“the	number	of	unfortunates	who	suffer	from	
affections	of	the	eyes,	ears,	speech,	and	mind	infinitely	greater	now	than	before	
vaccination.”	
	
Doctor	Dongan	Bird	is	emphatic:	
	
“The	blood	of	the	whole	British	population	is	saturated	with	scrofulous	and	
tubercular	diseases,	which	are	more	destructive	to	the	youth	and	flower	of	the	
European	races	than	ever	were	the	cholera,	plague,	or	most	bloody	wars	of	
Napoleon.”	
	
Not	only	is	this	true	of	the	British	people,	but	in	every	country	in	Europe	in	
which	vaccination	is	compelled	by	law,	almost	everybody	is	scrofulous.	The	
royal	family	of	England,	with	its	immense	army	of	German	cousins,	overflows	
with	ichor.	The	House	of	Hapsburgh	has	no	happier	record.	The	Bourbons,	very	
naturally,	all	have	the	malady.	The	Romanoffs	are	no	more	fortunate.	There	are	
39	families	in	Europe	that	are	pure	blooded	and	blue	blooded	enough	for	royal	
princes	to	marry	into,	and	all	but	two	or	three	are	scrofulous.	



	
Yet,	many	pathologists	would	trace	the	taint	to	another	origin.	Four	centuries	ago	
Europe	had	an	epidemic	of	syphilis.	It	traveled	from	south	to	north,	from	court	to	
court,	entering	the	French	king’s	bed,	and	leaving	its	marks	pretty	much	
everywhere.	In	the	track	of	this	pest,	scrofula	has	been	firmly	rooted	ever	since.	
Observation	would	seem	to	show	that	the	taint,	or	hereditary	liability,	follows	
lineages	like	a	very	Nemesis.	Even	when	it	has	been	“cured”	by	mercury,	and	
though	there	is	no	hydragyrosis	or	tertiary	manifestation,	a	disease	appears	to	be	
present,	to	contaminate	offspring	or	cause	abortion.	
	
The	inference	from	all	this	is	that	the	scrofula	of	Europe	had	its	source	in	
syphilis.	The	next	inquiry	will	be	whether	it	is	an	effect	or	a	form	of	that	disease.	
Broussais	appears	to	be	of	opinion	that	scrofula	is	a	kind	of	chronic	syphilis,	and	
that	it	can,	under	peculiar	conditions,	be	rendered	acute.	In	such	event	
vaccination	might,	in	certain	cases,	communicate	syphilis	from	a	scrofulous	
patient,	and	more	certainly	establish	scrofula	in	the	other	instance,	as	well	as	the	
more	active	ailment.	Whether	the	scrofulous	taint	is	transmitted	with	the	virus	
employed,	or	whether	it	is	the	sequel	of	atavic,	or	other	forms	of	syphilis,	are	
questions	of	some	moment.	
	
But	we	suppose	that	the	so-called	bovine	lymph	would	be	recommended	in	such	
a	contingency.	Our	own	belief	is	that	any	form	of	the	disease	works	a	
deterioration	of	stamina	and	degeneracy	of	constitution,	of	which	scrofulous	is	
the	offshoot.	The	comparative	filthiness	of	the	lymph	is	a	secondary	matter.	
	
But	it	is	hardly	necessary	to	speculate	in	this	manner.	There	is	evidence	enough	
of	syphilis	propagating	itself	both	by	the	natural	method	and	by	the	lancet	of	the	
vaccinators.	We	have	cited	cases	enough	to	sicken	anybody.	It	seems	as	if	a	man	
who	could	tolerate	vaccination	after	these	examples,	would	fiddle	if	the	world	
was	on	fire,	at	least	till	the	flames	came	around	his	own	seat.	
	

OTHER	DANGEROUS	DISEASES
	
St.	Grervais,	Hufeland,	Hertwig,	Most,	Grisolle,	Canstatt,	Beduar	and	others,	
count	up	some	thirty	dangerous	diseases	as	direct	consequences	of	vaccination.	
	
That	vaccine	virus	should	induce	pyaemia	and	erysipelas,	is	obvious	on	first	



sight.	On	the	body	of	the	cow	it	produces	inflammation	and	suppuration	of	the	
sexual	organs.	Dr.	
Nittinger,	of	Stuttgart,	asserts	that:
	
“The	membranes,	particularly	those	of	the	organs	of	the	senses	and	generation	in	
adults,	attest	the	sufferings	and	dangers	originating	in	the	inoculated	kinepox	
poison,	ophthalmia,	otorrhoea,	fluor	albus,	prurigo,	etc.”	
	
This	author	has	been	very	explicit	and	forcible	in	his	declarations	upon	the	
subject.	In	response	to	an	application	of	the	British	Parliament,	he	made	a	
statement	of	great	length,	setting	forth	the	evils	of	the	practice.	One	entirely	new	
disease,	the	softening	of	the	stomach,	he	declares,	“has	been	added	since	1811-
1818	to	one	immensely	large	catalogue	of	destructive	diseases.”	
	
He	enumerates	the	following,	namely:	
	
1.	An	immense	degree	of	sickly	sensitiveness	of	the	stomach	and	intestinal	
canal,	accompanied	by	open	and	hidden	disturbances	in	the	whole	digestive	
apparatus,	namely,	diarrhoea,	dyspepsia,	phthisis	dyspeptica,	liver	and	spleen	
suffering,	never	known	before.	
	
2.	An	entirely	new	disease	(since	1806)	which	domesticates	itself	every	year	
more	firmly,	the	typhus,	which	is	a	mucous	fever,	with	ulcerations	and	pox	
eruptions	in	the	abdominal	viscera.	
	
3.	The	daily	more	frequent	appearance	of	a	new	children	disease,	which	Millar	
observed	and	presented	(1755)	as	the	first	fruit	of	inoculation	in	England—the	
Asthma	Millari.	
	
4.	The	unfortunate	children	have	gained,	or	rather	regained,	in	an	immensely	
more	malignant	form	(since	1806),	the	long	before	forgotten	inflammation	of	the	
windpipe,	croup.As	formerly	in	England,	nature	revolted	(1788)	against	the	
inoculation	of	the	human	smallpox	matter,	and	tried	valiantly	to	remove	the	
poison	by	means	of	catarrhal	gangrenous	Angina	in	the	throat—as	children,	for	
nearly	forty	years,	suffered	the	tortures	of	horrible	strangulation	difficulties,	and	
many	thousands	of	them,	wretchedly	perished;	so	there	appears	now	here,	and	
everywhere	when	vaccination	is	introduced,	the	croup—somewhat	milder,	
because	the	kinepox	is	somewhat	milder—and	tortures,	frightens,	sickens	and	
kills	the	innocent	victims.	



	
5.	The	whooping	cough	has	gained	in	severity	and	extent	immensely.	
	
6.	The	human	family,	in	general,	has	acquired	a	monstrous	increase	in	
consumptive	and	hectic	diseases,	which	mostly	originate	in	the	digestive	
apparatus,	phthisis	dyspeptica,	or	dyspeptic	consumption.	
	
7.	An	entirely	new	disease,	softening	of	the	stomach,	has	been	added,	since	
1811-1818,	to	our	immensely	large	catalogue	of	destructive	diseases,	
	
8.	Our	young	women	have	gained,	since	1822,	a	generality	of	chlorosis	and	fluor	
albus,	of	which	we	did	not	dream	before.	
	
9.	The	whole	human	family	have	been	enriched	by	the	acquisition	of	the	
Bengalian	poison	snake—hydrophis—the	tropical	wild-pox	poison,	the	cholera,	
which	has	now	established	itself	among	us	thoroughly	and	habitually.
	
10.	Our	generation	has,	besides	this,	gained	a	far	greater	susceptibility	for	the	
smallpox	poison,	which	will	ravage	in	the	above	mentioned	diseased	forms	of	
the	mucous	membrane,	till	the	feeding	of	the	poison	by	vaccination,	ordered	
even	by	laws,	sanctioned	by	the	usage	and	held	up	by	the	Faculty,	is	forbidden	
by	severe	penalty.	
	
Others,	as	well	as	Dr.	Nittinger,	made	analogous	observations.	The	extraordinary	
sensitiveness	of	the	stomach,	now	so	common,	has	been	noted,	as	well	as	the	
disturbances	of	the	whole	digestive	apparatus,	as	diarrhoea,	dyspepsia,	dyspeptic	
consumption,	disorder	of	the	liver	and	spleen,	etc.	The	typhus,	a	mucous	fever	
accompanied	by	ulceration	and	a	peculiar	eruption	resembling	smallpox	in	the	
abdominal	viscera,	has	become	more	common.	
	
Pneumonia,	or	more	correctly,	pneumonical	fever,	is	now	of	remarkable	
frequency;	and	the	mortality	from	it	appears	to	increase,	year	by	year.	
	
Spasmodic	croup	is	more	frequent	among	children.	Whooping	Cough	is	more	
common;	and	diphtheria	has	become	a	scourge	of	Nemesis.	We	acknowledge	
that	we	do	not	believe	half	of	what	is	written	about	this	latter	complaint,	and	that	
its	name	is	often	whimsically	applied	in	the	daily	newspapers.	But	we	do	agree	
with	Dr.	Nittinger,	that	it	has	become	a	general	malady,	and	that	this	frequency	
and	extraordinary	malignancy	is	a	sequence	of	vaccination.	Dr.	Gregory	and	



other	vaccinators	believed	that	the	mucous	membranes	were	made	thereby	the	
seat	of	animal	poison.	It	is	well	known	that	smallpox	eruptions	are	found	in	the	
inner	coatings	of	the	body.	The	intestinal	membranes	of	persons	dying	from	
abdominal	typhus	are	covered	with	similar	eruptions.	An	intimate	relation	exists	
between	this	disorder	and	cholera.	Can	it	be	that	Asiatic	cholera	is	a	
consequence	of	vaccination?	
	
The	relapsing	fever,	which	seems	to	have	originated	in	the	poorer	and	more	
crowded	parts	of	London,	and	has	been	brought	hither	several	times	by	emigrant	
ships,	is	possibly	another	visitation	from	the	same	prolific	sources.	It	resembled	
the	famine	plague,	which	devastated	Ireland	in	1847,	and,	coming	over	in	1848,	
was	accepted	as	cholera.	Verily,	“diseases	have	changed.”	We	have	diphtheria	for	
our	children	and	consumption	for	our	adults,	in	extraordinary	proportions.	No	
disease,	not	even	smallpox	itself,	has	been	or	can	be	checked	by	vaccination;	but	
such	as	we	have	are	rendered	more	deadly.	Scrofula	is	obtaining	a	foothold	that	
will	require	generations	to	uproot.	
	

TESTIMONY	TAKEN	BY	PARLIAMENT
In	1855,	Doctor	Simon,	who	was	opposed	to	compulsory	vaccination,	was	
commissioned	by	Parliament	to	procure	the	opinion	of	the	highest	medical	
authorities	of	England.	He	addressed	539	physicians,	whom	he	had	supposed	to	
approve	of	vaccination,	and	received	235	answers	of	simply,	“Yes,”	or	“No”;	72	
that	only	allowed	the	genuine	Jenner	vesicle;	16	that	“approved	
unconditionally,”	and	216	that	objected,	as	follows:	
	
1.	It	directly	endangers	life.	
	
2.	It	nurses	and	develops	latent	diseases.	
	
3.	Children	frequently	do	not	thrive	so	well,	after	as	before	vaccination,	
especially	during	teething,	change	of	teeth	and	puberty.	
	
4.	It	introduces	new	diseases	into	the	body	of	the	patient.	
	
Dr.	Skelton	says:	
	
“I	have	belonged	many	years	to	the	great	army	of	vaccinators,	but	cannot	take	



any	longer	upon	myself	the	responsibility	connected	with	the	operation,	because	
vaccine	does	not	protect,	but	it	also	produces	other	diseases.”	
	
Dr.	Collins	testified	to	the	appearance	of	scrofula;	Dr.	Pearce	to	a	large	increase	
of	consumption;	Mr.	Whitehead	to	syphilitic	contamination;	G.	S.	Gibson	to	
large	increase	in	infant	mortality;	Mr.	Emery	to	ulcerous	sores;	Mr.	Covington	to	
consumption;	Mr.	Addison,	who	was	compelled	against	his	will	to	obey	the	law,	
to	a	rash	which	ended	in	death.	
	
The	Rev.	Hume-Rothery	testified:	
	
“I	had	a	healthy	child	which	suffered	from	a	very	large	series	of	very	large	boils,	
coming	on	three	months	after	vaccination—which	I	believe	to	be	the	cause.	
	
“Another	case,	a	healthy	child,	nine	months	old	when	vaccinated,	was	afterward	
afflicted	with	sore	eyes	for	many	years,	and	they	are	still	weak.	It	was	afterward	
found	that	sore	eyes	prevailed	in	the	family	from	which	she	was	vaccinated.	
	
“A	third	case,	a	fortnight	after	vaccination	(at	nine	months)	became	covered	with	
an	offensive	eruption	all	over	the	body;	is	now	three	years	old,	and	has	seldom	
since	been	free	from	sores	and	scabs.	Her	elder	brother,	not	vaccinated,	father	
and	mother,	and	families	are	remarkably	healthy.	
	
“A	fourth	case,	now	four	years	old,	healthy	before	vaccination,	has	never	since	
been	so.	Nine	months	after,	foul	sores	broke	out,	which	continued,	and	appear	
likely	to	continue.	There	is	a	hole	in	one	hand,	and	the	foot	is	probably	crippled	
for	life.	
	
“In	the	fifth	case,	vaccinated	when	a	babe,	the	family	on	all	sides	perfectly	
healthy,	cancer	appeared	on	the	chin	at	eighteen	months	old;	and	she	lost	the	left	
breast	from	cancer	at	thirteen.	It	was	discovered	on	enquiry	by	the	doctor,	that	
the	mother	of	the	child	from	whom	the	lymph	was	taken	had	a	cancer,	of	which	
she	subsequently	died.	
	
“A	sixth	case,	exceedingly	well	before	vaccination,	was	never	well	afterward.	Its	
flesh	rotted	on	the	slightest	scratch	of	a	pin,	and	now	and	then	broke	out	into	
scabs	and	
sores.	It	died	when	twenty	months	old.	
	



“Six	other	children	were	vaccinated	from	this	child,	not	one	of	whom	survived.	
	
“A	seventh	case,	a	healthy	babe	before	vaccination,	became	ever	afterward	an	
indescribable	sufferer,	and	died	at	nearly	eight,	his	body	being	literally	rotten.	
His	father,	mother	and	five	other	children	were	all	remarkably	healthy.	
	
“In	an	eighth	case,	a	healthy	boy	four	months	old,	was	vaccinated.	Three	months	
afterward	the	arm	began	to	break	34	out;	the	head	was	one	mass	of	sores,	which	
continued	for	twelve	months.	I	believe	it	was	syphilis.	There	had	never	been	any	
disease	in	the	parents’	families.	
	
“All	these	cases	were	in	Middleton.”		
	

BLOOD	POISONING
	
Other	venomous	and	contagious	diseases	are	oftentimes	transmitted	with	the	
contaminating	virus.	Pyaemia	is	to	be	expected.	Erysipelas	is	the	legitimate	
sequence.	Other	disorders	which	erysipelas	very	aptly	represents,	may	doubtless	
be	included	in	that	category.	Mary	Magdalene	may	have	had	seven	devils	cast	
out	of	her,	but	when	vaccination	occurs,	a	legion	of	devils	comes	in.	
	
Dr.	Siljestrom,	a	member	of	the	Parliament	at	Stockholm,	Sweden,	states	the	
question	as	follows:	
	
“I	have	always	felt	that	if	vaccination	does	not	stand	against	smallpox,	it	is	
nothing;	if	it	does	so	stand,	millions	to	one	but	what	it	imparts	other	and	more	
powerful	disorders	into	the	system.	My	own	coachman’s	child	took	erysipelas	
concurrently	with	vaccination;	and	both	the	child	and	its	mother	who	was	
nursing	it,	who	had	had	the	smallpox,	died	of	erysipelas.	I	knew	also	the	case	of	
an	eminent	literary	man,	crippled	
with	a	skin	affection,	a	kind	of	eczema	of	the	leg,	ever	since	being	revaccinated	
four	years	ago.	I	have	often—almost	daily—heard	parents	say:	
	
‘My	children	have	never	been	the	same	since	they	were	vaccinated.’	”	
	

SYPHILIS



It	may	be	regarded	as	certain	that	a	vaccinated	person	will	contract	syphilis	and	
its	associate	disorders	under	conditions	which,	if	he	had	not	been	thus	blood	
poisoned,	would	have	suffered	him	to	escape.	Indeed,	lam	of	opinion	that	it	
appears	oftener	under	such	circumstances	than	from	a	contagion	otherwise	
encountered.	The	following	is	the	testimony	of	witnesses	who	may	be	regarded	
as	experts.	
	
Ricord	testifies:	
	
“Formerly	I	denounced	the	idea	that	syphilis	could	be	transmitted	by	
vaccination;	today,	I	do	not	hesitate	to	proclaim	that	it	is	so	propagated.”	
	
Doctor	Bamberger,	of	Warzberg,	says:	
	
“I	am	convinced	that	contagious	disease—syphilis,	for	instance—is	
communicable	with	the	lymph	in	vaccination;	nay,	such	a	case	happened	a	short	
time	ago	in	a	town	a	few	miles	from	this	place.	After	due	enquiry	into	the	
circumstances	of	the	case,	the	practitioner	was	found	guilty	by	the	court	of	
justice,	and	condemned	to	prison	for	several	months.”	
	
Mr.	Startin,	of	England,	gives	it	as	his	opinion	that	the	true	Jennerian	vesicle,	in	
a	subject	suffering	under	constitutional	or	acquired	syphilis,	may	be	the	means	of	
transmitting	this	disease,	and	adds	that	“he	has	seen	it	many	times	transferred	
from	such	a	vesicle.”	
	
Cerioli	reports	a	case	as	follows:	
	
“In	1841,	a	child	born	of	syphilitic	parents,	but	having	no	symptoms	of	syphilis	
at	the	
time,	was	used	to	provide	lymph	to	vaccinate	64	persons,	who	were	all	
syphilized.	The	first	symptom	was	ulceration	about	the	seat	of	puncture,	
followed	later	by	copper	colored	spots	all	over	the	body,	ulcers	of	the	groin,	
genitals,	anus,	and	mouth.	Eight	children	and	two	women	died.”	
	
It	is	certain,	that	during	the	late	civil	war	in	the	United	States,	syphilis	was	
liberally	disseminated	by	the	surgeons,	who	ignorantly	or	recklessly	vaccinated	
their	patients	with	tainted	virus.	
	



LEPROSY
Doctor	Makewell,	having	been	summoned	before	the	committee	of	the	British	
House	of	Commons,	made	the	following	alarming	statement:	
	
“There	is	a	very	strong	opinion	among	medical	men	in	the	West	Indies,	that	
leprosy	has	been	communicated	by	vaccination.	They	often	apply	to	me	for	
lymph	from	England,	though	there	would	be	an	equal	chance	of	English	lymph	
being	contaminated	by	syphilis.	I	have	seen	several	cases	of	leprosy	in	which	
vaccination	seemed	to	be	the	only	explanation.	1	have	a	case	now,	a	child	from	
India,	a	leper—both	parents	being	English.	I	saw	another,	a	Creole	of	Trinidad,	
also	of	English	parents.	
	
“Sir	Ranald	Martin	agreed	with	me,	that	the	leprosy	arose	from	vaccination.	I	
have	seen	several	cases	of	leprosy	resulting	from	vaccination.	I	arrived	at	the	
conclusion	with	reluctance,	in	the	face	of	difficulties.”	
	

OTHER	DISORDERS	
Other	pests	are	transmitted,	many	of	them	disgusting	and	deadly.	Abscesses,	
external	ulceration,	scab,	prurigo,	and	a	hundred	annoying	kinds	of	eruption	and	
sore,	are	induced.	The	number	is	legion.	
	
Langenbeck,	Lebert	and	Follier,	assert	that	cancer	as	well	as	syphilis	can	be	thus	
transplanted;	Villemin,	Cornil,	Simon	and	others,	that	the	same	can	be	done	with	
tubercles.	
	
Doctor	Plagge	observes	that	the	causes	of	increasing	suicide	and	insanity,	are	not	
to	be	searched	in	social	conditions,	but	in	the	terrible	progress	of	the	corruption	
of	the	human	fluids.	I	have	already	recounted	the	variola	intestinalis	or	
abdominal	typhus,	scarlatina,	croup,	diphtheria,	female	diseases,	and	that	bane	of	
American	life,	dyspeptic	consumption.	I	do	not	suppose	any	of	these	to	be	
directly	communicated	by	vaccination.	The	constitution	is	only	tainted,	made	
susceptible,	its	integrity	impaired,	so	that	these	diseases	readily	appear.	
	

A	BUBBLE	INFLATED	AND	BRICKED
	
The	Epidemiological	Society	of	London	has	endeavored,	with	great	industry,	to	



prop	up	the	practice	by	statistics.	British	legislation	has	spread	it	about	by	fines	
and	imprisonment,	despite	the	dissenting	judgment	of	men	like	Sir	Robert	Peel,	
W.	E.	Gladstone,	and	Francis	W.	Newman.	But,	as	Herbert	Spencer	aptly	
remarks:	
	
“Medical	popery,	which	men	think	so	defensible,	is	parallel	to	the	religious	
popery	which	they	think	so	indefensible.”	
	
A	report	of	the	society	states	that	before	the	Compulsory	Vaccination	Law	of	
1853	in	England,	there	died	of	smallpox,	during	twelve	years,	82,825	persons;	
after	1853,	in	a	
like	period,	there	had	only	47,710	died	of	the	same	disease.	
	
A	further	examination	of	this	report,	however,	gives	us	some	other	statistics	that	
require	looking	to:	
	
1.	During	24	years,	130,585	persons	died	of	smallpox.	The	average	mortality,	
from	this	disease,	was	7%	before	the	vaccine	disease;	so	that	it	would	seem	that,	
despite	universal	compulsory	vaccination,	two	millions	of	persons	had	smallpox.	
	
2.	Where	smallpox	decreased,	there	was	an	increase	of	other	skin	diseases;	thus,	
from	1858	to	1865,	upward	of	100	000	more	persons	died	of	measles,	scarlatina,	
whooping	cough,	and	croup	(diphtheria)	than	ever	before.	
	
3.	Nearly	230,000	more	persons	died	of	consumption	than	ever	before.	
	
4.	Of	the	smallpox	patients,	about	84%	were	vaccinated.	
	
Sir	James	Y.	Simpson,	himself	a	supporter	of	vaccination,	furnishes	us	with	a	
more	complete	view	of	this	matter.	He	declares	“during	the	ten	years,	from	1856	
to	1866,	above	61	000	persons	died	of	smallpox	in	Great	Britain;	and,	if	we	
calculate	approximately	from	the	population,	above	12,000	more	in	Ireland,	
making	upward	of	53,000	in	the	United	Kingdom.	In	the	ten	years	from	1855	
onward,	there	died	in	the	United	Kingdom,	from	scarlatina,	above	280,000;	from	
measles,	above	130,000;	from	whooping	cough,	above	150,000.”	
	
Herr	Kolb,	an	eminent	German	statistician,	presents	the	most	specific,	candid	
and	reliable	explanation	of	the	statistics	which	had	been	submitted	by	the	
advocates	of	vaccination.	He	boldly	declared	it	impossible	that	the	



disappearance	of	epidemic	smallpox	about	the	time	of	the	introduction	of	that	
practice,	could	have	been	due	to	“the	newly-introduced	panacea.”	
	
Smallpox,	he	asserts,	was	already	on	the	decline	in	proportion	as	inoculation	
became	less	general.	In	1802	there	were	in	all	Germany	not	more	than	thirty	
thousand	vaccinated	persons	in	a	population	of	thirty	millions;	while	in	England,	
in	1807,	according	to	a	report	of	the	College	of	Physicians,	about	1.5%,	or	a	
little	more	than	164	000	were	“protected.”	Allowing	that	this	minority	were	
rejoicing	in	their	“absolute	and	lifelong	protection,”	how	came	it	to	pass	that	this	
same	immunity	was	granted	to	the	remaining	millions	of	unvaccinated	people?	
	
“It	is	clear,”	says	he,	“that	while	so	few	were	vaccinated,	the	cowpox	could	not	
have	formed	the	only	possible	safeguard	against	the	spread	of	infection.	Very	
striking	is	the	experience	of	Sweden.	In	1800,	the	smallpox	mortality	was	51	in	
10	000	of	population.	In	1801	the	number	of	vaccinated	persons	was	only	eight	
thousand,	yet	the	mortality	fell	to	24.	In	1802,	it	fell	to	seven.	But	instead	of	
drawing	the	very	natural	conclusion	that	smallpox	was	on	the	decline,	the	newly	
vaccinated	eight	thousand	were,	credited	with	spreading	their	salvation	over	the	
remaining	2,500,000	of	inhabitants!	And	these	are	Vaccination	Statistics!”
	
It	is	hardly	probable	that	with	the	sentiment	of	the	most	enlightened	men	of	
Europe	forming	and	concentrating	against	the	practice,	it	can	long	withstand	the	
pressure.	This	“crime	against	nature,”	as	Dr.	Bayard	styled	it,	predisposing	the	
human	family	to	boils	and	putridity,	“doubling	the	mortality	among	young	
people”	multiplying	disorders	of	the	eyes,	ears,	speech,	and	mind,	as	Professor	
Schlegel	asserts:	
	
“shortening	life,	will	doubtless,	ere	long,	succumb	before	the	Anti-Vaccination	
Leagues	that	are	forming	in	all	parts	of	that	continent.	Several	European	
sovereigns	have	already	forbidden	revaccination	in	their	armies,	because	of	the	
increase	in	the	mortality	among	vaccinated	soldiers.	As	the	world	moves,	blood	
poisoning	with	venesection	and	drug	
poisoning	will	disappear	from	its	place	in	medical	practice.”
	
In	this	country,	the	profession	will	only	follow.	There	is	not	the	moral	courage	
here	that	is	displayed	by	men	of	learning	in	the	Old	World.	There	is	a	tendency	
exhibited	toward	the	authorizing	of	Medical	Boards	in	the	States,	clothed	with	
arbitrary	powers.	It	was	probably	an	outgrowth	of	the	civil	war,	and	is	greatly	to	
be	deplored.	With	such	legislation,	men	will	learn	to	calculate	the	value	of	



institutions.	A	free	government	is	impossible	where	a	privileged	caste	is	
permitted	to	make	the	laws.	It	is	no	better	to	have	Health	Boards	or	Medical	
Corporations	establishing	regulations,	than	common	politicians.	
	
I	have	noticed	a	timidity	in	public	journals,	in	regard	to	this	matter	of	
vaccination.	I	do	not	know	of	a	single	daily	39	newspaper,	that	would	admit	a	
communication	opposing	the	practice.	Perhaps,	the	New	York	Herald	is	an	
exception.	
	
In	1874,	I	offered	a	paper	to	the	late	Samuel	R.	Wells,	of	the	Phrenological	
Journal.	He	was	a	man	of	deep	convictions,	and	had	been	very	outspoken	in	his	
advocacy	of		“Hygiene”	and	opposition	to	medication.	But	he	hesitated	to	
publish	so	extreme	an	article.	It	was	finally	reduced	to	a	series	of	questions,	
published,	and	never	answered.*		
	
*Since	writing	this	article,	the	Eclectic	Medical	Society	of	the	State	of	New	
York,	held	its	annual	meeting	at	Syracuse.	Vaccination	had	been	announced	as	a	
topic	of	discussion.	One	speaker	declined	to	consider	it,	asserting	that	it	was	a	
matter	long	since	settled	past	question.	Not	willing	to	let	it	go	by	default,	I	
obtained	the	floor,	and	debated	it.	Nobody	attempted	an	answer;	but	at	the	recess	
taken	a	little	while	after,	a	well-known	practitioner	came	to	me,	and	begged	me	
to	desist	from	expressing	my	opposition.	He	was	apparently	afraid	that	
something	or	somebody	would	be	hurt	by	such	a	discussion.	
	
It	is	in	Europe,	where	government	is	more	despotic	and	public	opinion	more	
courageous,	that	abuses	may	be	extinguished	and	denounced.	I	admire	men	like	
Kolb,	who	boldly	depicts	vaccination	as	“a	mystical	theory	deprived	of	all	
scientific	basis,”	and	derides	“the	dogma	of	lifelong	protection	justified	and	
proved	by	the	experience	of	two	important	and	eventful	years.”	
	
Mr.	Mitchell,	member	of	the	British	House	of	Commons,	was	none	too	severe	
when	he	said:	
	
“Vaccination	has	made	murder	legal.	Vaccination	does	not	protect	against	
smallpox,	but	is	followed	by	blindness	and	scrofula.	Jennerism	is	the	most	
colossal	humbug	which	the	human	race	has	been	burdened	with	by	fraud	and	
deceit.”	
	
Professor	Hamernick	put	on	the	copestone	in	his	over-true	declaration,	that	



“vaccination	is	a	disgrace	to	the	practice	of	medicine.”	
	
The	project	imputed	to	Doctor	Blackburn,	during	the	civil	war,	to	procure	
infected	clothing,	and	sell	it	among	the	people	of	the	Northern	States,	was	justly	
stigmatized	as	a	crime	against	civilization,	against	religion,	against	human	nature	
itself.	What	better	can	be	said	concerning	vaccination.
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The	Case	Against	Vaccination
	
At	Goddard’s	Assembly	Rooms,	Gloucester
On	Saturday,	January	25th,	1896
(During	the	Gloucester	Smallpox	Epidemic)
	
Foreword	to	tenth	Edition
	
THE	speech	here	reproduced	was	delivered	28	years	ago,	before	the	"Conscience	
Clause"	was	known.	The	speaker	had	been	nine	times	prosecuted	for	refusing	to	
submit	his	own	children	to	vaccination.
	
During	the	intervening	years	the	cause	of	Anti-vaccination	has	made	steady	
progress,	and	at	the	present	date	60%	of	the	parents	in	this	country	have	
followed	Dr.	Hadwen’s	example.	But	the	passage	of	time	has	no	effect	upon	the	
arguments	against	vaccination.	Objections	to	an	already	venerable	superstition	
remain	invulnerable	in	1924,	though	they	were	expressed	in	1896.	No	apology	is	
needed,	therefore,	for	the	reproduction	of	the	speech	as	it	was	uttered	so	long	
ago.
	
The	speaker	looks	back,	through	the	28	years,	upon	a	period	of	strenuous	and	
painful	struggle,	and	forward	to	the	ultimate	doom	of	vaccination,	now	
imminent.



The	latest	statistics	are	given	on	the	last	page	of	this	pamphlet.
	
March	1924.
	
A	large	and	enthusiastic	meeting	of	citizens	was	held	in	the	Northgate	Assembly	
Rooms,	Gloucester,	on	Saturday	evening,	January	25th.	The	hall	was	crowded,	
and	many	failed	to	gain	admittance.	Mr.	S.	BLAND,	J.P.	presided.
	
The	CHAIRMAN,	in	opening	the	proceedings,	said:	
	
Ladies	and	Gentlemen—The	issue	of	the	Doctors’	Manifesto	on	the	present	
outbreak	of	smallpox	in	Gloucester	has	opened	the	floodgates	of	discussion	and	
denunciation	upon	the	vaccination	question.	The	Anti-Vaccinators,	firm	in	their	
convictions,	remain	unmoved	by	the	stale	sophistries,	bogus	statistics,	and	stupid	
taunts	thrown	at	them.	(Cheers)	
	
The	spectacle	of	a	few	individuals	opposing	the	unanimous	dictum	of	the	local	
doctors	is	a	fair	butt	for	the	small	jokes	of	those	superior	persons	who,	to	save	
themselves	the	trouble	of	study	and	thought,	give	their	bodies	to	the	doctor	and	
their	souls	to	the	priest,	relying	on	the	necromancy	of	the	one,	and	on	the	other,	
for	their	physical	and	spiritual	salvation.	I	yield	to	no	one	in	proper	respect	for	
both	of	those	professions—(hear,	hear)—but	knowing	as	I	do,	and	as	you	do,	the	
discarded	fallacies	and	tremendous	blunders	which	have	received	their	
unanimous	support	in	the	past,	I	maintain	the	God	given	right	of	liberty	of	
conscience	and	the	use	of	my	reasoning	powers	to	accept	or	reject	any	of	their	
present	dogmas.	(Cheers)	
	
We	read	the	truism	in	an	older	Book	than	any	of	their	treatises,	"that	whatsoever	
a	man	soweth,	that	shall	he	also	reap."	That	eminent	physician,	Sir	Andrew	
Clarke,	said—"Nature	never	forgets	and	never	forgives."	And	until	it	is	an	
indisputably	proven	fact,	which	it	is	not	present,	and	I	do	not	think	ever	will	be,	
that	you	can	preserve	health	by	the	inoculation	of’	disease,	I	will	have	none	of	it.	
(Cheers)
	
Many	years	ago	my	attention	was	directed	to	the	subject	of	vaccination	by	an	
extraordinary	event.	The	Guardians	of	Keighley	Union	were	sent	in	a	body	to	
prison	for	refusing	to	enforce	the	Compulsory	Vaccination	Acts.	That	led	me	to	
study	the	whole	question,	with	the	result	that	I	became	an	anti-vaccinator	by	
conviction.	In	the	course	of	events	I	was	forced	to	the	front	in	a	public	



discussion	of	the	subject,	in	which	Dr.	Bond	was	our	chief	opponent.	Neither	of	
us	convinced	the	other,	but	the	result	showed	that	the	public	were	convinced,	for	
shortly	afterwards	our	Board	of	Guardians,	yielding	to	the	pleadings	of	our	good	
friend	Councillor	Karn	and	others,	stopped	prosecutions,	and	very	few	people	
have	voluntarily	adopted	vaccination	for	their	children	since.	At	that	time	only	a	
solitary	medical	man	here	and	there	was	found	on	our	side.	
	
But	since	then	we	have	been	joined,	amongst	others,	by	two	of	the	foremost	
scientists	In	our	country—Drs.	Creighton	and	Crookshank—in	denouncing	
vaccination	as	a	superstition	and	a	fraud.	(Cheers)	
	
The	disputes	as	to	obscure	scientific	theories	are	therefore	no	longer	in	the	hands	
of	non-scientific	laymen.	We	can	leave	it	to	the	doctors	to	fight	them	out.	They	
have	never	refuted	Crookshank	and	Creighton,	and	until	they	do	so	we	are	
abundantly	justified	in	our	attitude	of	opposition	and	unbelief.	Into	the	merits	or	
demerits	of	the	question	I	am	not	going	to	enter	particularly	tonight.
	
I	have	by	my	side	in	the	person	of	Dr.	Hadwen—(cheers)—a	duly	certified	
medical	practitioner,	who,	by	the	examinations	he	has	passed	and	the	diplomas	
he	has	obtained	in	the	medical	schools,	is	thoroughly	well	qualified	to	deal	with	
any	subject	pertaining	to	the	laws	of	health	and	the	treatment	of	disease.	You	
have	had	a	taste	of	his	advocacy	in	the	admirable	letters	which	he	has	
contributed	to	the	"Citizen,"	and	as	I	venture	to	think	you	are	more	anxious	to	
hear	him	than	me,	I	will	not	debar	you	from	that	pleasure	any	longer.	Mr.	Bland	
explained	in	conclusion	that	Dr.	Hadwen	was	not	a	paid	advocate	of	the	Anti-
Vaccination	Society,	which	was	really	poor	in	funds,	though	rich	in	the	
allegiance	of	its	supporters	and	in	the	intelligence	of	those	who	adopted	its	
principles,	but	he	came	at	the	sacrifice	of	his	time	and	his	practice.	in	furtherance	
of	the	cause	to	which	he	had	committed	himself	after	studying	it	exhaustively	in	
all	its	bearings.	(Cheers)
	
Dr.	Hadwen’s	Speech
	
Dr.	HADWEN,	whose	reception	was	most	cordial,	said:	Mr.	Chairman,	Ladies	
and	Gentlemen—It	certainly	does	one’s	heart	good	to	see	such	a	splendid	and	
enthusiastic	audience	here	tonight.	It	shows	that	one	thing	is	very	certain:	that	
whether	you	are	united	upon	the	question	under	discussion	or	not	you	are	deeply	
interested	in	the	subject.	(hear,	hear)	



	
Upon	coming	into	the	room	I	had	placed	in	my	hands	a	paper,	written,	I	see,	by	
Dr.	Bond,	in	which	he	gives	"Fifteen	reasons	why	we	should	believe	in	the	
efficacy	of	vaccination	as	a	preventive	of	smallpox."	I	do	not	know	whether	Dr.	
Bond	is	here	himself,	but	should	he	be	here,	I	will	invite	him	to	come	on	the	
platform	and	discuss	those	points	with	me	after	I	have	finished	what	I	have	to	
say.	I	have	cast	my	eyes	over	them;	I	shall	take	up	most	of	those	arguments	in	
the	course	of	my	address,	and	I	have	only	now	to	say	that	every	statement	made	
in	that	paper	has	been	smashed	and	pulverized	thousands	of’	times	before.	
(Cheers)
	
I	had	better,	at	the	outset,	state	to	you	distinctly	the	position	I	occupy	on	the	
subject.	I	stand	here	not	only	as	a	medical	man,	but	as	a	father	and	a	citizen.	As	a	
medical	man	I	look	upon	vaccination	as	an	insult	to	common	sense,	as	
superstitious	in	its	origin,	unscientific	in	theory	and	practice,	and	useless	and	
dangerous	in	its	character;	whilst	as	a	father	and	a	citizen	I	view	the	Compulsory	
Vaccination	Acts	as	demoralizing	in	their	tendencies,	degrading	in	their	
character,	cruel	and	unjust	in	their	enactments,	and	an	unwarrantable	interference	
with	parental	responsibility	and	liberty—(cheers)—such	as	ought	not	to	be	
tolerated	in	a	country	like	England,	which	has	boasted	of	her	civil	and	religious	
freedom	for	generations	past.	(Renewed	cheers)
	

NOT	PURELY	A	MEDICAL	QUESTION
	
One	is	constantly	told	that	this	is	purely	a	medical	question,	and	that	if	I	want	to	
air	it	I	should	discuss	it	before	a	medical	audience	or	by	letters	in	the	medical	
papers.	Those	who	say	that	know	what	is	the	treatment	medical	anti-vaccinists	
receive	in	the	journals	in	question.	But	it	is	not	a	purely	medical	question.	It	is	
one	of	observation,	of	history	and	of	statistics,	and	any	intelligent	layman	can	
understand	it	as	well	as	a	medical	man.	It	is	a	mere	superstitious	creed,	and	
needs	no	professional	knowledge	to	grasp	it.	And	what	is	more,	I	can	say	from	
what	I	have	learned	in	experience	that	intelligent,	thoughtful	and	studious	anti-
vaccinators	know	more	about	this	subject	than	the	majority	of	the	medical	men	
of	today.	(Cheers)	
	
And,	furthermore,	I	say	that	the	very	moment	you	take	a	medical	prescription	
and	you	incorporate	it	in	an	Act	of	Parliament,	and	you	enforce	it	against	the	



wills	and	consciences	of	intelligent	people	by	fines,	distraints	and	
imprisonments,	it	passes	beyond	the	confines	of	a	purely	medical	question	and	
becomes	essentially	a	social	and	political	one.	(Cheers)
	
The	medical	profession	of	today	is	divided	into	two	great	sections.	On	the	one	
hand	we	have	a	section,	who	form,	I	am	bound	to	say,	the	majority,	who	believe	
that	the	only	remedy	for	smallpox	is	vaccination	with	all	its	risks.	On	the	other	
hand	there	is	another	section,	the	minority	to	which	I	have	the	honour	to	belong,	
which	believes	that	the	remedy	for	smallpox	is	not	vaccination	but	sanitation—
(cheers)—which	is	accompanied	by	no	risk	at	all.	We	protest	against	the	
diseasing	of	children	by	Act	of	Parliament.	
	
We	say	that	smallpox	is	a	filth	disease,	and	that	if	we	get	rid	of	the	filth	we	shall	
get	rid	of	the	disease.	We	also	declare	that	when	a	person	is	ill	the	doctor	is	
justified	in	doing	all	he	possibly	can	for	his	patient;	but	when	a	person	is	well	he	
has	no	right	whatever	to	interfere	with	the	normal	functions	of	the	human	body	
as	he	does	when	he	introduces	disease,	especially	the	disease	of	an	inferior	
animal,	unless	he	can	give	a	distinct	and	absolute	guarantee,	not	only	that	the	
operation	will	effect	the	purpose	avowed,	but	also	that	it	will	produce	no	
injurious	results.	(Cheers)	
	
And	with	all	the	fifteen	reasons	Dr.	Bond	can	produce	I	will	defy	him	to	give	
such	a	guarantee.	It	is	a	serious	blot	upon	the	medical	profession	that	it	has	
encouraged	and	that	it	has	helped	to	enforce	a	measure	and	that	the	Gloucester	
doctors	even	today	are	urging	the	Guardians	to	prosecute	in	order	to	enforce	it,	
when	they	cannot	guarantee	that	it	will	effect	the	purpose	professed,	nor	yet	that	
it	will	produce	no	injurious	results.	The	public	vaccinators	are	told	in	their	
Orders	that	they	must	hold	themselves	responsible	for	the	quality	of	the	lymph	
they	use.	But	where	is	there	one	who	would	think	of	doing	so	when	he	can	but	
know	that	the	operation	is	accompanied	with	risk?	Therefore	what	right	have	
they	to	interfere	with	healthy	children?	(Cheers)	
	
Remember,	the	Order	is	most	distinct	to	public	vaccinators	that	it	is	only	healthy	
children	that	are	to	be	diseased.	("Shame.")
	

HISTORY	OF	THE	MOVEMENT
	



Thomas	Carlyle	has	told	us	"that	no	error	is	fully	confuted	until	you	have	seen	
not	only	that	it	is	an	error,	but	also	how	it	became	one."	It	will,	therefore,	be	as	
well	for	me	to	take	you	over	something	of	the	history	of	the	movement,	and	give	
an	idea	how	this	gigantic	superstition	and	this	monstrous	fraud	of	vaccination	
came	to	be	enforced,	and	came	to	be	adopted	by	the	profession	and	the	public.	
The	"discoverer"	so-called	was,	as	you	all	know,	a	man	by	the	name	of	Edward	
Jenner,	who	lived	at	Berkeley,	in	your	own	county.	
	
He	was	not,	however,	the	discoverer.	The	whole	thing	was	a	superstition	of	the	
Gloucestershire	dairymaids	years	before	Jenner	was	born—(laughter)—and	the	
very	experiment,	so-called,	that	he	performed	had	been	performed	by	an	old	
farmer	named	Benjamin	Jesty	twenty	years	previously.	Now	this	man	Jenner	had	
never	passed	a	medical	examination	in	his	life.	He	belonged	to	the	good	old	
times	when	George	III.	was	King—(laughter)—when	medical	examinations	
were	not	compulsory.	Jenner	looked	upon	the	whole	thing	as	a	superfluity,	and	
he	hung	up	"Surgeon,	apothecary,"	over	his	door	without	any	of	the	
qualifications	that	warranted	the	assumption.	It	was	not	until	twenty	years	after	
he	was	in	practice	that	he	thought	it	advisable	to	get	a	few	letters	after	his	name.	
	
Consequently	he	then	communicated	with	a	Scotch	University	and	obtained	the	
degree	of	Doctor	of	Medicine	for	the	sum	of	£15	and	nothing	more.	(Laughter)	
	
It	is	true	that	a	little	while	before,	he	had	obtained	a	Fellowship	of	the	Royal	
Society.	but	his	latest	biographer	and	apologist,	Dr.	Norman	Moore,	had	to	
confess	that	it	was	obtained	by	little	less	than	a	fraud.	It	was	obtained	by	writing	
a	most	extraordinary	paper	about	a	fabulous	cuckoo,	for	the	most	part	composed	
of	arrant	absurdities	and	imaginative	freaks	such	as	no	ornithologist	of	the	
present	day	would	pay	the	slightest	heed	to.	
	
A	few	years	after	this,	rather	dissatisfied	with	the	only	medical	qualification	he	
had	obtained,	Jenner	communicated	with	the	University	of	Oxford	and	asked	
them	to	grant	him	their	honorary	degree	of	M.D.,	and	after	a	good	many	fruitless	
attempts	he	got	it.	Then	he	sent	to	the	Royal	College	of	Physicians	in	London	to	
get	their	diploma,	and	even	presented	his	Oxford	degree	as	an	argument	in	his	
favour.	But	they	considered	he	had	had	quite	enough	on	the	cheap	already,	and	
told	him	distinctly	that	until	he	passed	the	usual	examinations	they	were	not	
going	to	give	him	any	more.	This	was	a	sufficient	check	in	Jenner’s	case,	and	he	
settled	down	quietly	without	any	diploma	of	physician.
	



The	period	in	which	he	lived	was	undoubtedly	a	very	filthy	period.	It	was	a	time	
when,	to	take	London	for	instance,	the	streets	were	nothing	but	a	mass	of	cobble	
stones,	the	roads	were	so	narrow	that	the	people	could	almost	shake	hands	across	
the	street,	and	as	for	fresh	air	they	scarcely	knew	anything	about	it,	for	
locomotion	such	as	we	have	today	was	unknown.	Sanitary	arrangements	were	
altogether	absent.	They	obtained	their	water	from	conduits	and	wells	in	the	
neighbourhood,	water	closets	there	were	none,	and	no	drainage	system	existed.	
	
It	was	in	London	especially	that	smallpox	abounded,	where	bodies	were	buried	
in	Old	St.	Paul’s	Churchyard	in	Covent	Garden	only	a	foot	below	the	soil,	and	
people	had	to	get	up	in	the	middle	of	the	night	and	burn	frankincense	to	keep	off	
the	stench;	and	where	those	who	could	afford	it	had	houses	on	each	side	of	the	
Fleet	river,	so	that	when	the	wind	blew	towards	the	east	they	lived	in	the	west,	
and	when	it	blew	towards	the	west	they	lived	in	the	east.	This	was	the	condition	
of	old	London,	and	you	cannot	be	surprised	if	smallpox	was	then	what	Dr.	Bond	
calls	a	scourge;	you	cannot	be	surprised	if	smallpox	has	declined	since,	even	
after	this	wonderful	discovery	of	vaccination—(laughter	and	cheers)—and	let	us	
not	forget	that	sanitary	improvements	began	in	London	as	early	as	1766,	and	
smallpox	began	to	decline	as	a	consequence	before	vaccination	was	invented.
	
I	won’t	go	now	into	the	personal	character	of	Jenner,	but	Dr.	Creighton	has	well	
described	him	when	he	tells	us	that	he	was	vain	and	petulant,	crafty	and	greedy,	
a	man	with	more	grandiloquence	and	bounce	than	solid	attainment,	unscrupulous	
to	a	degree,	a	man	who	in	all	his	writings	was	never	precise	when	he	could	
possibly	be	vague,	and	never	straightforward	when	he	could	be	secretive.	This	is	
the	character	that	Dr.	Creighton	gives	him;	and	as	for	the	statement,	which	we	
constantly	hear,	that	Jenner	received	such	wonderful	homage	in	the	later	years	of	
his	life,	we	well	know	that	his	closing	years	were	years	of	misery	as	the	failures	
of	his	fetish	began	to	crowd	upon	him.	It	was	on	January	23rd,	1823,	that	he	
wrote	his	last	letter	to	his	confidential	friend,	Gardner,	when	he	told	him	he	was	
never	surrounded	by	so	many	perplexities.	Two	days	later	Jenner	breathed	his	
last.
	

A	SUPERSTITIOUS	PERIOD
	
This	practice	of	vaccination	was	simply	a	legend.	The	idea	of	charming	away	
disease	has	been	common	in	all	countries	and	at	all	times,	not	only	amongst	the	



ignorant	but	amongst	the	educated.	In	old	herb	books	we	find	how	much	the	
remedies	for	certain	diseases	depended	on	the	jingle	of	the	names;	and	there	is	
no	doubt	that	the	way	in	which	the	idea	got	amongst	the	dairymaids	that	a	person	
who	had	cowpox	never	had	smallpox	depended	upon	the	jingle	of	cowpox	and	
smallpox,	and	it	was	this	which	had	such	an	extraordinary	effect	upon	the	mass	
of	the	people	at	that	time.	
	
In	the	old	herb	books,	for	instance,	we	find	that	if	you	want	to	prevent	suffering	
from	the	bite	of	a	mad	dog	you	must	carry	a	herb	called	hound’s	tongue,	and	
again,	to	prevent	the	ill-consequence	of	a	dog	bite	you	must	take	a	portion	of	the	
root	of	a	dog	rose.	This	kind	of	thing	was	common	at	that	time;	it	was	a	most	
superstitious	period	in	which	Jenner	lived,	when	live	frogs	were	swallowed	for	
the	cure	of	worms;	when	cow	dung	and	human	excreta	were	mixed	with	milk	
and	butter	for	diphtheria;	when	the	brains	of	a	man	who	had	died	a	violent	death	
were	given	in	teaspoonful	doses	for	the	cure	of	smallpox.	Even	Jenner	had	
invented,	not	merely	a	cure	for	smallpox,	but	also	one	for	hydrophobia,	which	
quite	takes	the	steam	out	of	Pasteur’s	treatment.	All	you	had	to	do	was	to	duck	
the	man	who	had	been	bitten	three	times	in	a	stream	of	running	water,	only	
taking	care	that	each	time	you	ducked	him	life	became	almost	extinct.	
(Laughter)	
	
He	said	he	never	knew	that	to	fail	under	any	circumstances.	(Renewed	laughter)	
He	evidently	had	an	idea	that	persons	bitten	by	a	mad	dog	become	possessed	of	
an	evil	spirit,	and	should	be	treated	as	they	used	to	treat	the	witches.	So	much	for	
Jenner.
	
When	he	first	of	all	heard	the	story	of	the	cowpox	legend	that	the	dairymaids	
talked	about,	that	if	you	only	had	cowpox	you	can’t	have	smallpox,	he	began	to	
mention	it	at	the	meetings	of	the	Medico	convivial	Society,	where	the	old	
doctors	of	the	day	met	together	to	smoke	their	pipes,	drink	their	glasses	of	grog,	
and	talk	over	their	cases.	But	he	no	sooner	mentioned	it	than	they	laughed	at	it.	
The	cow	doctors	could	have	told	him	of	hundreds	of	cases	where	smallpox	had	
followed	cowpox,	and	Jenner	found	he	would	have	to	drop	it.
	



CHAPTER	2

JENNIFER'S	EXPERIMENTS

In	1796,	however,	he	performed	his	first	experiment	as	it	is	called.	He	took	a	boy	
named	James	Phipps	and	inoculated	him	with	some	lymph	which	he	took	from	a	
cowpox	vesicle.	A	short	time	afterwards	he	inoculated	this	boy	with	smallpox,	
and	for	very	solid	reasons	which	could	be	explained,	the	smallpox	did	not	take.	
Now,"	said	Jenner,	"is	the	grand	discovery.	This	will	answer	my	purpose,	and	I	
shall	soon	be	able	to	get	another	paper	for	the	Royal	Society,"	to	follow	in	the	
wake	of	the	glorious	cuckoo,	which	has	been	wittily	termed	"the	bird	that	laid	
the	vaccination	egg."	(Laughter)	
	
That	was	in	1796,	and	we	are	close	upon	the	century	since	that	wonderful	
experiment.	Russia	is	preparing	to	celebrate	it,	and	the	Bristol	medical	men	are	
sending	round	for	subscriptions	for	£1,000	in	order	to	purchase	the	relics	of	this	
wonderful	man—such	as	his	snuff	box,	his	lancets,	and	the	chair	the	great	man	
sat	in—to	put	in	the	museum	of	the	Bristol	University.	
	
I	have	noticed	that	the	doctors	have	omitted	one	important	article	which	
appeared	in	the	Bristol	Exhibition—a	hair	from	the	tail	of	the	first	cow	that	
supplied	the	vaccine	lymph.	(Loud	laughter)	
	
I	am	sorry	they	have	left	that	out.	I	am	sure	nothing	would	so	stir	the	hearts	of	
the	coming	race	of	medical	men	as	an	evidence	of	belief	in	the	principle	
contained	in	the	old	herb	book	by	which	a	person	had	to	carry	a	hair	of	the	tail	of	
the	dog	that	bit	him.	(Laughter)	
	
I	do	not	know	whether	the	sensation	from	Russia	is	going	to	filter	through	to	
England,	but	unless	you	people	in	Gloucester	are	going	to	be	swayed	by	the	
manifesto	issued	by	the	medical	men	my	advice	to	you	is	to	keep	your	rejoicings	
for	the	5th	November,	and	then	if	you	happen	to	be	hard	tip	for	a	companion	for	
Guy	Fawkes	I	would	advise	you	to	have	an	effigy	of	Edward	Jenner	to	help	feed	
the	flames	of	your	bonfire.	(Laughter	and	cheers)
	
Jenner	inoculated	this	boy	James	Phipps	in	1796.	Then,	as	soon	as	he	had	done	
that,	he	wrote	it	down—(laughter)—and	went	round	the	neighbourhood	



collecting	desultory	information	with	regard	to	cowpox	and	cowpoxed	milkers.	
He	got	cases	of	those	who	had	had	cowpox	years	before	and	had	never	had	
smallpox,	as	if	everybody	was	bound	to	have	the	smallpox.	Then	he	took	some	
worn	out	paupers,	over	6o	years	of	age,	who	had	had	the	cowpox	years	and	years	
before	and	inoculated	them	with	smallpox	to	see	if	they	would	take.	He	found	
they	did	not	take,	lx	cause	as	people	get	advanced	in	life	they	are	more	or	less	
proof	against	it.	"This,"	said	Jenner,	"is	the	grand	proof	of	the	value	of	
inoculation	of	cowpox	as	a	preventive	of	smallpox."
	

HOW	JENNER	CHANGED	HIS	TACTICS
	
These	were	the	materials	which	he	got	together	in	order	to	present	his	paper	to	
the	Royal	Society.	It	was	not	to	be	surprised	at	that,	with	miserable	material	such	
as	this,	the	Royal	Society,	though	at	that	time	at	so	low	an	ebb	scientifically,	
should,	nevertheless,	immediately	reject	his	paper	as	unsatisfactory	and	unsuited	
to	a	scientific	society	or	a	healthy	public.	(Cheers)	
	
Jenner	took	care	in	that	paper	never	to	mention	the	cases	of	people	who	had	
cowpox	and	had	smallpox	afterwards,	he	mentioned	the	cases	of	a	dozen	old	
men	who	had	cowpox	and	did	not	take	smallpox	afterwards,	but	he	could	have	
had	hundreds	of	cases	who	had	had	both.	These	he	took	good	care	never	to	say	
anything	about.	As	soon,	however,	as	he	came	back	with	his	paper	the	cow	
doctors	were	at	him.	They	said	this	was	all	rubbish	and	began	to	pour	on	him	
hundreds	of	cases,	just	as	we	pelt	the	pro-vaccinists	with	figures	showing	that	
90%	of	those	who	have	had	smallpox	have	already	been	vaccinated.	(Cheers)
	
So	Dr.	Jenner	soon	found	he	would	have	to	change	his	whistle,	and	invented	a	
novel	idea.	The	idea	he	started	was	this:	he	said	there	are	two	kinds	of	pox.	One	
is	the	genuine	kind	and	the	other	spurious,	and	those	who	have	had	cowpox	and	
yet	have	had	smallpox	afterwards,	have	had	the	spurious	variety.	Those	who	had	
cowpox	and	did	not	have	smallpox	afterwards	were	those	who	bad	had	the	
genuine	disease.	This	was	a	very	clever	and	specious	kind	of	argument,	and	the	
next	thing	that	Jenner	had	to	do	was	to	find	out	where	the	genuine	cowpox	could	
be	found.	Accordingly,	on	going	into	a	stable	one	day	he	found	that	a	cow	had	
been	affected	with	a	very	peculiar	kind	of	disease	that	was	produced	in	this	way.	
It	seems	that	a	man	had	been	seeing	to	the	grease	upon	a	horse’s	heels,	and	had	
gone	to	milk	the	cows	without	washing	his	hands.	The	result	was	that	it	



produced	that	peculiar	kind	of	disease	known	by	the	name	of	horsegrease	
cowpox.	
	
"This,"	said	Jenner,	"is	the	life	preserving	fluid,"	and	he	went	home	to	write	
about	the	wonderful	virtues	of	horsegrease	cowpox.	However,	it	was	necessary	
to	perform	an	experiment,	and	he	inoculated	a	boy	named	John	Baker	with	
horsegrease,	direct	from	the	horse’s	heels.	He	intended	later	to	inoculate	him	
with	smallpox	in	order	to	see	whether	it	would	take,	but	it	was	something	like	
the	case	of	the	man,	you	remember,	who	had	an	idea	that	if	he	only	gave	his	
horse	a	gradually	diminishing	diet	he	would	at	last	be	able	to	keep	it	on	nothing.	
You	remember	that	the	horse	died	before	the	experiment	could	be	completed,	
and	it	was	the	same	with	John	Baker,	for	the	poor	boy	died	in	the	workhouse	
directly	afterwards	from	a	contagious	fever	contracted	from	the	inoculation.	("	
Shame.")
	

JENNER	SUBSTITUTES	HORSEGREASE	FOR	
COWPOX
	
He	then	took	some	of	the	horsegrease	cowpox	and	inoculated	six	children,	and	
without	waiting	to	see	the	result	or	to	prove	whether	it	would	take	or	not	he	
rushed	to	London	to	get	his	paper	printed.	And	in	that	paper	he	had	the	audacity	
to	assert	that	it	was	not	necessary	to	wait	to	see	the	result	because	the	proofs	he	
already	had	were	so	conclusive,	and	time	experiments	had	told	such	an	
extraordinary	tale—although	he	had	completed	but	one	experiment	in	his	life,	
and	that	did	not	prove	it	at	all.	That	boy	James	Phipps	was	hawked	about	the	
country	as	a	proof	of	the	value	of	vaccination,	but	he	had	not	been	inoculated	
with	horsegrease	cowpox	at	all,	but	with	spontaneous	cowpox,	which	Jenner	
now	declared	in	his	second	paper	was	absolutely	useless	and	unprotective	
against	the	disease!
	
But	as	soon	as	the	paper	was	published	the	outcry	was	tremendous.	"What,"	said	
the	people,	"take	horsegrease.	filthy	grease	from	horses’	heels,	take	that	and	put	
it	into	the	blood	of	a	child?"	No,	they	would	have	nothing	to	do	with	it.	They	did	
not	mind	having	cowpox	without	the	horse,	but	they	could	not	think	of	having	
the	cowpox	with	the	horse	in	it.	Dr.	Pearson	wrote	Jenner	telling	him	he	must	
take	the	horse	out,	or	"it	would	damn	the	whole	thing."	Consequently—there	is	
no	accounting	for	taste—they	denounced	horsegrease	cowpox,	but	were	



prepared	to	accept	spontaneous	cowpox.
	

JENNER	HARKS	BACK	TO	COWPOX
	
What	did	Jenner	do?	Did	he	attempt	to	stick	up	for	his	creed	or	to	prove	that	he	
was	right?	No;	he	wanted	money.	He	said	he	was	looking	forward	"in	the	fond	
hope	of	enjoying	independence,"	declaring	he	was	in	an	impecunious	condition.	
He	accepted	the	verdict	of	the	people.	They	wanted	cowpox;	they	should	have	it.	
And	accordingly	he	wrote	a	third	paper	and	tried	to	wipe	out	what	he	had	written	
before.	With	the	exception	of	a	solitary	footnote,	in	that	paper,	horsegrease	
cowpox	was	not	mentioned	at	all,	and	he	fell	back	on	the	spontaneous	cowpox	
theory	which	he	had	previously	denounced	as	useless	and	unprotective.	This	
spontaneous	cowpox	is	what	we	are	recommended	to	have	by	Dr.	Bond	in	
almost	his	last	clause,	i.e.,	lymph	direct	from	the	cow—which	is	denounced	by	
the	discoverer	himself	as	absolutely	unprotective	against	the	disease	in	question.	
(Cheers)	
	
Well,	having	told	you	briefly	the	history	of	the	matter,	you	may	ask,	"However	
was	it	that	this	thing	was	foisted	on	the	people?	How	came	the	medical	men	of	
the	country	to	accept	it?"	In	the	first	place	science	was	then	at	a	very	low	ebb.	It	
was	about	that	time	Joanna	Stephens	lived.	She	had	a	wonderful	remedy	for	
stone,	which	gained	great	notoriety.	There	was	much	anxiety	to	obtain	it,	and	at	
last	a	subscription	list	was	opened.	It	was	headed	by	the	Archbishop	of	
Canterbury,	and	all	the	leading	doctors	subscribed.	Joanna	wanted	£5,000	for	her	
recipe.	The	money	was	obtained	amid	the	recipe	came	to	light.	
	
It	ran	as	follows:	
	
"My	medicines	are	a	powder,	a	decoction	and	a	pill.	The	powder	consists	of	
eggshells	and	snails,	both	calcined.	The	decoction	is	made	by	boiling	some	herbs	
(together	with	a	ball,	which	consists	of	soap,	swine’s	cresses	burnt	to	a	
blackness,	and	honey)	in	water.	The	pills	consist	of	snails	calcined,	wild	carrot	
seeds,	burdock	seeds,	ashen	keys,	hips	and	haws,	all	burnt	to	a	blackness,	soap	
and	honey."	
	
She	got	her	£5,000	and	the	doctors	got	their	recipe:	they	say	that	fools	and	their	
money	are	soon	parted.	(Laughter)	



	
I	don’t	begrudge	either.	Joanna	Stephens	the	money	or	the	doctors	her	recipe,	but	
I	don’t	think	any	more	of	the	doctors	in	consequence,	and	we	can’t	be	surprised	
at	their	accepting	with	so	little	opposition	the	wonderful	recipe	of	Jenner	for	
smallpox.
	
There	was	another	reason	why	they	accepted	it,	and	that	was	that	the	majority	of	
the	doctors	of	that	time	had	never	heard	of	or	seen	cowpox.	Dr.	Denham,	writing	
at	that	time,	said	the	majority	had	never	heard	of	it.	However,	when	Jenner	came	
forward	with	the	letters	F.R.S.,	M.D.,	after	his	name,	with	all	the	impudence	of	a	
charlatan,	saying,	"Such	is	the	singular	character	of	my	discovery	that	a	person	
who	is	once	inoculated	with	cowpox	is	for	ever	afterwards	secure	against	
smallpox,"	the	whole	of	the	profession	was	arrested	by	the	deliberate	statement	
made,	and	they	all	bowed	down	before	the	golden	calf	which	Nebuchadnezzar	
the	king	had	set	up.	(Laughter	and	cheers)
	

VACCINATION	PREFERRED	TO	INOCULATION
	
Another	reason	was	that	inoculation	had	turned	out	a	failure.	What	was	
inoculation?	It	consisted	in	this:	It	was	supposed	at	that	time	that	smallpox	was	a	
permanent	evil	influence	amongst	us,	and	that	everybody	was	obliged	to	have	it	
some	time	or	other	before	they	died.	Consequently	it	was	thought	if	they	could	
only	have	the	smallpox	in	a	mild	form	and	at	a	convenient	season	it	would	be	
nice	to	have	it	over,	just	as	mothers	now	think	that	their	little	ones	must	have	
measles,	scarlatina,	whooping	cough,	Chickenpox.	etc.,	and	are	glad	to	get	it	
over.	It	was	consequently	said,	what	is	more	simple?	Let	us	give	the	people	a	
mild	case	of	smallpox	when	they	are	well	and	able	to	resist	it.	
	
This	idea,	which	became	very	popular,	first	of	all	originated	in	India.	They	had	
there	a	smallpox	goddess	whose	name	was	Matah,	and	the	Hindus	used	to	
inoculate	themselves	with	smallpox	in	order	to	appease	the	goddess,	fancying	
that	if	they	did	so	and	if	smallpox	came	along	they	would	then	have	it	in	a	very	
mild	form,	or,	perhaps,	that	her	Majesty	would	look	kindly	upon	them	and	they	
might	not	have	it	at	all.	This	filtered	through	to	the	Ottoman	Court,	and	in	1721	
Lady	Wortley	Montagu,	wife	of	the	then	Ambassador,	was	so	struck	with	it	that	
in	her	letters	to	London	she	told	them	that	everybody	in	Turkey	was	being	
inoculated	with	smallpox.	Coming	from	such	a	person	and	from	the	very	cream	



of	Society	the	people	were	taken	with	it,	and	it	became	the	fashion	through	the	
length	and	breadth	of	England	to	inoculate	with	smallpox.	But	they	soon	found	
that	it	spread	the	disease	tremendously.	
	
It	was	between	1700	and	1800	that	smallpox	was	so	rife.	You	don’t	see	so	much	
now.	Why?	They	were	then	giving	people	smallpox	right	through	the	country	by	
inoculation.	Dr.	Bond	talks	about	the	unanimity	of	the	profession.	Why,	the	
whole	profession	were	unanimous	about	that	then!	They	said	inoculation	was	the	
thing	and	that	it	must	be	done.	Talk	about	the	unanimity	of	the	profession!	That	
goes	for	nothing;	we	have	principles	to	deal	with,	not	the	unanimity	or	otherwise	
of	the	profession.	(Cheers)	
	
Majorities	are	never	a	proof	of	the	truth.	The	consequence	was	that	smallpox	
spread,	for	though	a	person	inoculated	might	have	it	mildly	he	was	able	to	give	it	
to	others	much	more	severely.	Dr.	Lettsom,	writing	in	1806,	tells	us	that	whereas	
smallpox	deaths	for	42	years	before	inoculation	were	only	72	per	thousand,	they	
were	89	per	thousand	in	the	42	years	after.	
	
Consequently	the	doctors	were	getting	staggered,	though	they	carried	this	out	
unanimously	for	80	years,	and	when	Jenner	came	forward	and	said,	"Here’s	a	
mild	kind	of	smallpox;	it’s	not	infectious;	it	is	certain	to	stop	the	smallpox."	
Why,	the	doctors	at	once	fell	in	with	it	and	received	it	with	open	arms.	The	
people	craved	for	it,	and	instead	of	wanting	to	get	the	smallpox	over	as	before,	
everyone	began	to	cry	for	the	cowpox	which	Jenner	brought	before	their	notice.	
In	the	first	twelve	months	the	King	had	accepted	it,	the	Queen	and	her	courtiers	
had	fallen	in	with	it,	and	the	illegitimate	sons	of	the	Duke	of	Clarence	were	
vaccinated	with	it.	(Laughter)	
	
And	when	they	saw	this	done	honest	mothers	knew	their	doom.	And	depend	
upon	it,	my	friends,	such	was	the	terror	of	smallpox	inoculation	at	that	time	that	
if	you	and	I	had	been	living	then	I	am	quite	sure	we	should	have	joined	the	
"genteel	mob."
	

COMPULSION	DEMANDED
	
Two	years	after	that	the	whole	of	the	London	doctors	signed	a	testimonial	and	
declared	that	this	discovery	was	such	that	persons	once	vaccinated	were	for	ever	



protected	against	smallpox.	We	have	found	out	since	then	by	experience	that	
doctors	are	as	liable	to	make	mistakes	as	other	people.	It	would	have	been	just	as	
well,	before	putting	their	pens	to	a	testimonial	like	that,	to	have	remembered	the	
old	proverb,	"Never	prophesy	until	you	know."
	
They	very	soon	began	to	talk	about	compulsion.	In	1840	vaccination	was	paid	
for	out	of	the	public	rates,	and	the	doctors	said	inoculation	must	be	put	down.	
The	vaccinators	and	inoculators—here	were	two	sets	of	doctors	then,	as	now—
fought	against	one	another	like	the	pro-vaccinists	and	the	anti-vaccinists	at	the	
present	time.	The	vaccinists	were	in	a	majority,	and	could	not	rest	until	they	had	
the	inoculators	put	down.	Consequently	in	1840	an	Act	was	passed	that	anybody	
who	tried	to	inoculate	another	with	smallpox	would	be	liable	to	a	month’s	
imprisonment.	In	1853	they	managed	to	pass	that	Compulsory	Vaccination	Act	
which	we	are	here	to	protest	against	tonight.	(Cheers)	
	
I	think	one	of	the	most	serious	complaints	against	the	whole	system	is	this:	They	
dare	not	trust	it	to	its	own	merits.	Do	people	want	smallpox?	If	the	System	is	any	
good	it	will	speak	for	itself;	if	it	is	bad	they	have	no	right	to	enforce	it.	You	may	
ask,	"Why	was	compulsion	necessary?"	
	
The	reason	was	simply	this—the	people	were	beginning	to	find	out	it	was	no	
good;	they	were	beginning	to	clamour	again	for	inoculation,	and	the	working	
classes,	who	reason	more	by	the	hard	facts	of	experience	than	by	medical	
dogmas,	found	that	it	was	not	the	slightest	use	for	protecting	People	against	
smallpox.	In	1811	there	had	occurred	a	notable	instance	of	failure.	Lord	Robert	
Grosvenor,	ten	years	of	age,	who	had	been	vaccinated	by	Jenner	himself,	was	
now	taken	with	smallpox,	and	lay	hovering	between	life	and	death.	Jenner	sat	by	
the	bedside	of	his	illustrious	patient,	and	when	at	last	the	boy	began	to	turn	and	
get	better	Jenner	turned	to	the	father	with	"What	a	lucky	job	he	was	vaccinated.	
If	he	had	not	been,	he	would	surely	have	died."	Thus	Jenner	started	the	glorious	
doctrine	of	mitigation,	which	has	been	handed	down	as	the	heirloom	of	the	
medical	vaccinists	ever	since.
	

THE	GLAMOUR	OF	A	NAME
	
Another	reason	why	the	doctors	accepted	it	was	this:	Jenner	gave	a	brand	new	
name	to	cowpox	that	had	not	been	heard	of	before,	he	called	cowpox	smallpox	



of	the	cow,	or	Variolae	Vacciae,	but	you	may	search	in	vain	for	any	attempt	upon	
his	part	to	prove	it.	He	might	as	well	have	called	it	diphtheria	of	the	cow,	for	all	
the	analogy	it	bore.	It	gave	a	scientific	air	to	the	whole	thing,	although	there	was	
just	as	much	science	in	it	as	in	the	heads	of	the	old	women	of	Gloucestershire.	
(Laughter)	
	
The	theory	was	this	Cowpox	is	smallpox	of	the	cow;	therefore,	if	you	give	a	
person	this	cowpox	it	is	the	same	as	smallpox,	only	in	a	very	mild	form,	and	it	is	
not	infectious.	Sir	John	Simon,	the	great	high	priest	of	the	vaccine	cult	in	
England	for	many	years,	said	that	the	reason	cowpox	prevents	smallpox	is	
because	it	is	smallpox,	and	that	a	person	who	has	had	cowpox	has	really	passed	
through	smallpox.	And	Jenner	himself	absolutely	declared	that	it	is	not	that	
cowpox	is	a	preventive	of	smallpox	but	it	is	smallpox	itself.	Look	at	the	
incongruity	of	the	whole	thing.	Someone	has	remarked	that	"the	law’s	an	ass,"	
and	I	am	sure	it	is	in	the	present	instance.	By	the	Act	of	1840	anyone	who	gave	
another	smallpox	was	liable	to	a	month’s	imprisonment;	by	the	Act	of	1853	if	
you	don’t	give	another	smallpox—which	is	what	cowpox	is	supposed	to	be—
you	are	liable	to	a	fine	of	£1	and	costs.	So	that	between	the	two	things,	as	Mr.	
Alfred	Milnes	has	said,	"a	man	is	about	as	happy	as	a	Jew	in	Russia.’’	(Laughter)
	

COWPOX	AND	SMALLPOX	COMPARED
	
What	is	cowpox?	It	is	a	disease	which	occurs	on	the	teats	of	cows;	it	only	occurs	
when	they	are	in	milk;	only	in	one	part	of	the	body,	and	naturally	only	in	the	
female	animal;	it	results	in	an	ugly	chancre;	and	is	not	infectious.	Smallpox,	on	
the	other	hand,	is	not	limited	to	the	female	sex	as	is	cowpox,	nor	to	one	portion	
of	the	body;	it	presents	different	physical	signs,	and,	furthermore,	is	
tremendously	infectious,	and	the	course	and	symptoms	of	the	two	diseases	are	
totally	different.	Therefore	there	is	no	analogy	between	the	two.	Badcock,	of	
Brighton,	accepting	this	theory,	however,	inoculated	a	number	of	cows	with	
smallpox,	and	fancied	that	it	should	have	become	cowpox.	
	
But	it	never	produced	anything	but	smallpox.	So	much	had	this	question	
obscured	the	minds	of	the	medical	profession	that	the	French	savants	formed	the	
Lyons	Commission	to	go	thoroughly	into	the	whole	thing,	and	Mons.	Chauveau,	
the	eminent	French	scientist,	after	experimenting,	told	his	Government	that	it	
was	totally	impossible	to	convert	smallpox	into	cowpox.	The	fact	is,	as	Dr.	



Creighton	said,	to	try	and	turn	smallpox	into	cowpox	you	may	as	well	try	to	
convert	a	horse	chestnut	into	a	chestnut	horse.	If	they	can	turn	cowpox	into	
smallpox	I	say	let	them	do	the	conjuring	trick	backwards,	and	I’ll	believe	them.	
(Cheers)
	
Look	at	the	absurdity	of	the	whole	thing!	For	the	sake	of	argument	take	it	for	
granted	that	cowpox	is	smallpox,	and	that	to	vaccinate	is	to	give	smallpox.	Then,	
according	to	Jenner’s	theory,	the	person	inoculated	with	smallpox	should	not	
take	it,	like	his	case	of	James	Phipps.	But	is	it	not	a	fact	that	you	can	be	
successfully	revaccinated	frequently?	If,	therefore,	vaccination	is	a	form	of	
smallpox,	it	does	not	prevent	you	having	"smallpox"	again.	If	once	vaccinating	
does	not	prevent	your	being	revaccinated,	how	can	it	protect	against	the	genuine	
article?	(Cheers)	
	
If	it	can’t	protect	you	against	the	bite	of	a	cat,	how	can	it	against	the	scrunch	of	a	
tiger?	Why,	these	Gloucester	doctors,	in	boasting	of	their	revaccination,	are	
absolutely	damning	their	whole	creed,	for	if	their	theory	were	correct	they	have	
no	business	to	be	able	to	be	revaccinated	at	all!	But	I	may	be	told,	this	may	be	
true	enough.	There	may	be	no	science	in	it—and	I	have	no	hesitation	in	saying	
that	the	gentlemen	alluded	to	by	the	Chairman,	Dr.	Crookshank	and	Dr.	
Creighton,	have	knocked	the	bottom	out	of	this	grotesque	superstition	and	shown	
that	vaccination	has	no	scientific	leg	to	stand	on—but	there	are	some	remedies,	
which,	though	you	can’t	prove	the	physiological	effect	they	have	or	see	the	
science	that	belongs	to	them,	yet	you	know	by	experience	will	produce	certain	
results.	Now	let	us	test	vaccination	by	this	law.
	

THE	TEACHING	OF	EXPERIENCE
	
I	have	clearly	proved	that	there	is	no	science	in	vaccination;	now	we	will	see	
what	experience	has	to	say	upon	the	subject.	Since	the	passing	of	the	Act	in	1853	
we	have	had	no	less	than	three	distinct	epidemics.	In	1857-9	we	had	more	than	
14,000	deaths	from	smallpox;	in	the	1863-5	epidemic	the	deaths	had	increased	to	
20,000;	and	in	1871-2	they	totalled	up	to	the	tune	of	44,800.	It	might	be	asked;	
Did	not	the	population	increase?	Between	the	first	and	second	epidemics	the	
population	did	increase	by	7%,	but	the	smallpox	deaths	increased	by	41%.	
Between	the	second	and	third	epidemics	the	population	went	up	by	9%	and	the	
smallpox	by	120%.	Smallpox	is	an	epidemic	disease,	and	if	cowpox	is	to	do	



anything	as	a	preventive	of	smallpox	it	should	prevent	an	epidemic.	It	is	all	very	
well	to	say	what	a	splendid	protection	it	is	when	there	is	no	epidemic	about,	but	
the	question	is:	How	will	it	stand	when	smallpox	comes?	But,	as	Dr.	Druitt	has	
well	remarked:
	
"You	may	just	as	well	try	to	stop	smallpox	epidemics	by	vaccination	as	to	
prevent	a	thunderstorm	with	an	umbrella."	In	1880	the	Registrar	General	
reported	that	although	typhus	fever	and	other	zymotics	had	gone	down,	the	only	
one	to	show	a	rise	was	smallpox;	i.e.,	after	30	years	of	compulsory	vaccination	it	
was	50%	above	the	average	of	the	previous	10	years.	We	got	rid	of	the	black	
death	and	gaol	fever	entirely.	What	did	it?	Good	water,	good	drainage,	and	the	
whitewash	brush.	(Cheers)	
	
Yet	the	only	zymotic	which	shows	a	notable	increase	is	the	only	one	against	
which	a	special	prophylactic	has	been	used,	and	so	remarkable	was	this	that	the	
Registrar	General	had	to	draw	attention	to	it.	Undoubtedly	smallpox	would	have	
gone	too	if	the	inoculators	had	not	taken	such	pains	for	nearly	100	years	to	
establish	it	in	this	country.
	
I	constantly	find	that	when	the	pro-vaccinists	are	driven	into	a	corner	as	to	the	
failures	occurring	in	this	country	they	always	adopt	the	plan	of	Jenner,	and	invite	
us	to	look	at	the	brilliant	successes	in	other	countries.	As	soon	as	ever	they	are	
asked	to	remember	the	number	of	vaccinated	people	who	get	smallpox	they	say,	
"Oh,	look	at	Ceylon,"	"come	with	me	to	the	plains	of	India,"	or	they	ask	you	to	
hook	into	Central	Africa	and	"see	what	vaccination	does	there."	Yes,	it	is	all	very	
well	to	be	carried	away	to	those	countries	where	no	Registrar	General	is	kept	and	
no	official	statistics	have	ever	been	published.	(Cheers)
	

THE	HISTORY	OF	SMALLPOX	IN	GERMANY
	
They	say,	"Look	at	Prussia,	and	the	way	vaccination	has	stamped	out	smallpox	
there."	Very	well,	we	will	look	at	Prussia,	which,	I	may	say,	has	kept	better	
vaccination	records	than	any	other	country	in	Europe,	except,	perhaps,	Sweden.	
In	1834,	which	is	twenty	years	before	England	adopted	the	Compulsory	
Vaccination	Act,	so	severe	was	the	Act	in	Prussia	that,	in	addition	to	primary	
vaccination,	every	child	had	to	be	vaccinated	over	again	when	he	started	upon	
his	school	life;	he	had	to	be	revaccinated	on	going	from	college	to	college;	and	



revaccinated	over	again	when	he	entered	the	Army,	which	meant	every	healthy	
male	out	of	the	whole	of	Prussia.	And	so	severe	was	the	Act	that	if	any	man	
refused	to	be	vaccinated	he	was	ordered	to	be	held	down	and	vaccinated	by	
force;	and	so	thoroughly	was	it	done	that	he	was	vaccinated	in	ten	places	on	each	
arm.	That	was	stiff	enough	for	anybody,	I	should	think.	(Laughter)	
	
In	1871-2—35	years	after	this	Compulsory	Vaccination	Act—came	the	terrible	
epidemic	which	swept	all	over	Europe.	It	came	to	Prussia,	and	what	was	the	
result?	In	that	year	smallpox	carried	off	no	less	than	124,978	of	her	vaccinated	
and	revaccinated	citizens	after	35	years	of	compulsory	vaccination	of	the	
description	which	I	have	referred	to!	
	
This	roused	Prussia,	and	she	began	to	look	about	her;	she	saw	the	cause,	and	she	
was	determined	to	remedy	it.	She	brought	good	water	into	her	cities,	purified	her	
river	Spree,	introduced	a	complete	drainage	system	throughout	the	country—
(loud	cheers)—she	got	rid	of	her	"rookeries,"	and	ordered	model	barracks	to	be	
built	for	the	soldiers;	and	away	fled	the	smallpox,	like	the	Philistines	before	the	
Children	of	Israel.	Sanitation	did	for	Prussia	what	35	years	of	compulsory	
vaccination	was	unable	to	accomplish.	At	the	present	time	in	Prussia	smallpox	is	
almost	extinct.	(Cheers)	
	
It	is	not	that	people	‘are	being	vaccinated	more;	they	are	vaccinated	less.	(Hear,	
hear)	They	hate	it	in	Germany	as	we	English	people	do;	and	you	can	now	get	out	
of	vaccination	there	by	the	payment	of	a	shilling	fine.	Even	the	very	children	in	
Germany	know	well	enough	how	it	is	hated,	and	in	proof	of	this	I	may	relate	to	
you	an	amusing	incident.	A	school	inspector	went	to	one	of	the	schools	the	other	
day	and	asked	the	question	of	the	class,	"Why	was	Moses	hidden	by	his	mother	
in	the	bullrushes?"	Very	soon	a	little	fellow	put	up	his	hand	and	replied,	"Please	
sir,	she	did	not	want	him	to	be	vaccinated."	(Loud	laughter)
	

SMALLPOX	EPIDEMICS	IN	ENGLAND
	
We	will	now	come	nearer	home	and	take	the	Metropolitan	Asylums	Board	and	
their	statistics.	From	1870	to	1886	there	were	53,579	cases	of	smallpox,	and	out	
of	that	number	there	were	43,919	who	had	undergone	the	process	spoken	of	by	
Sir	John	Simon	as	"removing	every	taint	of	susceptibility	to	infection."	But	you	
may	say,	perhaps,	"	Will	it	protect	for	a	time?"	‘Well,	I	should	like	to	know	for	



how	long?	(Hear,	hear)	Dr.	Bond	says	up	to	fourteen	years,	some	people	say	ten;	
in	Birmingham	they	were	rejoicing	the	other	day	that	they	had	had	nobody	take	
smallpox,	no	vaccinated	child,	under	three;	so	that	it	has	got	down	rather	low.	
(Laughter)	
	
Jenner	said	that	to	talk	about	revaccination	was	to	rob	his	"discovery"	of	half	of	
its	virtues;	he	was	dead	against	it	by	the	statement	he	made	that	one	vaccination	
was	protection	for	a	lifetime.	On	that	he	got	£30,000.	(Laughter)	
	
Dr.	Bond	tells	us	that	that	was	altered	afterwards,	and	that	it	was	not	the	
expression	of	Jenner’s	matured	vision.	No,	Jenner	altered	it	afterwards;	he	got	
his	£30,000	first,	though.	(Renewed	laughter)	
	
He	never	yielded	up	the	£30,000	when	he	found	he	had	made	a	mistake.
	
How	long	will	it	protect?	Dr.	Bond	talks	about	the	Sheffield	epidemic	in	his	
letter	two	or	three	days	ago,	and	I	have	no	doubt	Mr.	French	Hensley,	to	whom	
he	replies,	will	very	soon	put	the	matter	straight.	He	tells	us	that	the	Sheffield	
statistics	show	a	wonderful	immunity	of	vaccinated	children.	Dr.	Bond	bases	that	
upon	the	marvellous	statistics	of	Dr.	Barry.	Dr.	Bond	has	evidently	never	read	
the	Royal	Commission	reports	at	all.	(Laughter	and	cheers)	
	
It	looks	as	thought	Dr.	Bond	has	never	seen	the	cross	examination	of	Dr.	Barry.	
Dr.	Bond	has	no	idea	of	the	fatal	fallacy	underlying	the	Sheffield	epidemic	
report,	which	came	to	an	utter	collapse	when	Dr.	Barry	was	cross	examined	upon	
it.	He	has	no	idea	of	all	that;	he	is	evidently	something	like	the	old	lady	Sydney	
Smith	talked	about,	who	never	read	anything	on	the	opposite	side	of	the	question	
in	case	she	should	be	prejudiced.	(Laughter)	
	
If	it	had	not	been	for	the	Sheffield	report—I	am	very	pleased	it	was	brought	
forward,	although	it	is	a	perfectly	hollow	thing	so	far	as	facts	go—we	should	not	
have	had	the	Royal	Commission.	The	vaccinators	thought	when	it	fell	into	
Government	quarters	that	they	had	such	a	tremendously	strong	case	that	the	anti-
vaccinators	would	have	been	wiped	off	the	scene.	But	when	it	came	before	the	
Royal	Commission,	Dr.	Collins,	one	of	the	Commissioners,	took	Dr.	Barry	in	
hand	and	very	soon	spoilt	the	whole	game;	and	it	turned	out	that	the	whole	of	the	
report,	from	beginning	to	end,	was	nothing	but	a	statistical	trick,	based	upon	
evidence	collected	by	census	collectors	towards	the	close	of	the	epidemic	instead	
of	at	the	beginning,	when	many	of	the	unvaccinated	had	passed	over	to	the	



vaccinated	class.	(Cheers)	
	
I	will	give	you	some	statistics	with	regard	to	Sheffield	as	far	as	one	can	gather	
them,	which	I	take	out	of	this	very	report.	There	were	ten	cases	of	smallpox	
under	one	year	old,	87	cases	under	five	years	of	age—vaccinated	all	of	them—
and	241	cases	of	vaccinated	smallpox	between	the	ages	of	five	and	ten.	In	spite	
of	what	is	said	about	vaccination	protecting	up	to	14	years	of	age,	this	splendid	
report,	that	Dr.	Bond	speaks	of	with	such	admiration,	declares	that	Dr.	Bond’s	
theory	is	as	false	as	anything	can	be,	for	it	gives	no	less	than	338	cases	of	
vaccinated	smallpox	under	ten	years	of	age.	(Cheers)
	
Well	now,	let	us	see	what	vaccination	did	for	Sheffield.	This	Sheffield	epidemic	
occurred	in	1887	in	the	very	worst	quarter	of	the	town,	on	135	acres	of	the	most	
horribly	insanitary	part	of		the	town,	which	was	condemned	years	ago	by	the	
Government	Inspector,	and	it	has	never	been	put	right	yet.	That	is	where	
smallpox	has	always	broken	out,	that	is	where	smallpox	has	flourished:	and	
when	this	tremendous	epidemic	took	place	on	they	went,	vaccinating	and	
revaccinating;	and	still	the	smallpox	epidemic	spread.	There	were	no	less	than	
7,000	cases	of	smallpox,	and,	alas!	600	deaths,	and	still	the	smallpox	went	on;	
until	at	last	God	in	his	mercy	opened	the	floodgate	of	heaven	and	down	came	the	
rain,	which	washed	the	sewers	and	the	drains,	cleared	away	the	refuse	from	the	
gutters,	washed	the	dirt	from	the	streets	and	the	filth	from	the	slums	and	away	
went	the	smallpox.	Pure	water	accomplished	for	Sheffield	what	56,000	
vaccinations	had	been	unable	to	effect.	(Loud	cheers)
	
Again,	take	Gayton,	a	great	authority	with	the	pro-vaccinists,	who	in	his	book	
entitled	"The	Value	of	Vaccination’	shows	that	of	10,403	cases	of	vaccinated	
smallpox	20	cases	were	under	one	year	old,	341	between	one	and	five,	and	945	
between	five	and	ten;	i.e.,	1,306	cases	of	smallpox	in	vaccinated	children,	in	
order	to	prove	the	efficacy	of	vaccination.
	

WHY	VACCINATED	CHILDREN	"DON’T	DIE"
	
"But,"	we	are	told,	"the	children	don’t	die."	Well,	that	may	be	all	very	well;	we	
will	see	whether	they	die	or	not.	Turn	to	Germany,	for	instance.	During	that	
epidemic	I	spoke	of	just	now	there	were	2,140	cases	of	children	under	ten	who	
had	smallpox,	and	736	of	them	died;	there	were	1,503	cases	vaccinated	under	



five,	and	there	were	573	deaths.	
	
You	may	say,	"Then	why	is	it	they	don’t	die	in	this	country?"	
	

	
Turn	to	the	Muller’s	Orphanage	in	Bristol.	In	1872	there	were	740	children,	all	
vaccinated,	and	292	cases	of	smallpox	amongst	them,	and	there	were	17	deaths.	
But	I	can	give	you	the	reason,	perhaps,	why	the	children	don’t	die—why	
vaccinated	children	don’t	die	from	smallpox	so	much	as	we	should	expect.	In	
1886,	for	instance,	there	were	275	cases	of	smallpox	deaths	altogether	
throughout	England	and	Wales;	there	was	only	one	vaccinated	child	that	died	



from	smallpox	under	ten	years	of	age,	but	there	were	93	children	who	died	from	
"chickenpox."	(Laughter)	
	
And	the	Registrar	General,	in	commenting	upon	the	fact,	declared	that	nearly,	if	
not	all.	those	cases	should	have	been	registered	as	smallpox,	because	chickenpox	
"never	kills";	and	Dr.	Ogle,	the	chief	in	the	Registrar	General’s	Department,	told	
the	Royal	Commission	as	a	witness	before	it,	that	he	had	never	known	
chickenpox	kill	a	child	in	his	life.	(Cheers)	
	
Why	were	not	they	registered	as	smallpox?	In	1893,	the	last	published	returns	
we	have,	there	were	127	children	who	were	reported	to	have	died	from	
"chickenpox";	so	perhaps	that	will	explain	why	"the	children	don’t	die."	
(Laughter	and	cheers)
	



CHAPTER	3

REVACCINATION

Then	they	say	if	it	will	only	protect	for	a	time	revaccination	is	the	thing.	I	want	
to	know	how	often	are	we	to	be	revaccinated?	Jenner	said	once	was	enough;	Dr.	
Thorpe	Porter,	Superintendent	of	the	Dublin	Smallpox	Hospital	Sheds,	says	he	
has	no	faith	in	revaccination;	Dr.	Pringle,	the	great	Indian	vaccinator,	says	
revaccination	is	an	un-pathological	and	un-physiological	blunder;	whereas	Dr.	
Seaton	says	that	to	be	vaccinated	once	at	puberty	is	quite	enough;	Sir	William	
Jenner	says	you	ought	to	be	vaccinated	once	in	infancy,	again	at	seven	years,	and	
again	every	time	an	epidemic	comes	along	(laughter);	Dr.	Oakes	says	you	ought	
to	be	vaccinated	every	ten	years;	and	a	great	German	vaccinator,	whose	name	I	
won’t	attempt	to	pronounce,	says	you	ought	to	be	vaccinated	every	four	months	
until	you	cannot	be	revaccinated	any	longer.	(Laughter)	
	
What,	to	be	kept	in	a	constant	state	of	cowpox	in	order	to	prevent	smallpox?	
Why,	I	would	sooner	have	the	smallpox—it	would	be	a	thousand	times	better—
and	have	done	with	it.	(Cheers)
	

THE	SMALLPOX	NURSE	FABLE
	
Then	people	say,	"What	about	the	nurses;	why,	don’t	you	know	that	for	50	years	
there	has	not	been	known	a	single	nurse	in	any	smallpox	hospital	who	has	taken	
the	smallpox,	because	they	have	been	revaccinated?"	Dr.	Cory	was	responsible	
for	the	card	which	has	been	handed	for	years	to	mothers	who	brought	their	
children	to	the	vaccination	station,	and	which	served	to	stamp	this	delusion	upon	
the	country;	and	when	Dr.	Cory	was	before	the	Royal	Commission	this	card	was	
brought	to	his	notice.	"How	is	it	that	it	has	been	published;	is	it	a	fact?’’	he	was	
asked,	and	the	answer	was	"No."	
	
"Is	it	not	a	fact	that	nurses	who	have	taken	smallpox	had	been	revaccinated?"	
	
"Yes."	
	
"How	is	it	that	you	printed	this?"	



	
"Oh,"	said	Dr.	Cory,	"originally	the	card	was	simply	concerning	Highgate	
Smallpox	Hospital	and	it	was	the	printer"—oh,	that	naughty	printer—(laughter)	
"who	deleted	the	definite	article	when	it	ought	to	be	there,	who	put	an	‘s’	alter	
the	‘I’	who	dropped	out	two	capital	letters	instead	of	leaving	three,	who	scattered	
the	word	Highgate,	and	left	it	as	a	matter	for	generalization!"	(Renewed	
laughter)	
	
In	Highgate	Smallpox	Hospital	we	know	that	whenever	it	was	possible	they	got	
the	nurses	from	the	smallpox	patients,	and	the	reason	these	did	not	have	it	was	
because	they	had	had	smallpox	beforehand,	Now	take	the	nurses	in	the	fever	
hospital.	Dr.	Hopwood	lately	declared	that	no	nurse	had	died	in	the	Fever	
Hospital	of	London	for	ten	years.	But	they	were	never	vaccinated	against	fever,	
and	why	did	not	they	die?	The	fact	of	the	matter	is	this,	the	smallpox	nurse	fable	
is	a	very	absurd	one.	
	
We	know	well	enough	that	smallpox	has	the	faculty	of	taking	hold	of	the	
weakest;	that	is	the	reason	why	children,	whether	vaccinated	or	not,	naturally	fall	
the	easiest	prey.	In	Gloucester	you	have	practically	no	vaccinated	children	to	
suffer.	It	depends	upon	the	constitution	and	the	amount	of	resisting	power	to	the	
disease.	The	nurse	is	a	selected	person—she	will	never	be	likely	to	be	taken	on	
as	such	unless	she	is	perfectly	healthy;	As	I	said,	she	is	frequently	taken	from	the	
ranks	of	the	smallpox	patients,	but	otherwise	is	perfectly	healthy;	she	has	good	
food,	regular	exercise;	she	works	in	a	well	ventilated	ward;	amid,	what	is	more,	
she	has	no	fear—which	I	believe	is	one	of	the	greatest	protectives	under	the	sun.	
(Cheers)	
	
She	is	in	a	far	better	position	than	her	patients	who,	as	a	rule,	come	from	
insanitary	places,	from	the	slums	and	dens	of	our	cities;	and	it	is	not,	therefore,	
to	be	wondered	at	that	the	nurses	should	be	able	to	resist	the	smallpox.	Even	in	
the	time	of	the	plague,	when	vaccination	was	not	dreamed	of,	it	was	remarked	in	
all	the	old	writings	that	the	doctors	and	nurses	rarely	if	ever	caught	the	disease.	
But	it	is	not	that	the	nurses	do	not	take	it,	Dr.	Cohn,	of	the	Paris	Smallpox	
Hospital,	said	that	in	the	hospital	he	had	no	less	than	200	nurses	revaccinated	
under	his	own	eyes,	and	yet	out	of	that	number	15	took	smallpox	and	one	of	
them	died.	Furthermore,	he	tells	us	that	at	time	Bicetre	hospital	there	were	40	
medical	attendants	and	apothecaries	who	never	contracted	smallpox	at	all,	
although	they	had	neglected	to	be	revaccinated;	and	he	mentions,	moreover,	40	
sisters	of	mercy	who	were	right	in	the	very	centre	of	the	hospital	who	refused	to	



be	revaccinated,	and	not	one	of	them	had	smallpox.	(Cheers)
	

REVACCINATION	IN	THE	ARMY
	
Then	look	at	our	revaccinated	Army.	From	1860	to	1888	we	had	no	less	than	
3,953	cases	of	smallpox	in	the	British	Army,	and	391	of	them	died.	If	
revaccination	won’t	protect	the	soldier,	how	is	it	going	to	protect	the	nurse?	
(Hear,	hear)	
	
In	Egypt	in	1889	they	died	at	the	rate	of	1.750	per	million	from	smallpox.	But,	
as	a	matter	of	fact,	the	Government	do	not	believe	in	revaccination.	The	other	
day,	when	the	epidemic	broke	out	in	London,	a	regiment	of	soldiers	was	
stationed	at	St.	John’s	Wood,	near,	and	so	terrified	were	the	Government	with	
regard	to	the	matter	that	an	urgent	order	came	down	from	the	Horse	Guards	
sending	the	regiment	right	away	to	the	other	end	of	England,	lest	the	
revaccinated	soldiers	should	catch	smallpox.	(Laughter)	
	
I	heard	an	amusing	incident	the	other	day	about	a	magistrate	who	had	some	of	
those	"ignorant	fanatics"	like	some	of	you—(laughter)—before	him.	
	
He	told	the	defendants	that	they	ought	to	be	ashamed	of	themselves	letting	their	
children	go	unvaccinated,	and	added,	"Why,	I	would	not	let	my	children	go	
unprotected	from	this	dire	disease	on	any	account."	A	short	time	afterwards	
illness	came	into	his	house,	and	the	doctor	told	him	that	a	servant	had	the	
smallpox;	and	no	sooner	did	the	old	gentleman	hear	that	than	his	courage	oozed	
out	at	his	fingertips,	and	he	sent	for	the	nearest	fire	escape	in	order	that	the	
children	might	be	taken	away	through	the	window,	so	as	to	avoid	passing	the	
door	of	the	infected	chamber.	(Laughter)	
	
Then	there	are	those	doctors	who	tell	us	that	not	only	have	they	been	
revaccinated,	but	that	if	a	smallpox	epidemic	occurred	they	would	be	done	again,	
which	shows	that	they	have	not	much	faith	in	revaccination.	(Hear,	hear)	
	
At	Berkhampstead,	Sir	Astley	Cooper,	who	has	been	sitting	on	the	Bench,	
declared	in	a	speech	on	the	subject	that	he	had	been	vaccinated	no	less	than	
seven	times,	and	such	was	his	wonderful	faith	in	the	operation	that	he	declared,	
with	all	the	courage	of	a	Roman	gladiator,	"If	an	epidemic	occurred,	I	would	go	



and	be	vaccinated	again."	(Laughter)	
	
Why,	if	they	had	tattooed	the	old	gentleman	from	head	to	foot	he	would	still	be	
crying,	‘Do,	pray	give	me	more	vaccination."	(Renewed	laughter)
	

MITIGATION
	
Then	they	tell	us	that	vaccination	will	mitigate	the	disease	that	it	will	make	it	
milder.	I	should	like	to	have	it	proved.	(Hear.	hear)	How	are	we	to	know	how	
severely	a	person	is	going	to	have	smallpox?	If	everybody	who	had	been	
vaccinated	had	it	in	a	milder	form	and	every	person	who	was	unvaccinated	had	
the	smallpox	more	severely,	there	would	certainly	be	some	ground	for	the	
argument.	But	we	know	well	enough	that	long	before	vaccination	was	dreamed	
of	the	usual	kind	of	smallpox	was	the	mild;	and,	as	Dr.	Wagstaff	wrote	to	Dr.	
Freind	in	1721	"There	is	one	kind	of	smallpox	which	the	doctor	cannot	cure,	and	
another	kind	which	the	nurse	cannot	kill."	That	is	quite	enough	to	show	there	
were	very	mild	cases	of	smallpox	at	the	time;	and	Dr.	Plot	in	1677,	in	speaking	
of	an	epidemic	at	Oxford,	tells	us	that	the	whole	of	the	cases	were	extremely	
mild,	and	that	with	proper	care	they	all	recovered.	So	that	before	ever	there	was	
vaccination	there	was	plenty	of	mild	smallpox.	(Cheers)
	
Look	at	the	hospital	statistics,	and	see	what	they	have	to	say.	I	find	from	the	last	
published	statistics,	which	are	for	1893—I	am	now	speaking	from	memory—
that	there	were	150	unvaccinated	cases	and	253	vaccinated,	but	1,054	cases	were	
never	stated	at	all.	When	out	of	a	total	of	1,457	cases	over	1,000	are	left	un-
described,	and	we	are	not	told	whether	they	were	vaccinated	or	not,	what	
confidence	can	you	have	in	such	statistics?	I	say	that	such	statistics	as	those,	
upon	which	vaccinators	base	their	case,	are	nothing	more	nor	less	than	a	fraud.	
(Cheers)
	
Now,	you	test	the	mitigation	theory	by	malignant	cases.	Mr.	Alexander	Wheeler	
proved	before	the	Royal	Commission	that	of	those	said	to	be	vaccinated	82%	
died,	and	of	those	with	good	marks	85%	died;	so	that	the	well	marked	patients	
come	worse	off	when	vaccination	is	most	needed.	The	argument	we	generally	
get	is	this:	If	a	person	happens	to	have	been	vaccinated	and	he	goes	through	life	
without	catching	smallpox	they	say,	"What	a	splendid	thing	it	is	that	he	was	
vaccinated";	if	he	has	a	mild	attack	they	say,	"How	very	fortunate	he	was	



vaccinated,	or	he	would	have	had	the	smallpox	very	severely";	if	he	happens	to	
have	a	severe	attack	we	are	told,	"It	was	a	lucky	job	he	was	vaccinated,	or	he	
would	have	died";	and	if	a	person	who	has	been	vaccinated	should	have	the	
impudence	to	go	and	die,	then	we	are	coolly	told,	"Oh,	he	had	not	been	
vaccinated	properly."	(Laughter)
	
In	the	hospital	statistics	of	today	you	generally	find	that	the	unvaccinated	people	
die	at	the	rate	of	from	30	to	60	and	even	80%	or	higher;	and	yet	when	we	come	
to	look	at	the	fatality	of	the	last	century	and	the	horrible	condition	of	things	
which	I	have	mentioned	to	you,	we	find	that	the	fatality	was	only	18%.	If,	
therefore,	the	fatality	of	unvaccinated	people	last	century	was	only	18%,	and	the	
average	fatality	of	the	present	day	amongst	the	unvaccinated	runs	from	30	to	
80%,	I	want	to	know,	like	Trehawney’s	Cornishmen,	"the	reason	why."	(Hear,	
hear)
	
I	do	not	believe	the	doctors	of	the	present	day	are	less	competent	than	those	of	a	
hundred	years	ago;	and	therefore	why	double	and	treble	the	number	of	
unvaccinated	patients	who	are	slipping	through	their	fingers	as	compared	with	a	
century	before?	It	is	not	for	me	to	explain	this.	Let	them	explain	it	themselves.	
Mitigation	is	therefore	a	sham.	I	remember	that	the	Duke	of	Connaught,	
although	vaccinated	with	the	very	finest	and	the	most	recherché	lymph,	had	the	
smallpox	afterwards,	and	they	could	not	understand	it.	(Laughter)	
	
A	great	deal	of	interest	was	aroused	upon	the	point,	and	the	doctors	came	to	the	
conclusion	that	his	Royal	Highness	could	not	have	been	vaccinated	properly.	
Why,	if	a	Royal	Vaccinator	cannot	do	their	work	properly	what	must	you	poor	
wretches	expect	from	the	rank	and	file	of	the	profession?	(Loud	laughter	and	
cheers)
	

THE	NUMBER	OF	MARKS
	
Then	we	are	told	it	goes	by	the	marks:	that	you	must	have	a	certain	area,	a	
certain	shape,	and	a	certain	number.	In	fact	there	are	any	amount	of	shuffles:	as	
Cobbett	used	to	say,	"Quackery	has	always	one	shuffle	left."	(Renewed	laughter)	
When	you	come	to	remember	that	you	can	have	no	less	than	70	different	kinds	
of	marks	from	the	same	lymph,	it	shows	the	utter	absurdity	of	the	whole	thing.	
(hear	hear)	Mr.	Marson,	who	was	the	surgeon	at	the	Highgate	Smallpox	hospital,	



produced	a	number	of	statistics	showing	that	the	unvaccinated	patients	died	at	
the	rate	of	35%,	and	then	according	to	the	marks	they	had,	one	to	three	or	four	
marks,	so	they	died	less	and	less	until	with	four	marks	it	almost	came	down	to	a	
vanishing	point.	Mr.	Marson	was	submitted	to	cross	examination	before	the	
Committee	of	1871,	and	then	it	turned	out	that	a	good	many	of	those	patients	had	
died	from	what	he	was	pleased	to	call	"super	added	disease."	
	
That	is,	although	they	went	in	suffering	from	smallpox,	yet	there	was	some	other	
disease	they	had	got,	and	they	were	put	down	not	as	dying	from	smallpox,	but	
from	this	other	disease.	It	is	a	most	extraordinary	coincidence	that	the	more	
marks	the	patients	had	the	more	they	died	from	something	else	than	smallpox.	
(Laughter)	
	
And	when	you	come	to	the	four	mark	patients,	of	whom	there	were	only	eleven,	
absolutely	ten	died	of	"super	added	disease,"	and	there	was	only	one	left	for	the	
record	of	smallpox,	and	that	one	was	made	to	record	a	fatality	of	0.75%.	This	
has	been	the	sheet	anchor	of	the	medical	profession	for	years;	these	are	the	
statistics	dinned	into	the	ears	of	the	medical	students	to	prejudice	their	future	
career	in	the	medical	profession;	these	are	the	statistics	which	present,	I	have	no	
hesitation	in	saying,	the	most	glaring	specimen	of	"cookery"	ever	penned	by	
mortal	man.	(Cheers)	
	
I	think	I	have	shown	pretty	clearly	that	vaccination	is	no	protection,	that	
mitigation	is	false,	and	that	revaccination	is	a	fallacy.
	

THE	DANGERS	OF	VACCINATION
	
Another	most	important	point	is	this:	You	may	say,	"Never	mind,	rather	than	
have	the	bother	of	being	summoned	and	the	rest	of	it,	I	will	let	my	children	
undergo	the	operation."	What	about	the	danger?	(Cheers)	
	
Upon	this	subject	I	will	dare	to	say	this:
	
There	is	not	a	medical	man	in	the	kingdom	but	will	admit	there	is	a	risk.	Before	
the	Royal	Commission	6,000	cases	of	injury	from	vaccination	were	presented,	
with	800	deaths.	This	is	the	condition	which	we	have	upon	the	most	reliable	
statistics,	and	that	represents	a	very	sorry	fact.	We	are	told	by	Dr.	Bond	that	we	



should	have	calf	lymph;	but	we	must	not	forget	that	some	of	the	most	disastrous	
results	which	have	ever	occurred,	and	which	have	been	recorded	only	recently,	
have	been	the	result	of	the	use	of	calf	lymph;	and	so	terrified	is	the	Government	
about	it	that	it	will	not	sanction	its	use	by	the	public	vaccinators.	Therefore	it	is	
no	use	going	to	cowpox	direct	from	the	calf.
	
You	may	say,	"What	is	this	calf	lymph?"	There	are	three	kinds.	Supposing	you	
have	the	spontaneous	cowpox	taken	from	the	sore	on	the	cow’s	udders,	a	calf	is	
strapped	to	a	table	and	its	abdomen	having	been	shaved,	about	100	punctures	are	
made	in	it	and	some	cowpox	matter	rubbed	into	them;	the	calf	is	then	tied	up	for	
eight	days	when	it	is	strapped	down	to	the	table	again	and	this	lymph,	by	means	
of	clamps,	is	squeezed	out	of	the	various	sores	raised	and	put	into	capillary	
tubes.	Then	the	calf	is	let	loose	and	sold	to	the	butcher	for	prime	veal.	(Laughter)	
	
That	is	the	spontaneous	cowpox,	which	Jenner	himself	said	was	practically	
useless.
	
With	regard	to	the	other	kind	of	cowpox,	which	is	commonly	used,	you	put	the	
matter	from	a	child’s	arm	into	the	calf’s	abdomen;	and	you	stand	a	chance	of	
getting	some	human	diseases	of	the	worst	kind	as	well	as	cattle	disease	into	the	
bargain.	The	third	kind	is	smallpox	virus	itself	with	which	Badcock	inoculated	
no	less	than	20,000	people	under	the	name	of	vaccination.	Even	Sir	James	
Watson	said	he	could	sympathize	with,	and	even	applaud	a	father	who	would	
pay	multiple	fines	and	even	undergo	imprisonment	rather	than	submit	his	child	
to	such	a	ghastly	risk.	(Cheers)	
	
He	(Sir	J.	Watson)	was	then	speaking	about	syphilis.
	

INCREASE	OF	INFANT	SYPHILIS
	
What	about	syphilis?	(Hear,	hear)	It	is	a	very	strange	thing	that	up	to	1853,	when	
the	Compulsory	Vaccination	Act	was	passed,	the	annual	deaths	from	syphilis	of	
children	under	one	year	old	did	not,	exceed	380;	the	very	next	year	the	number	
had	jumped	up	nearly	double,	to	591;	and	syphilis	in	infants	under	one	year	of	
age	has	gone	on	increasing	every	year	since	until	1883,	when	the	number	of	
deaths	reached	1,813.	It	has	increased	4-fold	in	infants	since	the	passing	of	the	
Compulsory	Vaccination	Act,	and	yet	in	adults	it	has	remained	almost	stationary.	



Surely	this	speaks	for	itself.	(hear,	hear)	
	
These	deaths	have	only	begun	to	decline	since,	in	proportion	as	the	number	of	
vaccinations	to	births	have	declined.	Therefore	we	have	not	merely	children	
dying	primarily	from	vaccination,	but	from	a	concurrent	disease.	The	question	is	
asked,	"Cannot	you	get	any	pure	lymph	which	will	really	answer	the	purpose?"	
Well,	they	have	tried	all	sorts.	They	have	tried	cowpox,	horsepox,	horsegrease	
cowpox,	also	goat-pox,	and	that	from	the	sheep;	they	even	went	to	the	buffalo,	
but	the	buffalo-pox	stank	so	horribly	that	they	had	to	give	it	up.(Laughter)	
	
Surgeon	O’Hara	even	advises	that	we	should	get	some	lymph	from	the	donkey.	
(Renewed	laughter)	One	would	have	thought	that	the	donkey	was	low	enough,	
but	someone	has	gone	further.	
	
Dr.	Monckton-Copeman	as	suggested	in	the	"British	Medical	Journal"	that	some	
smallpox	scabs	should	be	powdered	as	fine	as	possible	in	a	mortar,	placed	in	an	
egg,	stirred	up	into	a	kind	of	smallpox	omelette,	and	after	being	put	by	for	a	
certain	time	it	is	ready	to	be	placed	in	the	babies’	arms.	("Shame.")	That	is	what	I	
may	call	a	"fowl"	concoction.	(Laughter)	
	
We	have	had	almost	as	many	animals	suggested	for	the	purpose	of	supplying	
lymph	as	there	were	in	Noah’s	Ark—a	regular	menagerie	of	them;	the	
vaccinators	are	in	as	big	a	muddle	about	it	as	ever,	and	yet	they	say	"You	must	
have	the	genuine	variety	or	you	will	be	sure	to	catch	the	smallpox."	(More	
laughter)	
	
"Pure	lymph	from	the	cow!"	
	
It	reminds	me	of	the	notice	one	sometimes	sees,	"Pure	milk	from	the	cow;	
animals	milked	on	the	premises."	(Laughter)	
	
"Pure	lymph"	calls	to	mind	the	green	fields	and	pastures	of	the	country	I	Can	it	
be	had,	you	ask?	Well,	Government	Microscopist	Farn,	who	examines	the	lymph	
sent	out,	was	asked	by	Dr.	Collins,	"As	a	matter	of	fact	have	you	ever	guaranteed	
the	purity	of	lymph	in	your	life?"	and	he	had	to	acknowledge	"No."
	
And	yet	members	of	the	medical	profession	are	saying	this	kind	of	thing:	Dr.	
Hind	wrote	to	the	Devizes	Board	of	Guardians	some	time	ago	saying	that	he	
would	be	very	happy	indeed	to	supply	them	with	calf	lymph	"which	would	be	



undoubtedly	pure."	He	is	another	gentleman	who	does	not	appear	to	have	read	
the	other	side	of	the	question.	(Laughter)	
	
Mr.	Microscopist	Fain	was	further	asked	by	Dr.	Collins,	"Can	you	recognise	
under	a	microscope	of	the	highest	power	the	germs	of	syphilis?"	and	the	answer	
was	"No."	And	yet	they	talk	about	"pure	lymph!"	From	1881	to	1892	we	have	
had	no	less	than	620	deaths	recorded,	620	English	homes	which	have	been	one	
little	occupant	the	less,	620	mothers’	hearts	which	have	been	bleeding	as	a	result	
of	this	Compulsory	Vaccination	Act;	and	yet	they	say	"there	are	no	bad	results	
with	proper	care."	
	
How	is	it,	then,	that	this	mischief	occurs?	If	they	cannot	happen	with	proper	
care,	then	these	results,	according	to	that	theory,	must	he	due	to	carelessness,	and	
if	so	it	is	manslaughter;	and	have	you	ever	heard	of	a	medical	man	being	charged	
with	manslaughter	in	such	a	case?	(Cheers)	
	
The	Grocers’	Company	a	few	years	ago	offered	£1,000	to	anybody	who	would	
discover	an	artificial	nutritive	medium	by	which	the	germ	vaccinia	could	be	
cultivated	without	any	foreign	elements	or	risk	of	disease.	No	one	has	claimed	
the	£1,000	yet,	and	still	they	talk	about	"pure	lymph."	
	
I	will	give	you	one	or	two	statistics	with	regard	to	Leicester.	In	1868-72	the	
mortality	of	children	under	one	year	was	107	per	thousand,	when	98%	were	
vaccinated;	from	1888-9	only	2%,	were	vaccinated,	and,	in	spite	of	what	Dr.	
Bond	says,	the	general	mortality	of	children	had	declined	from	107	to	63	per	
thousand.	Furthermore,	from	1874-89	the	number	of	children	under	one	year	
who	died	of	erysipelas	had	declined	from	193	to	47	per	10,000	deaths.	The	
Guardians	of	Gloucester	are	being	urged	to	re-commence	prosecutions,	and	I	
appeal	to	them	to	make	a	firm	stand	against	it.	(Loud	cheers)
	

LIBERTY	OF	CONSCIENCE
	
There	is	one	thing	about	this	Vaccination	Act	which	I	don’t	like:	it’s	an	unequal	
law—it	presses	hardly	upon	the	poor.	The	rich	man	can	pay	his	sovereign	fine	
and	feel	none	the	worse	for	it;	but	the	poor	man	has	to	either	submit	or	have	his	
goods	seized,	or	go	to	the	prison	cell	in	default	of	paying	his	fine.	I	say	that	the	
poor	woman’s	child	is	as	dear	to	her	as	the	child	of	a	prince	is	to	its	parents,	and	



that	she	has	no	right	to	be	put	in	a	harder	position	for	its	protection	than	those	
who	are	wealthy.	(Cheers)
	
But	there	is	another	thing	that	I	must	mention	to	you,	and	that	is	the	case	of	
Emily	Maud	Child,	of	Leeds.	That	child	who	was	vaccinated,	died,	and	a	
coroner’s	jury	having	held	an	inquest,	it	was	brought	in	conclusively	that	she	
died	from	syphilis,	as	the	result	of	vaccination.	A	certificate	to	that	effect	went	
up	to	the	Government,	who	sent	an	inspector	down	to	investigate	the	case;	he	
took	photographs	of	the	teeth	of	the	other	children,	declared	they	were	syphilitic,	
and	reported	that	it	was	not,	vaccine	lymph	which	produced	the	syphilis,	but	that	
the	fault	lay	with	the	mother	herself.	(Cries	of	"Shame.")	At	last	the	Royal	
Commission	heard	of	the	case	and	sent	down	independent	investigators,	who	
found	that	there	was	not	a	vestige	of	syphilis	in	the	remaining	children,	and	that	
the	charge	against	the	mother	was	false.	(Cheers)	
	
It	is	a	terrible	thing,	I	say,	that	not	only	have	you	to	stand	the	chance	of	losing	
the	child	who	is	dear	to	you,	but	you	have	to	stand	the	chance	of	the	powerful	
machinery	of	Government	being	turned	on	in	order	to	take	away	the	character	of	
your	wife.	They	tell	me	I	have	no	right	to	pick	out	these	hard	cases;	but	I	tell	my	
friends	I	will	stop	picking	them	out	when	they	stop	putting	them	in.	(Cheers)	
	
Then,	when	you	go	before	the	Bench,	the	magistrates	tell	you	they	are	"only	
administrators	of	the	law,"	which	has	been	the	plea	of	the	greatest	persecutors	of	
every	age.	Remember	that	the	Vaccination	Act	does	not	deal	with	the	drunkard;	
it	is	the	best	classes	of	the	country,	the	earnest,	honest	people,	the	Sunday	school	
teachers,	who	love	their	children	and	their	homes.	
	
The	Scotch	Covenantors,	Ann	Askew,	John	Wyecliffe,	and	the	apostles	of	old	
were	told	that	their	persecutors	were	"only	the	administrators	of	the	law,"	but	
they	defied	the	law,	and	the	proudest	privileges	and	blessings	we	possess	have	
been	won	for	us	by	the	law	breakers	of	this	country.	It	is	not	a	question	merely	of	
the	health	but	of	the	very	hives	of	the	children	which	are	at	stake	in	this	matter;	
and	I	believe	that	the	present	century	shall	not	close	until	we	have	placed	our	
foot	upon	the	dragon’s	neck,	and	plunged	the	sword	of	liberty	through	its	heart.	
(Cheers)	
	
They	tell	us	we	are	trying	to	rouse	the	country	with	a	"crazy	cry"—the	cry	of	
liberty	of	conscience—and,	we	are	not	ashamed	of	that	cry.	It	is	that	"crazy	cry"	
which	snapped	the	shackles	of	despotism	in	the	past.	‘That	"crazy	cry"	is	



spreading	at	the	present	time	throughout	the	length	and	breadth	of	the	country.	
We	are	told	that	the	intelligent	portion	of	the	population	is	against	us;	it’s	false.	
‘That	"crazy	cry"	is	ascending	higher	and	higher,	into	a	raging	and	tremendous	
storm;	that	liberty	which	has	been	won	by	the	blood	of	our	forefathers	for	the	
theological	conscience,	is	the	liberty	we	demand	for	the	scientific	conscience.	
(Loud	cheers)	
	
Already	it	is	thundering	at	the	door	of	the	House	of	Commons,	and	it	shall	be	
heard.	Yes,	we	are	going	forward	with	the	"crazy	cry"	of	liberty	of	conscience	
upon	our	unfurled	banner,	and	we	never	intend	to	rest	until	we	get	it.	(Loud	and	
prolonged	cheering)
	
Mr.	D.C.	JONES	proposed	the	following	resolution,	which	was	seconded	by	Mr.	
A.	RICE,	and	carried	unanimously,	amidst	great	enthusiasm.
	
"That	this	meeting	of	the	inhabitants	of	Gloucester	views	the	Compulsory	
Vaccination	Act	as	a	serious	infringement	of	the	liberty	of	the	subject,	and	
earnestly	desires	its	repeal,	believing	that	the	practice	of	vaccination	has	not	only	
not	fulfilled	its	promise	of	protection	from	smallpox,	but	that	it	is	also	
accompanied	with	very	serious	risks."
Mr.	GEORGE	NEWMAN	proposed,	and	Mr.	H.	WHILEY	seconded,	"that	a	
hearty	vote	of	thanks	be	accorded	Dr.	Hadwen	for	his	eloquent	and	interesting	
address,"	This	was	carried	unanimously,	the	audience	spontaneously	rising	to	
their	feet	and	singing	"	For	he’s	a	jolly	good	fellow."
	
A	vote	of	thanks	to	the	Chairman,	proposed	by	Mr.	CARTER	and	seconded	by	
Mr.	T.	CLIFFORD,	terminated	a	most	enthusiastic	meeting.
	

THE	MORTALITY	AMONG	CHILDREN
	
It	is	often	said	that	unvaccinated	children	are	in	special	danger.	That	fable	has	
been	dissipated	by	a	table	given	by	Mr.	Neville	Chamberlain	(who	appeared	
quite	unable	to	grasp	the	meaning	of	his	own	figures)	on	July	23rd,	1923.	We	
reproduce	it	from	the	Star	of	July	26th,	in	order	to	incorporate	the	editorial	
comment.
	
The	following	table	gives	the	number	of	deaths	per	million	living	from	smallpox	



arranged	in	decades,	and	divided	up	according	to	the	ages	of	the	sufferers:
	

	
Under	5 5-10 10-15

1861-70 638 145 56
1871-80 518 285 138
1881-90 80 33 26
1891-1900 29 10 3
1901-1910 22 7 6
1911-1920 0.57 0.32 0.11

	
It	will	be	noted	that	there	has	been	an	enormous	decrease	in	the	smallpox	
mortality	among	children	under	15.
	
At	the	beginning	of	these	periods	(1871)	It	was	officially	recorded	that	97.5%	of	
the	whole	population	between	the	ages	of	2	and	50	was	vaccinated.
	
At	the	end	of	these	periods	(1921)	only	38%	of	the	births	was	vaccinated.
	
There	has	admittedly	been	a	constant	decline	in	the	number	of	children	
vaccinated.
	
The	Editor	of	Truth,	commenting	upon	the	above	figures	on	August	1st,	
1923,	observed:
	
"No	doubt	Dr.	Garstang	will	be	of	the	opinion	that	for	calling	attention	to	these	
incontrovertible	facts	I	ought	to	be	sent	to	Broadmoor.	For	my	part	I	think	that	a	
man	who	cannot	see	the	significance	of	the	above	figures	and	those	referred	to	in	
Truth	last	week	ought	not	to	allowed	to	practise	on	the	pubic	as	a	doctor."
	
Dr.	Garstang	is	a	medical	man	who,	at	a	recent	Medical	Congress,	had	described	
all	anti-vaccinists	as	"criminal	lunatics."	They	can	at	least	draw	a	logical	
deduction	from	figures	so	easily	understood.
	
The	following	figures	form	a	complete	refutation	of	the	claims	for	vaccination.	
They	were	given	in	a	written	answer	by	Lord	E.	Percy	to	a	Parliamentary	
question	by	Mr.	March,	MP	to	the	Minister	of	Health	on	July	16th,	1923.
	





	
a.	Figures	for	1922	not	yet	available.
	
b.	In	addition	one	death	certified	as	influenza,	and	so	classified,	was	regarded	by	
the	Ministry	of	Health	as	definitely	ascribable	to	hemorrhagic	smallpox.
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THE	TRUTH	ABOUT	VACCINATION	AND	
IMMUNIZATION
	
The	Nature	Cure	View	of	Smallpox
	
ALL	acute	disease	is	a	healing	effort	of	Nature,	an	attempt	to	rid	the	system	of	
its	inherited	and	acquired	impurities.
	
The	Nature	Cure	practitioner	regards	colds,	fevers,	skin	eruptions	and	
inflammatory	processes	as	Nature’s	attempts	to	eliminate	disease	conditions	
from	the	system.	This	has	been	admitted	in	the	case	of	smallpox,	even	by	some	
eminent	orthodox	doctors.	Though	that	disease,	in	its	worst	forms,	may	seem	a	
desperate	remedy,	it	is	only	so	because	the	condition	of	the	sufferer	has	been	so	
reduced	by	desperately	insanitary	conditions	of	living,	either	environmental	or	
personal	or	both.	Anyone	who	cares	to	look	into	the	matter	will	find	that	many	
of	those	who	have	recovered	from	the	purifying	effects	of	smallpox	have	
enjoyed	better	health	after	the	attack	than	before	it.	Smallpox	has,	in	fact,	been	
known	to	eradicate	consumption.
	
The	Registrar	General’s	death	statistics	show	also	that	in	former	times,	when	



smallpox	epidemics	carried	off	some	thousands	of	people,	they	did	not	increase	
the	general	death	rate	from	all	diseases.	This	shows	that	those	who	died	from	
smallpox	were	suffering	from	a	concurrent	condition	of	ill-health	which	would	
have	produced	a	fatal	result	in	any	case.	Dr.	Farr,	the	statistician	of	the	General	
Register	Office,	pointed	but	that	the	general	death	rate	per	1,000	of	the	
population	was	not	raised	by	the	great	smallpox	epidemic	of	1871-72.	Here	are	
the	general	death	rates	(per	1,000	living)	for	England	and	Wales	from	1870	to	
1875:	
	
1870.....22.9
1871.....22.6
1872.....21.3
1873.....21.0	
1874.....22.2
1875.....22.7
	
Dr.	Robert	Watt,	lecturer	on	the	theory	and	practice	of	medicine	at	Glasgow,	
discovered	from	the	figures	in	the	Glasgow	burial	registers	over	a	space	of	thirty	
years	(from	1783-1812),	divided	into	five	periods	of	six	years	each,	that	while	
smallpox	had	diminished,	measles	and—to	a	lesser	extent—whooping	cough	had	
increased,	so	that	a	child	had	no	better	chance	of	reaching	its	tenth	year	in	the	
last	period	of	the	thirty	years	than	in	the	first.
	
Dr.	Farr,	in	the	35th	Annual	Report	of	the	Registrar	General,	p.224,	wrote:
	
The	zymotic	(infectious,	contagious)	diseases	replace	each	other;	and	when	one	
is	rooted	out	it	is	apt	to	be	replaced	by	others,	which	ravage	the	human	race	
indifferently	wherever	the	conditions	of	healthy	life	are	wanting.
	
Smallpox	occurs	for	the	most	part	in	people	whose	vitality	is	low,	the	
composition	of	whose	blood	is	abnormal	and	in	whom	there	is	an	accumulation	
of	morbid	matter.	In	the	nineties	of	the	last	century	it	was	found	in	London	and	
other	great	towns	that	smallpox	occurred	chiefly	amongst	the	inhabitants	of	
common	lodging	houses,	tramp	wards,	and	Salvation	Army	shelters.	Formerly	it	
was	the	scourge	of	dwellers	in	insanitary	slums,	where	there	was	no	provision	of	
pure	water,	where	the	overcrowding	was	intense,	and	where	dirt	and	filth	were	
everywhere.
	
In	1853	Lord	Shaftesbury,	speaking	in	support	of	the	Vaccination	Bill,	said:



	
It	is	perfectly	sure	that	smallpox	is	chiefly	confined	to	the	lowest	classes	of	the	
population,	and	I	believe	that,	with	improved	lodging	houses,	the	disease	might	
be	all	but	exterminated.
	
It	is	true	that	people	living	in	less	insanitary	conditions	have	contracted	
smallpox,	and	such	cases	have	been	attributed	to	infection	or	contagion.	Just	as	a	
match	applied	to	a	train	of	gunpowder	starts	an	explosion,	so	the	poison	emitted	
from	a	smallpox	patient	may	set	light	to	the	accumulation	of	waste	matter	in	an	
apparently	healthy	and	clean	individual.
	
Smallpox	is	found	today	chiefly	in	India,	North	and	West	Africa,	China	and	
Japan.
It	was	prevalent	in	the	large	cities	of	Great	Britain	in	the	seventeenth	and	
eighteenth	centuries,	but	for	nearly	fifty	years	there	has	been	little	real	smallpox	
here.
	
In	Europe	it	was	prevalent	in	Russia,	Spain,	Portugal,	Italy,	Turkey	and	Austria	
during	the	nineteenth	century,	and	there	were	serious	epidemics	in	the	countries	
that	afterwards	formed	the	German	Reich	and	in	Sweden.	During	the	last	twenty	
years	it	has	almost	disappeared	from	Europe.
	
The	Conditions	that	Produce	Smallpox
	
Mr.	Swan	in	The	Vaccination	Problem,	p.152,	writes:
	
Smallpox	does	not	drop	from	the	skies,	it	is	the	product	of	very	earthly	
conditions.	Anyone	who	cares	to	make	even	a	cursory	study	of	the	sanitary	and	
economic	conditions	which	prevailed	in	this	country,	especially	in	large	cities,	in	
the	seventeenth	and	eighteenth	centuries	will	marvel,	not	at	the	excessive	
prevalence	of	smallpox	in	those	days,	but	at	the	extraordinary	perversity	of	those	
who	deny	that	these	conditions	were	responsible	for	the	breeding	of	the	constant	
epidemics	of	smallpox	which	then	prevailed.
	
One	has	but	to	try	to	imagine	the	conditions	which	prevailed	in	former	times—
no	sewers,	no	water	closets,	but	instead,	festering	privies;	excessive	
overcrowding,	both	of	houses	per	acre	and	people	per	house;	small,	ill-ventilated	
and	ill-built	houses	crammed	into	narrow	courts	and	tortuous	alleys,	without	



adequate	water	supply	and	devoid	of	sanitary	conveniences;	lack	of	cleanliness	
owing	to	scarcity	of	water;	absence	of	baths	and	laundry	facilities;	unpaved	and	
ill-paved	streets,	which	were	made	the	receptacle	for	all	kinds	of	slops	and	other	
filth—to	have	some	faint	idea	of	the	reason	why	smallpox	flourished	under	such	
conditions...
	
In	addition	to	constantly	breathing	in	the	horrible	effluvia	from	the	stinking	
heaps	of	rotting	refuse	and	filth	from	vaults	containing	sewage	heaps	and	from	
their	own	unwashed	clothes	and	bedclothes,	the	poor	suffered	badly	in	periods	of	
scarcity	and	want.
	
Severe	winter	weather	followed	by	summer	drought	was	followed	by	terrible	
epidemics	of	fever	and	smallpox.	When,	owing	to	bad	crops	of	cereals,	the	price	
of	wheat	rose	excessively,	this	increase	was	frequently	followed	by	a	great	
increase	in	deaths	from	smallpox.	Dr.	W.	Scott	Tebb	in	A	Century	of	Vaccination	
and	What	it	Teaches	shows	that	in	the	seventeenth	and	eighteenth	centuries	bad	
harvests	were	almost	always	followed	by	a	large	increase	in	the	number	of	
deaths	from	smallpox	and	fevers.
	
Smallpox	was	confined	almost	exclusively	to	the	lower	strata	of	society.	In	
Austria	it	was	called	the	"beggars’	disease."	In	England	it	was	spread	largely	by	
tramps	and	inhabitants	of	common	lodging	houses,	people	who	not	only	lived	in	
unhealthy	circumstances	but	were	frequently	deprived	of	the	common	
necessaries	of	life.
	
Dr.	Scott	Tebb	shows	that	in	epidemics	in	England	in	1819,	1837-38,	1848,	
1871-72	and	1877-93	an	overwhelming	majority	of	the	sufferers	came	from	the	
poorest	classes,	living	in	the	most	thickly	populated	and	most	badly	drained	
districts.	A	spot	map	of	the	Gloucester	epidemic	of	1895-96	shows	that	the	great	
majority	of	the	cases	were	in	the	area	where	the	drainage	system	was	bad.
	
On	the	other	hand,	in	industrial	dwellings	where	the	poor	lived	under	strict	
sanitary	supervision	there	was	marked	immunity	from	smallpox.	While	in	the	
years	1880-82	there	were	3,268	smallpox	deaths	in	London	out	of	a	population	
of	3,800,000,	there	were	only	two	such	deaths	among	more	than	15,000	tenants	
of	the	Improved	Industrial	Dwellings	Company.
	
In	the	Fifth	Annual	Report	of	the	Registrar	General,	dated	1843,	will	be	found	
replies	from	Metropolitan	Registrars	which	testify	to	the	occurrence	of	smallpox	



and	other	zymotic	diseases	in	the	poorest	and	most	filthy	parts	of	their	districts.	
Dr.	Tebb	has	extracted	a	number	of	these	and	has	shown	from	a	large	number	of	
other	reports	how	closely	smallpox	epidemics	were	related	to	overcrowding	and	
defective	water	supply,	an	entire	lack	of	cleanliness,	and	the	accumulation	of	
filth.
	
The	great	sanitarian	Sir	Edwin	Chadwick	maintained:
	
That	cases	of	smallpox,	of	typhus,	and	of	others	of	the	ordinary	epidemics,	occur	
in	the	greatest	proportion,	in	common	conditions	of	foul	air	from	stagnant	
putrefaction,	from	bad	house	drainage	from	sewers	of	deposit,	from	excrement	
sodden	sites,	from	filthy	street	surfaces,	from	impure	water,	and	from	
overcrowding	in	private	houses	and	in	public	institutions.	That	the	entire	
removal	of	such	conditions	by	complete	sanitation	and	by	improved	dwellings	is	
the	effectual	preventive	of	disease	of	these	species,	and	of	ordinary	as	well	as	
extraordinary	epidemic	visitations	(From	an	address	on	"Prevention	of	
Epidemics"	delivered	by	Mr	Chadwick	at	the	Brighton	Health	Congress,	14th	
Dec.	1881.).
	
One	of	the	most	noted	epidemiologists,	Dr.	August	Hirsch,	maintained	that:
	
Smallpox,	as	well	as	typhus,	takes	up	its	abode	most	readily	in	those	places	
where	the	noxious	influences	due	to	neglected	hygiene	make	themselves	most	
felt	(Handbook	of	Geographical	and	Historical	Pathology,	Vol.	1	p.481,	
translated	by	Dr.	Charles	Creighton).
	
Sanitary	and	Economic	Improvements	Banish	Smallpox
	
Ridiculous	claims	are	still	being	made	in	regard	to	the	effect	of	vaccination	on	
smallpox.	There	was	a	considerable	decline	in	smallpox	deaths	in	London	before	
vaccination	was	introduced,	and	for	a	very	few	years	after	1798	this	decline	
continued.	But	smallpox	flared	up	again,	and	as	vaccination	was	more	and	more	
practiced	so	the	epidemics	of	smallpox	became	more	and	more	serious.	There	
was	a	shocking	epidemic	in	1838	about	which	Sir	Henry	Holland	in	his	Medical	
Notes	and	Reflections	(1839)	wrote:
	
Not	only	in	Great	Britain	but	throughout	every	part	of	the	globe	from	which	we	
have	records,	we	find	that	smallpox	has	been	gradually	increasing	again	in	



frequency	as	an	epidemic,	affecting	a	larger	proportion	of	the	vaccinated,	and	
inflicting	greater	mortality	in	its	results...
	
It	is	no	longer	expedient	in	any	sense	to	argue	for	the	present	practice	of	
vaccination	as	a	certain	or	permanent	preventive	of	smallpox.	The	truth	must	be	
told,	as	it	is,	that	the	earlier	anticipations	on	this	point	have	not	been	realised.
	
There	were	other	severe	epidemics,	the	worst	being	that	of	1871-72,	when	more	
than	42,000	people	died.
	
The	long	fight	of	Chadwick,	Southwood	Smith,	and	other	sanitarians	resulted	in	
the	passing	of	the	great	Public	Health	Act	of	1875.	There	was	also	a	gradual	
improvement	in	the	economic	position	of	some	of	the	poorest	classes	of	the	
community.	The	operation	of	the	1875	Public	Health	Act	resulted	in	the	
reduction	of	slums,	the	introduction	of	main	drainage	schemes	and	supplies	of	
pure	water	in	place	of	the	old	contaminated	surface	wells,	and	lessening	of	
overcrowding.	This	act,	with	the	extension	of	railways,	enabling	larger	supplies	
of	fruit	and	fresh	vegetables	to	the	towns,	and	the	economic	improvement	which	
enabled	people	to	buy	more,	and	more	suitable	food,	were	factors	in	bringing	
about	the	decline	and	eventual	extinction	of		smallpox	from	England	and	Wales.
	
How	to	Avoid	Smallpox
	
Nature	Cure	teaches	that	smallpox	can	be	avoided	by	right	living	and	right	
thinking.	"Cleanliness	is	health,"	says	a	writer;	not	only	external	but	internal	
cleanliness.	
	
Exercise,	water	and	diet	play	their	parts,	and	disease	is	brought	about	chiefly	by	
wrong	eating.	In	India	extreme	poverty,	resulting	in	starvation	or	in	eating	
unsuitable	food,	is	one	of	the	causes	of	smallpox.
	
Food	must	be	either	transformed	into	living	tissues	or	eliminated.	If	left	to	
decompose	in	the	intestines	it	sets	up	a	condition	of	toxemia	or	self-poisoning.	It	
is	the	sufferer	from	constipation	who	is	more	likely	to	contract	smallpox	or	any	
of	the	other	acute	diseases	than	those	who	are	clean	physically.
	
Smallpox	Inoculation



	
Smallpox	was	always	dreaded	mainly	because	so	often	sufferers	from	it	were	
disfigured	by	it.	In	the	hope	of	preventing	it	the	practice	of	inoculation	was	
resorted	to.
Bass	states	in	his	History	of	Medicine	(1889)	that	"the	communication	of	the	
natural	smallpox	to	the	healthy,	in	order	to	protect	them	from	the	natural	disease,	
reaches	back	into	hoary	antiquity."	It	was	practiced	very	extensively	in	India	and	
China.	It	was	first	introduced	to	the	general	notice	of	the	British	people	in	1714	
by	a	Greek	physician—Dr.	Timoni	of	Constantinople.	Lady	Mary	Wortley	
Montagu,	wife	of	the	British	Ambassador	in	Turkey,	allowed	her	little	son	to	be	
inoculated	at	the	British	Embassy	in	Constantinople	in	March	1717,	and	on	her	
return	to	England	she	had	her	daughter	inoculated	in	London	in	1721.
	
After	being	taken	up	by	Royalty	the	operation	fell	into	disfavour,	but	it	was	
revived	about	1740-48,	and	in	1754	the	Royal	College	of	Physicians	declared	
their	sentiments	on	the	subject	in	the	following:
	
That	the	arguments	which	at	the	commencement	of	this	practice	were	urged	
against	it	have	been	refuted	by	experience,	that	it	is	now	held	by	the	English	in	
greater	esteem,	and	practiced	among	them	more	extensively	than	ever	it	was	
before	and	that	the	College	thinks	it	to	be	highly	salutary	to	the	human	race.
	
But	the	Royal	College	of	Physicians	changed	its	opinion,	and	in	1807	
condemned	the	practice	in	the	following	terms:
	
However	beneficial	the	inoculation	of	the	smallpox	may	have	been	to	
individuals,	it	appears	to	have	kept	up	a	constant	source	of	contagion	which	has	
been	the	means	of	increasing	the	number	of	deaths	by	what	is	called	the	natural	
disease.
	
What	statistics	there	are	show	that	there	was	a	great	increase	in	smallpox	deaths	
during	the	period	when	inoculation	was	most	practiced.
	
At	last,	through	pressure	from	the	advocates	of	vaccination,	in	1840	the	practice	
of	smallpox	inoculation	was	prohibited.
	
Ridiculous	Adulation	of	Jenner



In	every	pro-vaccinist	publication	Jenner’s	great	labours	are	extolled.	There	is	no	
truth	whatever	in	these	tributes	to	his	long	study	and	experiment.	Sir	Benjamin	
Ward	Richardson,	although	a	believer	in	vaccination,	well	summed	up	the	
position	as	follows:
	
It	is	truly	painful	to	say	that	the	common	opinion	about	the	great	labour	of	
experiment	to	which	Jenner	submitted	himself,	before	he	announced	what	is	
wrongly	called	his	discovery,	is	mere	childish	adulation.	His	experiments	are	
enumerated	by	himself,	and	may	be	put	with	observations	without	experiment,	at	
23;	so	that	compared	with	the	intense	labour	by	which	researches	of	a	
physiological	kind	are	ordinarily	carried	out,	they	really	rank	as	nothing	in	
respect	of	labour	(Disciples	of	Aesculapius—Jenner,	1900,	pp	397-398).
	
Professor	Major	Greenwood	in	his	Epidemics	and	Crowd	Diseases	derided	Sir	
John	Simon’s	characterisation	of	Jenner’s	Inquiry	as	a	"masterpiece	of	medical	
induction."	He	called	it:
	
A	rambling	discursive	essay,	containing	acute	observations	mixed	up	with	mere	
conjecture,	which	an	unsystematic	field	naturalist	might	be	expected	to	produce.
	
Some	years	later	Greenwood	went	further	than	this.	At	a	meeting	of	the	Royal	
Society	of	Medicine	in	London	(Lancet,	2nd	Feb.	1928,	p.233)	he	said	that	
"there	was	a	good	deal	of	evidence	that	Jenner	had	been	a	rogue."
	
The	famous	epidemiologist	Dr.	Chas.	Creighton	wrote	in	Jenner	and	Vaccination	
in	very	severe	terms	on	Jenner’s	character,	calling	him	vain,	petulant	and	crafty.
	
"Smallpox	of	the	Cow":	A	Complete	Deception

Jenner	introduced	vaccination	in	1798	in	his	first	publication	entitled	An	Inquiry	
into	the	Causes	and	Effects	of	the	Variolae	Vaccinae	(smallpox	of	the	cow)..	
Many	attempts	have	been	made	since	Jenner’s	day	to	establish	the	common	
origin	of	smallpox	and	cowpox,	but	scientific	proof	is	still	lacking.
	
The	tradition	of	the	dairymaids	as	to	the	protection	afforded	by	cowpox	against	
smallpox	was	rejected	by	many	of	Jenner’s	own	medical	acquaintances	because	
they	knew	of	numerous	cases	where	those	who	had	had	cowpox	subsequently	
developed	smallpox.



	
JENNER’S	HORSE	GREASE
Jenner	insisted	that	the	true	protective	variety	was	derived	only	from	a	disease	
known	as	"the	grease	"—the	matter	being	transferred	from	the	horse	to	the	teats	
of	the	cow	by	men	milkers	after	they	had	been	attending	to	diseased	horses.
	
Dr.	Pearson,	one	of	Jenner’s	most	influential	contemporary	supporters,	criticised	
Jenner’s	"grease-cowpox"	theory	and	declared	that	"the	very	name	of	
horsegrease	was	likely	to	have	wrecked	the	whole	concern."
	
For	a	time	Jenner	abandoned	"horsegrease"	and	resorted	to	the	natural	or	
spontaneous	cowpox.	Still	later	he	reverted	to	the	“grease,’’	and	finally	(1818)	
adopted	it	as	"the	true	and	genuine	life-preserving	fluid."	He	also	employed	
equine	matter	(1815-17)	direct	without	passing	it	through	the	constitution	of	a	
cow.
	
The	Arm-to-Arm	System
	
For	one	hundred	years	the	aim-to-arm	system	was	the	one	in	general	use	in	the	
United	Kingdom.	A	baby	was	vaccinated,	and	when	the	sores	resulting	were	at	a	
certain	stage,	matter	from	one	of	them	was	inoculated	into,	say,	thirty	other	
babies.	One	or	perhaps	two	of	these	were	used	a	week	or	so	later	as	vaccinifers,	
and	so	it	went	on.	The	matter	was	also	dried	and	put	on	ivory	points	and	
circulated	to	doctors	for	use.
	
Glycerinated	Calf	Lymph	Introduced	in	1897
	
In	1898	glycerinated	calf	lymph	was	ordered	to	be	used.	The	Royal	Commission	
on	Vaccination	(1889-96)	had	recommended	the	use	of	"calf	lymph,"	and	two	
Government	Medical	Inspectors	had	been	sent	on	a	tour	of	inspection	of	the	
methods	adopted	in	certain	continental	cities	in	the	preparation	of	"glycerinated	
calf	lymph."	In	July	1897	they	reported,	but	five	months	earlier	the	Local	
Government	Board	had	instructed	public	vaccinators	to	use	"calf	lymph."	which	
they	had	formerly	banned.	The	evidence	given	before	the	Royal	Commission	
had	made	the	continuation	of	arm-to-arm	vaccination	impossible.
	
The	Manufacture	of	Lymph



	
If	the	manufacture	of	lymph	in	the	skin	of	an	animal	were	carried	on	by	a	coster	
or	any	other	person	not	called	"scientific	"it	would	promptly	be	stopped	on	
account	of	the	cruelty	involved.
	
The	process	generally	adopted	for	the	production	of	vaccine	"lymph"	at	
Continental	vaccine	establishments	was	described	in	a	report	on	the	"Preparation	
and	Storage	of	Glycerinated	Calf	Lymph	to	the	Local	Government	Board,"	
issued	in	1897	(Cd.8587).	That	report	furnished	the	English	authorities	with	a	
model	for	their	own	vaccine	establishment	when	calf	lymph	became	the	
officially	recognised	brand	of	lymph	in	this	country.
	
Here	is	a	description	of	the	system	carried	on	for	forty	years	at	our	Government	
Lymph	Factory.
	
The	calf	was	strapped	to	a	tilting	table	which	was	then	raised	to	a	horizontal	
position.	About	thirty	cuts	were	made,	horizontally,	each	about	an	inch	long	and	
about	a	couple	of	inches	apart.	Over	each	incision	a	drop	of	glycerinated	lymph	
was	allowed	to	fall	from	a	glass	tube,	and	the	drop	was	rubbed	in	with	the	flat	
portion	of	the	blade	of	the	lancet.	The	process	was	carried	out	by	one	of	the	
laboratory	servants,	and	was	a	somewhat	lengthy	one.
	
In	order	to	collect	the	lymph,	the	calf,	after	five	days,	was	again	strapped	to	the	
table.	Each	vesicle	was	clamped	separately,	and	the	crust	first	removed	with	a	
lancet.	The	vesicle	was	then	thoroughly	scraped	with	the	edge	of	a	somewhat	
blunt	lancet,	and	the	resulting	mixture	of	lymph,	epithelial	tissue	and	blood	was	
transferred	to	a	small	nickel	crucible.	The	collection	of	all	the	vesicular	matter	
obtainable	from	one	calf	appeared	to	take	about	three-quarters	of	an	hour.
	
Mr.	Thomas	Groves	and	a	number	of	other	Members	of	Parliament	saw	the	
whole	process	at	the	Government	Calf	Lymph	Establishment	at	Hendon	on	3	
March	1928,	and	it	was	not	until	1	July	1936,	that	the	calves	at	that	
Establishment	were	killed	before	the	extraction	of	the	lymph.	It	was	not	until	
1944	that	under	the	Therapeutic	Substances	Regulations	all	private	lymph	
manufacturing	establishments	had	to	see	that	the	animal	furnishing	the	lymph	
was	killed	before	the	lymph	was	extracted.
	
Describing	publicly	what	he	saw	at	the	Hendon	Establishment,	Mr.	Groves	said:
These	calves	are	held	in,	they	are	bolted	and	barred	so	that	they	cannot	move	a	



fraction	of	an	inch;	they	are	muzzled	with	straps	round	their	mouths	so	that	they	
may	not	make	an	undue	noise.
	
These	nine	M.P’s	also	saw	rabbits	in	boxes	whose	backs	were	a	mass	of	
festering	sores,	these	rabbits	being	used	to	re-vivify	the	lymph.
	
After	July	1,1936,	the	calves	at	the	Government	Lymph	Establishment	were	
killed	before	the	extraction	of	lymph,	but	the	cutting	of	the	skin	of	the	living	
animal,	the	rubbing	into	thirty	or	more	cuts	of	a	drop	of	lymph,	and	the	festering	
of	the	resulting	sores,	must	have	caused	these	little	animals	acute	misery.
	
After	1946	the	Government	Lymph	Establishment	was	closed	for	the	
manufacture	of	lymph,	and	the	Lister	Institute	of	Preventive	Medicine	became	
the	manufacturing	centre	of	Government	distributed	lymph.	Sheep	are	used	there	
instead	of	calves,	but	in	every	other	respect	the	process	is	the	same.
	
What	is	the	"Lymph"
	
No	one	can	say.	There	was	Jenner’s	horsegrease	cowpox,	Woodville	and	
Pearson’s	cowpox-smallpox,	Jenner’s	"equine	virus,"	lymph	recruited	from	
matter	from	a	cow	or	from	cowpox	vesicles	on	the	hands	and	arms	of	a	
dairymaid,	matter	from	animals	inoculated	with	human	smallpox,	matter	from	
the	vaccination	sores	of	children,	lymph	from	spontaneous	cowpox,	lymph	from	
other	calves,	human	smallpox	passed	through	calves	and	young	bull.	
Crookshank	examined	about	2,000	samples	of	vaccine	virus	and	failed	to	find	
anything	specific	about	any	of	them.
	
An	inquiry	by	the	Lancet	in	the	year	1900	into	the	"lymph"	issued	by	thirteen	
establishments	disclosed	the	fact	that	there	was	not	one	brand	that	was	
bacteriologically	pure.	In	some	there	were	hundreds	of	colonies	of	extraneous	
germs.
	
The	Lancet	of	May	13,	1922,	wrote:
	
Abroad,	in	place	of	the	rabbit,	the	ass	or	the	mule	is	employed,	and	the	resulting	
ass-pox	or	mule-pox	is	used	as	the	exalted	seed	stock	for	the	vaccination	of	
calves.	Such	lymph	is	freely	admitted	to	the	United	Kingdom	for	the	purpose	of	
sale,	and	no	practitioner	knows	whether	the	lymph	he	employs	is	derived	from	



smallpox,	rabbit-pox,	ass-pox	or	mule-pox.
	
Since	Government	lymph	has	been	treated	with	glycerine,	much	of	the	official	
lymph	must	contain	a	certain	amount	of	glycerine.	What	the	remainder	consists	
of	no	one	can	say.	No	microscopical	examination	can	indicate	which	is	the	
special	germ	(if	there	is	one)	of	vaccine.	One	sample	of	lymph	may	be	teeming	
with	dangerous	poisons;	another	may	be	almost	innocuous.	Dr.	Kelsch,	in	a	
communication	to	the	French	Academy	of	Medicine	(5	July	1909),	told	of	his	
amazement	to	find	typical	vaccinal	pustules	on	heifers	inoculated	with	glycerine	
only.
	
No	attempt	at	standardisation	of	vaccine	lymph	has	ever	been	made	or	could	
ever	be	made.	How	much	impurity	a	sample	has	gathered	up	on	its	way	from	a	
human	being	through	a	calf	or	a	donkey	or	a	mule	or	a	rabbit,	perhaps	then	
through	a	child	and	back	to	a	calf	again	(or	nowadays	through	a	sheep),	no	one	
pretends	to	know.	No	vaccinator	can	state	with	certainty	the	composition	of	a	
tube	of	"pure	glycerinated	lymph."	He	is	experimenting	with	a	mixture	that	may	
be	so	dangerous	as	to	cause	death,	but	he	knows	nothing	about	it.	The	
Therapeutic	Substances	Regulations	make	no	attempt	to	define	vaccine	lymph.	
They	say,	in	effect,	that	vaccine	lymph	is	"vaccine	lymph."
	
Dangers	of	Vaccination

Ever	since	Jenner	introduced	vaccination	the	operation	has	had	bad	results.	
Jenner	himself,	in	a	letter	to	Dr.	Pearson	(27	September	1798),	described	the	
cowpox	inflammation	as	being	"always	of	the	erysipelatous	kind."	He	also	
recommended	certain	ointments	as	a	means	of	allaying	the	erysipelatous	
irritation	after	the	pustule	had	duly	exerted	its	influence	on	the	constitution,	and	
identified	spurious	cowpox	pustules	by	the	circumstance	that	"no	erysipelas	
attends	them."
	
Even	the	Royal	College	of	Physicians	admitted	in	1806	that	there	were	"bad	
consequences."
	
One	of	the	matters	the	Royal	Commission	on	Vaccination	(1889-96)	was	asked	
to	deal	with	was	"as	to	the	objections	made	to	vaccination	on	the	ground	of	the	
injurious	effects	alleged	to	result	therefrom,	and	the	nature	of	any	injurious	
effects	which	do	in	fact	so	result."



	
In	spite	of	cases	of	death	and	injury	from	vaccination	brought	to	the	notice	of	the	
Commission	which	required	450	pages	of	Appendix	IX	for	their	details,	one	of	
the	most	terrible	revelations	imaginable,	the	Commissioners	affirmed	that	
"although	some	of	the	dangers	said	to	attend	vaccination	are	undoubtedly	real	
and	not	inconsiderable	in	gross	amount,	yet	when	considered	in	relation	to	the	
extent	of	vaccination	work	done	they	are	insignificant."	But	under	their	next	
heading	they	recommend	seven	precautions	which	they	suggest,	if	adopted,	
would	make	"untoward	incidents	of	vaccination,"	which	they	said	were	already	
rare;	much	rarer.
	
During	the	twenty-two	years	1859-80	the	Registrar	General	had	recorded	390	
deaths	from	erysipelas	after	vaccination,	and	on	the	classification	being	changed	
to	"Deaths	from	Cowpox	and	Other	Effects	of	Vaccination"	in	1881,	there	was	a	
considerable	increase	in	the	number	of	deaths	recorded,	there	being	889	during	
the	period	of	eighteen	years	from	1881	to	1898.	That	many	deaths	occurred	
which	were	not	recorded	was	confirmed	by	enquiries	made	from	time	to	time	by	
officials	of	the	Local	Government	Board.	For	instance,	in	1876	six	deaths	
occurred	at	Gainsborough,	all	from	vaccinal	erysipelas,	but	vaccination	was	not	
mentioned	on	one	of	the	certificates	of	death.	At	Norwich,	in	1882,	out	of	four	
similar	deaths	in	only	one	was	vaccination	mentioned	on	the	death	certificate.	In	
some	villages	in	Norfolk	in	1890	a	series	of	injuries	from	vaccination	were	
investigated	by	Dr.	Barlow.	Three	of	the	children	died,	but	vaccination	was	not	
mentioned	on	any	of	the	death	certificates.
	
Perusal	of	reports	of	some	hundreds	of	inquests	right	down	to	the	present	time	
reveals	the	reluctance	of	coroners	and	investigating	doctors	to	attribute	death	to	
the	results	of	vaccination.	Long	ago	a	famous	specialist	admitted	that:
	
There	is	now	a	sort	of	common	consent	among	medical	writers	to	gloss	over	the	
evils	that	may	be	attendant	upon	vaccination	for	the	sake	of	its	great	and	
manifold	benefits	(R.	Brudenell	Carter,	FRCS	in	the	Lancet,	13	June	1868).
	
Nearly	thirty	years	later	Dr	Bridges,	formerly	an	Inspector	of	the	Local	
Government	Board,	writing	in	Positivist	Review	(November,	l896),	said:
	
A	doctor	vaccinating	a	child	will	obviously	be	unwilling	to	say	that	vaccination	
did	harm	unless	he	is	a	man	above	the	ordinary	standard	of	courage	and	
conscientiousness.



	
Dropping	the	Arm-to-Arm	Method	Did	Not	Stop	
Vaccination	Fatalities

In	1898	a	new	Vaccination	Act	came	into	force	in	England	and	Wales.	One	
section	of	this	Act	required	public	vaccinators	to	use	glycerinated	calf	lymph.	
Although	some	of	the	older	vaccinators	had	warned	against	"animal	vaccines	
and	had	called	the	adulteration	of	"lymph"	with	glycerine	"preposterous,"	the	
Local	Government	Board	thought	that	by	changing	the	"lymph"	used	they	would	
advert	further	bad	results."
	
It	was	a	vain	hope.	The	Registrar	General	went	on	recording	deaths	from	
cowpox	and	(after	1910)	from	vaccinia—a	change	being	made	in	that	year	to	
stop	the	inclusion	in	this	category	of	all	deaths	where	vaccination	had	been	
mentioned	on	the	death	certificate,	as	had	hitherto	been	the	rule,	‘While	the	
actual	number	of	such	deaths	declined,	251	were	recorded	officially	in	the	period	
1899-1910	and	208	in	1911-33.	
	
From	the	year	1922	cases	of	inflammation	of	the	brain	amid	spinal	cord	
following	and	apparently	due	to	vaccination	came	to	light.	The	technical	name	
for	this	was	post-vaccinal	encephalitis,	or	encephalo-myelitis.	The	Ministry	of	
Health	realised	that	it	was	a	serious	complication	of	vaccination,	and	two	
Committees—the	Andrewes	and	the	Rolleston	Committees—were	set	up	to	
investigate	it.	Reports	of	the	two	Committees	were	published	in	1928,	and	a	
further	report	was	made	in	1930.
	
The	prime	object	of	these	Committees	was,	if	possible,	to	exonerate	vaccination	
from	all	responsibility	for	this	new	danger,	but	they	did	not	succeed	in	doing	so.	
While	a	majority	of	the	Rolleston	Committee	rejected	the	idea	that	this	
encephalitis	was	due	solely	to	vaccination,	Professor	McIntosh	and	Dr.	Turnbull	
maintained	that	vaccination	was	a	causal	factor	and	not	a	mere	coincidence.
	
While	the	Rolleston	Committee	would	not	blame	the	operation	of	vaccination	
for	this	condition,	they	recommended	(inter	alia)	that,	"it	is	expedient	now	to	
make	a	trial	of	vaccination	in	one	insertion	in	a	manner	calculated	to	produce	as	
little	discomfort	as	possible."	A	trial	of	vaccination	in	one	insertion	was	
accordingly	made,	but	cases	of	and	deaths	from	post-vaccinal	encephalitis	
continued	to	be	reported.	In	the	years	1940-46,	14	babies	died	from	it	in	this	



country,	but	not	one	baby	died	with	smallpox.	The	supposed	protection	was	
much	more	deadly	than	the	disease.
	
In	the	report	on	the	State	of	Public	Health	During	Six	Years	of	War,	issued	by	
the	Ministry	of	Health,	it	is	stated,	that	only	21	cases	of	smallpox	with	3	deaths	
were	recorded	in	England	and	Wales	in	those	six	years,	but	60	cases	of	post-
vaccinal	encephalitis,	31	of	them	fatal,	were	recorded.	The	report	adds:
	
A	figure	of	50%	may	be	taken	as	the	fatality	rate	of	this	grave	complication.	It	is	
essentially	a	complication	of	vaccinia	no	matter	what	lymph	is	used.
	
During	a	smallpox	outbreak	at	Edinburgh	in	1942,	10	people	died	from	the	
effects	of	vaccination	and	only	8	from	smallpox;	6	of	the	8	had	been	vaccinated.	
In	Scotland	in	the	years	1942	and	1943	there	were	25	deaths	from	smallpox	and	
23	from	vaccination.	In	England	and	Wales	in	1942	there	was	not	a	single	death	
from	smallpox,	but	vaccination	killed	12	people.
	
Infants	Die	of	Vaccination	as	well	as	Older	People

The	Ministry	of	Health	are	pushing	infant	vaccination	on	two	grounds.	In	a	
statement	on	"Vaccination	against	Smallpox	"issued	by	the	Ministry	in	
September	1947,	they	declared	that	infant	vaccination	ensures	that	any	
subsequent	vaccination	will	be	less	likely	to	cause	a	severe	local	reaction	or	to	
be	followed	by	encephalomyelitis.	Dr.	Melville	Mackenzie,	the	Ministry’s	
representative,	declared	on	4	September	1947,	at	a	meeting	of	the	interim	
commission	of	the	World	Health	Organisation	at	Geneva,	that	experience	in	his	
country	indicated	that	there	was	little	risk	of	complications	from	vaccination	
when	it	was	initially	given	to	children	before	their	second	birthday.	Neither	of	
these	claims	can	be	established.	
	
Re-Vaccination	Has	More	Severe	Results

With	regard	to	the	first	point	there	is	no	evidence	to	show	that	re-vaccination	
causes	a	less	severe	local	reaction	than	primary	vaccination.	On	the	contrary,	in	
Appendix	III	of	the	first	Report	of	the	Rolleston	Committee	on	Vaccination	there	
is	a	table	showing	(amongst	other	things)	the	kind	of	reaction	to	vaccination	or	
re-vaccination	of	353	children	or	adults.	Of	298	primary	vaccinations	the	
reactions	of	18	were	"severe"	(6%),	but	of	57	re-vaccinations	the	reactions	in	8	



were	"severe"	(14%).	The	term	"severe"	meant	that	there	was	considerable	
inflammation	of	the	arm	and	enlargement	of	the	axillary	glands	with	or	without	
suppuration	(p.235	of	the	Rolleston	Report).
	
As	for	encephalomyelitis	not	occurring	after	re-vaccination,	of	25	cases	of	that	
disease	considered	by	the	Andrewes’	Committee	on	Vaccination,	4	were	re-
vaccinated	persons.	
	
The	Bulletin	of	the	World	Health	Organization	(Vol.	1,	No.	1)	recorded	26	cases	
after	re-vaccination	in	the	Netherlands	in	1929,	3	in	Edinburgh	in	1942,	5	in	
1927-29	and	5	in	1933	(2	fatal)	in	Germany,	one	in	1928	and	8	in	1930-37	in	
Austria,	and	11	(with	2	deaths)	in	1924-36	in	Sweden.
	
Vaccination	Kills	Infants

As	for	the	assertion	that	infants	vaccinated	before	their	second	birthday	run	very	
little	risk	of	complications,	the	following	table,	based	on	the	returns	of	the	
Registrar	General,	replies	to	Questions	in	Parliament,	and	letters	from	the	
Ministry	of	Health	to	Members	of	Parliament	shows	how	false	it	is.
	
ENGLAND	AND	WALES:	DEATHS	FROM	VACCINATION
	



	
In	1947	vaccination	was	mentioned	on	13	certificates,	9	of	them	babies	less	than	
a	year	old.	In	1948	it	was	mentioned	on	7	certificates,	6	of	them	babies.
	
Even	if	the	Ministry	restricted	their	"complications	of	vaccination	to	post-
vaccinal	encephalitis,	they	would	have	to	admit	that	of	a	total	of	such	157	deaths	
recorded	in	England	and	Wales,	1922-46,	32,	or	20%,	occurred	amongst	infants.
	
Failure	of	Vaccination	to	Protect	from	Smallpox

When	England	was	most	vaccinated,	it	not	only	had	the	greatest	amount	of	
smallpox,	but	most	of	its	smallpox	cases	in	those	days	occurred	amongst	the	
vaccinated.
	
The	statistics	of	the	Highgate	Smallpox	Hospital	show	that	in	1871,	91.5%	of	
their	cases	had	been	vaccinated,	and	in	1881,	out	of	a	total	of	491	cases,	470,	or	
nearly	96%,	had	been	vaccinated.	The	Lancet	for	23	February	1884,	gives	the	
facts	about	an	outbreak	in	Sunderland,	where	there	were	just	100	cases,	and	96	
of	them	had	been	vaccinated.	On	27	August	1881,	that	journal	published	an	



account	of	an	outbreak	at	Bromley,	where	43	cases	occurred,	every	one	of	them	
vaccinated.
	
Mr.	Alexander	Wheeler	submitted	figures	to	the	Royal	Commission	on	
Vaccination	(p.204	of	the	Commission’s	Third	Report)	which	show.	that	from	
1870-86	the	Metropolitan	Asylums	Board	treated	53,579	smallpox	cases,	of	
which	41,061	were	admittedly	vaccinated,	and	2,858	were	put	in	the	class	they	
called	doubtfully	vaccinated.
	
Sheffield,	an	insanitary	town,	had	a	bad	smallpox	epidemic	in	1887-88.	
	
-Of	7,066	cases	classed	as	vaccinated	or	unvaccinated,	5,891	or	83.4%	were	put	
in	the	vaccinated	class.	
	
-Of	647	cases	at	Warrington,	in	1892-93,	601,	or	89.2%,	had	been	vaccinated.
	
-Of	2,945	cases	at	Birmingham	in	1892-93,	2,616,	or	88.8%,	had	been	
vaccinated;	
	
-and	of	828	cases	at	Willenhall	in	1894,	739,	or	89.3%,	had	been	vaccinated.
	
The	last	big	outbreak	of	genuine	smallpox	was	in	London	in	1901-2,	when,	out	
of	almost	10,000	cases,	some	7,000	had	been	vaccinated.
	
The	Vaccinated	Die	of	Smallpox

Having	to	admit	that	vaccination	did	not	protect	from	an	attack	of	smallpox,	the	
vaccinators	contended	that	at	least	the	vaccinated	did	not	die	of	it.
	
There	is,	however,	any	amount	of	evidence	in	official	reports	that	vaccinated	
people	do	die	of	smallpox.	Since	the	year	1881	the	English	Registrar	General	has	
classified	smallpox	deaths	as	"vaccinated,"	"not	vaccinated"	and	"doubtful."	
Although	from	one-half	to	two-thirds	of	the	deaths	were	put	into	the	"doubtful"	
class,	during	the	sixty	1881	to	1940,	4,045	smallpox	deaths	were	recorded	as	
vaccinated,	the	great	majority	of	them	occurring	between	1881	and	1910.	Down	
to	the	year	1913	British	soldiers	were	as	vaccinated	and	re-vaccinated	as	strict	
attention	to	the	matter	could	make	any	body	of	men,	yet	the	records	down	to	that	
year	show	nearly	5,000	smallpox	cases	in	the	British	Army,	with	a	fatality	rate	of	



10%	(See	Reports	on	the	Health	of	the	Army).
	
Vaccinated	Children	Take	Smallpox	and	Die	of	It

When	confronted	with	proof	that	vaccination	protects	neither	from	an	attack	of	
smallpox	nor	from	death	from	that	disease,	the	vaccinators	declare	that	
vaccinated	children	are	safe	at	least	for	the	first	ten	years	of	their	life.	But	again	
there	is	plenty	of	evidence	to	show	that	they	are	not.
	
The	Reports	of	the	London	Smallpox	Hospitals	of	the	Metropolitan	Asylums	
Board	reveal	that	in	1870-72,	in	vaccinated	children	under	five	years	of	age	there	
were	195	cases	with	38	deaths,	and	at	ages	five	to	ten	years	there	were	786	cases	
with	60	deaths.	For	Berlin	the	reports	show	that	in	1871-72	in	vaccinated	
children	aged	up	to	one	year	there	were	259	cases	with	136	deaths,	in	those	from	
two	to	five	years	there	were	1,244	cases	with	437	deaths,	and	if	those	from	six	to	
ten	years	there	were	737	cases	with	163	deaths,	making	a	total	for	vaccinated	
children	up	to	ten	years	of	age	of	2,240	cases	with	736	deaths.
	
Dr.	Barry,	in	his	report	on	the	Sheffield	epidemic,	gave	particulars	of	smallpox	in	
seven	vaccinated	infants	under	twelve	months	of	age.	They	contracted	smallpox	
from	a	fortnight	up	to	seven	or	eight	months	after	vaccination	of	the	most	correct	
type.	Altogether	there	were	444	vaccinated	cases	under	ten	years	of	age,	with	6	
deaths	in	that	outbreak.
	
In	the	London	outbreak	of,	1892-93	there	were	39	vaccinated	cases	in	children	
under	ten	years	of	age,	and	134	cases	with	2	deaths	in	children	under	ten	in	the	
outbreak	of	1901-2.	At	Warrington	in	1892-3	there	were	33	vaccinated	cases	
with	2	deaths	under	ten,	and	at	Dewsbury,	in	1891-92,	44	vaccinated	cases	with	
one	death	under	ten.
More	recent	figures	in	Germany	show	that	in	the	period	1896	to	1910	the	
vaccinated	class	showed	seven	smallpox	cases	under	one	year	with	one	death,	37	
from	one	to	two	years,	with	five	deaths	and	393	from	three	to	ten	years,	with	
eleven	deaths.
	
Nowadays	the	vaccinators	ring	the	changes	on	"recently	vaccinated	and	re-
vaccinated	persons	don’t	take	smallpox,"and	"only	the	unvaccinated	die	of	
smallpox."	Both	statements	are	false.	It	has	been	seen	that	thousands	of	
vaccinated	people	have	died	of	smallpox.



	
Re-Vaccinated	Smallpox

At	Glasgow,	in	1900-2,	126	smallpox	cases	occurred	in	re-vaccinated	persons.	
One	case	showed	itself	thirteen	days	after	re-vaccination,	one	twelve	days	after,	
one	ten	days	after,	four	cases	nine	days	after	and	thirteen	cases	eight	days	after.
	
Dr.	Bruce-Low’s	report	on	"The	Incidence	of	smallpox	Throughout	the	World,"	
published	in	1918,	showed	in	Germany	two	re-vaccinated	cases	from	three	to	ten	
years	of	age,	and	122	re-vaccinated	cases	with	five	deaths	from	eleven	to	twenty	
years	of	age.
	
In	the	London	outbreak	of	1901-2	there	were	276	successfully	re-vaccinated	
cases	with	27	deaths,	and	86	unsuccessfully	revaccinated	cases	with	14	deaths.	
The	period	elapsing	between	revaccination	and	attack	by	smallpox	was:	five	
weeks,	four	months,	five	months,	three	of	two	years,	two	and	a	half	years,	two	of	
three	years,	four	years,	three	of	five	years,	and	so	on.	A	fatal	case	occurred	two	
and	a	half	years	after	re-vaccination,	another	three	years	after,	another	eight	
years	after,	another	ten	years	after	and	one	eleven	years	after.	Of	these	cases	33	
were	admitted	to	have	been	re-vaccinated	less	than	ten	years	before	attack,	and	
ten	of	these	had	evidence	of	previous	successful	re-vaccination.
	
In	that	outbreak	twelve	children	of	seven	years	of	age	or	less,	with	four	good	
marks	of	vaccination,	took	smallpox.
	
Dr.	Coupland’s	report	on	the	Gloucester	outbreak	of	1895-96	shows	190	re-
vaccinated	cases;	six	of	them	were	after	recent	successful	vaccination,	five	of	
them	from	nineteen	days	to	three	months	after.
	
It	the	Official	History	of	the	War	of	1914-18	all	British	soldiers	vaccinated	or	re-
vaccinated	prior	to	1913,	and	all	"unsuccessfully"	vaccinated	after	1913,	were	
put	into	the	unprotected	"class.	(The	compiler	of	the	report	dispensed	with	
"vaccinated"	and	"unvaccinated"	and	preferred	to	use	the	labels	"protected"	and	
"unprotected."	He	could	hardly	label	a	man	unvaccinated	"when	he	had	been	
done	repeatedly,	but	more	than	three	years	previously,	so	he	called	him	
"unprotected.")	Nevertheless,	he	had	to	admit	that	287	men	who	had	been	
successfully	vaccinated	or	re-vaccinated	within	the	three	preceding	years	took	
smallpox	in	1917	and	1918	in	Mesopotamia,	and	that	29	of	them	died.	These	287	



cases	with	29	deaths	appear	in	a	table	in	the	History	under	the	heading	
"Protected."
	
No	official	history	of	the	war	of	1939-45	gives	records	of	disease	in	the	British	
Army	such	as	are	given	in	the	History	of	the	previous	war,	but	amongst	
contributions	to	medical	papers	some	information	about	smallpox	in	the	war	
may	be	found.
	
The	most	damning	"proof	that	vaccination	does	not	protect,	not	even	for	two	
months,	is	found	in	a	report	by	two	Army	doctors	in	The	Lancet,	25	November	
1944,	concerning	100	consecutive	cases	of	smallpox	in	Army	personnel	in	Egypt	
in	1943-44.	All	but	four	had	been	vaccinated,	70	of	them	within	two	years	of	
attack	‘by	smallpox	and	16	of	them	within	two	months.	Of	14	fatal	cases	13	had	
been	vaccinated,	one	of	them	only	two	months	before	he	died	of	haemorrhagic	
smallpox.
	
An	Army	Order	issued	at	that	time	directed	that	every	man	who	might	come	into	
contact	with	smallpox	and	had	not	been	done	within	two	weeks	was	to	be	done	
again.
	
No	Protection	from	Recent	Vaccination

That	the	authorities	realise	that	recent	vaccination	has	not	protected	from	
smallpox	is	evident	from	a	reply	to	"Any	Questions?"	in	the	British	Medical	
Journal	(July	19,	1947)	to	a	questioner	who	asked:	What	should	be	the	frequency	
of	vaccination	in	areas	where	smallpox	is	endemic?"	Answer:
	
Re-vaccination	every	ten	to	twelve	months	should	be	carried	out	in	areas	where	
smallpox	is	endemic."	In	a	"Memorandum	on	Smallpox	and	Vaccination"	issued	
by	the	Ministry	of	Health	in	September	1947	it	is	recommended	that	doctors	and	
others	who	might	run	the	risk	of	smallpox	infection	should	be	re-vaccinated	
every	year.	The	Medical	Press	is	not	content	with	yearly	vaccinations.	It	declared	
in	its	issue	for	4	May	1949,	that	"for	real	security	in	persons	who	have	run	the	
risk	of	actual	contact	in	lands	where	the	disease	is	endemic,	six	months	would	be	
a	more	reliable	limit	to	set	for	purposes	of	international	quarantine."
	
A	six	months’	limit	was	evidently	considered	too	risky	by	the	Bilston	M.O.H.	
during	the	outbreak	in	the	Bilston	area	in	1947.	He	had	his	sanitary	staff	likely	to	



come	into	contact	with	smallpox	vaccinated	every	six	weeks.
	
During	the	Glasgow	smallpox	outbreak	in	1942	the	M.O.H.	was	surprised	to	find	
smallpox	developing	seventeen	days	after	successful	vaccination.	He	could	make	
excuses	for	those	cases	that	developed	nine,	ten	or	eleven	days	after,	but	
seventeen	days—that	was	most	surprising!
	
The	records	show	that	there	is	no	period	from	fourteen	days	onwards	but	what	
smallpox	cases	can	be	found	in	the	official	records	as	having	developed	after	
successful	vaccination.
	
The	So-called	"Unsuccessful"	Vaccinations
	
As	long	as	vaccination	has	been	practiced	excuses	have	been	made	for	its	failure	
to	protect	from	smallpox	or	to	prevent	death	from	that	disease.
	
Jenner	declared	that	there	was	a	spurious	kind	of	cowpox,	and	that	those	who	got	
smallpox	after	vaccination	had	been	done	with	the	spurious	sort.	Marson	and	
others	maintained	that	not	enough	marks	had	been	made.	Some	said	it	had	been	
done	too	long	ago	or	too	recently.	But	the	favourite	excuse	was	that	it	had	teen	
"unsuccessful,"	and	that	excuse	is	constantly	used	today.	Oddly	enough,	every	
vaccination	is	regarded	as	"successful"	when	performed,	and	is	paid	for	as	such	
in	honest	coin	of	the	realm.	It	is	only	dubbed	"unsuccessful"	when	the	deluded	
victims	take	smallpox.
	
The	vaccination	laws	and	regulations	required	vaccinators	who	had	vaccinated	
three	times	without	external	result	to	give	a	certificate	of	insusceptibility.	
Insusceptibility	to	vaccination	was	pronounced	to	be	equivalent	to	
insusceptibility	to	smallpox.	But	when	some	years	later	these	insusceptible	
people	got	smallpox,	they	were	classed	as	unvaccinated.	A	seventeen	year	old	
nurse	who	died	of	smallpox	in	the	Glasgow	outbreak	of	March	1950	had	actually	
been	vaccinated	seven	times	in	her	life—three	times	in	infancy,	twice	in	1949,	
and’	twice	in	1950,	but	she	was	recorded	as	an	unvaccinated	smallpox	death.	It	
was	alleged	that	all	these	vaccinations	had	been	"unsuccessful."	The	poor	girl’s	
parents	could	hardly	have	tried	harder	to	get	her	vaccinated.
	
In	a	bad	case	of	smallpox,	usually	called	a	confluent	case,	the	marks	of	
vaccination	are	hidden.	The	scars	being	invisible,	the	case	goes	down	as	



unvaccinated.	They	do	not	die	because	they	are	unvaccinated;	they	are	
unvaccinated	because	they	die.	If	they	recover	they	are	restored	to	the	vaccinated	
class.	Dr.	Russell,	M.O.H.,	said	in	his	Report	for	the	city	of	Glasgow,	1871-72:	
	
"Sometimes	persons	were	said	to	be	vaccinated,	but	no	marks	could	be	seen,	
very	frequently	because	of	the	abundance	of	the	eruption.	In	some	cases	of	those	
which	recovered	an	inspection	before	dis-mission	discovered	vaccine	marks,	
sometimes	very	good."
	
In	his	Report	for	the	year	1904	Dr.	Chalmers,	Glasgow	M.O.H.,	stated	that	
inquiries	had	been	made	of	Registrars	of	Births	in	connection	with	smallpox	
cases	entered	as	"unvaccinated"	or	"doubtful";	and	10	of	the	"unvaccinated"	and	
20	of	the	doubtful"	were	found	to	have	been	certified	as	having	been	
successfully	vaccinated	in	infancy.
	
Smallpox	in	Vaccinated	and	Unvaccinated	Communities

One	of	the	most	definitely	false	statements	found	in	pro-vaccination	articles	and	
speeches	refers	to	the	communities	in	which	smallpox	is	found.	Even	a	cursory	
examination	of	the	official	records	would	show	these	vaccine	devotees	that	it	is	
not	in	unvaccinated	communities	that	smallpox	is	found,	but	in	populations	that	
could	hardly	be	more	thoroughly	vaccinated	than	they	are.	For	more	than	fifty	
years	the	populations	of	Australia	and	New	Zealand	(with	the	exception	of	the	
armed	forces	in	time	of	war)	have	been	practically	unvaccinated,	and	they	have	
been	more	free	from	smallpox	than	any	other	community.	Since	1907	the	
unvaccinated	portion	of	the	population	of	England	and	Wales	has	increased	to	
such	and	extent	that	fully	half	of	the	community	today	is	unvaccinated.	Is	there	a	
community	anywhere	as	free	from	smallpox	as	in	England	today?
	
The	most	thoroughly	vaccinated	countries	are	Italy,	the	Phillipine	Islands,	
Mexico	and	what	was	formerly	called	British	India.	And	all	of	these	have	been	
scourged	with	smallpox	epidemics.
	
The	World	Health	Organisation	published	a	"Report	of	Smallpox	Throughout	the	
World"	in	1948.	It	had	been	drafted	by	a	Frenchman,	a	fanatical	supporter	of	
vaccination,	but	he	had	to	admit	that	in	spite	of	repeated	vaccination	of	
practically	the	whole	of	the	population	of	the	Belgian	Congo,	smallpox	
outbreaks	had	persisted.	Egypt	has	probably	the	most	re-vaccinated	population	



in	the	world,	and	Egypt	has	been	plagued	with	smallpox.	During	the	war	of	
1939-45	she	had	many	severe	outbreaks.
Of	European	countries	Portugal	had	a	thoroughly,	vaccinated	population,	and	
when	smallpox	occurred	in	Europe	Portugal	had	the	highest	amount	of	that	
disease.
	
Smallpox	and	Vaccination	in	Germany

Prussia	had	vaccination	laws	ever	since	1834	for	the	Army	and	1835	for	the	
whole	population.	Yet	in	the	two	great	epidemic	years,	1871-72,	she	lost	no	less	
than	124,948	of	her	citizens.	It	may	be	objected	that	these	may	all	of	them	have	
been	persons	who	had	escaped	vaccination.	But	that	objection	is	met	by	looking	
into	the	returns	for	Berlin	and	other	cities	where	the	vaccinal	condition	of	the	
patients	is	given.	Thence	we	learn	that	in	that	epidemic	in	the	City	of	Berlin	
alone	no	less	than	17,038	persons	of	all	ages	took	smallpox	after	vaccination,	
and	2,884	of	them	died.	Of	these	Berlin	cases	2,240	were	under	ten	years	of	age,	
and	no	less	than	736	of	these	children	died.	In	the	period	1865	to	1874	there	
were	23,642	vaccinated	cases	of	smallpox	in	the	city,	3,368	of	them	being	fatal.	
In	the	district	of	Krefeld,	in	the	same	1871	epidemic,	the	record	gives	118	cases,	
of	which	117	had	been	vaccinated;	and	the	unvaccinated	one	was	a	baby	under	a	
year	old,	and	therefore	younger	than	the	German	law	could	reach,	seeing	that	the	
law	left	it	until	the	children	were	twelve	months	old.
	
There	are	similar	records	for	Wesel,	Cologne,	Mulheim	on	the	Rhine,	and	
perhaps	the	most	striking	was	that	for	Neuss,	a	town	with	a	population	of	a	little	
under	10,000.	Their	smallpox	cases	from	1865	to	1873	totalled	248,	without	one	
unvaccinated	man,	woman	or	child	to	be	found	amongst	the	lot.
	
When	the	great	epidemic	struck	Bavaria	in	1871,	out	of	30,742	cases	the	
vaccinal	condition	of	which	is	stated,	29,429	had	been	vaccinated.
	
When	England	was	Most	Vaccinated	she	had	Most	
Smallpox

The	following	table	of	smallpox	deaths	(extracted	from	the	Reports	of	the	
Registrar	General)	and	of	infant	vaccinations	performed	(as	recorded	in	the	
returns	of	the	Local	Government	Board	and	Ministry	of	Health)	gives	the	lie	to	



the	assertion	still	repeated	over	and	over	again	in	magazine	and	newspaper	
articles	that	vaccination	has	stamped	out	smallpox.
	

	
The	Ministry	of	Health,	in	its	pamphlet	Cmd.	3738	(1931),	pp.99-100,	compares	
the	English	smallpox	records	for	1929	with	those	of	other	countries,	thus:
	

The	first	three	countries,	with	good	sanitary	conditions,	had	a	smallpox	fatality	
rate	which	classes	the	disease	as	"variola	minor."	India,	with	its	terrible	poverty	
and	shockingly	insanitary	conditions,	has	thousands	of	deaths	from	"variola	
major."
	
The	town	of	Leicester	rejected	vaccination	in	favour	
of	sanitation.	Her	experience	during	the	past	fifty	



years	makes	nonsense	of	the	claims	of	the	pro-
vaccinists.	When	her	population	was	thoroughly	
vaccinated	she	suffered	severely	from	smallpox.	As	
vaccination	declined	to	one%	of	the	infants	born,	
smallpox	disappeared	altogether.
	
The	Vaccinated	and	Unvaccinated	Fatality	Rates

Defenders	of	vaccination	produce	fantastic	fatality	rates	for	the	"unvaccinated"	
in	smallpox	outbreaks.	Seeing	that	there	is	general	agreement	that	18%	was	the	
average	smallpox	fatality	rate	before	vaccination	was	introduced,	those	who	tell	
of	rates	of	35,	50,	60	and	even	100%	should	be	asked	what	treatment	the	
"unvaccinated"	received	at	the	hands	of	modern	doctors	that	they	died	at	these	
extraordinary	rates.
	
It	may	be,	of	course,	that	there	were	other	factors	that	affected	the	position.	The	
"unvaccinated"	may	have	been	the	very	young	(even	babies	just	born	of	mothers	
suffering	from	smallpox)	or	the	weakly	and	delicate	whom	no	doctor	would	
vaccinate,	or	the	intemperate	who	decline	vaccination	because	they	fear	its	
effects;	or	they	may	have	been	vaccinated	repeatedly	but	"unsuccessfully,"	as	in	
cases	at	Glasgow	in	March	1950.
	
When	the	two	classes	are	more	nearly	comparable,	as	at	Leicester	in	1903-4,	no	
such	tremendous	differences	in	fatality	rates	are	seen.	The	unvaccinated	rate	was	
only	5%	whereas	the	London	vaccinated	fatality	rate	in	1901-2	was	10%.
If,	as	at	Gloucester,	you	have	a	practically	unvaccinated	child	population	and	
shocking	conditions	at	the	Smallpox	Hospital—ghastly	overcrowding,	lack	of	
proper	nursing,	etc.—you	are	likely	to	get	a	high	fatality	rate,	but	this	was	not	
due	to	lack	of	vaccination.
	
Mr.	Pickering,	who	treated	cases	at	Gloucester	by	the	"water	cure"	method,	
declared	that	his	fatality	rate	was	as	low	as	2%.
	
Why	is	the	Vaccination	Superstition	Maintained?



It	may	be	asked	why,	in	face	of	all	these	proofs	that	vaccination	is	a	useless	and	
injurious	superstition,	it	should	still	be	maintained	in	nearly	every	country.
	
So	far	as	England	is	concerned	the	voting	by	Parliament	of	£30,000	to	Jenner	(in	
1802	and	1807)	and	the	State	endowment	of	vaccination	in	1808-40—prompted	
by	representatives	of	the	medical	profession—made	it	almost	impossible	for	the	
defenders	of	vaccination	to	go	back	on	all	they	had	claimed	for	the	operation.	
The	imposition	of	compulsion	in	1853,	again	on	the	instigation	of	
representatives	of	the	doctors,	fastened	the	practice	on	the	community.	That	this	
proceeding	aroused	opposition	was	shown	by	the	receipt	of	two	hundred	
petitions	against	a	Bill	introduced	in	1856	for	the	compulsory	vaccination	of	all	
persons	resident	in	England	and	Wales	and	the	establishment	of	an	independent	
organisation	with	a	Medical	Chief	and	staff	drawing	their	salaries	from	the	
Treasury	for	the	diffusion	of	vaccination,	and	only	one	in	favour,	but	Members	
of	Parliament	then	as	now	did	not	trouble	to	question	medical	assertions,	and	an	
unscrupulous	clique	were	in	control.
	
An	illustration	of	the	amazing	inability	of	our	legislators	to	draw	the	obvious	
conclusions	from	facts	will	be	found	in	the	Report	of	the	House	of	Commons	
Committee	that	inquired	into	the	Vaccination	Act	of	1867.	The	great	smallpox	
epidemic	of	1871-72	was	at	its	zenith	during	their	sittings,	and	at	the	end,	before	
the	report	of	the	Committee	was	framed,	one	of	the	members	of	the	Committee,	
Dr.	William	Brewer,	obtained	some	statistics	in	regard	to	cases	of	smallpox	
which	had	been	treated	in	the	smallpox	hospitals	of	the	Metropolitan	Asylums	
Board.	These	statistics	showed	the	following	total	cases	and	deaths	between	1	
December	1870,	and	10	May	1871:
	

	
With	these	figures	before	them	the	Committee	actually	reported	that	vaccination	
was	"an	almost	absolute	protection	against	death	from	smallpox	and	that	it	was	
as	protective	against	smallpox	as	smallpox	itself."
	
“When	the	epidemic	was	over	and	complete	statistics	had	been	gathered	up,	it	



was	found	that	it	had	been	marked	by	an	intensity	and	malignancy	unequalled	by	
any	previous	epidemic	of	the	disease	within	living	memory.”	—Dr.	Seaton	in	the	
L.G.B.	Annual	Report	for	1872,	p.51
	
And	this	notwithstanding	that	the	proportion	of	vaccinated	people	in	the	
population	was	greater	than	it	had	ever	been	before,	or	than	it	has	ever	been	
since.	In	the	course	of	his	evidence	before	the	Committee,	Mr.	John	Simon	said	
that	97.5%	of	the	population	over	two	years	of	age	and	under	fifty	had	either	
been	vaccinated	or	had	the	smallpox.
	
Although	students	of	the	matter	found	that	it	was	entirely	empirical	and	devoid	
of	scientific	certitude:	that	there	had	never	been	any	legal	definition	of	it,	that	its	
upholders	had	shuffled	from	one	untenable	position	to	another;	that	every	one	of	
the	promises	made	when	the	practice	was	introduced,	and	again	when	it	was	
made	compulsory,	had	been	falsified	by	experience;	that	the	operation	proved	
powerless	to	prevent	epidemics,	and	smallpox	cases	and	deaths	were	recorded	at	
all	intervals	after	vaccination	and	re-vaccination	of	all	degrees	of	efficacy;	and	
that	the	risk	of	injury	from	vaccination	was	by	no	means	insignificant;	yet	
Governments	all	over	the	world	still	maintain	the	practice	and	in	many	areas	
force	it	on	their	people.
	
Dr.	Garth	Wilkinson’s	view	of	the	Anti-Compulsory	Vaccination	movement	in	
1872	is	apposite	in	today’s	conditions.	He	wrote:
	
“Your	cause	is	a	presently	important	part	of	a	mighty	cause,	which	is	the	beating	
down	of	medical	despotism	and	the	holding	of	all	medicine	whatever	at	arm’s	
length,	for	the	people	of	this	country	to	use,	or	not	to	use,	as	they	in	their	private	
good	sense	see	fit.
	
“This	despotism	is	ruining	medicine	itself,	and	converting	it	from	the	divine	
mission	of	healing	into	a	game	of	power	for	pelf;	in	short,	into	a	terrible	
instrument	of	cruelty.”



CHAPTER	2

DIPHTHERIA	AND	DIPHTHERIA	
IMMUNIZATION

Nature	Cure	claims	that	all	acute	diseases,	from	a	common	cold	in	the	head	to	
diphtheria,	are	nothing	else	than	an	effort	of	nature	to	eliminate	the	impurities	
from	the	system.
	
In	the	days	when	in	many	areas	the	water	supply	was	contaminated,	when	many	
schools	were	insanitary,	and	when	children	(not	only	of	the	poorer	classes)	were	
fed	on	an	excess	of	heating	and	self-poisoning	foods,	diphtheria	was	more	
prevalent,	than	it	is	today.
	
It	was	never	the	universal	disease	the	advocates	of	immunization	pretend	it	was.	
Judging	from	the	deaths	registered,	less	than	one	child	in	10	living	ever	
developed	it.
Last	century	the	hospital	death	rate	was	on	the	average	about	10%	of	the	cases,	
and	in	this	century	it	dropped	to	5%	or	less,	before	immunization	was	
introduced.	This	decline	in	the	fatality	rate	was	not	due	to	treatment	with	anti-
toxin.	In	the	early	days	of	that	treatment	the	fatality	of	cases	not	treated	with	
anti-toxin	was	considerably	lower	than	of	cases	treated	with	it.
	
Less	than	5	out	of	every	1,000	children	living	died	of	diphtheria	in	the	early	
years	of	this	century,	before	immunization	was	introduced.
	
No	one	would	fail	to	sympathise	with	the	parents	of	the	children	who	died,	but	
the	advertisements	of	the	Ministry	of	Health	completely	misrepresent	the	
position.	Millions	of	children	in	pre-inoculation	days	escaped	diphtheria,	and	of	
those	who	did	get	it	a	large	number	had	mild	attacks.
	
Sanitation	and	Healthier	Living	Conquer	Diphtheria

As	with	smallpox,	so	with	diphtheria,	some	of	the	advocates	of	injection	
treatments	maintain	that	diphtheria	has	nothing	to	do	with	sanitation.	But	one	of	
the	original	defenders	of	immunization,	Dr.	Graham	Forbes,	writing	on	



diphtheria	in	Coalville	in	1927	and	1928	admitted:
	
Possibly	chronic	insanitary	conditions	have	played	&	predisposing	role	in	
lowering	resistance	to	infection,	but	added	to	this	there	had	been	the	free	
opportunity	for	contact	with	cases	or	carriers	(Diphtheria;	its	Distribution	and	
Prevention).
	
Before	the	germ	theory	of	disease	causation	got	a	firm	hold	on	orthodox	
medicine,	most	medical	and	other	students	of	diphtheria	believed	it	was	very	
closely	connected	with	the	sanitary	condition	of	the	area.	Forbes	quotes	the	
following:
	
In	1878,	in	papers	published	in	the	Lancet	W.	R.	Thursfleld	emphasised	
diphtheria	as	a	rural	rather	than	urban	disease	and	attached	considerable	
importance	to	the	effect	of	certain	states	of	the	subsoil	causing	dampness	of	site,	
together	with	structurally	defective	and	insanitary	conditions	of	habitation,	and	
especially	of	a	sewage	polluted	water	supply.
	
While	discrediting	any	possible	spread	by	mysterious	atmospheric	agency	or	
association	with	the	influence	of	rainfall,	he	clung	tenaciously	to	the	view	that	
sewage	became	directly	contaminated	with	diphtheria	infection	and	that	thus	
sewer	air	and	the	drinking	of	polluted	water	were	prominent	distributing	
agencies;	on	these	grounds	be	was	convinced	that	typhoid	fever	and	diphtheria	
were	very	closely	allied	and	ever	interchangeable	as	forms	of	the	same	disease.
	
It	was	apparently	the	absence	of	the	alleged	diphtheria	bacillus	that	caused	
certain	investigators	to	challenge	the	view	that	diphtheria	was	caused	by	
exposure	to	sewer	gas.	But	in	his	Introduction	to	Diphtheria:	Its	Aetiology	and	
Prevention	Forbes	says:
It	was	conceded	that	the	only	relationship	likely	to	exist	pointed	to	the	influence	
of	such	insanitary	conditions	as	being	indirect	rather	than	directly	causative,	by	
predisposing	to	a	lowered	state	of	health	and	resistance,	therefore	liability	to	
attack	in	the	presence	of	diphtheria	infection	of	which	the	most	common	channel	
was	direct	contact	with	a	case	or	carrier...
	
Graham	Smith,	in	1908,	wrote	that	many	of	the	illnesses	apparently	resulting	
from	inhalation	of	foul	gases	were	mistaken	for	diphtheria	but	were	not	
associated	with	diphtheria	bacilli	which	had	never	been	found	in	drains	or	sewer	
gas,	or	in	refuse	heaps,	and	that	there	was	no	bacteriological	evidence	to	show	



that	emanations	from	those	nuisances	could	originate	true	diphtheria.
	
Dykes	regarded	it	as	conceivable	that	morbid	conditions	of	the	nasopharyngeal	
passages,	perhaps	attributable	to	defective	drainage	and	exposure	to	sewer	air,	
might	increase	the	risk	of	diphtheria	attack	when	such	individuals	were	exposed	
to	contact	with	true	diphtheria	cases	or	carriers,	the	only	way,	in	his	opinion,	in	
which	defective	drainage	could	possibly	promote	the	spread	of	diphtheria	if	it	
was	a	factor	at	all...
An	article	on	"Drains’	in	the	Lancet	of	15	August	1930,	reviews	the	popular	
belief	in	their	association	with	diphtheria	quoting	Stevenson’s	and	Murphy’s	
views	in	1892	on	the	supposed	connection,	and	the	present	interpretation	of	
Jameson	and	Parkinson—as	possibly	producing	a	lowered	vitality,	and	so	
susceptibility	to	bacterial	infection...(p.7)
	
Dr.	Rudder,	investigating	diphtheria	and	social	environment	in	Berlin,	noted	the	
effect	of	overcrowding	to	increase	the	incidence	of	the	disease	among	the	
younger	children.	(p.395)
	
The	importance	of	social	conditions	in	relation	to	the	distribution	of	diphtheria	
has	been	emphasised	in	the	League	of	Nations	Review	of	15	June	1929,	p.192...
(p.395)
Hilda	Woods,	in	the	course	of	her	statistical	study,	found	from	her	calculations	a	
consistent	correlation	of	highest	incidence	with	greatest	overcrowding	and	
poorest	status.
	
Replying	to	a	question	by	Sir.	C.	Edwards	on	29	July	1943,	regarding	the	
incidence	of	diphtheria	during	school	life,	the	then	Minister	of	Health	(Mr.	
Ernest	Brown)	said:
I	am	advised	that	defective	school	premises	might	be	indirectly	conducive	to	
childhood	infections	in	general.
	
Dr.	Aubrey	Priestman,	M.O.H.	for	Folkestone,	found	that	diphtheria	incidence	in	
Folkstone	was	closely	connected	with	the	sanitary	condition	of	the	schools,	the	
greatest	amount	of	diphtheria	being	found	in	the	most	insanitary	schools.
	
In	many	outbreaks	of	diphtheria	in	recent	years	it	has	been	pointed	out	by	
members	of	Health	Committees	that	there	were	contaminated	water	supplies	in	
the	area,	or	pools	of	stagnant	water,	or	defective	drains.	When	the	Canadian	
diphtheria	statistics	are	analysed,	it	is	found	that	in	spite	of	a	great	deal	of	



"immunisation"	of	children,	there	was	no	striking	decline	of	diphtheria	in	
insanitary	towns	such	as	Quebec	City.	Wherever	a	big	decline	in	diphtheria	
occurred,	that	town	had	undertaken	big	schemes	of	house	drainage	and	had	
purified	the	water	supplies.	There	had	also	been	removal	of	stagnant	water.
	
Campaign	for	Diphtheria	Immunization

About	the	year	1922	the	Ministry	of	Health	started	to	assist	the	advocates	of	
diphtheria	immunisation.	For	a	few	years	they	did	not	urge	it,	but	they	looked	
favourably	on	the	efforts	of	Medical	Officers,	e.g.	those	for	Manchester,	
Birmingham,	Bristol,	Sheffield	and	other	large	towns,	to	get	children	inoculated	
against	diphtheria.	On	the	other	hand,	a	Medical	Officer	of	the	Ministry	advised	
the	MOH	for	Guildford	not	to	press	it	so	as	to	avoid	responsibility	for	any	
untoward	results	that	might	happen	from	the	inoculations.
	
But	on	Sir	Wilson	Jameson’s	appointment	in	1940	as	Chief	Medical	Officer	of	
the	Ministry	of	Health,	a	change	came	over	the	scene.	At	the	end	of	1940	the	
Ministry	circularised	all	local	health	authorities	urging	them	to	push	diphtheria	
immunisation	to	the	utmost.	Since	then	some	millions	of	children	have	been	
inoculated.
	
After	a	very	considerable	increase	in	diphtheria	deaths	in	1941	and	the	first	half	
of	1942	a	decline	set	in.
	
What	Proportion	of	the	child	Population	has	been	
"Immunized"?
	
It	is	not	easy	to	discover	what	proportion	of	the	child	population	has	been	
inoculated.	Until	1945	no	allowance	was	made	(except	in	Scotland)	for	the	
children	leaving	the	under	fifteen	age	class	each	year.	If	there	were	on	an	
average	600,000	births	each	year,	and	during	the	fourteen	years	10%	of	them	
died,	each	year	500,000	would,	in	fifteen	years,	reach	the	age	of	fifteen,	and	at	
the	other	end	of	the	scale	600,000	children	would	each	year	enter	the	under	
fifteen	age	class.	During	the	first	four	years	of	immunization	campaign	the	
Ministry	of	Health	refused	to	publish	the	immunization	figures	for	the	various	
areas	of	the	country,	insisting	that	they	were	only	estimates.
In	a	statement	of	the	Ministry	that	75%	of	the	children	had	been	inoculated	it	



was	remarked	that	this	did	not	mean	that	75%	of	the	children	now	under	fifteen	
had	been	done.	Another	statement	of.	the	Ministry	put	the	percentage	under	
fifteen	inoculated	at	60.	For	the	years	1945,	1946,	1947	and	1948	the	respective	
percentage	was	given	as	59.9,	62.2,	61.9,	63.5.
	
It	will	be	accepted	that	since	1945	an	average	of	about	four	million	children	
every	year	remained	un-inoculated	in	England	and	Wales	(3,403,260	in	1948).
	
The	diphtheria	deaths	not	included	with	those	of	children	who	had	had	a	full	
course	of	immunization,	i.e.	with	the	so-called	"immunized,"	numbered:
	

	
1945 551

1946 336

1947 193

1948 128

1949 63

	
What	brought	diphtheria	deaths	in	the	un-inoculated	down	from	551	in	1945	to	
63	in	1949,	or	we	might	even	ask	what	brought	them	down	from	3,000	in	1940	
to	63	in	1949?	It	could	not	have	been	inoculation,	as	they	were	not	inoculated.	
And	why	out	of	3,400,000	un-inoculated	children	did	only	1,638	develop	
diphtheria	in	1949,	or	less	than	one	out	of	every	thousand?	Three	and	a	half	
million	un-inoculated	children	were	as	free	from	diphtheria	as	five	and	a	half	
million	inoculated	children.
	
Other	Diseases	Have	Declined	Even	More	than	
Diphtheria
	
In	the	five	years	1941-45	the	Ministry	of	Health	claims	to	have	succeeded	in	
getting	about	five	and	a	quarter	million	children	inoculated	out	of	a	population	
of	from	eight	to	nine	millions	under	fifteen	years	of	age.
	
The	fall	in	the	diphtheria	death	rate	in	the	under	fifteen	age	class	from	266	and	
280	per	million	in	1940	and	1941	to	67	in	1945,	40	in	1946,	23	in	1947	and	14	in	
1948	is	claimed	to	be	the	result	of	this	immunization.
	



But	there	has	been	an	even	greater	proportional	decrease	in	deaths	from	measles,	
scarlet	fever	and	whooping	cough.		The	following	table,	compiled	by	Mr.	Jos.	
P.Swan,	is	based	on	figures	given	in	Table	XXVIII	in	the	Statistical	Review	
(Text	Vol.1)	issued	by	the	Registrar	General	for	the	six	years	1940-45.
	
ENGLAND	AND	WALES
	
Average	death	rates	of	children	aged	0-5	per	million	living	from:
	

	
Diphtheria,	as	will	be	seen	from	the	table,	has	the	lowest	percentage	decrease,	
and	its	relative	position	as	a	fatal	disease	of	children	has	changed	from	second	in	
1911-20	to	highest	of	the	four	diseases	in	1941-45.
	
The	following	table,	also	compiled	by	Mr.	Swan,	based	upon	the	experience	of	
the	eighty-eight	years	1861-1948,	most	of	the	data	being	taken	from	Table	9	of	
the	Registrar	General’s	Statistical	Review	for	the	year	1945,	shows	a	greater	
decline	of	measles	and	scarlet	fever	mortality:
	
ENGLAND	AND	WALES

1)	Death	Rates	of	children	0-15	per	million	living.
	
2)	Percentage	of	Decrease	during	each	period	of	20	years	since	1861.
	



This	table	shows	that	during	the	last	of	the	twenty-year	periods	the	death	rates	of	
measles,	whooping	cough	and	diphtheria	(297,	294	and	293)	were	practically	the	
same—about	300	per	million	living.	If	there	had	been	any	justification	for	the	
contention	that	mass	immunization—introduced	at	the	end	of	1940—had	
influenced	the	death	rate	of	diphtheria	there	would	have	been	a	very	marked	
decline	in	the	1941-48	period,	as	compared	with	the	other	diseases.	The	figures	
show,	however,	that	although	diphtheria	(64.0%)	had	a	slightly	increased	
percentage	decline	as	compared	with	whooping	cough	(59.0%),	it	was	a	long	
way	behind	the	decreases	shown	by	scarlet	fever	(86.0%)	and	measles	(79.0%).
	
In	1861-80	diphtheria	was	the	least	fatal	of	the	four	diseases;	in	the	years	1941-
48	whooping	cough	(121	per	million)	killed	most	children,	diphtheria	(105	per	
million)	came	next	and	scarlet	fever	(69	per	million)	and	measles	(62	per	
million)	were	very	close	together.
	
The	Chief	Medical	Officer	of	the	Ministry	of	Health	attributed	the	decline	in	the	
death	rates	of	scarlet	fever	and	measles,	in	part,	to	improvements	in	nutrition.	It	
could	only	be	determination	not	to	look	at	the	facts	fairly	that	prevented	him	
from	attributing	the	diminution	of	all	these	diseases	to	improvement	in	sanitary,	
housing,	economic,	educational	and	social	conditions,	rather	than	to	any	
"prophylactics"	which	may	have	been	used.	It	can	be	asserted	with	justification	
that	without	any	"immunization"	whatsoever,	the	diphtheria	position	would	have	
been	just	as	good	today	as	it	is,	and	it	might	have	been	even	better.
	
Increase	in	Diphtheria	in	Germany	and	France

There	appears	to	be	a	conspiracy	by	the	medical	authorities	of	many	countries	to	
make	a	case	for	immunization,	even	at	the	expense	of	tile	truth.



	
In	one	of	the	Reports	of	the	Interim	Commission	of	the	World	Health	
Organization	(Vol.	1,	No.	4,	of	Epidemiological	and	Vital	Statistics)	is	an	article	
on	the	recession	of	the	diphtheria	pandemic	in	Europe,	written	by	Dr.	Knud	
Stowman.
	
Bearing	in	mind	that	for	fifteen	years	before	the	outbreak	of	the	recent	war	there	
were	strenuous	immunization	campaigns	wherever	diphtheria	outbreaks	
occurred	in	Germany,	while	immunization	was	not	practised	in	Norway	or	
Sweden	before	the	recent	war,	and	that	in	April	1940	immunization	was	made	
compulsory	in	the	German	Reich	(the	notorious	"Lord	Haw	Haw	"at	the	time	
deriding	the	English	for	their	lack	of	the	directing	spirit	possessed	by	the	
Germans),	what	are	we	to	think	of	this	misrepresentation	of	the	facts	regarding	
Germany,	Sweden	and	Norway	in	the	second	paragraph	of	Dr.	Stowman’s	
article?
	
When	the	war	broke	out	the	diphtheria	incidence	in	Germany	had,	unlike	in	
neighbouring	countries,	been	increasing	for	nearly	fifteen	years.	Vaccination	(the	
word	‘‘vaccination"	is	used	abroad	for	any	kind	of	so-called	"immunisation"	was	
not	compulsory	for	children	in	general,	nor	was	it	practised	on	a	scale	adequate	
to	protect	them	against	the	increased	risks	of	contamination	created	by	the	
development	of	community	life	among	children,	adolescents	and	young	adults.	
Suffice	it	is	to	say	that,	in	1939,	there	were	nearly	150,000	diphtheria	cases	in	
Altreich,	(i.e.	in	pro-war	Germany),	while	there	were	less	than	200	cases	in	
Sweden	and	about	50	in	Norway.	These	figures	alone	should	have	carried	a	
sufficient	warning.
	
If	Dr.	Stowman	knew	the	facts,	he	knew	that	the	favourable	position	re	
diphtheria	in	Sweden	and	Norway	in	1939	was	not	due	to	immunization,	as	it	
had	not	been	practised	in	those	countries.
	
It	was	not	only	the	announcement	on	the	German	radio	and	a	statement	in	the	
London	Evening	Standard	on	April	11,.	1940	(from	their	correspondent	in	
Switzerland)	that	established	the	fact	that	immunization	had	been	made	
compulsory	throughout	the	German	Reich;	the	Medical	Branch	of	the	United	
States	Strategic	Bombing	Survey	reported	(The	Medical	Officer,	February	25,	
1946)	that	by	1941	compulsory	immunization	for	children	and	voluntary	
immunization	for	adults	had	been	instituted	by	national	decree.
	



This	fact	knocked	the	bottom	out	of	Dr.	Stowman’s	case	for	diphtheria	
immunization.	Germany	had	made	the	process	compulsory	for	children,	and	
Germany’s	record	for	diphtheria	for	at	least	five	years	afterwards	was	so	high	as	
to	constitute	a	menacing	reservoir	for	diphtheria	infection."
	
Moreover,	the	facts	show	that	this	compulsory	ordinance	had	been	obeyed.	In	the	
Bulletin	of	Hygiene,	November	1947,	Dr.	R.	E.	C.	Williams	summarised	an	
article	in	Oeffentliche	Gesundheits-Dienst	(Leipzig,	June	1944,	Nos.	11,	12)	and	
showed	that	in	1942	of	300,000	children	in	Berlin	aged	six	to	thirteen,	254,000,	
or	85%,	were	inoculated	against	diphtheria,	and	out	of	153,000	aged	three	to	
five,	108,000	were	similarly	inoculated.	The	next	year	about	half	of	the	total	
child	population	of	Berlin	had	had	two	injections—a	much	higher	figure	than	
that	for	London	the	same	year.
	
Every	shred	of	evidence	proves	that	immunization	was	thoroughly	carried	out	in	
Germany	between	1940	and	1946.	The	shocking	increase	in	diphtheria	in	that	
country	accompanied	the	imposition	of	immunization	upon	the	children.
	
However,	in	a	more	recent	report	on	the	evolution	of	diphtheria	mortality	in	
Europe	during	the	Twentieth	Century	by	Dr.	M.	Pascua,	M.D.,	Director,	Division	
of	Health	Statistics	of	the	World	Health	Organization	(E.V.S.	45-46,	February-
March	1951),	it	was	stated	that	a	great	proportion	of	the	diminution	in	diphtheria	
mortality	during	the	five	decades	under	review	could	NOT	be	attributed	to	
preventive	immunization,	since	in	several	of	the	European	countries	included	in	
the	analysis,	where	significant	mortality	declines	were	registered,	relatively	few	
artificial	immunizations	were	carried	out.
	
France

Although	there	was	any	amount	of	statistical,	evidence	to	show	that	
immunization	in	France	had	completely	failed	to	stop	the	increase	in	diphtheria,	
the	practice	was	made	obligatory	by	law	in	1938.	In	1941	a	law	was	passed	
making	it	compulsory	for	infants	under	18	months	to	be	inoculated	with	a	
mixture	of	diphtheria	and	tetanus	toxoid.
The	start	of	the	war	in	1939	lessened	immunization	to	some	extent	in	France,	but	
after	the	German	occupation	of	the	country	it	was	enforced	and	after	1941	most	
French	children	were	inoculated.	The	diphtheria	cases	increased	from	13,795	in	
1940	to	46,750	in	1943,	and	they	were	still	as	many	as	45,541	in	1945.



	
Scotland’s	Diphtheria	Deaths	down	by	Four-Fifths	before	
"immunization"
	
While	the	Department	of	Health	for	Scotland	boosts	inoculation	in	every	report,	
the	Scottish	Registrar	General	sticks	to	the	bare	facts	regarding	diphtheria	
deaths.
In	his	report	for	1947	he	said:
	
Deaths	from	diphtheria	were	at	their	peak	1855	to	1860	when	the	rate	was	85	per	
100,000.	By	the	quinquennium	1886-90	it	had	halved	itself,	and	by	1901-5	was	
only	one-fifth	of	the	former.	Since	then	the	reduction	has	been	slower.	The	rate	
had	fallen	to	8	per	100,000	in	1939,	rose	to	14	in	1940	and	has	since	come	
steadily	down	to	its	present	level.
	
The	actual	deaths	from	diphtheria	reported	in	Scotland	in	1939	and	since	are	
given	in	the	following	table:
	
DIPHTHERIA	DEATHS

(Figures	from	1941	taken	from	Appendix	No.	9	of	the	Report	of	the	Department	
of	Health	for	Scotland,	1949)
	

	
1939 395
1940 675
1941 618
1942 290
1943 231
1944 181
1945 124
1946 91
1947 44
1948 31
1949 14	(provisional)
	
ESTIMATED	PERCENTAGES	OF	SCOTTISH	CHILDREN	INOCULATED
On	p.27	of	the	Report	of	the	Department	of	Health	for	Scotland	for	1949	the	
fo1lowing	figures	are	given	for	immunization	in	Scotland	1946-49:
	

	



	 Pre-school	children School	children
1946 37% 75%
1947 39 69
1948 51 78
1949 50 	70	(provisional)
	
	
It	will	be	seen	that	in	1946	and	1947	less	than	two-fifths	of	the	pre-school	
children	had	been	inoculated.	Even	in	1949	the	proportion	was	only	one-half.	
And	during	the	four	years	of	the	table	nearly	three-tenths	of	the	school	children	
had	not	been	inoculated.
There	were	783,828	children	on	the	registers	of	the	school	dental	service,	so	
during	those	four	years	from	162,000	to	265,000	school	children	remained	un-
inoculated.
Of	some	460,000	pre-school	children,	some	276,000	remained	un-inoculated	in	
1946	and	1947	and	some	230,000	in	1948	and	1949.
	
So	nearly	half	a	million	Scottish	children	under	fifteen	remained	un-inoculated	
in	four	years	in	which	the	diphtheria	deaths	were,	respectively,	only	91,	44,	31	
and	14.
	
DIPHTHERIA	IN	THE	IMMUNIZED
By	means	of	questions	in	Parliament	some	information	has	been	obtained	in	
regard	to	cases	of	diphtheria	in	immunized	children	and	fatal	cases	in	the	
immunized.	While	the	Reports	of	the	Department	of	Health	for	Scotland	give	
information	on	this	point,	those	of	the	English	Ministry	of	Health	are	less	
satisfactory	in	this	respect.
	
CASES	IN	THE	IMMUNIZED	
ENGLAND	AND	WALES
	

	
1	January	1940,	to	30	June	1943 9,500
Latter	half	of	1943 2,676
For	the	year	1944 4,633
1945	(Letter	to	Mr.	S.	P.Viant,	
M.P.)

4,410

1946 2,723
1947 1,287
1948 788
	TOTAL 26,017
	



SCOTLAND
	

	
		(From	Appendix	No.	9	of	Report	
of	Department	of	Health	for	
Scotland,	1949)

	 	

1941 1,036 	
1942 1,799 	
1943 1,750 	
1944 1,774 	
1945 1,511 	
1946 1,024 	
1947 864 	
1948 202 	
	 9,468
	 35,477
	
Another	calculation	gives	the	total	to	December	3l,	1948,	as	35,799
Diphtheria	Deaths	in	the	Immunized
	

	
ENGLAND	AND	WALES
1942	and	1943 86 	
1944 35 	
1945 38 	
1946 15 	
1947 16 	
1948 6 	
	 	 194
	
	
SCOTLAND
	

	
(Report	of	Department	of	Health	for	
Scotland	for	the	year	1949.	
Appendix	No.	9,	p.87.)
1941 3 	
1942 11 	
1943 11 	
1944 4 	
1945 6 	
1946 6 	
1947 3 	



1948 1 	
	 	 45
	 	 239
	
	

	
ENGLAND	and	WALES	before	1940
(Letter	from	Minister	of	Health	to	Mr.	William	Leach,	M.P.)

	

	 	 24
	 	 263
	
	
There	is	good	reason	to	doubt	the	accuracy	of	the	Ministry	of	Health’s	figures	
regarding	"immunized"	and	"un-immunized."	All	who	had	had	only	one	
injection	are	shut	out	of	the	"immunized"	class,	as	are	also	those	whose	
injections	were	made	less	than	three	months	or	six	months	before	the	
development	of	diphtheria.	(For	a	long	time	at	Birmingham	it	was	maintained	
that	immunity	did	not	develop	until	six	months	after	the	last	injection,	and	the	
general	practice	all	over	the	country	now	is	to	insist	on	a	limit	of	three	months,	
and	exclude	from	the	"immunized"	class	all	who	were	injected	less	than	three	
months	before	attack.)
	
There	is	also	the	question	of	re-diagnosis.	Since	1943	some	thousands	of	cases	
originally	recorded	as	diphtheria	have	been	re-diagnosed.	There	is	evidence	to	
show	that	large	numbers	of	these	were	in	the	immunized	class.
	
Finally,	the	Ministry	of	Health	admit	that	no	valid	returns	were	sent	in	in	1946	
and	1947	in	respect	of	areas	in	which	some	two	million	children	resided.
	
But	in	spite	of	all	this	“cooking”	of	the	figures,	the	authorities	have	had	to	admit	
some	36,000	immunized	cases	of	diphtheria	in	Great	Britain	in	the	eight	years	
1941-48,	and	239	deaths	in	the	"immunized."
	
The	occurrence	of	a	large	number	of	cases	of	diphtheria	in	fully	inoculated	
children	on	Tyneside	and	in	Dundee	in	1941	and	1942	led	nine	investigators	to	
the	conclusion	(in	their	Report	published	in	1950)	that	"active	immunization	is	
the	best	protection	against	diphtheria,"	although	from	30	to	50%	of	the	cases	had	
occurred	amongst	inoculated	members	of	the	community.	Despite	this	
demonstration	of	the	complete	failure	of	inoculation	to	protect	against	
diphtheria,	these	doctors	went	on	chanting	their	witch	charm,	regardless	of	what	



they	had	themselves	discovered.	And	the	only	newspaper	that	ventured	a	word	
of	the	truth	in	respect	of	these	outbreaks	was	the	Lancet	which	admitted	that	the	
report	would	"provide	material	for	the	use	of	opponents	of	immunization."
	
The	latest	contention	put	forward	by	pro-inoculationists	is	that	while	
immunization	does	not	protect	it	makes	diphtheria	less	severe.	But	an	
examination	of	doctors’	records	reveals	a	considerable	number	of	severe	cases	in	
the	"immunized"	and	also	a	considerable	number	of	mild	cases	in	the	"un-
immunized."	It	is	not	a	matter	of	immunization	or	non-immunization;	it	is	a	
question	of	the	bodily	condition	of	the	child	who	develops	diphtheria	whether	he	
has	it	badly	or	not.	A	child	with	a	clean,	healthy	body	will	not	develop	diphtheria	
at	all.
	
Immunization	Disasters

The	late	Dr.	C.	C.	Okell,	M.C.,	M.A.,	Sc.D.,	late	bacteriologist	to	University	
College	Hospital,	writing	under	the	caption	"Grains	and	Scruples"	in	the	Lancet	
(1	January	1938),	said:
	
On	the	whole	diphtheria	immunization	has	proved	a	fairly	safe	affair,	but	
suppose	we	included	in	our	propaganda	a	candid	account	of	the	various	
untoward	accidents	which	have	accompanied	the	procedure.	If	we	baldly	told	the	
whole	truth	it	is	doubtful	whether	the	public	would	submit	to	immunization.	.	
Accidents	and	mistakes	must	inevitably	happen	and	when	they	take	place	what	
might	have	been	a	highly	instructive	lesson	is	usually	suppressed	or	distorted	out	
of	recognition.	Those	who	have	had	to	take	notice	of	the	immunization	accidents	
of	the	past	few	years	know	that	to	get	the	truth	of	what	really	went	wrong	
generally	calls	for	the	resources	of	something	like	a	secret	service.
	
It	is	doubtful	whether	the	"immunization"	disasters	reported	represent	anything	
like	the	real	number	of	accidents	that	have	occurred	all	over	the	world	in	
connection	with	the	practice.
	
The	system	was	first	used	on	a	large	scale	in	the	United	States	of	America,	and	
the	worst	tragedy	that	occurred	~a5	at	Dallas,	Texas,	where,	in	1919,	10	children	
were	killed	and	sixty	others	made	seriously	ill	by	toxin-antitoxin	which	had	been	
passed	as	satisfactory	by	the	New	York	Board	of	Health.
	



Damages	were	paid	by	the	Mulford	Company	of	Philadelphia	in	every	case.
	
Five	years	later,	in	1924,	there	was	a	disaster	in	the	States	of	Connecticut	and	
Massachusetts,	U.S.A.;	25	children	in	Bridgewater	and	20	in	Concord	were	
poisoned	by	toxin-antitoxin.	Many	had	high	fevers,	and	their	arms	turned	black	
and	swelled	to	two	or	three	times	their	normal	size.	The	Boston	American	for	8	
February	1924,	gave	a	photograph	of	one	of	the	child	victims,	who	was	
evidently	in	a	terrible	state,	and	with	regard	to	another	it	said	that	"he	was	in	
such	pain	he	ran	from	room	to	room	screaming."
	
It	was	suggested	that	the	trouble	was	due	to	the	freezing	of	the	mixture,	but	
Hewlett	in	his	Serum	and	Vaccine	Therapy	says	that	the	toxin	must	be	kept	in	
the	dark	in	a	cool	place,	preferably	upon	ice.
	
A	few	months	later	(September	1924)	out	of	40	children	immunized	with	toxin-
antitoxin	in	a	home	for	infants	at	Baden,	near	Vienna,	6	died	and	a	number	
suffered	from	skin	necroses	of	various	sizes	at	the	site	of	the	injection.	The	
mixture	had	been	tested	on	guinea	pigs	and	declared	non-toxic.	As	the	result	of	
an	investigation	Professor	von	Pirquet	advised	the	Austrian	Ministry	of	Health	to	
stop	the	inoculation,	and	for	a	long	time	the	practice	was	forbidden	in	Austria.
	
In	1927	there	were	5	deaths	in	immunized	children	in	China,	and	37	others	were	
made	seriously	ill.
	
In	1928	the	Lancet	(February	4)	referred	to	a	recent	Russian	disaster	(quoting	
from	Bulletin	of	Hygiene,	August	1927,	p.667)	in	which	14	children	received	
toxin	in	place	of	anatoxin	(the	French	name	for	toxoid);	8	of	them	died	within	
two	weeks,	4	of	polyneuritis	within	a	month,	and	2	recovered	after	symptoms	of	
general	intoxication.
	
The	same	year	(1928)	there	was	a	terrible	disaster	at	Bundaberg,	Australia,	
where	12	children	out	of	17	who	were	inoculated	with	toxin-antitoxin	died,	the	
other	5	being	critically	ill	for	some	time.	The	material	had	been	issued	and	
declared	safe	by	the	Public	Health	Department	of	Queensland.	The	Daily	
Telegraph	(1	February	1928)	said:
"The	only	explanation	that	an	authoritative	medical	expert	could	offer	to	
Reuter’s	representative	was	that	latent	properties	in	the	serum	suddenly	became	
active,	and	took	the	form	of	a	virulent	poison."
	



One	family	lost	all	three	children,	another	lost	two,	and	has	two	still	dangerously	
ill,"	said	the	Morning	Post’s	Queensland	correspondent.	"The	tiny	victims	spent	
a	night	of	intense	suffering,"	said	the	Exchange	Telegraph	Company’s	
representative.
	
These	disasters	were	caused	by	the	injection	of	toxin	or	toxin-antitoxin.	Toxin-
antitoxin	was	the	mixture	originally	used	in	England,	and	with	regard	to	the	
production	of	potent	toxin	the	Medical	Research	Council	said	in	Diphtheria	its	
Bacteriology	and	Immunology	(1923),	p.101:
	
It	must	be	confessed	that	even	now	the	conditions	are	very	imperfectly	
understood.	This	arises	from	the	fact	that	toxin	as	a	substance	has	not	been	
isolated,	and	that	we	are	completely	in	the	dark	regarding	its	chemical	
composition	and	the	mechanism	of	its	elaboration,		and	on	p.113:
	
The	practical	details	of	the	preparation	of	diphtheria	toxin	are	summarised	in	the	
following	paragraph.	While	it	is	concluded	that	many	of	the	conditions	are	better	
understood	and,	therefore,	more	under	control	than	they	have	hitherto	been,	it	
must	be	admitted	that	there	are	still	chances	of	mishap,	the	reason	for	which	the	
most	experienced	worker	in	this	field	is	at	a	loss	to	give.
	
In	1930	at	Medellin,	Columbia,	South	America,	48	children	were	inoculated,	
with	the	result	that	many	were	taken	ill	during	the	same	night,	one	died	the	
following	afternoon,	14	within	sixty	hours,	and	2	more	within	six	weeks—a	total	
of	17	deaths.
The	Lancet	(October	24,	1931,	p.923)	reported	that	this	disaster	was	due	to	toxin	
being	given	at	the	third	Injection	instead	of	toxoid.	The	symptoms	recorded	
were:	
	
"Extreme	restlessness,	convulsions,	fever,	diarrhea,	vomiting	and	severe	pains	at	
the	site	of	the	injection...Nearly	all	the	48	children	were	ill	for	three	or	four	
weeks,	fever	and	convulsions	being	common."
	
It	was	von	Behring	who	in	1913	introduced	toxin-antitoxin,	and	Park	and	his	co-
workers	in	New	York	first	used	a	similar	mixture	in	1913.
	
But	after	a	few	years	Park	reduced	the	amount	of	toxin	in	the	mixture	to	one-
thirtieth	of	the	original	dose.	It	was	at	the	time	of	the	Bridgewater	and	Concord	
injuries	that	Schick	and	Park	made	changes	in	the	mixture,	"so	as	to	ensure	its	



freedom	in	the	future	from	any	possible	harmful	alteration."
	
At	the	same	time	experiments	were	going	on	to	find	out	how	the	toxin	could	be	
treated	to	deprive	it	of	most	or	all	its	original	toxicity.	In	an	article	in	the	Lancet	
for	20	March	1926,	Dr.	R.	A.	O’Brien,	of	the	Wellcome	Physiological	Research	
Laboratories,	said	that	these	"toxoids,"	as	they	were	called,	were	tried	cautiously	
in	America,	England	and	France	and	that	it	was	possible	they	would	entirely	
replace	the	other	prophylactic	preparations.	But	he	admitted	that	toxoid	"is	rather	
liable	to	cause	reactions	when	injected."
	
In	his	report	for	1926	Sir	George	Newman	said	that	toxoid	alone	had	been	tried	
at	first,	and	that	a	mixture	of	toxoid	and	anti-toxin	was	then	the	most	commonly	
used	in	England	and	Wales.
	
However,	in	France	and	in	Italy	the	use	of	toxoid	(called	anatoxin)	did	not	stop	
the	occurrence	of	serious	results.	In	1932	at	Charolles,	in	France,	172	children	
were	immunized	with	anatoxin.	All	were	taken	ill	soon	afterwards,	developing	
local	abscesses	with	abundant	suppuration,	necessitating	surgical	intervention	in	
several	cases.	In	one	case	the	child	died.	The	parents	of	the	children	demanded	
an	official	inquiry,	but	no	explanation	of	the	tragedy	was	ever	made.
	
The	following	year	(April	1933),	after	a	single	injection	of	an	antitoxin	mixture,	
in	the	province	of	Chiavari,	in	Italy	over	30	inoculated	children	were	gravely	
affected,	some	being	paralysed	in	arms	and	legs,	and	others	having	their	sight	
impaired.	One	child	died.	In	Venice	and	Revigo	severe	symptoms,	including	
paralysis,	supervened,	and	death	occurred	in	10	cases.
	
The	Italian	Government	stopped	all	diphtheria	immunization,	and	it	was	reported	
in	the	Press	that	the	Director	and	Assistant	of	the	National	Serotherapeutic	
Institute	at	Naples,	which	had	supplied	and	tested	the	material,	had	been	arrested	
and	that	the	Institute	had	been	closed.
	
In	1936	there	was	another	disaster	in	France.	At	Branges,	Châlon-sur-Sâone,	
after	inoculation	on	20	May,	some	of	the	124	children	who	had	had	their	third	
anti-diphtheria	injection	developed	intense	fever,	in	some	cases	with	vomiting,	
eruptions	and	blotches.	One,	aged	twenty-three	months,	died	the	next	day,	and	
on	the	following	day	a	least	75	of	the	children	developed	abscesses	at	the	point	
of	injection,	more	or	less	large,	some	of	which	did	not	heal	for	more	than	two	
months.	An	information	was	laid	against	an	official	by	the	Public	Prosecutor	at	



Châlon.
	
So	far	in	the	British	Isles	there	had	been	no	reports	of	disasters	such	as	came	
from	abroad.	The	Wellcome	Laboratories	had	introduced	toxoid-antitoxin	
floccules	which	they	claimed	had	"a	very	low	tendency	to	cause	reaction."	But	
after	38	children	at	Ring	Irish	College,	County	Waterford,	had	been	inoculated,	
in	November	1936,	with	this	mixture,	24	of	them	developed	tuberculosis,	and	
one	died	the	following	April.
	
At	the	inquest	the	jury	maintained	that	the	tuberculous	condition	of	the	girl	that	
resulted	in	her	death	from	toxemia	and	purpuric	hemorrhage	was	originated	by	
the	inoculation	of	the	contents	of	a	.25	c.c.	bottle	of	prophylactic	labelled	"T.A.T.	
Burroughs	Wellcome"	which	contained	tubercle	bacilli.	They	expressed	the	view	
that	Dr.	David	McCarthy,	who	carried	out	the	inoculation,	and	those	who	
assisted	him	had	taken	every	precaution	to	guard	against	infection	arising	from	
contaminated	appliances.
The	father	brought	an	action	in	the	Dublin	High	court	in	February	1939	against	
Dr.	McCarthy	and	the	Wellcome	Foundation,	Ltd.,	the	chemists	who	
manufactured	and	supplied	the	material,	and	claimed	damages	in	respect	of	the	
death	of	his	child	and	the	illness	of	her	two	brothers.
	
After	Dr.	McCarthy	had	been	freed	from	all	blame,	the	jury	came	to	the	
conclusion	that	the	elaborate	precautions	taken	by	the	defendant	firm	of	chemists	
precluded	the	possibility	of	any	contamination	of	the	T.A.T.	supplied.
	
The	Ministry	of	Health	(Eire)	issued	a	Memorandum	in	June	1937	in	which	they	
stated	that	after	investigations	it	had	been	shown	that	the	mixture	contained	no	
tubercle	bacilli,	nor	was	it	possible	for	there	to	have	been	substitution	or	
subsequent	introduction	of	bacilli.
	
There	is	therefore	no	other	conclusion	to	be	reached	but	to	blame	some	
properties	inherent	in	the	immunizing	material	itself	for	the	Ring	College	
disaster.
	
In	Recent	Advances	in	Vaccine	and	Serum	Therapy	(1934)	Fleming	and	Petrie	
mentioned	that	Aubertin	and	Bondon	had	stated	in	1932	that	"it	is	recorded	that	
in	some	children	inoculations	of	toxoid	have	been	followed	by	a	flareup	of	
tuberculous	foci."
This	might	have	explained	the	Ring	College	tragedy,	but	it	was	not	mentioned	at	



the	trial.
	
There	was	a	similar	death	in	Dublin	when	on	20	May	1941,	a	six	months	old	
baby	died	of	tubercular	meningitis,	believed	by	the	coroner	to	have	been	caused	
or	accelerated	by	inoculation	against	diphtheria.	He	said	at	the	inquest:
	
This	was	a	healthy	child	up	to	the	date	of	immunization,	after	which	she	became	
ill,	developed	cerebral	symptoms,	and	died."	The	house	physician	at	St.	
Michael’s	Hospital,	where	the	child	died,	testified	that	they	had	had	a	number	of	
cases	of	patients	following	immunization	but	this	was	the	only	death.
	
Dr.	Dorothy	Shepherd,	in	an	article	in	Heal	Thyself,	March	1941,	gave	an	
account	of	her	own	experiences	when	acting	as	Medical	Officer	at	two	clinics	
which	boasted	of	an	immunization	centre.	She	tells	of	half	a	dozen	children	in	
the	immediate	neighbourhood	who	became	weakly	and	ailing	and	"bad	doers	
"after	immunization,	of	three	nurses	who	had	to	go	off	duty	after	inoculation	
undergone	to	prove	to	the	mothers	that	it	was	painless	and	harmless.	"All	had	
swollen	and	painful	arms	and	were	ill	in	bed	for	several	days	with	high	
temperatures	ranging	between	101	and	103."	She	tells	of	the	most	tragic	case,	a	
child	of	ten	who	had	never	had	a	day’s	illness	previously.	After	immunization	
she	developed	general	blood	poisoning	and	died	three	months	afterwards.
	
There	have	been	a	great	many	admissions	by	medical	men	that	these	
inoculations	have	caused	inflammation,	swelling,	abscesses,	pain	in	the	arm,	
sometimes	with	temporary	disability,	and	an	occasional	"really	bad	arm."
	
The	number	of	deaths	following	and	apparently	caused	by	these	inoculations	in	
England	and	Wales	that	have	come	to	public	notice	have	not	been	many,	but	as	
the	late	Dr.	F.	H.	Haines	said:	
	
"A	single	death	from	an	injection	for	immunization,	morally	should	forbid	any	
doctor	assuring	patients	that	inoculations	are	safe."
	
Here	is	a	record	of	some	deaths:
	
1)	John	Gordon	Baker,	Saxholm	Way,	Bassett,	aged	seven	years,	died	in	the	
Children’s	Hospital,	Southampton,	on	7	Feb.	1941,	from	streptococcal	cellulitis	
of	the	left	arm	and	septicemia,	five	days	after	his	second	inoculation	against	
diphtheria.



	
2)	Dennis	Hillier,	220	Canterbury	Road.	Leyton,	E.	10,	a	healthy	boy,	who	
excelled	in	running,	swimming,	football	and	other	games,	died	on	13	October	
1942,	of	a	rare	form	of	encephalitis,	some	two	months	after	his	second	
inoculation.	He	had	already	reacted	to	the	first	inoculation	by	slightly	confused	
speech,	but	no	one	connected	this	with	the	inoculation.	But	Dr.	W.	Russell	Brain,	
at	a	meeting	of	the	Sectiori	of	Neurology	of	the	Royal	Society	of	Medicine,	18	
Feb.	1943	(British	Medical	Journal,	6	March),	in	giving	details	of	22	cases	of	
acute	encephalitis	and	6	of	acute	aseptic	meningitis	which	he	had	seen	during	the	
last	two	years	(2	of	them	after	inoculation),	said	his	series	included	one	example	
of	a	rare	form	of	encephalitis	of	which	only	four	previous	cases	appeared	to	have	
been	described.	"The	patient"	he	said,	a	boy	of	eleven,	developed	symptoms	
after	anti-diphtheria	inoculation."	(This	was	Dennis	Hillier).	He	said	he	had	seen	
4	cases	of	nervous	disorder	occurring	within	a	few	days	of	A.P.T.	inoculation	
against	diphtheria,	"the	other	3	were	all	cases	of	poliomyelitis,	occurring	when	
this	disease	was	already	prevalent."	He	added	that	"the	relation	of	the	infection	
to	the	inoculation	was	at	present	unsettled."
	
3)	In	an	"In	Memoriam"	notice	in	a	local	paper,	in	November	1942,	it	was	stated	
that	William	Martin	Graham,	Bowness	Farm,	Bowness,	Wigton,	aged	four	years,	
had	died	on	13	November	1941,	from	inoculation.	The	cause	of	death,	which	
occurred	five	months	after	inoculation,	had	been	certified	as	acute	lymphatic	
leukemia.
	
4)	A	child	who	developed	fits	after	the	second	of	three	injections	of	diphtheria	
prophylactic	in	1941	was	Rosemary	Jane	Bebb,	aged	four	years,	daughter	of	Mr.	
W.	J.	M.	Bebb,	75	Kings	Drive,	Surbiton,	Surrey.	She	had	been	quite	healthy	and	
had	never	previously	had	a	convulsion	or	fit.	A	medical	adviser	suggested	
removal	of	her	tonsils,	and	following	this	operation	in	March	1942,	she	went	
into	a	fit	and	died.	At	that	time	Mrs.	Bebb	discovered	that	the	little	daughter	of	a	
Kingston-on-Thames	mother	had	also	developed	fits	shortly	after	inoculation	
against	diphtheria.	(In	May	1950	a	child	at	Kingston-on-Thames	died	in	a	fit,	
and	at	the	first	inquest	it	was	stated	that	she	had	had	fits	only	since	inoculation	
against	diphtheria,	one	after	the	first	injection,	one	after	the	second,	and	one	
about	a	month	after	the	third	injection.	At	the	resumed	inquest	the	following	
month	a	specialist	denied	that	there	was	any	connection	between	the	inoculations	
and	whatever	it	was	that	had	caused	the	child’s	death).
	
5)	Ernest	Eales,	five	years,	50	Uplands,	Coventry,	died	on	21	November	1942,	



from	syncope	while	under	an	anaesthetic	for	the	opening	of	an	abscess	in	the	
arm	which	formed	at	the	site	of	the	injection	of	A.P.T.,	the	cause	of	the	syncope	
being	severe	toxic	change	in	the	myocardium.
	
6)	Gillian	Chair	Moser,	aged	thirteen	months,	died	in	Birmingham	Children’s	
Hospital,	on	18	November	1944,	two	days	after	being	inoculated	with	alum	
precipitated	toxoid.	Mrs.	Moser,	frightened	by	alarmist	posters,	had	taken	the	
child	to	the	City	of	Lichfield	clinic	on	16	November,	to	have	her	inoculated.	The	
same	night	serious	symptoms	appeared.	Next	morning	a	doctor	was	sent	for.	He	
gave	the	child	an	injection	and	advised	her	immediate	removal	to	hospital.	In	
spite	of	every	care	at	the	hospital	the	baby	died	during	the	night	of	18	November.	
On	the	death	certificate	death	was	attributed	to,
	
1)	acute	asthmatical	bronchitis	and,
	
2)	recent	anti-diphtheritic	injection.	The	Registrar	General	ascribed	this	death	to	
asthma.
	
7)	Christine	Timms,	aged	thirteen	months,	of	Chester	Street,	Leigh,	Lancs,	who	
had	not	ailed	since	birth,	died	oh	3	February	1949,	five	days	after	she	had	been	
inoculated	against	diphtheria.	At	the	inquest	a	pathologist,	who	conducted	a	
post-mortem	examination,	said	death	was	caused	by	septicemia	due	to	septic	
tonsillitis.
	
8)	A	five-year	old	child,	Sylvia	Harrison	Laplage,	died	in	July	1949,	a	few	days	
after	inoculation	against	diphtheria.	After	the	doctor	who	performed	the	
inoculation	had	testified	at	the	inquest	that	10	other	children	had	been	inoculated	
from	the	same	bottle	of	toxoid,	and	that	examination	of	the	organs	at	Wakefield	
Science	Laboratory	had	confirmed	the	opinion	that	death	was	not	connected	with	
immunization,	the	CorOner	recorded	a	verdict	of	death	from	natural	causes.	The	
death	certificate	gave	the	cause	of	death	as	“Toxaemia	of	unknown	origin.”
	
9)	Under	a’	photograph	of	Robert	and	Ann	Bruce,	the	Sunday	Express	(3July	
1949)	put	this	legend:
	
"Then	Robert	began	his	school	life.	At	the	end	of	his	first	week	he	was	given	an	
anti-diphtheria	injection.	A	few	days	later	he	was	ill.	It	was	found	he	was	
suffering	from	infantile	paralysis.	He	was	being	taken	to	an	iron	lung	when	he	
died."



	
The	mention	of	the	anti-diphtheria	injection	points	to	that	as	the	cause	of	the	
infantile	paralysis.
	
10)	The	Accrington	Observer	(22	January	1950)	reported	an	inquest	on	a	girl	
aged	thirteen	and	a	half	months,	Ann	Patricia	Smith,	after	immunization	against	
diphtheria.	The	Police	Surgeon,	Dr.	H.	Q.	O.	Wheeler,	told	the	coroner	that	the	
reaction	which	had	caused	the	child’s	death	was	fairly	common	but	death	as	a	
result	was	extremely	rare.	The	deputy	coroner	said	it	had	been	said	that	it	was	a	
million-to-one	chance	that	such	an	injection	would	cause	death.	He	returned	a	
verdict	of	"accidental	death."
	
In	the	Times	for	10,	20	and	27	September	1949,	reports	were	published	of	
inquests	on	three	children,	who	died	from	acute	hepatitis,	a	severe	liver	
complaint,	caused	by	some	infection	in	the	serum	used	for	"immunization"	
against	measles.	It	was	reported	that	a	fourth	child	was	ill	from	the	same	cause.	
All	had	been	inoculated	at	a	nursery	school.
The	Lancet	on	8	October	1949	devoted	a	leading	article	to	this	disaster,	
remarking:
	
Death	from	disease	is	natural,	and,	sooner	or	later,	to	be	expected.	But	death	
arising	through	medical	effort	to	prevent	disease	is	unnatural,	and	on	the	face	of	
it	unnecessary.	Fatality	has	no	place	in	preventive	medicine	and	comes	as	an	
unforeseen	tragedy.
On	20	November	1949	an	in	question	was	held	at	Hanley	on	an	eight	months	old	
child,	who	died	from	encephalopathy,	an	infection	of	the	brain,	due,	it	was	
stated,	to	an	idiosyncrasy	to	whooping	cough	vaccine.	Twin	babies	had	been	
inoculated	between	10.30	and	11	a.m.,	and	one	of	them	died	about	2.15	a.m.	the	
next	day.	One	wonders	how	many	deaths	must	take	place	before	"idiosyncrasy"	
becomes	"constructive	murder."
	
Changes	have	repeatedly	been	made	in	the	composition	of	the	immunization	
material.	First	it	was	toxin-antitoxin,	then	it	was	formol	toxoid,	then	toxoid-
antitoxin,	then	alum	precipitated	toxoid	(with	toxoid-antitoxin	floccules	for	use	
in	special	circumstances).	For	three	or	four	years	A.P.T.	was	favoured	by	the	
Ministry	of	Health,	although	all	the	toxoids	had	been	liable	to	cause	reactions	or	
were	capable	of	causing	severe	reactions.	Now	experiments	are	going	on	to	test	a	
refined	toxoid.
	



With	regard	to	A.P.T.,	Dr.	Wm.	G.	Patterson,	M.O.H.	for	Weybridge,	told	in	the	
British	Medical	Journal	(November	16,	1935)	of	severe	reactions	with	this	
preparation.	Dr.	J.	C.	Saunders,	M.O.H.	of	Cork,	in	a	contribution	in	the	Lancet	
(1	May	1937),	admitted	there	had	been	inflammation	in	5	of	his	cases	injected	
with	A.P.T.,	and	an	abscess	developed	in	one	child.	In	a	table	of	results	of	other	
authorities	he	showed	that	Shafton	in	1936	had	25	abscesses	out	of	101	cases	
treated	with	this	preparation.	Saunders	admitted	that	in	every	case	treated	with	
A.P.T.	induration	developed	in	some	form.
	
Dr.	J.	Tudor	Lewis,	Deputy	M.O.H.	for	Croydon,	admitted	in	1941	35	mild	and	8	
severe	reactions	with	A.P.T.	The	severe	reactions	were	mostly	"extensive	redness	
with	brawny	swelling	extending	over	the	whole	of	the	back	of	the	arm,	with	pain	
and	tenderness,	lasting	in	some	cases	for	more	than	three	weeks."	Dr.	Percival	V.	
Pritchard,	Deputy	M.O.H.	of	St.	Pancras,	wrote	in	the	Lancet	(25	January	1941)	
regarding	his	latest	Ministry	favourite:
	
I	am	not	going	to	venture	into	any	of	the	bitter	arguments	which	have	been	
centred	round	this	material	and	method.	I	have	never	favoured	it	because	it	has	a	
reputation	for	causing	local	nodular	reactions.
	
An	inquiry	by	the	Ministry	of	Health,	referred	to	in	the	Medical	Officer	(June	8,	
1946),	revealed	that	in	19%:	of	the	cases	the	arm	was	said	to	be	painful	after	the	
injections.	Some	may	say	that	the	cases	quoted	above	show	that	the	fatal	results	
of	inoculation	are	comparatively	rare.	But	are	they	so	rare?
	
Is	it	not	far	more	likely	that,	in	view	of	the	comparative	ease	with	which	it	is	
possible	to	cover	up	immunization	disasters	by	ascribing	them	to	other	causes	or	
idiosyncrasies	of	the	patients,	the	actual	number	is	much	greater	than	those	that	
happen	to	be	reported	in	the	Press,	or	information	about	which	happens	to	reach	
the	associations	that	are	in	a	position	to	publish	the	facts?
	
Moreover,	when	the	Ministry	of	Health	publishes	advertisements	throughout	the	
length	and	breadth	of	the	land	stating	that	the	operation	is	"safe,"	and	leading	
members	of	the	profession	say	that	it	can	do	no	harm	provided	that	proper	
precautions	are	taken	in	injecting	the	"toxoid,"	it	means	that	any	doctor	who	
reports	such	occurrences	in	his	practice	is	practically	convicting	himself	of	not	
taking	proper	precautions.	Is	it	likely	that	many	doctors	are	prepared	to	do	this?
	
Parents,	too,	can	hardly	bear	the	thought	that	an	operation	they	invited	or	at	least	



to	which	they	consented	has	killed	their	child.	They	are	eager	for	the	assurance	
that	it	was	not	the	operation	they	requested	or	agreed	to	that	caused	death.
	
But	there	are	doctors	who	have	repeatedly	warned	against	the	danger	of	these	
injections.	Dr.	F.	H.	Haines	wrote:
	
It	is	impossible	to	say	what	remote	after	effects	may	be	caused	by	the	
introduction	of	alien	substances	into	the	bloodstream.	Many	nervous	and	other	
disorders	of	unknown	origin	are	too	often	met	with.	Products	which	alter	
metabolism,	change	the	nature	of	fundamental	secretions,	cause	profound	
change	in	the	fluids	of	the	body,	allergy	and	anaphylaxis,	are	the	negation	of	
nature’s	own	methods,	and	must	be	viewed	with	grave	misgivings	and	cautious	
suspicion.
	
Poliomyelitis	after	Inoculation
	
Until	the	spring	of	1950	it	seemed	as	though	the	Ministry	of	Health	was	
determined	never	to	admit	publicly	that	inoculation	against	diphtheria	could	do	
harm,	even	though,	as	it	was	subsequently	revealed,	one	of	its	own	medical	
officers	had	been	collecting	records	of	cases	of	poliomyelitis	following	
inoculation,	some	with	the	combined	diphtheria	and	whooping	cough	vaccine,	
and	some	with	diphtheria	toxoid	alone.
	
In	November	1947,	replying	to	a	question	put	by	Mr.	S.	P.Viant,	C.B.E.,	J.P.,	
M.P.,	the	Minister	of	Health	denied	that	vaccination	or	inoculation	had	any	
connection	with	poliomyelitis;	but	in	March	1950,	in	reply	to	the	same	
questioner,	he	undertook	to	look	into	the	matter.
	
The	reason	for	this	change	of	front	was	seen	in	an	article	in	Archives	of	Disease	
in	Childhood	for	March	1950,	in	which	details	were	given	by	Dr.	Martin	of	17	
cases	of	poliomyelitis	which	followed	twenty-eight	days	or	less	after	
inoculation.	Dr.	Martin’s	analysis	of	the	cases	showed	that	8	of	them	had	been	
inoculated	with	A.P.T.,	2	had	other	injections	against	diphtheria	(what	was	used	
is	not	disclosed),	2	had	had	injections	of	penicillin,	5	had	had	the	combined	
diphtheria	and	whooping	cough	injections	and	one	had	had	whooping	cough	
inoculations	alone.
	
Shortly	after	these	disclosures	two	other	medical	journals	published	articles	



which	showed	that	an	appreciable	number	of	cases	of	infantile	paralysis	in	
Australia	and	in	England	had	occurred	within	three	months	of	inoculation.	The	
point	that	struck	these	investigators	(Dr.	McCloskey	in	Australia	and	Dr.	Geffen	
in	London)	was	that	the	paralysis	started	in	the	limb	in	which	the	injection	had	
been	made.	Details	of	the	cases	will	be	found	in	the	Lancet	for	8	April	1950	and	
in	the	Medical	Officer	for	8	April	1950.
	
The	Ministry	of	Health	was	obviously	much	concerned	at	the	possible	result	of	
these	revelations,	namely,	the	likelihood	that	parents	would	be	so	frightened	that	
their	children	would	get	infantile	paralysis	if	they	were	inoculated	against	
diphtheria	that	they	would	refuse	this	inoculation.
	
Two	statisticians	were	asked	to	try	to	find	out	whether	there	appeared	to	have	
been	an	appreciable	risk	of	poliomyelitis	following	within	a	month	of	
inoculation	during	the	1949	outbreak	of	that	disease,	and	after	a	study	of	the	
available	statistics—Professor	A.	Bradford	Hill	and	Dr	J.	Knowelden,	Lecturer	
in	Medical	Statistics,	London	School	of	Hygiene	and	Tropical	Medicine,	
reported.
	
They	examined	the	case	histories	of	all	sufferers	under	five	years	of	age	in	the	
thirty-three	administrative	areas	where	the	number	of	cases	were	highest.	They	
investigated	410	cases	of	the	disease	in	young	children.	
	
"The	statistics	collected	in	this	inquiry,"	they	stated	in	their	report	(British	
Medical	Journal,	July	1,	1950)	"reveal	clearly	an	association	between	recent	
injections	and	paralysis...we	must	conclude	that	in	the	1949	epidemic	of	
poliomyelitis	in	this	country	cases	of	paralysis	were	occurring	which	were	
associated	with	inoculation	procedures	carried	out	within	the	month	preceding	
the	recorded	date	of	onset	of	the	illness.	We	find	no	evidence	whatever	that	any	
inoculations	carried	out	three	months	or	more	before	the	onset	of	illness	have	
had	any	such	effect."
	
Commenting	editorially,	the	British	Medical	Journal	said:
	
It	may	be	that	children	with	general	malaise	of	incipient	poliomyelitis	are	not	
taken	to	the	clinic	for	inoculation,	but	it	seems	more	likely	that	the	effect	of	
injection	is	to	produce	paralytic	symptoms.
	
It	is	now	reasonably	certain	that	inoculation	may	bring	an	added	hazard	to	a	



child	already	infected	with	poliomyelitis	virus.
	
Emphasizing	the	necessity	of	extensive	field	surveys	to	answer	questions	not	
answered	in	the	surveys	yet	carried	out,	the	Editor	concluded:
	
In	the	meantime	it	would	be	best	to	take	advantage	of	the	seasonal	incidence	of	
poliomyelitis	and	restrict	mass	inoculation	to	the	non-epidemic	periods	of	the	
year.
The	Ministry	of	Health	sent	a	circular	to	all	Medical	Officers	of	Health	leaving	it	
to	their	own	individual	judgment	whether	they	should	stop	their	inoculation	
system	while	cases	of	poliomyelitis	were	occurring.	They	warned	them	that	
during	a	polio	epidemic	immunization	might	make	people	more	susceptible	to	
the	disease.
	
Several	Medical	Officers	of	Health	gave	orders	that	no	more	children	were	to	be	
immunized	against	diphtheria	until	the	infantile	paralysis	outbreaks	were	ended.	
Amongst	these	were	Dr.	H.P.	Newsholme,	M.O.H.	for	Birmingham,	and	Dr.	
Laidlaw,	M.O.H.	for	Glasgow.
	
There	was	a	sharp	difference	of	opinion	between	the	Department	of	Health	for	
Scotland	and	Medical	Officers	such	as	Dr.	Laidlaw	on	this	matter.	The	
Department	of	Health	said	they	wished	"immunization"	to	continue.	Since	there	
had	been	no	investigations	in	Scotland	they	did	not	know	how	far	immunization	
could	be	blamed	for	some	of	the	cases	of	infantile	paralysis	occurring,	and	it	
looked	as	if	they	did	not	want	to	know.	In	the	earlier	part	of	the	"boom"	in	
immunization	they	had	owned	to	a	few	cases	of	"nervous	disease"	following	
immunization.
	
But	the	fact	remains	that	the	official	admission	that	inoculation	might	precipitate	
an	illness	that	resulted	in	paralysis	has	caused	widespread	apprehension	amongst	
parents.	During	the	second	half	of	1950	there	was	a	very	considerable	reduction	
in	the	number	of	children	inoculated	against	diphtheria	as	compared	with	
previous	years.	Whether	the	inoculation	itself	caused	the	paralysis	or	whether	it	
made	the	limb	more	susceptible	to	the	poison	of	infantile	paralysis	hardly	
mattered	if	it	was	the	inoculation	that	was	to	blame.
	
Whether	this	development	has	struck	a	crushing	blow	at	immunization	remains	
to	be	seen.
	



Diphtheria,	a	disease	caused	by	infringement	of	natures	laws,	can	be	prevented	
and	cured	by	Natural	methods.	Any	attempt	at	artificial	"immunization"	must	
eventually	have	serious	results	on	the	general	health	of	the	community.	It	also	
diverts	attention	from	the	true	methods	of	attaining	health	and	should	be	
disowned	and	opposed	by	every	believer	in	Nature	and	Nature’s	ways.



CHAPTER	3

A	QUOTATION	FROM	"PHILOSOPHY	OF	
HEALTH"

ADDRESS	BY	MISS	LILY	LOAT
EDITED	BY	J.	H.	TILDEN,	M.D.
JANUARY,	1927
	
"It	may	interest	our	readers,	who	are,	no	doubt,	all	interested	in	the	vaccination	
question,	to	learn	that	Miss	Lily	Loat,	for	many	years	secretary	of	the	National	
Anti-Vaccination	League	of	Great	Britain,	has	been	touring	the	states	and	has	
been	giving	lectures	in	various	parts	of	the	country.	From	the	address	given	by	
Miss	Loat	before	the	English	Annual	Session	of	the	American	Medical	Liberty	
League	we	quote	the	following	as	reported	through	that	astute	and	courageous	
paper,	The	Truth	Teller,	of	Battle	Creek,	Michigan:
	
Our	own	fight	against	vaccination	has	been	a	long	and	arduous	battle.	While	
individuals	and	small	groups	were	fighting	for	freedom	in	this	matter	as	far	back	
as	the	time	of	the	passing	of	the	compulsory	vaccination	act	of	1853.	the	
definitely	organized	struggle	started	with	the	passing	of	the	harsh	vaccination	act	
of	1867,	which	aimed	at	compelling	every	parent	of	a	child	to	have	that	child	
vaccinated	within	three	months	of	birth.	Those	who	refused	could	be	ordered	by	
the	magistrates	over	and	over	again	until	the	child	attained	the	age	of	fourteen	to	
have	it	vaccinated	and	could	be	fined	for	each	refusal	to	comply	with	such	
magistrates’	orders.	This	law	was	passed	on	the	assurance	of	the	leaders	of	the	
medical	profession	that	vaccination	was	perfectly	safe	and	a	certain	protection	
against	smallpox.	Although	the	sanitary	condition	of	England	had	improved	very	
considerably	since	the	disastrous	smallpox	epidemic	of	1838	(and	in	this	
connection	for	some	idea	of	London	in	the	seventeenth	and	earliest	part	of	the	
eighteenth	century	1	would	refer	you	to	Mrs.	Dorothy	George’s	book,	"London	
Life	in	the	Eighteenth	Century").
	
Although	there	was	certainly	a	gradual	improvement,	things	were	still	bad.	and	
between	1853	and	1867	there	were	three	fairly	severe	smallpox	epidemics.	The	
supporters	of	vaccination	played	on	the	fears	of	the	legislators	of	that	day	and	



secured	the	vaccination	act	of	1867	without	much	trouble.	But	in	doing	so	they	
lit	a	fire	of	resistance	that	has	never	been	quenched	amongst	men	and	women	of	
the	Anglo-Saxon	race.	That	fight	for	freedom	from	medical	tyranny	in	this	
particular	matter	has	been	waged	in	England	for	nearly	sixty	years	and	it	is	going	
on	still.
	
For	many	years	it	was	confined	mainly	to	the	poorer	classes.	Only	a	very	few	
men	of	intellect	and	distinction	championed	our	cause.	It	was	natural	that	most	
of	the	disasters	due	to	vaccination	should	fall	on	the	poorer	classes	and	that	those	
classes	should	publish	them	while	the	upper	and	middle	classes	would	be	more	
likely	to	keep	such	things	to	themselves.	But	by	degrees	what	might	be	called	
the	artisan	class,	the	smaller	shopkeepers	and	the	lower	middle	classes	became	
the	backbone	of	the	movement.	They	paid	large	sums	in	fines,	they	had	their	
goods	seized	and	sold	when	they	could	not	or	would	not	pay	fines.	Those	who	
had	no	goods	or	would	not	let	them	be	seized	went	to	prison,	some	were	ruined,	
and	some	emigrated	to	avoid	ruin.	There	are	men	living	in	America	today	whose	
parents	left	England	on	account	of	the	harsh	vaccination	acts.	
	
The	public	saw	honorable,	upright	men	appearing	again	and	again	before	the	
magistrates	and	many	began	to	ask	what	it	could	mean	when	such	men	were	
willing	to	go	to	such	lengths	to	save	their	children	from	the	operation.	Inquiry	
was	usually	followed	by	conversion	to	our	side	and	the	side	of	resistance	went	
higher	and	higher.	Defense	funds	were	formed	all	over	the	country	to	assist	
resisters	either	to	pay	the	fines	inflicted	on	them	or	to	keep	the	wives	and	
families	when	the	men	went	to	jail.	In	more	than	one	case	a	widow	went	to	
prison	for	carrying	out	her	husband’s	injunction	never	to	have	the	children	
vaccinated.	Elections	for	boards	of	guardians—the	public	authority	that	had	the	
administration	of	the	vaccination	law	in	its	charge—were	fought	on	the	
vaccination	question,	and	by	the	year	1898	at	least	one-fifth	of	the	600	or	more	
boards	in	England	were	pledged	not	to	enforce	the	law.
	
Four	very	important	things	happened	between	the	passing	of	the	vaccination	act	
of	1867	and	the	passing	of	the	act	of	1898,	which	contained	the	first	conscience	
clause.
	
The	first	was	the	smallpox	epidemic	of	1870-72,	which	carried	off	44,000	
persons	in	England	and	Wales	and	proved	to	hundreds	of	thousands	of	people	
that	vaccination	is	not	a	protection	against	smallpox,	for	that	epidemic	occurred	
when	97½%	of	the	people	over	two	and	under	fifty	had	either	had	smallpox	or	



been	vaccinated,	as	was	stated	by	Sir	John	Simon,	chief	medical	officer	to	the	
Privy	Council,	in	his	evidence	before	the	select	committee	which	in	1871	
inquired	into	the	vaccination	act	of	1867.
	
The	second	very	important	event	was	the	passing	of	the	great	public	health	act	of	
1875.	The	sanitarians	had	been	preaching	for	years	that	unless	the	laws	of	health	
were	observed	no	country	could	be	free	from	any	form	of	zymotic	disease,	while	
the	vaccinators	said,	in	effect,	that	you	could	be	as	filthy	as	you	liked,	only	be	
vaccinated	and	you	would	be	saved	from	smallpox.	The	epidemic	of	1870-72	
showed	that	the	sanitarians	were	right	and	this	great	act	which	governs	
practically	all	sanitary	observances	in	England	today	was	passed	by	Parliament	
some	two	years	after	the	close	of	the	epidemic.
	
The	third	great	event	was	the	conversion	of	two	men	high	up	in	the	medical	
profession	to	our	side,	namely,	Dr.	Charles	Creighton	and	Professor	Edgar	M.	
Crookshank.	There	had	been	many	other	registered	doctors	who	had	fought	
vaccination	in	England,	right	from	the	time	Jenner	introduced	his	discovery,	but	
they	were	not	of	the	standing	of	these	men	and	they	did	not	write	such	
comprehensive,	logical,	dispassionate	and	scientific	books	as	these	two	men	did.
	
Dr.	Creighton	was	asked	about	the	year	1884	to	write	the	article	on	vaccination	
for	the	ninth	edition	of	the	Encyclopedia	Britannica.	He	agreed	to	do	so,	but	
instead	of	contenting	himself	with	the	usual	stock	statements	he	went	right	back	
to	Jenner’s	own	writings	and	to	contemporary	documents.	He	searched	the	pro-
and	anti-vaccination	literature	of	many	countries	and	came	to	the	conclusion	that	
vaccination	is	a	"grotesque	superstition."	He	wrote	to	the	editor	of	the	
Encyclopedia	Britannica	and	said:	
	
"If	you	want	an	apologetic	article,	I	am	not	the	man	to	write	it."	The	editor	
promised	to	publish	whatever	he	wrote	and	so	in	the	ninth	edition	of	the	
Encyclopedia	the	article	on	vaccination	is	an	anti-vaccination	article.	About	the	
same	time	Creighton	wrote	a	little	book	called	"Cowpox	and	Vaccinal	Syphilis"	
and	a	year	or	so	later	a	larger	book	called	"Jenner	and	Vaccination."
	
In	1887	Dr.	Edgar	M.	Crookshank,	who	at	that	time	was	professor	of	pathology	
and	bacteriology	at	King’s	College,	was	asked	by	the	government	to	investigate	
an	outbreak	of	cowpox	in	Wiltshire.	Sir	James	Paget	drew	his	attention	to	
Creighton’s	work,	evidently	hoping	that	Crookshank	would	refute	it,	but	the	
results	of	his	laborious	investigations	are	contained	in	two	large	volumes	entitled	



"The	History	and	Pathology	of	Vaccination",	in	which	he	says	that	the	credit	
given	to	vaccination	belongs	to	sanitation	and	isolation	and	that	nothing	would	
more	redound	to	the	credit	of	the	medical	profession	than	to	give	up	their	faith	in	
vaccination.
	
Although	written	some	forty	years	ago,	these	books	have	never	been	answered.
The	fourth	great	event	in	this	period	was	the	appointment	of	a	royal	commission	
to	inquire	into	certain	aspects	of	the	vaccination	question.	This	commission	was	
appointed	in	1889	and	sat	for	seven	years.	It	issued	six	reports	and	reported	
finally	in	1896.
	
When	they	were	appointed	nearly	all	the	commissioners	were	strongly	in	favor	
of	vaccination	and	although	most	of	them	never	surrendered	their	faith	in	the	
operation,	after	hearing	evidence	from	the	anti-vaccinists,	they	unanimously	
agreed	that	at	least	repeated	prosecutions	for	the	same	child	ought	to	be	stopped.	
Two	of	them	issued	a	minority	or	dissent	report,	which	is,	in	effect,	an	anti-
vaccination	document.	Even	the	majority	commissioners	went	so	far	as	to	admit	
that	vaccination	was	not	a	permanent	protection	against	smallpox	and	that	it	had	
done	injury—injury	that	was	not	inconsiderable	in	gross	amount.	They	
suggested	that	in	the	case	of	genuine	objectors	the	compulsory	law	should	be	
relaxed,	but	this	was	in	the	hope	of	stopping	the	agitation	against	vaccination	
rather	than	from	any	kindly	feeling	for	the	objectors.
	
The	result	of	the	commissioners’	report	was	the	vaccination	act	of	1898.	In	its	
first	form	this	did	not	contain	a	conscience	clause,	but	it	did	contain	a	clause	
forbidding	repeated	penalties	for	the	same	offense.	An	election	at	the	town	of	
Reading,	fought	on	the	vaccination	question,	induced	the	government	to	insert	a	
conscience	clause	into	its	vaccination	act.	This	was	against	the	wishes	of	a	large	
number	of	its	own	supporters,	but	although	they	lost	the	election,	they	carried	
out	their	promise	and	passed	the	bill	with	the	conscience	clause	included.
	
This	conscience	clause,	which	the	anti-vaccinists	had	opposed,	knowing	that	its	
passage	into	law	would	greatly	delay	the	repeal	of	the	compulsory	clauses	of	the	
vaccination	acts,	was	a	very	poor	affair.	Bench	after	bench	of	magistrates	refused	
to	grant	exemption,	no	matter	how	strong	the	applicant’s	reasons	might	be.	Men	
went	to	court	as	many	as	seven	times	and	then	failed	to	get	exemption	and	were	
subsequently	prosecuted	for	not	having	their	children	vaccinated.
	
The	league	agitated	and	agitated	until	the	act	of	1907	was	passed	by	the	Liberal	



government	which	came	into	office	after	the	election	of	1906,	during	which	the	
anti-vaccinists	had	worked	strenuously	and	had	got	pledges	to	vote	for	the	repeal	
of	compulsion	from	over	300	of	those	returned	to	Parliament.
	
That	act	under	which	an	objector	had	to	make	a	statutory	declaration	of	his	
objection	to	vaccination	before	the	baby	is	four	months	old,	has	resulted	in	the	
exemption	of	nearly	five	million	children	in	England	and	Wales	under	sixteen	
years	of	age.	These	are	mainly	the	children	of	the	middle	and	working	classes,	as	
we	call	them,	but	we	have	support	in	the	higher	ranks	of	society.	The	duchess	of	
Hamilton’s	seven	children	are	all	exempted	and	two	of	them	have	King	George	
and	Queen	Mary	as	sponsors.	Lady	Maud	Warrender,	who	also	moves	in	royal	
circles,	paid	a	fine	sooner	than	have	her	son	vaccinated.	Lady	Isabel	Margesson,	
sister	of	the	Earl	of	Buckinghamshire,	is	a	member	of	the	league.
	
Among	scientists	our	most	notable	supporters	were	Alfred	Russel	Wallace	and	
Herbert	Spencer.
	
We	have	fifteen	or	sixteen	registered	medical	men	as	vice	presidents	of	our	
league	and	there	are	some	thirty	others	who	more	or	less	sympathize	with	our	
work.	That	the	number	is	not	more	is	easily	understood.	Medical	students	in	
England	do	not	study	the	vaccination	question.	It	is	taken	for	granted	at	all	the	
medical	schools	and	no	student	dare	question	what	he	is	taught.	He	has	to	cram	a	
vast	amount	of	book	knowledge	into	his	brain	and	he	has	neither	the	time	nor	the	
inclination	to	study	any	subject	not	needed	for	his	examinations.	When	he	
qualifies	he	goes	into	general	practice	or	becomes	a	specialist,	but	as	the	
majority	of	the	vaccinations	in	England	are	done	by	the	4,000	public	vaccinators,	
most	of	the	doctors	see	very	little	of	the	operation.	They	do	not	realize	the	harm	
done	by	it	and	their	minds	have	been	closed	up	when	they	were	students.
	
Of	literary	men,	George	Bernard	Shaw	is	our	most	noted	supporter.
	
Important	developments	are	in	sight	in	England.	Early	this	year	the	government	
appointed	a	committee	of	inquiry	into	vaccine	lymph.	It	is	certain	that	the	
present	glycerinated	calf	lymph	has	caused	deaths	from	"sleepy	sickness"	in	
England,	two	London	professors	having	brought	to	the	notice	of	the	government	
seven	of	such	cases	at	the	end	of	the	year	1922.	At	the	Paris	Academy	of	
Medicine	in	July,	1925,	doctors	discussed	deaths	from	this	disease	which	had	
occurred	shortly	after	vaccination	in	Holland	and	other	European	countries.	At	
the	beginning	of	this	year	there	was	a	conference	at	The	Hague	under	the	



auspices	of	the	health	committee	of	the	League	of	Nations,	which	discussed	
many	matters	in	connection	with	smallpox,	vaccine	lymph,	etc.,	and	finally	
decided	to	ask	each	country	represented	there	to	appoint	a	committee	to	
investigate	these	matters.
	
Smallpox	in	England	has	declined	almost	to	the	vanishing	point	and	the	
recognized	dangers	of	vaccination	will	probably	induce	the	government	to	drop	
compulsory	infant	vaccination	altogether	and	substitute	for	it	the	compulsory	
vaccination	of	all	persons	who	have	been	in	contact	with	smallpox.	This,	of	
course,	we	shall	resist	with	all	our	might	so	far	as	our	friends	will	allow.
	
In	answer	to	an	article	headed	"Vaccination	Wins	Again"	in	the	Detroit	Saturday	
Night	Press,	Miss	Loat	asks:
	
1)	That	the	disease	which	is	being	diagnosed	as	smallpox	in	unvaccinated	
persons	in	England	is	hardly	distinguishable	from	chickenpox,	the	absence	or	
presence	of	vaccination	marks	being	the	fact	that	definitely	decides	the	
diagnosis.
	
This	has	been	admitted	by	English	medical	officers	of	health	and	the	Ministry	of	
Health	has	twice	stated	in	answer	to	questions	in	Parliament	that	vaccination	is	
one	factor	in	the	diagnosis	of	these	cases.
	
2)	That	as	in	those	districts	where	this	very	mild	disease	is	running	the	vast	
majority	of	the	children	are	unvaccinated,	it	would	be	difficult	for	the	disease	to	
find	a	child	who	had	been	vaccinated	in	infancy	to	attack.
	
3)	That	those	cases	which,	though	vaccinated	immediately	after	being	in	contact	
with	this	alleged	smallpox,	subsequently	contract	it,	are	all	classified	as	
unvaccinated.
	
4)	That	in	spite	of	these	official	attempts	to	make	out	a	case	for	vaccination,	the	
fatality	rate	of	the	unvaccinated	cases	in	England	is	less	than	half	of	the	
vaccinated	cases.
	
5)	That	the	English	Ministry	of	Health	omits	to	state	that	in	1872,	when	85%	of	
the	infants	born	were	vaccinated,	there	were	19,000	deaths	from	smallpox	in	
England	and	Wales.	While	in	1925,	when	less	than	half	the	children	born	were	
vaccinated,	there	were	only	6	deaths	from	that	disease.	



	
The	history	of	vaccination	and	smallpox	in	England	can	be	summed	up	in	these	
words,	the	truth	of	which	is	apparent	to	any	unbiased	student	of	our	national	
statistics:	
	
"Much	vaccination,	little	sanitation,	much	smallpox;	little	vaccination,	improved	
sanitation,	little	smallpox."
	
The	children	of	England,	five	million	of	whom	are	unvaccinated,	were	never	
healthier	than	they	are	today.	The	people	have	shown	their	detestation	of	
vaccination	and	neither	persuasion	nor	force	will	induce	them	to	submit	to	what	
the	famous	Dr.	Charles	Creighton	called	"a	grotesque	superstition."	



CHAPTER	4

BRAINS	OF	THE	INOCULATED

Speech	by	LILY	LOAT
	
Secretary	of	the	The	National	Anti-Vaccination	League	At	the	Annual	Meeting	
of	the	Animal	Defence	and	Anti-Vivisection	Society	on	17th	December	1957.	In	
the	valuable	memorandum	which	forms	part	of	the	notice	of	this	meeting	there	is	
a	reference	to	the	already	large	number	of	varied	vaccinations	and	inoculations	
of	children	and	adults,	compulsory	or	freely	chosen,	with	germs,	toxins,	their	
attenuations	and	concoctions,	and	it	is	maintained	that:	The	brains	of	the	
inoculated	will	naturally	be	affected,	judgment	of	right	and	wrong	in	matters	of	
health	will	be	lowered	by	the	influence	of	the	cult	of	disease	prevailing	in	the	
animal	experimentation	laboratories.
	
There	are,	I	think,	two	ways	in	which	the	cult	of	disease	in	the	laboratories	
affects	the	brain.	There	is	the	direct	effect	on	the	brain	of	the	injection	and	there	
is	the	effect	on	the	mind	and	conscience	of	millions	of	people	which	results	from	
scaring	the	public	about	diseases	and	giving	them	totally	unwarranted	assurances	
that	vaccination	and	inoculation	will	save	them	from	these	diseases.
	
Many	of	you	may	know	that	the	disease	of	encephalitis	may	result	in	children	
and	adolescents,	after	an	acute	attack,	becoming	social	problems.	They	play	
stupid	or	cruel	tricks,	they	set	every	one	they	can	by	the	ears,	they	may	steal,	and	
they	may	develop	other	more	serious	signs	of	brain	injury.
	
One	of	the	effects	of	vaccination	against	smallpox	is	what	is	called	post-vaccinal	
encephalitis.	Cases	of	this	disease	which	came	to	light	some	thirty-five	years	ago	
caused	the	Ministry	of	Health	secretly	to	appoint	an	investigating	committee	in	
1923	and	another	(publicly)	in	1926;	the	Andrewes	and	Rolleston	Committees.	
The	Reports	of	the	two	Committees	were	published	in	1928	and	a	further	report	
in	1930.
	
Although	standard	books	on	medicine	say	that	in	this	form	of	encephalitis	
recovery	is	complete,	the	reports	of	these	committees	show	that	this	is	not	
always	the	case.	Of	the	first	ten	non-fatal	cases	whose	subsequent	history	was	



sought,	one	had	become	epileptic,	an	11-year-old	had	permanent	hemiparesis,	
another	11-year-old	was	said	to	be	dull,	and	a	13-year-old	had	a	somewhat	
expressionless	face.
	
Of	twelve	others,	one	had	a	repetition	of	the	symptoms	a	year	after	his	recovery,	
one	had	been	subject	to	fits	since	his	recovery,	and	three	others	showed	mental	
changes	discernible	by	their	parents.
	
There	have	been	others	whose	brains	appear	to	have	been	affected	by	
vaccination.	Long	before	the	Andrewes	and	Rolleston	Committees	made	their	
investigations,	there	were	reports	of	healthy	normal	children	changing	
completely	after	vaccination	and	becoming	disagreeable	and	violent.
	
More	recently,	in	regard	to	two	murderers,	it	was	pleaded	that	their	brains	had	
been	affected	by	the	vaccinations	and	inoculations	they	had	undergone.	One	of	
these	was	Charles	William	Koopman,	aged	23,	Aircraftsman,	of	Hanwell,	who	in	
October	1943	was	tried	at	the	Old	Bailey	for	murdering	a	woman	and	her	little	
daughter.	For	the	defence	it	was	pleaded	that	he	was	insane	at	the	time.	Dr.	Isaac	
Frost,	in	the	defence,	said	that	he	had	come	to	the	conclusion	that	Koopman,	by	
reason	in	part	of	alcohol,	his	epileptic	temperament,	and	the	effect	of	vaccination	
recently	performed,	was	suffering	from	a	disease	of	the	brain	and	did	not	fully	
appreciate	what	he	was	doing.	Eight	days	before	the	crime	was	committed	
Koopman	had	been	vaccinated	against	smallpox	and	inoculated	against	typhoid,	
cholera	and	tetanus.
	
Koopman's	appeal	was	heard	on	20th	November	1943,	and	again	Dr.	Frost	
testified	that	the	man's	brain	had	been	affected	by	the	vaccination	he	had	
undergone.
	
Our	dear	friend,	the	late	Miss	Margaret	Bradish,	tried	hard	to	save	Koopman	
from	hanging.	Amongst	the	large	number	of	people	she	got	to	write	to	the	Home	
Secretary	about	the	case	was	a	young	woman	doctor	who,	while	not	opposed	to	
vaccination,	read	up	all	she	could	on	the	subject	of	post-vaccinal	encephalitis	
and	through	this	case	was	convinced	that	vaccination	could	cause	very	serious	
injury	to	the	brain.
	
Vaccination	damages	other	organs	as	well	as	the	brain.	During	the	26	years	
ending	1956,	86	babies	under	one	year	died	of	vaccination,	and	not	one	of	
smallpox.	We	had	most	smallpox	when	we	had	most	vaccination.	With	little	



vaccination	we	had	little	smallpox.
	
For	a	long	time	the	Ministry	of	Health	maintained	that	anti-diphtheria	
inoculation	was	perfectly	safe;	in	fact,	they	advertised	that	it	was;	But	seven-
and-a-half	years	ago,	after	a	member	of	their	own	staff	had	collected	details	of	at	
least	60	cases	of	nervous	injury	such	as	paralysis,	following	inoculation	with	
diphtheria	toxoid,	or	combined	toxoids,	or	anti-whooping	cough	toxoids,	and	
after	Dr.	Geffen,	of	St.	Pancras,	and	an	Australian	poliomyelitis	expert,	Dr.	
McCloskey,	had	made	public	details	of	cases	of	poliomyelitis	which	developed	
within	three	months	of	inoculation,	the	Ministry	sent	round	a	circular	telling	
medical	officers	they	could,	if	they	thought	fit,	stop	all	inoculations	during	the	
poliomyelitis	season.
	
But	although	the	Ministry	felt	obliged	to	go	that	far,	it	still	did	not	want	to	admit	
that	there	was	any	definite	causal	connection	between	inoculation	and	these	
nervous	diseases,	so	a	Committee	of	the	Medical	Research	Council	spent	a	long	
time	investigating	the	matter,	and	a	year	ago	(December	1956)	they	reported.	
They	said	that	there	was	considerably	more	risk	of	children	getting	paralysis	
after	these	inoculations	than	without	them,	if	done	in	the	poliomyelitis	season.
	
You	probably	all	know	of	the	American	tragedy	in	1955,	when	the	Salk	Vaccine	
gave	polio	to	some	400	adults	and	children	and	killed	12	of	them.	Since	then	
there	have	been	73	American	cases	in	which	the	Salk	Vaccine	caused	or	
provoked	paralysis.
	
These	73	cases	are	referred	to	in	at	least	three	reports	issued	by	the	Poliomyelitis	
Survey	Unit	of	the	American	Public	Health	Service.	One	of	them	was	referred	to	
in	the	Sunday	Times	of	last	May.	The	Ministry	of	Health	and	the	Medical	
Research	Council	have	had	them,	but	every	attempt	to	get	them	to	admit	this	has	
been	baulked.	The	Clerks	at	the	Table	of	the	House	of	Commons	would	not	
accept	a	question	on	the	matter,	making	the	excuse	that	the	Ministry	of	Health	
receives	many	reports	and	cannot	be	expected	to	look	one	out	specially	to	
ascertain	whether	it	contained	certain	information.	These	cases	are	the	ones	that	
have	come	to	light.	Up	and	down	our	own	country	there	are	many	more.	At	
public	meetings,	a	speaker	on	vaccination	or	inoculation	is	often	told	by	
members	of	the	audience	of	the	terrible	results	of	those	operations	on	their	own	
children	and	in	some	of	these	cases	the	brain	has	been	affected.
	
In	this	connection	there	is	another	point	to	be	considered.	Professor	Macintosh,	



when	he	told	the	Royal	Society	of	Medicine	in	1926	about	the	cases	of	
encephalitis	caused	by	vaccination	which	he	had	investigated,	deplored	the	use	
of	living	vaccine.	He	said	the	virus	might	lie	dormant	for	years	and	then	resume	
its	former	virulence.	It	is	not	unwarrantable	to	believe	that	the	brains	of	many	
people	may	have	been	affected	by	these	horrible	concoctions	although	no	
outward	sign	of	this	appeared	at	the	time	of	vaccination.
	
And	if	the	brain	is	affected	so	seriously	in	some	of	the	sufferers	from	post-
vaccinal	encephalitis,	may	not	some	of	the	shocking	things	done	by	men	and	
women	who	should	be	guiding	the	nation	into	paths	of	truth,	honour,	kindness	
and	justice,	be	partly	due	to	brain	injury	resulting	from	all	the	vaccine	and	
serums	that	have	been	pumped	into	them?
	
Now	we	turn	to	the	other	angle	of	Miss	Lind-af-Hageby's	proposition—the	
effect	on	the	mind	and	conscience	of	millions	of	people,	resulting	from	this	cult	
of	disease	with	its	accompanying	exploitation	of	animals	in	the	laboratories.
	
We	have	seen	one	instance	of	it	in	America	during	the	last	three	years	and	in	the	
United	Kingdom	during	this	year.
	
In	America	some	12	1/2	years	ago	a	foundation	for	infantile	paralysis	was	
founded	by	Basil	O'Connor,	partner	of	Franklin	D.	Roosevelt	in	a	law	business.	
Mr.	Roosevelt	had	been	crippled	by	poliomyelitis	and	it	was	thought	that	the	
finest	memorial	to	him	that	could	be	thought	of	was	a	foundation	to	help	
sufferers	from	polio,	to	investigate	the	causes	of	the	disease,	and	to	find	a	cure	
and	also	a	preventive.
	
By	a	system	of	high	pressure	salesmanship,	such	as	the	Americans	above	all	
other	people	know	so	well	how	to	put	over,	this	foundation	became	one	of	the	
richest	in	the	Stales.	Millions	of	dollars	were	collected	in	the	annual	"March	of	
Dimes"	and	by	other	spectacular	methods.
	
The	foundation	spent	large	amounts	on	financing	vivisectors.	amongst	them	
Jonas	Salk	and	Albert	Sabin,	to	enable	them	to	experiment	with	poliomyelitis	
viruses	with	the	object	of	producing	a	protective	vaccine.
	
Salk,	after	using	15,000	monkeys	in	manufacturing	and	testing	his	vaccine,	
declared	in	September	1953	that	he	had	found	a	vaccine	which	created	
antibodies	in	the	blood	of	inoculated	animals	and	it	was	inferred	that	it	would	do	



the	same	to	human	beings.
	
The	theory	that	the	creation	of	antibodies	in	the	blood	indicates	that	protection	
against	disease	has	been	established	is	not	supported	by	experience.	The	Medical	
Research	Council's	Report	on	Diphtheria	Outbreaks	in	Gateshead	and	Dundee,	
published	in	1950.	showed	that	many	of	the	persons	actually	in	hospital	with	
diphtheria	had	far	more	anti-toxin	in	their	blood	than	was	said	to	be	required	for	
complete	protection	against	diphtheria,	whilst	nurses	and	others	in	close	contact	
with	diphtheria	infection	and	without	sufficient	anti-toxin	remained	immune.
	
During	1954	tests	on	a	very	large	scale	were	carried	out	with	the	vaccine	in	a	
number	of	American	States.	When	the	tests	ended,	statisticians	at	Ann	Arbor,	
Michigan,	were	commissioned	to	make	a	statistical	analysis	of	the	results,	and	it	
was	arranged	that	the	report	of	the	experts	should	be	made	on	12th	April	1955.	
Franklin	Roosevelt's	birthday.
In	the	meantime	the	Foundation	for	Infantile	Paralysis	worked	up	through	the	
Press	and	other	means	of	publicity	an	almost	hysterical	fear	of	polio	amongst	
American	parents.	Also,	without	waiting	for	the	results	of	the	statistical	analysis	
of	the	test	of	the	vaccine,	it	commissioned	five	drug	and	vaccine	manufacturing	
firms	to	go	ahead	with	the	manufacture	of	the	vaccine,	and	millions	of	doses	
were	ready	for	distribution	when	the	"All	Clear"	was	given	on	that	momentous	
day	in	April	1955.
	
Then	came	the	terrible	tragedy.	But	what	I	would	like	to	stress	is	that	the	
Evaluation	Report	which	was	said	to	establish	the	effectiveness	and	
harmlessness	of	the	vaccine	did	nothing	of	the	kind.	Eminent	statisticians	in	the	
United	States	have	criticised	the	report,	and	in	the	May	1957	issue	of	Science,	
one	of	the	top	scientific	journals	of	the	U.S.A.,	Dr.	Meier	demanded	the	appoint-
ment	of	a	committee	of	leading	scientists	to	make	a	thorough	investigation	of	the	
whole	business.	Had	the	editors	who	acclaimed	the	vaccine—sometimes	in	
headlines	3	in.	long—studied	the	report	for	themselves,	they	would	have	had	to	
admit	that	there	was	not	sufficient	evidence	to	justify	the	claims	made	for	it.
	
After	the	shocking	results	of	the	Salk	vaccination	were	publicly	admitted,	
everything	was	done	to	reassure	the	public.	They	were	told	that	the	cause	of	the	
disaster	had	been	discovered	and	that	the	wonderful	safety	measures	now	
devised	would	prevent	anything	of	the	kind	happening	in	the	future.	It	was	
suggested	that	only	one	lot	of	the	vaccine—that	made	by	the	Cutter	firm,	who	
were	outside	the	ring	of	manufacturers—were	responsible	for	the	disaster,	which	



was	not	true.
	
For	a	long	time	American	parents	fought	shy	of	the	vaccine	and	the	State	
medical	officers	had	millions	of	doses	left	on	their	hands,	especially	in	
California,	where	the	majority	of	the	cases	of	polio	had	occurred.
	
But	the	American	Public	Health	Service	and	the	heads	of	the	various	States	kept	
up	their	assaults	on	the	brains	of	the	public	They	extended	the	age	classes	for	the	
vaccine	downwards	to	the	babies	and	upwards	to	people	aged	20	and	in	some	
States	to	40,	and	urged	expectant	mothers	to	be	done.	They	concealed	the	
hundreds	of	failures	of	the	inoculation	to	protect	and	the	hundreds	of	cases	of	
polio	that	developed	within	30	days	of	the	inoculation.	The	fact	that	in	1956	73	
cases	of	paralysis	within	30	days	of	inoculation	occurred	was	kept	dark.	There	
were	also	cases	within	60	days.
	
By	these	methods	nearly	half	of	the	American	population	under	40	has	been	
inoculated.
Over	here	the	position	is	nearly	as	bad.	Last	July	and	August	several	London	
newspaper	editors	carried	on	a	systematic	campaign	against	the	Ministry	of	
Health	because	it	refused	to	buy	the	American	Salk	Vaccine.	Every	attempt	to	
get	these	newspapers	to	publish	the	facts	failed.	Some	medical	contributors	to	
other	papers	tried	to	reassure	the	public.	They	pointed	out	the	rarity	of	polio,	the	
fact	that	often	less	than	half	of	the	cases	have	any	paralysis,	and	that	the	majority	
of	these	recover.	But	Dr.	Agerholm,	a	fanatical	supporter	of	the	inoculation,	
won,	and	in	the	end	the	Ministry	found	itself	compelled	to	buy	the	American	
vaccine.
	
What	the	motives	of	these	alarmist	editors	was	had	better	not	be	investigated.	
While	undoubtedly	the	original	impulses	towards	these	inoculations	were	started	
by	the	inventors	and	manufacturers	of	the	vaccines,	and	while	the	Ministry	of	
Health	is	always	boosting	one	or	other	of	the	vaccinations	or	inoculations,	the	
emotional	campaign	last	summer	was	originated	by	individual	doctors,	and	
carried	on	by	about	half-a-dozen	newspapers.
	
There	is	also	the	political	aspect	to	consider.	At	one	time	the	Labour	Party	was	
led	by	avowed	disbelievers	in	vaccination.	But	the	years	have	brought	changes,	
and	the	policy	makers	seem	to	think	the	Party	will	win	votes	if	they	appear	
always	to	be	watching	over	the	health	of	the	people.	Several	of	the	more	
prominent	Labour	leaders—Marquand,	Edith	Summerskill,	Bessie	Braddock,	



and	others—are	keen	supporters	of	vaccination	and	inoculation	This	may	have	
been	one	reason	in	April	1955	why	Labour	M.P.s	clamoured	for	the	purchase	of	
American	Salk	Vaccine	and	even	after	the	tragedy	some	of	them	continued	to	
agitate	for	its	widespread	use	here.
	
To	counter	this	Socialist	claim	of	constant	care	over	the	health	of	the	people,	the	
Tories	put	into	their	last	Election	Manifesto,	a	reference	to	their	intention	to	deal	
with	polio,	and	when	all	the	fuss	over	the	Ministry	of	Health's	refusal	to	buy	the	
Salk	Vaccine	was	at	its	height,	local	Liberal	Parties	passed	resolutions	
condemning	the	Government,	and	individual	Liberal	candidates	expressed	
similar	views.
	
But	the	fact	that	during	1956	only	29%,	of	the	English	children	aged	2	to	9	years	
were	registered	for	the	vaccine,	and	the	most	recent	figures	show	only	40%,	of	
children	of	all	ages	so	registered	suggests	that	both	the	Liberal	and	the	Labour	
Party	are	mistaken	in	thinking	that	by	jumping	on	the	inoculation	band	wagon	
they	will	win	votes.	The	Star	of	16th	December	1957	reported	that	the	London	
County	Council	had	decided	to	get	the	heads	of	all	schools	in	their	area	to	send	a	
letter	to	the	parents	of	every	school	child	urging	them	to	register	the	children	for	
Salk	Vaccine.	This	procedure	indicates	the	reluctance	of	parents	to	have	children	
inoculated	and	the	London	County	Council's	determination	to	overcome	that	
reluctance.	More	brain	washing,	of	course,	but	parental	resistance	is	certainly	to	
be	reckoned	with.	
	
Nevertheless	I	think	all	workers	in	the	Anti-Vivisection	movement	must	confess	
that	the	constant	repetition	by	newspapers,	the	B.B.C.,	Child	Welfare	
organisations,	Health	Visitors	and	Doctors	for	claims	for	this,	that,	and	the	other	
inoculation,	must	tend	in	time	to	break	down	the	natural	resistance	of	the	
majority	of	the	public,	and	particularly	the	younger	folks.
	
And	this	is	where	we	come	in.	We	must	not	let	ourselves	sink	into	despair	in	
spite	of	the	odds	against	us.	Constant	circulation	of	the	truth,	repeated	challenges	
of	those	who	spread	falsehoods,	the	use	of	every	opportunity	to	let	all	those	with	
whom	we	come	in	touch	know	that	we	will	not	have	these	products	of	cruelty,	
greed	and	ignorance,	and	resistance	in	this	work	in	spite	of	every	setback,	are	
called	for.	For	those	whose	mental	and	spiritual	stature	is	high,	the	moral	
argument	against	cruelty	will	be	sufficient,	but	others	must	be	shown	that	these	
inoculations	do	not	protect	and	may	themselves	damage	health	and	even	have	
fatal	results.



	
Appendix

LARGE	INCREASE	IN	NERVOUS		DISEASE	HAS	
ACCOMPANIED	INCREASE			IN	INOCULATION

A	doctor	who	unfortunately	is	obliged	to	avoid	publicity	wrote	the	following	
letter	to	a	County	Health	Officer	who	has	introduced	inoculation	against	tetanus	
for	young	children,	and	is	arranging	for	eleven	separate	inoculations	of	babies	
during	the	first	year	of	their	lives	(smallpox,	1;	whooping	cough,	3;	
poliomyelitis,	2:	diphtheria,	2;	tetanus,	3):
	
"When	I	consider	the	increase	of	metabolic	and	allergic	diseases	in	recent	years,	
I	am	rather	perturbed	at	receiving	your	notice	that	yet	a	further	foreign	protein	is	
to	be	injected	into	our	healthy	children.
	
"At	present,	under	pressure	from	the	Ministry	of	Health,	they	are	subjected	to	no	
less	than	nine	metabolic	shocks	by	means	of	toxic	foreign	proteins,	during	the	
first	year	of	their	life	when	growth	is	intense	and	tissues	unstable.	Now	it	is	
ordained	that	they	are	to	have	yet	three	more	such	injections	this	time	for	
tetanus.	Such	an	edict	seems	to	me	to	show	the	loss	of	all	sense	of	proportion,	
and	to	be	carrying	Ministry	of	Health	theory	beyond	the	bounds	of	common	
sense.
	
"I	think	it	is	quite	safe	to	say	that	every	man,	woman	and	child	in	this	country	
gets	a	skin	injury	from	prick,	cut,	scratch,	or	abrasion,	at	least	once	in	five	
weeks.	This	means	that	on	five	hundred	million	occasions	per	year,	the	people	of	
this	country	run	the	risk	of	tetanus,	according	to	Ministry	of	Health	theory.	Yet	
from	all	this	gigantic	number	of	risks	only	the	most	trifling	few	get	tetanus!	In	
their	enthusiasm	for	this	mass	protein	shock	attack	on	the	childhood	of	the	
country,	the	Ministry	of	Health	in	the	past	have	caused	paralysis	in	some	
children	who	would	otherwise	have	escaped	it,	as	they	implicitly	admit	by	now	
telling	doctors	not	to	use	alum	preparations	in	future,	though	recommending	
them	to	do	so	in	the	past.	Their	advice	having	once	been	proved	to	be	harmful,	
may	it	not	be	so	again.
	
"It	is	not	generally	realised	that	of	all	the	hospital	beds	occupied	by	the	sick	in	



this	country,	about	50%,	are	for	diseases	of	the	nervous	system	only;	and	now	it	
is	suggested	that	a	virulent	poison,	having	a	special	predilection	for	the	nervous	
system,	be	regularly	injected	into	all	healthy	babies	in	order	to	satisfy	a	Ministry	
of	Health	theory.
	
"Don't	you	think	that	in	the	interests	of	Public	Health	it	would	be	better	at	this	
juncture	if	we	started	reducing	these	shock	tactics	instead	of	increasing	them,	
and	thus	tried	to	reduce	the	cases	of	metabolic	disease,	and	diseases	of	the	
nervous	system,	which	at	present	outnumber	all	the	other	hospital	cases	put	
together."
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PREFACE
	
Modern	civilisation	claims	to	be	in	advance	of	the	classical	period		of	Greek	and	
Roman	sway.	Yet	it,	too,	has	its	superstitions	and	its	burning	questions.	It	is	but	
two	or	three	short	centuries	ago	that	we	were	torturing	Quakers,	drowning	
witches,	and	racking	and	staking	heretic	and	Catholic	in	turn.	The	spirit	of	
intolerance	is	now	
passing	from	the	priestly	to	the	medical	profession;	accompanied,	as,	indeed,	is	
usual,	by	fierce	demands	for	official	recognition—for	place,	and	privilege,	and	
power.	In	the	full	blaze	of	persecution,	few	have	the	daring	to	raise	their	voices	
in	defence	of	the	oppressed.	When	witch	hunting	was	at	its	height,	statesmen	and	
legislators	judged	it	
wise	to	applaud	or	be	silent.	While	the	hand	of	power	is	poised,	the	cautious	man	
finds	it	necessary	to	announce	himself	as	a	law	abiding	subject.	The	spirit	which	
animated	ancient	Judah	is	under	the	ban,	and	the	names	of	the	reserved	and	
silent	are	coolly	seized	upon	as	implicit	supporters	and	believers	by	the	



victorious	stigmatisers	of	independent	thought.	As	it	has	ever	been,	so	is	it	now.	
	
The	burning	question	of	the	present	day,	on	which	so	many	choose	to	be	silent	
till	the	selfish	storm	is	over	and	the	angry	and	ambitious	billows	are	at	rest,	is	the	
professional	one	of	Compulsory	Vaccination.	It	dates	from	1800,	when,	by	the	
influence	of	the	Court	and	the	authority	of	the	Crown,	the	British	army	and	navy	
were	vaccinated	
with	Dr.	Jenner's	fashionable	lymph.	Under	such	high	auspices	the	cowpox	
naturally	found	itself	supported	by	statistics	of	the	most	felicitous	and	eulogistic	
character.	The	Courts	of	Germany,	allied	as	most	of	them	were	to	that	of	Great	
Britain,	accepted	
our	belief,	imitated	our	statistics,	and	improved	upon	our	example.	
	
Soon	Compulsion	rose	into	view.	As	to	proofs,	the	idea	was	scorned.	When	did	a	
blessing	require	a	proof?	Yet	so	little	was	this	vaccine	protection	needed,	that	the	
physician	to	the	fleet	reported	in	February,	1801,	that	"ten	thousand	of	our	
seamen	were	
unconscious	of	having	had	the	smallpox!"	To	give	the	necessary	eclat	to	the	
vaccine	discovery,	the	effect	of	smallpox	in	raising	the	death	rate	of	former	times	
was	inconceivably	misstated,	or	unaccountably	misunderstood.	The	public	were	
asked	to	compare	the	mortality	of	London	before	inoculation	with	that	of	
London	under	Jenner's	saving	of	millions—the	80	annual	deaths	per	1000	of	
population	in	1660-80,	with	the	25	or	23	deaths	in	the	1000	at	the	present	day;	
and	the	nation	was	required	to	venerate	Jenner	accordingly.	
	
Yet	this	reduction	in	the	mortality	of	one	city,	extreme	as	it	is,	cannot	be	proved	
to	be	due	in	any	way	to	vaccination;	for	it	is	acknowledged	that	only	four,	or	at	
most	5	of	the	deaths	in	these	80	were	due	to	smallpox,	and	the	death	rate	of	that	
period,	even	if	all	the	smallpox	deaths	are	left	out	of	the	calculation,	will	still	
remain	three	times	as	large	as	that	of	the	present	time.	The	really	surprising	fact	
in	this	inquiry	is,	not	that	the	smallpox	should	have	been	the	cause	of	so	large	a	
proportion	as	4	in	each	80	deaths,	but	that	it	should	have	been	the	cause	of	so	
comparatively	small	a	number	at	a	time	when	the	general	mortality	of	London	
was	at	what	vaccinators	describe	as	"the	tremendous	and	pestilential	height"	of	
80	in	the	1000.	
	
Penetrating	minds	have	not	failed	to	perceive	that	the	same	agencies	which	
raised	the	mortality	in	the	reign	o£	the	second	Charles,	from	causes	other	than	
smallpox,	to	76	in	the	1000	annually,	also	produced	the	4	in	the	1000	attributed	



to	smallpox,	which	raised	the	total	death	rate	to	80.	The	logical	inference	is	
clear.	It	is	unquestionably	the	superior	cleanliness	of	the	London	of	the	present	
time	as	compared	with	the	excessive	dirt,	stench,	and	sanitary	neglect	of	the	
years	preceding	1680	which	has	reduced	the	mortality	from	all	causes	excepting	
smallpox	from	76	in	the	1000	to	23;	and	the	ameliorations	have	undoubtedly	
reduced	the	old	small	pox	death	rate	of	4	or	5	in	the	1000	of	population	to	its	
present	figure.	It	is	to	municipal	cleanliness,	and	not	to	medical	superstition,	that	
London	is	indebted	for	the	beneficial	change.	The	opposition	to	vaccination	is	
therefore	scientifically	grounded.	The	pock	epidemics	of	old	time,	
including	typhus	and	the	"plagues,"	took	their	rise	in	the	abominations	which	
were	the	misfortune	of	medieval	cities—overcrowding,	foul	water	supply,	
intramural	burial,	imperfect	removal	of	nuisances,	and	the	pestilential	street	
"kennels,"	the	daily	receptacles	of	the	vilest	refuse.	
	
No	scientific	explanation	of	vaccination	has	been	or	can	be	given;	for	"	science	"	
is	a	term	not	applicable	to	an	operation	which	the	vaccine	leaders	before	the	
Committee	of	the	Commons	of	1871	acknowledged	to	be	"empirical";	and	the	
strength	of	the	defenders	of	the	cowpox	now	lies	in	angry	abuse	of	opponents,	
culminating	in	
the	launching	of	a	more	than	papal	ban	against	anti-vaccine	literature—for	now,	
more	than	ever,	is	felt	the	absolute	necessity	of	the	maintenance	of	the	
infallibility	of	the	profession.	Vaccinators	tell	us,	indeed,	that	in	the	absence	of	
their	"	blessing	"	the	smallpox	would	"rage	as	of	old";	but	as	on	their	own	
confession,	and	by	the	admission	of	their	own	statistics,	it	cannot	cause	the	
deaths	of	even	4	or	5	in	the	1000	of	population	annually	until	the	general	death	
rate	has	been	raised	by	insanitary	causes	to	double	or	treble	its	present	height,	
the	danger	to	be	apprehended	from	the	withdrawal	of	compulsion	is	of	gossamer	
tenuity.	It	is	the	profession,	and	not	the	public,	that	foresee	danger.	
	
Under	these	circumstances	it	has	been	thought	advisable	to	arrange	a	collected	
list	of	the	publications	on	this	absorbing	question,	which	has	grown	so	rapidly	of	
late	that	it	forms	almost	a	literature	of	itself.	It	is	to	be	hoped	that	the	spread	of	
information	by	the	
medium	of	such	works,	will	convince	unprejudiced	minds	that	legislation	for	the	
compulsory	circulation	of	drugs	and	viruses,	at	the	instance	of	a	powerful	
medical	organisation,	is	as	contrary	to	social	progress	and	intellectual	freedom,	
as	the	older	legislation	which,	even	to	the	extent	of	fire	and	faggot,	favoured,	or	
sought	to	favour,	
the	interests	of	the	sister	profession.	



	
Many	of	the	anti-vaccine	writers	here	recorded	are	men	of	great	experience	in	
epidemic	disease—as	a	body,	they	certainly	cannot	be	accused	of	the	official	
bias	which	so	naturally	tends	to	the	support	of	bureaucratic	infallibility.	Their	
evidence	will	be	all	the	more	weighty,	when	the	reader	reflects	on	the	difficulties	
which	stand	in	the	way	of	the	searcher	after	truth	in	matters	where	professional	
interests	are	seriously	and	deeply	concerned.	Mr.	Herbert	Spencer	remarks	that:
	
"Even	where	deliberate	measures	are	taken	to	obtain	valid	evidence	on	any	
social	question,	by	summoning	witnesses	of	all	classes	and	interests,	there	is	
difficulty	in	getting	at	the	truth.	Witnesses	on	the	one	side	may,	by	evidence	of	a	
certain	nature,	endanger	a	system	on	which	they	depend	for	the	whole	or	part	of	
their	livelihood,	and	by	evidence	of	an	opposite	nature	may	preserve	it.	By	one	
kind	of	testimony	they	may	offend	their	superiors	and	risk	their	promotion,	
doing	the	reverse	by	another	kind.	
	
“Moreover,	witnesses	not	thus	directly	interested	are	liable	to	be	indirectly	
swayed	by	the	thought	that	to	name	certain	facts	they	know	will	bring	on	them	
the	ill-will	of	important	persons	in	their	locality—	a	serious	consideration	in	a	
provincial	town.	And	while	such	influences	strongly	tend	to	bring	out	evidence,	
say	in	support	of	some	established	organisation,	there	may	very	possibly,	and	
indeed	very	probably,	be	no	organised	adverse	interest	with	abundant	resources	
to	bring	out	a	contrary	class	of	facts;	no	occupation	in	danger,	no	promotion	to	
be	had,	no	applause	to	be	gained,	no	odium	to	be	escaped."	
	
It	is	a	gratifying	circumstance	that	so	many	writers	are	found,	and	in	such	
increasing	numbers	and	importance,	who	consider	it	to	be	the	first	duty	of	man	
to	expose	error	and	to	proclaim	truth,	to	denounce	collective	despotism,	to	
maintain	individual	freedom,	and	to	throw	their	united	weight	into	the	scale	
against	the	presumptuous	infallibility	of	every	creed,	and	the	grasping	ambition	
of	every	profession.	
	
Henceforward	the	combined	attack	on	the	vaccine	dogma	is	uncompromising	
and	permanent.	The	multiple	changes	in	its	Protean	forms	have	failed	to	place	
the	Jennerian	creed	on	a	solid	foundation.	Science	has	long	eyed	it	askance,	and	
the	masses	are	impatient	of	its	"proper"	and	"improper,"	its	"effective"	and	
"ineffective,"	its	"successful"	and	its	"unsuccessful"	vaccinations.
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