In 2009 in Australia, a citizens’ campaign was launched to
silence public criticism of vaccination. This campaign involved
an extraordinary variety of techniques to denigrate, harass
and censor public vaccine critics. It was unlike anything seen
in other scientific controversies, involving everything from
alleging beliefs in conspiracy theories to rewriting Wikipedia
entries.

Vaccination Panic in Australia analyses this campaign from
the point of view of free speech. Brian Martin describes
the techniques used in the attack, assesses different ways of
defending and offers wider perspectives for understanding the
struggle. The book will be of interest to readers interested in
the vaccination debate and in struggles over free speech and
citizen participation in decision-making.

Brian Martin is an emeritus professor at the University of
Wollongong, Australia, and vice president of Whistleblowers
Australia. He is the author of 17 books and hundreds of articles
on dissent, scientific controversies, nonviolence, democracy,
education and other topics.
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Note to readers

Vaccination panic in Australia is available as a free
download, by courtesy of the publisher. Irene Publishing is
a non-profit operation, committed to providing works
relevant to grassroots social change. I do not receive
royalties, and the publishers are not paid for their work.
Having your library buy a printed copy from lulu.com is
the best way to help. Alternatively, you might like to
contribute a few dollars to support this venture.

For these options, go to
http://www.bmartin.cc/pubs/18vpa/
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1
Introduction

On 15 March 2010, I received a call from Meryl Dorey.
Some sixteen years earlier, she had set up the precursor of
the Australian Vaccination Network (AVN), a group
critical of vaccination and the Australian government’s
vaccination policy, and supportive of parental choice
concerning children’s vaccination. She told me that start-
ing in 2009, the AVN had been targeted by a group calling
itself Stop the Australian Vaccination Network (SAVN),
which was using tactics of verbal abuse, derogatory
claims, censorship and complaints to attempt to shut down
the AVN.'

Dorey’s concerns resonated with two areas with
which I had long been involved. Since the mid 1970s I had
studied a variety of public scientific controversies, in-
cluding nuclear power, pesticides, fluoridation, nuclear
winter and the origin of AIDS.” In these sorts of contro-
versies, the struggles between contending parties involve
both power and knowledge.

1 The names of the AVN and SAVN have changed over the
years. For details, see the glossary and chapter 5.

2 “Brian Martin: publications on scientific and technological
controversies,” http://www.bmartin.cc/pubs/controversy.html.
Unless otherwise indicated, all URLs were accessed in February
2018.
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The second area in which I’d long had a keen interest
is suppression of dissent. I started studying this topic in
the late 1970s. In a typical scenario, a scientist questions
an orthodox position, for example on forestry — this is the
dissent — and comes under attack, for example being
censored, denied research funding, denied access to
research materials, or dismissed. These methods of attack
I called “suppression.”

Through my studies of scientific controversies, |
discovered predictable patterns of suppression. Most
commonly, when anyone with scientific credibility chal-
lenged orthodoxy through research, teaching or public
statements, they were susceptible to reprisals from those in
positions of authority. I documented numerous instances
in the controversies over nuclear power, forestry, pesti-
cides and fluoridation.

In each of these controversies, the dominant scientific
position is aligned with groups with considerable power.
For example, in the pesticide controversy, the dominant
scientific position, that most pesticides are safe and
beneficial, lines up with the interests of the chemical
companies that produce pesticides. The climate change
controversy, in contrast, is different in that the orthodox
scientific position, that global warming is real and mostly
caused by human activity, clashes with the interests of the
most powerful groups affected, the coal, oil and gas
industries.

3 “Brian Martin: publications on whistleblowing and suppression
of dissent,” http://www.bmartin.cc/pubs/supp.html
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In most such public controversies, citizen campaign-
ers are usually left alone. They are not considered to have
much expertise or scientific credibility, so for them to
speak out is less threatening to those with power. In a few
cases, citizen campaigners have been targets when they
are involved in direct action. For example, US forests
campaigner Judi Bari was the target of a bomb attack. She
had been prominent in leading direct action campaigns.
Citizen activists who rely on more conventional methods
such as writing letters, organising petitions, lobbying and
joining rallies were unlikely to become targets of attack.
Or so I thought, until Dorey’s call.

On further investigation, I found that the AVN was a
typical citizens’ group presenting a minority view on a
contested public policy. It was like many other such
vaccine-critical groups in various countries,” and was like
groups on a range of other issues, from genetic engineer-
ing to climate change. Since its formation in the mid
1990s, it had used typical methods to present its views: a
magazine, email lists, a website, submissions to official
inquiries, letters to politicians, occasional rallies and so
forth.

4 To say that a policy is contested is not to make a judgement
about the merits of the cases for and against the policy.

5 Pru Hobson-West, “‘Trusting blindly can be the biggest risk of
all’: organised resistance to childhood vaccination in the UK,”
Sociology of Health & Illness, Vol. 29, No. 2, 2007, pp. 198-215.
I have adopted Hobson-West’s useful expression “vaccine-critical
group” and refer throughout to “vaccine critics.” See chapter 3 for
more on vaccine-critical groups.
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What was different from the usual scenario was the
creation of SAVN, which introduced a new dynamic into
the debate. SAVN’s agenda was to suppress public
criticism of vaccination and specifically to destroy the
AVN. No longer were the key issues just vaccination and
vaccination policy. To these were added the question of
whether it was possible to openly question vaccination and
standard government vaccination policy without being
subject to ridicule, abuse, complaints and censorship.

I’ve long been concerned about free speech, in partic-
ular the ability to express unpopular ideas without
reprisals. For me, the attack on the AVN was an issue of
free speech, and I decided to become involved on that
basis.

Personally, I do not have strong views about vaccina-
tion. I have no children and have never made a decision
about anyone else’s vaccination. My interest in the
vaccination issue is as a social scientist and defender of
free speech.

In getting involved with the struggle between SAVN
and the AVN, I had two goals. One was to offer ideas to
participants for countering attacks and enabling free
speech. My second goal was to gain and share insights
about the dynamics of scientific controversy. The Aus-
tralian vaccination debate promised to be a fruitful source
of material. As it turned out, there was far more material
involved than I anticipated. For me, it was a researcher’s
dream being in the middle of an evolving controversy in
which amazingly diverse methods were deployed, many of
them unusual or even unprecedented in the controversies
with which I was familiar.
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In chapter 2, I give a brief overview of the vaccina-
tion issue. Chapter 3 looks at vaccination in Australia and
introduces the AVN and SAVN. Chapters 4 to 6 examine
SAVN’s attack techniques of denigration, harassment and
censorship. Chapter 7 addresses some ways of defending.
In the remaining chapters, I look at the bigger picture.
Chapter 8 offers a number of wider perspectives on the
struggle and chapter 9 looks at moral panics. The final
chapter presents a few lessons from this analysis.

I’ve written this book to highlight the extraordinary
range of methods used to curtail free speech in a public
scientific controversy. Some readers will be most inter-
ested in how to resist these methods. Even for those who
are fully supportive of current vaccination recommenda-
tions, it can be useful to understand free speech dynamics,
because attacks on vaccine critics have the potential to be
counterproductive. However, it is not obvious how best to
intervene in the debate to foster a more respectful and
productive discussion of the issues.
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The vaccination issue

One of my primary aims in this book is to provide insights
about struggles over free speech. The Australian public
debate over vaccination happens to provide an extraordi-
nary amount of rich material for understanding such
struggles. To appreciate what is involved, it is not neces-
sary to know a whole lot about vaccination, but it is useful
to understand a few basics. In this chapter, I begin by
explaining the rationale for vaccination, including both
stimulation of immunity and the phenomenon of herd
immunity. Then I outline the main points raised by critics
of vaccination. This leads into a discussion of “absent
viewpoints,” which are ideas that are usually missing from
the public debate because neither side can easily use them
to advantage.

My account here is oriented to issues relevant to the
Australian situation and omits many complexities. My
generalisations about the stances of campaigners are based
on years of reading commentary in news and social media
as well as contact with individuals. Others might make
different assessments.

Vaccination

Vaccination is a procedure designed to reduce the risk of
infectious disease, such as polio, measles and whooping
cough. It typically involves exposing a person to a small
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dose of an agent designed to stimulate the person’s
immune system. The basic idea is that a limited exposure
is enough to develop immunity so that you are not suscep-
tible to the full-blown disease.'

The agent used to stimulate immunity is usually a
version of the agent that causes the disease. For example,
there are several variants of what is called the polio virus
that are implicated in the development of the disease
polio. Scientists, through experimentation, developed
versions of the polio virus designed to stimulate immunity
— the body’s immune system recognises the alien invader
virus and prepares defences against it — but not so strong
that they actually cause polio. One method is to use killed
versions of the virus, as in the Salk vaccine, named after
pioneer polio researcher Jonas Salk. Another common
method is to develop a live virus, but one genetically
different so that it stimulates the immune system but
doesn’t cause the disease. The Sabin polio vaccine, named
after pioneer polio researcher Albert Sabin, is a live virus
vaccine. The live virus is weakened and changed, a
process called “attenuation.” When Sabin developed his
vaccine during the 1950s, it was long before the emer-
gence of genetic engineering. The attenuated strains were

1 Sources presenting information about and the case for
vaccination include F. E. Andre, R. Booy, H. L. Bock, et al.,
“Vaccination greatly reduces disease, disability, death and
inequity worldwide,” Journal of the World Health Organization,
Vol. 86, No. 2, 2008, pp. 140—-146; Paul A. Offit and Louis M.
Bell, Vaccines: What You Should Know, 3rd edition (Hoboken,
NJ: John Wiley, 2003); Stanley A. Plotkin, Walter A. Orenstein
and Paul A. Offit, Vaccines, 6th edition (Elsevier, 2013).
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developed by “passing” them through various species. For
example, the virus would be given to chickens and then
extracted from the chickens’ faeces. In the passage
through the chicken, the virus’s genetic structure would be
altered. This process would be repeated until the desired
level of attenuation was reached. Today, more direct
methods of genetic modification of viruses and bacteria
can be used.

To understand the dynamics of the vaccination de-
bate, you don’t need to understand lots of technical details
about vaccines. But it is useful to know that vaccines are
designed to stimulate the immune system to prevent full-
blown disease. When a one-year-old baby is given a
measles vaccine, the goal is for the baby’s immune system
to be triggered so that if the child later is exposed to
measles virus in “the wild” — for example by coming in
contact with someone who has measles and is shedding
the measles virus — then the child will not contract the
disease. If a vaccine does this, it 1s said to “take.” How-
ever, sometimes the vaccine does not stimulate increased
immunity in an individual, even after receiving several
doses. Vaccines can produce immunity in most or nearly
all of those who receive them, but some percentage of
individuals will not be immune. They have been vac-
cinated but not immunised.

Imagine that you’ve been exposed to an infectious
disease, maybe mumps or chickenpox, and have become a
carrier. Your body sheds viruses, and others you come in
contact with are exposed to the virus. Suppose you go to a
party where you are hugging and kissing your friends. If
they are exposed to the virus, they might catch the disease
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— but only if they have insufficient immunity. If everyone
at the party is immune, no one will catch the disease.
Suppose 48 of 50 people there are immune: two have low
immunity, for whatever reason. Suppose you have close
contact with ten others, exposing them to the virus.
Depending on which ones they are, no one might catch the
disease. At worst, the two with low immunity catch it.
This is largely a matter of chance. It should be obvious
that when fewer people have low immunity, it is less
likely that you’ll spread the disease.

When a disease has difficulty spreading because lots
of people are immune, this is called herd immunity. The
basic idea is that when enough individuals have immunity,
this protects those who don’t: the entire group or herd is
protected.

Because each disease has a different level of infec-
tiousness, the percentage of people with individual
immunity needed to protect the community depends on the
disease. For highly infectious diseases like measles and
whooping cough, herd immunity requires something like
95% of individuals to be immune. For less infectious
diseases like polio or hepatitis B, a lower percentage of
population immunity is required. But any such percentage
is only an approximation, because so much depends on
chance. If you’re contagious, you might go to a large party
or attend a school and expose dozens or hundreds of
others, or you might stay among a small circle of immune
friends.

There are two basic sorts of herd immunity. It can be
“natural” when most people have had the disease and
developed immunity as a result. When speaking about
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vaccination, herd immunity usually refers to vaccine-
induced herd immunity. Most individuals have been
vaccinated and most of those vaccinated have developed
immunity, so disease can’t easily spread, because too few
individuals are susceptible.

Herd immunity introduces a collective dimension to
the issue of vaccination. By being vaccinated and becom-
ing immune, you help to protect others who are not
immune. Several groups are protected this way. Babies
may lack immunity because their immune systems are
undeveloped, and not have acquired immunity from their
mothers. Some people have compromised immune sys-
tems, for example due to carrying HIV. There are people
who have no immunity because they have never had the
disease and they have not been vaccinated, or perhaps they
were vaccinated but the vaccine didn’t take: it didn’t
stimulate an adequate immune system response.

There are further complications. Viruses can evolve,
changing their genetic structure, and thus elude the
immune system. This is a special problem for the flu virus,
which is constantly changing. Hence the flu vaccine needs
to be different each year in anticipation of the most likely
forms of the virus, and it seldom can protect against all
strains. So the flu vaccine can only provide selective
protection, against some strains but not others. There is a
continuing struggle between the flu virus and its human
opponents. Seen in evolutionary terms, the flu virus is
trying to reproduce itself by finding susceptible hosts, and
to do so it must mutate to escape host immune systems.

Behind every vaccination, there has been a vast
amount of research, development and testing. Billions of
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dollars are spent to develop vaccines and implement
vaccination programmes. In medical journals, there are
thousands of articles about every aspect of vaccination,
including virus genetics, the distribution of disease,
immune system function, and education of health profes-
sionals. Within hospitals and other health system organi-
sations, there is an immense amount of training and
accumulated practical skills. Within pharmaceutical
companies, there is practical knowledge of how to
produce, verity, distribute and document vaccines. Having
a vaccination is to be part of a huge industrial enterprise.

Vaccination is also a dominant belief system. It can
be called a paradigm: it is a way of understanding the
world, shaping perceptions, maintained within a “thought
collective.”® To call something a belief system is not a
criticism but rather a description. It calls attention to the
way beliefs perpetuate themselves. If infectious disease is
a problem, vaccination is seen as a solution — not the
only solution, but an important one. Researchers are keen
on improving current vaccines and on developing new
ones to tackle additional diseases. Practitioners want to
ensure that vaccination rates are high, in order to minimise
the ravages of deadly diseases.

2 Two classic references are Ludwik Fleck, Genesis and
Development of a Scientific Fact (Chicago: University of Chicago
Press, 1979; originally published in 1935), on thought collectives,
and Thomas S. Kuhn, The Structure of Scientific Revolutions
(Chicago: University of Chicago Press, 1962), on paradigms.
There is a huge body of subsequent research and commentary,
especially about paradigms.
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Although it is possible to refer to the vaccination
paradigm, a dominant set of beliefs and practices, it is
only unified over some essentials, and there is considera-
ble disagreement about various aspects of belief and
implementation. Some countries differ from others in the
number and type of vaccines recommended. For example,
in Germany, 44 doses of vaccines are recommended
before the age of 2; in Japan, the figure is 34.> To a
degree, this can be attributed to differences in health
conditions, but it also reflects different assessments by
health authorities, who may judge that for a particular
vaccine the benefits are not sufficiently great to outweigh
the costs.

Disagreements occur about how vaccination is to be
promoted. Should the government subsidise the cost,
perhaps making some vaccines free to users? Should
financial incentives be given to doctors to maintain high
vaccination rates among their patients? Should children be
required to be vaccinated before attending school? Should
parents be allowed to exempt their children from vaccina-
tion requirements on conscientious or religious grounds?
These and many other questions can divide supporters of
vaccination. They agree that vaccination is a worthwhile,
indeed vital, public health measure, but may disagree
about the details.

3 See “Calling the shots,” an infographic published by BMJ,
“Visualising childhood vaccination schedules across G8
countries,” 2015,
http://www.bmj.com/content/351/bmj.h5966/infographic. The
figures in the text were current as of March 2017.
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Vaccination criticism

In the face of this dominant paradigm and massive enter-
prise, there are critics and opponents of vaccination.* They
question the benefits, raise concern about the risks, and
support choice in whether to vaccinate. Like proponents,
there are many differences among critics. Also like propo-
nents, they regularly refer to scientific research that
supports their views.’

Many critics say that the benefits of vaccination have
been oversold. Vaccination is regularly cited as one of the
most significant health measures in the past century.
Critics say that the huge death rates from most infectious
diseases, such as measles and diphtheria, had declined
dramatically prior to the introduction of mass vaccination.
The implication is that much of the decline was due to
improved sanitation, nutrition and living standards, and
that death rates would have continued to decline even
without mass vaccination, as in the case of scarlet fever,
previously a major killer but now rare even though there is
no vaccine.

4 See for example Louise Kuo Habakus and Mary Holland (eds.),
Vaccine Epidemic: How Corporate Greed, Biased Science, and
Coercive Government Threaten Our Human Rights, Our Health,
and Our Children (New York: Skyhorse, 2011); Richard
Halvorsen, The Truth about Vaccines: How We Are Used as
Guinea Pigs without Knowing It (London: Gibson Square, 2007).

5 For readable summaries of articles from the scientific literature
that raise questions about vaccination, see Neil Z. Miller, Miller’s
Review of Critical Vaccine Studies (Santa Fe, NM: New
Atlantean Press, 2016).
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Nearly all critics raise concern about the adverse
effects of vaccination, citing seizures and other immediate
effects and long-term consequences including disability
and death. Most controversially, critics raise concerns
about vaccines contributing to autism spectrum disorders.
Critics refer to studies showing that only a small propor-
tion of adverse effects are officially reported.

Most critics argue in favour of parental choice in
making decisions about whether and when their children
are vaccinated. Some critics question the theory of
vaccine-based herd immunity,® but in any case the argu-
ment for choice runs head-on against arguments that vac-
cination is an ethical imperative because it protects others.

Criticism of vaccination is a minority position. In
many countries, vaccination rates are high, with 90% or
more of children receiving all the recommended vaccines
by the scheduled times. This suggests that most parents

6 For example, Tetyana Obukhanych says that for most
communicable viral diseases, vaccine-induced immunity wears
off, so only some adults are immune, hence herd immunity
doesn’t apply: not enough of the herd is immune. She says the
reason why there are so few outbreaks is due to lack of “endemic
viral exposure.” Basically, when a virus has been mostly
eliminated from a region, that is what protects people, not herd
immunity. Outbreaks can occur when the virus is imported, even
in communities with 100% childhood vaccinations. In contrast,
when a virus is endemic — widely prevalent — then attaining
herd immunity can contribute to eliminating it. See Tetyana
Obukhanych, Vaccine lllusion: How Vaccination Compromises
Our Natural Immunity and What We Can Do to Regain Our
Health (US: Tetyana Obukhanych, 2012), pp. 105-107.
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believe vaccination is beneficial or at least do not want to
challenge the advice of their doctors or health authorities.
Very few doctors, researchers or health officials make
public criticisms of vaccination. There are a few, though,
and they help sustain citizen opposition.

Most vaccine critics share several basic concerns:
that the benefits of vaccines are exaggerated, that the risks
are greater than officially stated, and that individual choice
is vital. Outside of this, there is considerable diversity of
views. For example, some parents are selective vaccina-
tors: they want their children to have some recommended
vaccines but not others. Then there are those opposed to
vaccination altogether.

Absent viewpoints’
In the public debate over vaccination, the two sides
become polarised, in rigid positions at opposite ends of a
spectrum of belief. This is typical of scientific controver-
sies, and applies to debates over nuclear power, pesticides,
genetic modification and others. What happens is that each
side probes for weak points in the other side, looking for
“concessions” that can be used to support their own case.
The result is that each side becomes reluctant to express
any doubt about core beliefs.

Potentially, there can be a range of beliefs about three
different aspects of the vaccination issue.

7 An alternative term is “missing middle.” However, this might
be taken to imply that all views are located on a one-dimensional
continuum, whereas actual views potentially can be anywhere in a
multi-dimensional conceptual space.
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* Benefits. At one end, every recommended vaccine
is beneficial to nearly everyone. At the other end, no
recommended vaccine is beneficial to anyone.

» Risks. At one end, the risks of vaccination are rare.
At the other end, the risks are significant.

* Ethics. At one end, there is an ethical imperative for
universal vaccination. At the other end, there is a right for
individual choice.

Most vocal proponents are at the same end of each of
these spectrums and most vocal critics are at the other end.
It is rare to hear anyone say the risks are sizeable, far
greater than usually acknowledged, yet still say the bene-
fits are greater than the risks. The reason is that any
proponent who says the risks are significant is likely to be
quoted by opponents — and this is not a comfortable
position.

Much of the public debate, carried out in the mass
and social media, treats vaccination as a single undiffer-
entiated measure, either supported or opposed.® Cam-
paigners in this public debate do sometimes talk about
different vaccines, but seldom do they present separate
arguments about specific vaccines. The reason, presuma-
bly, is that examining the case for or against specific
vaccines would undermine the general argument.

A central argument for mass vaccination is that the
community benefits from herd immunity. In Australia,
there is an aspirational target of having 95% of children

8 Discussions in scientific and clinical forums can be much more
nuanced.
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fully vaccinated.” This is considered more than enough to
achieve herd immunity for measles, the most infectious
vaccine-preventable disease, and therefore is enough to
prevent transmission of all other vaccine-preventable dis-
eases. Vaccination coverage considerably lower than 95%
would be adequate to provide herd immunity for some
diseases, for example polio. Then there is tetanus, which is
not contagious at all: there i1s no benefit to an individual
due to others having immunity.

The implication is that target vaccination coverage
could be different for different vaccines. For measles,
there might be a high target and special measures to
encourage vaccination. For less contagious diseases like
polio and mumps, targets could be lower and opting out
could be made much easier. Of course, people could be
urged to vaccinate for the personal protection provided.
The difference is that high vaccination rates would be jus-
tified by herd immunity arguments only for some diseases.

So why are there targets for the proportion of chil-
dren being fully vaccinated — namely having all recom-
mended vaccines at the scheduled times — rather than
separate targets for different vaccines? The possibility of
having different target vaccination rates for different
diseases is never discussed openly by health departments,
but the reason is easy to see: it would be an administrative
and public relations nightmare. Some parents might seek
exemptions for specific vaccines, and record keeping

9 Australian Government, Department of Health, Immunise
Australia Program, “Immunisation coverage targets,” 16 February
2016, http://goo.gl/eWcVKkW.
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would be more complex. More importantly, though, the
vaccination message would be muddled. Rather than
saying to parents, “Now’s the time for your child’s MMR,
and then it’s time for polio” and so forth, the message
might be “It’s really important that your child receives the
measles vaccine on schedule, but for tetanus it’s less
urgent.”

The bundling of different vaccines into a single
concept of vaccination is aided by multivalent vaccines, in
which two more vaccines are combined in a single
injection, for example measles, mumps and rubella in
MMR and diphtheria, pertussis and tetanus in DPT. This
means a parent can’t come along and say, “Let’s have
measles and whooping cough (pertussis), but postpone the
others.”

Another option missing from the public debate is the
possibility of replacing repeat vaccinations with antibody
testing. Children are given repeat doses of several
vaccines, for example measles and hepatitis B. This is not
because the immunity wears off quickly, but rather to
ensure that nearly everyone who is vaccinated develops
immunity. With live virus vaccines, most recipients
develop long-term immunity after a single exposure.
However, for various reasons, a small number do not. To
increase the percentage of vaccine recipients who develop
immunity to measles, a second or sometimes a third
vaccination is recommended, even though it is superfluous
for maybe 90% of those who receive it, because their
immune systems have already been primed.

Whether a vaccine produces immunity is normally
determined by an antibody test: has the person’s body
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developed antibodies to the virus? So, for those who
would prefer not to have an unnecessary repeat dose of a
vaccine but otherwise subscribe to the vaccination para-
digm, it should be satisfactory to have an antibody test
with a positive result.

However, this option is not available. It is easy to see
why: it is an extra administrative hassle and, more im-
portantly, it might encourage people to ask more questions
about vaccination. Keeping track of both vaccinations and
antibody test results would be an administrative burden,
though hardly difficult. The raising of questions is more
important. Most people probably believe th