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What every parent needs to know about vaccines to make the right choice for their child


 


There are now 24 vaccines in the first 4 months of a child’s life, including Hepatitis B, Meningitis and Rota. It is important to have impartial information to make safe decisions and — as each vaccine is unique — to know what side-effects may follow.


In this readable, comprehensive and deeply-researched guide — now in its fourth, updated edition — Dr Richard Halvorsen brings together the latest medical knowledge on all modern child vaccines, as well as the diseases they aim to protect against, including the flu virus. The guide includes what is known about the link between vaccination, autism and other auto-immune diseases, and what parents can do.


 


Where it is useful to parents, Dr Richard Halvorsen has added clinical information from his practice as a GP for almost three decades, as well as a quick reference to childhood vaccines, and alternative vaccination schedules.


 


Includes up-to-date information on: autism, flu, smallpox, diphtheria, tuberculosis, polio, tetanus, mumps, measles, rubella, whooping cough, meningitis C, pneumococcus, hib, swine flu, the ‘6-in-1’ vaccine, MMR, HPV, rotavirus, hepatitis B, meningitis B.









Dr Richard Halvorsen


 


Dr Richard Halvorsen has been deeply involved in vaccination through his London GP practice. He is also founder of BabyJabs, a child-immunisation service based in London, and has appeared on BBC Breakfast News and Channel 4 News for comment on vaccination issues, as well as written extensively for the media on the subject.









Preface to the Fourth Edition


 


 


 


 


Ever since the first edition I have ended this book with a plea for greater openness in discussions about vaccination. To my dismay the reverse has happened over recent years. When I was writing the first edition of this book, over ten years ago, the debate over the safety of the MMR vaccine was very much in the public domain. Television and newspaper discussions about the pros and cons of the vaccine were commonplace. Not anymore.


Criticism of vaccines or immunisation policy, whether by scientists, doctors or parents, is now condemned. Doctors or scientists who question vaccination are a potential threat to the public perception that all the experts support vaccination policies. Those who dare to question the benefits of vaccination may be subjected to a wide variety of attacks including the spreading of rumours, vilification, harassment, reprimand, demotions, deregulation and dismissal. The case of Dr Andrew Wakefield, who suggested the possibility of a link between the MMR vaccine and autism, is discussed in detail in this book. He was subjected to a ‘degradation ceremony’ and vilification, and was struck off The Medical Register, a response that was out of all proportion to any misdemeanours he may have committed. This serves as a warning to others not to follow in his footsteps. No professional supporter of vaccination has ever been submitted to similar sustained campaigns, despite extensive evidence of bias in research published by the pharmaceutical industry.


Researchers have difficulty in obtaining funds and permission for research that looks into contentious side-effects of vaccines. There is evidence of researchers being denied access to research materials and of having unwelcome research censored. If they manage to finish the research, they may not be able to get it published if the findings are unwelcome. This prevents the opportunity for debate, instead of encouraging debate, which is a central tenet of scientific advancement.


Moreover, if all dissenting scientists and doctors can be silenced, it then appears as if all professionals are one and in full support of official vaccination policy.


An Australian mother who set up a group critical of government vaccination policy was subjected to abusive comments, unsupported claims about her belief in conspiracy theories, complaints to the media if she was given space to air her views, and threatening phone calls.


The media is discouraged from writing or talking about side-effects of vaccines. They are told that if they write a ‘scare story’ which then causes some parents not to vaccinate their children, the result of this is that children are likely to die and it will be the journalists’ fault.


Parents are having an equally bad time. Many I have spoken with have been severely criticised by their GP or Practice Nurse for querying vaccination, sometimes being threatened with the involvement of social services or being accused of putting their children’s lives at risk. This is happening the world over. In 2015 Pakistani police arrested more than 450 parents who refused to vaccinate their children against polio. In 2016 the Australian government hardened its pro-vaccine agenda by refusing to pay Child Care and Family Tax benefits for any children who are not fully up to date with their vaccines, forcing parents to give their children thirty-three vaccines by 18 months of age.


Anyone who queries an aspect of official government policy is accused of being ‘anti-vaccine’. Critics are also often labelled ‘anti-science’, implying, incorrectly, that all the science fully supports vaccination.2 Shutting down debate, however, is bad for parents, bad for science, bad for scientific truth and, most importantly, bad for our children.


A further four vaccines have been added to the UK children’s immunisation schedule since the previous update.


Over the same period more research has been published that questions the safety of giving so many vaccines to our babies. I have therefore added new chapters on the rotavirus, flu, meningitis B and hepatitis B vaccines that are now given routinely. I have also updated other chapters where new research has provided us with more information on a vaccine’s effectiveness or safety.


I approach the issues in this book also from a different research angle: can childhood infections prevent other diseases. In the book, I discuss in further detail the possible protective effect of childhood illnesses against such diseases as asthma, eczema, hay fever and allergies.


But researchers are discovering that many common childhood diseases may prevent cancers in children and in later life.1,2 The evidence is strongest for cancers of the blood – leukaemia and lymphomas – which are the most common cancers in children.3,4,5,6


The childhood diseases that appear to help to prevent these cancers in later life in include chickenpox, measles, mumps, whooping cough, scarlet fever and rubella (German measles). Measles, which we already know can lessen the risk of asthma and allergies in later life, may be especially protective. In fact, nearly all infectious dieses looked at seem to protect against cancer, the only significant exception being glandular fever.


So whilst there is a threat from these diseases, though that threat is very small from infections such as mumps, chickenpox, rotavirus and even – in healthy children – measles, we are now beginning to appreciate the benefits of allowing children to contract these illnesses.


Interestingly it seems that the protective effect may be greatest in febrile infections, that is those associated with a high temperature (this suggests that we shouldn’t be rushing for the paracetamol or ibuprofen every time our child develops a high temperature.)


We now have another reason, based on medical research, to consider carefully whether vaccination against relatively mild and harmless diseases is a necessary thing.


I am grateful to Karin Marais for proofreading the fourth edition.
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‘Experience of the past should teach us how unwise it is ever to introduce a new vaccine without first determining its protective power in man. Once a vaccine has been introduced with apparently good results, it becomes extremely difficult ever to find out its real value’


Graham Wilson, Former Director of the


Public Health Laboratory Service, England and Wales1


 


 


 


 


The overwhelming benefits of childhood vaccinations appear indisputable. They’ve saved millions of lives and are revered as one of the greatest public health interventions of all time – perhaps even the greatest success story of modern medicine.


Despite this apparent success, the debate over the risks and benefits has been with us for as long as vaccines have existed. There were riots, and jail sentences, in response to compulsory smallpox vaccination in the nineteenth century. A century later, parents, and even the government, shunned the diphtheria vaccine because children who received it were at increased risk of paralysis from the polio outbreaks that were threatening at the time. Later came the bitter whooping cough vaccine controversy of the 1970s, resulting in plummeting take-up rates. More recently, the acrimonious debate over the measles, mumps and rubella vaccine (MMR) continues, and appears no nearer a resolution, even a decade on.


The question is, if vaccines are so obviously good, why are they criticised? It’s almost axiomatic that politicians aren’t to be believed, but it’s hard to imagine they’d mislead the public over such a sensitive issue as children’s health. As for doctors – they are amongst the most trusted groups of people in the country, and most staunchly support vaccination.


But, beneath the surface, this support is wavering. Though a few doctors have repeatedly challenged the perceived wisdom, I started my journey of exploration into vaccines with no preconceived ideas. I was simply a family doctor who routinely immunised many children and who wanted to find out for myself whether I was being told the whole truth about vaccination.


This book evolved out of my own research and is the result of seven years of research and writing. It has been made accessible for as many readers as possible so that the information that is contained in the book does not merely reach medical specialists. Medical terminology has been avoided where possible in favour of words in common usage.


I apologise to those who find the reference numbers in the text irritating, but they will prove useful to those who wish to explore the issues contained in this book further, or simply want to check the accuracy of what I have written.


It should be emphasised that the conclusions and advice given in this book are mine alone, and are sometimes in contrast to official policy and advice.


Parents are advised to discuss any vaccine issues of concern with a health professional.


I thank my family – Charlotte, Sam and Rebecca – for putting up with me during the thousands of hours I have spent working on this book. Thanks also go to all those who supported and encouraged me in my research and writing. I am also grateful to everyone who allowed me to interview them, some of whom spoke out bravely. Special thanks go to my agent, Doreen Montgomery, and publisher, Martin Rynja who both believed in this book and worked hard with me to ensure that it reached a wide audience.


I am grateful to Abigail Paskins for help proof reading the third edition.
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When, as a junior hospital doctor, my son was born in 1983, I felt a slight unease about the whooping cough vaccine, about which there had been much adverse publicity during the 1970s. I took advice from a senior paediatrician who had sat on a committee examining the vaccine; he assured me that, though the vaccine did indeed have an extremely small, but real, risk of brain damage, the chance of my son getting brain damage from catching whooping cough was greater. Feeling caught between the devil and deep blue sea, but nevertheless partially reassured, I allowed my son to have the vaccine. Like every other parent, I only wanted to do what was best for him.


Then, in the spring of 2000 I was asked to write a feature on the MMR vaccine for a Sunday newspaper. My immediate reaction was, ‘Why? What’s the story? I gave MMR to my children, and give it to my patients every week.’ I wasn’t aware of any significant problem with the vaccine. I knew there were a few, probably rare, side-effects, but was in little doubt that the benefits of the vaccine far outweighed its risks. I had no reason to question the information provided by the Department of Health and I started to write the article with an open mind.


But, like any conscientious writer, I investigated the MMR vaccine – by researching the scientific literature, and also talking to doctors, parents and others. The more I discovered, the more disturbed I became. Though not overwhelmed by the evidence linking MMR to autism, I felt there might be something in it. I moved on to the government’s evidence of safety, expecting – and hoping – to be reassured. I was alarmed to find that its defence of the vaccine was based on virtually no evidence at all. One international vaccine expert has controversially described the evidence demonstrating the safety of the MMR as ‘crap’.


The fact that I’d found limited evidence suggesting the vaccine was a problem, but hardly any to demonstrate its safety, worried me and led me to change my practice as a family doctor. I started offering all parents the choice between giving their children the MMR or the three separate vaccines. I felt there were sufficient medical concerns that, at least for some children, giving the vaccines separately might be safer than the MMR. Although I would like to have offered only the separate vaccines on the basis of my concerns, I offered parents the choice because I did not want to incur the wrath of the Department of Health by not offering MMR.


On considering the Department of Health’s arguments against using the single vaccines, I found them, to put it bluntly, feeble. I was, I believe, the only doctor in the country going against the government’s advice by offering parents a choice. I felt unable to do anything else; my duty was to my patients – not the government. It seemed to me that, though slightly more expensive, the single vaccines were a perfectly safe and effective alternative. With a sufficient measure of uncertainty over the safety of the MMR, parents should, I felt, be allowed to make an informed decision for themselves. There were others who supported my view, but most felt unable to say so in public for reasons I will investigate in this book.


This made me wonder whether the problem with the MMR might not be an isolated case but rather a symptom of a much larger problem. It led me to look critically at other vaccinations as well, and also to the history of vaccines. Were they really ever our silver bullet? More often than not I was uncomfortable with what I found. My research unearthed facts which often challenged, and sometimes contradicted, the established view that I had been taught at medical school, and which is presented to the public as indisputable.


For example, at the turn of the millennium there was considerable controversy in the USA about the use of mercury in vaccines. Mercury is a highly toxic poison that’s been used in childhood vaccines for over half a century. Not only is it dangerous, but it serves no purpose in vaccines used in this country. It had always been assumed to be safe because such small amounts were used in vaccines. But no one in Britain had actually checked whether this was the case. It was found that American children were receiving potentially dangerous quantities. I wondered whether this might also be the case in the UK. As no figures were available, I did the calculations myself. I discovered, to my amazement, that UK children were receiving over 100 times the upper limit of safe levels of mercury, quite possibly resulting in cases of autism, hyperactivity and speech disorders.


As a result of this discovery, I stopped giving children any injections containing mercury in 2002. I wrote letters to a leading medical magazine and appeared on national TV and radio arguing for the removal of mercury from children’s vaccines. But it was over two years later before it was removed from routine childhood vaccinations in the UK, in October 2004. Mercury-free vaccines were freely available before 2004, but I don’t know of any other doctors who offered these rather than the recommended ones. I even checked that the Department of Health was happy with my using mercury-free vaccines – which they were. I didn’t want to upset them again if I could help it. But this time I didn’t see any point in offering parents a choice: who would choose a vaccine containing an unnecessary toxic metal over one that was equally effective but free of mercury? All these decisions were based on my duty as a doctor to do what is best for my patients.


Including a substance as toxic as mercury in vaccines may have been an honest mistake (even though it beggars belief that this could have gone unnoticed for over half a century). Nonetheless, the mistake was a big one. Instead of investigating how this happened, with the hope of preventing such mistakes in future, governments, drug companies and most doctors merely attempted to sweep the issue under the carpet. During recent years, mercury-free vaccines have replaced mercury-containing vaccines throughout the Western world, but we are told this is entirely coincidental and not because of any concerns over safety. Sadly mercury is still present in some flu vaccines given to children in this country.


Next, I looked at the polio vaccine. The UK had for many years used the oral polio vaccine, given as drops, that contains live polio viruses. As a family doctor, I had been informed by health officials that there was a risk, albeit extremely small, of this vaccine causing polio and paralysis. However, this vaccine was, we were expressly told, more effective than the safer, injected vaccine, which cannot cause polio. However, when I looked at the figures while researching this book, I discovered that, during the previous 20 years, the oral polio vaccine had caused more people to become paralysed from polio than the illness itself. In addition, the evidence did not support the government’s assertion that the oral polio vaccine was more effective, though it was certainly cheaper.


I felt that I had been grossly misled by the Department of Health and my trust in what I was being told by officials was being seriously undermined. Here was another example of children being given a less safe vaccine when safer alternatives were available. I started to offer children the safer but more expensive injected polio vaccine that has since been introduced nationally.


In the pages that follow I am investigating what else we – patients and doctors alike – are not being told. I am deeply disturbed by what I have found and how information about our health is increasingly held ransom to vested interests rather than freely available. Government advisers appear to be more interested in statistics of whole populations and financial costs than in individual safety. One vaccine expert told me: ‘The government can’t bear any suggestion of lack of safety of vaccines. They will not even discuss it. I think they have a policy of suppression of any discussion on safety.’ Of equal or even greater worry is that I discovered that the confusion about vaccines is being exploited for profit. Vaccines are becoming big business.


It strengthened my belief that this book had to be written to inform parents, honestly, and without bias, so that they can form their own decisions. Such information is currently not available or not reliable. My interest in vaccines led me to consultations with thousands of parents who simply wanted to have a calm and rational discussion about the arguments for and against immunisation. As a result, I heard repeated stories of parents being patronised, bullied and forced into a corner where they were made to feel they no longer had any choice. Their questions had been dismissed as inconvenient, troublesome and unnecessary. Parents, but also doctors (and researchers), who question the safety – or value – of a particular vaccine are accused of putting children’s lives at risk, and dismissed as cranks or scaremongers. Parents who, having deliberated long and hard, decide not to vaccinate their child with a particular vaccine, or even, as in the case of MMR, choose to give their children the vaccines separately, are made to feel like social outcasts or even accused by some of abusing their children.


I realised that parents don’t know where to turn in order to get vaccination information they can trust. They don’t trust government information any more than they do extreme anti-vaccine websites. Nor do parents believe newspaper scare stories that appear designed to sell newspapers rather than responsibly to inform the reader.


Many look to their doctor for impartial information, but on this issue doctors are, unusually, letting their patients down by feeling forced to follow the party line. A Department of Health survey from 2003 showed that a quarter of all family doctors, and an even greater proportion of Health Visitors, felt that babies were receiving too many immunisations – and now they’re receiving many more.1 Yet most doctors are unwilling, or unable, to enter into a discussion on childhood vaccinations.


Informed consent is the key to all medical decisions. A parent making a decision about vaccinating their child has the right to a truthful and open discussion. But this is all too often being denied, and we are being misled over vaccinations. For this reason, I will cover both the history of vaccines to the extent it tells us something about modern vaccines, as well as the spin and half-truths we’re being fed today. Exposing these misapprehensions is what this book seeks to address.









A Quick Reference Guide to Vaccines


 


 


 


Which vaccines should I give my child?


What I have tried to do in this book is share what I found after seven years of research – that the benefits, and risks, of vaccines vary substantially, even if we are told that immunisation is the key to our children’s health. Vaccines vary greatly; each new one will be different, and may not be as effective, or indeed as useful, as one that preceded it. Each one – old and new – has to be constantly monitored for it to remain on, or indeed before being added to, the national schedule. The benefit of most individual vaccines – the number of deaths or disabilities prevented – is currently small, so that it doesn’t take many side effects to outweigh the benefit. It is an assessment that is not easy to make, but the fact that it is hard is of course no reason not to do it. It is a difficult assessment, partly because of our limited knowledge of the vaccines, but also because most of the vaccines do offer some benefit (though often less than we are led to believe), and have side-effects, some of which may be unknown or, as yet, unproven. The largely known risks of the illness must be weighed against the largely uncertain risks of vaccination. There is also another factor that has become important. The number of vaccines routinely given to every child in the UK has increased dramatically in the last hundred years. In the last twenty years alone, the number of vaccines given to under five-year-olds has doubled, from sixteen in the 1980s, to thirty eight in 2017. This greatly increases the risk of side-effects that are a result of the manufacturing process from the use of mercury, or, as we have seen, aluminium where previously the risk was considerably lower because fewer vaccinations were given. There is also the added risk of a cumulative effect: whilst the use of one vaccine on its own may pose only minimal risk of harm, the addition of every extra vaccine to the schedule increases the risk of a combined effect on the body. There remains uncertainty whether the growing number of childhood vaccinations is contributing to the rising numbers of children affected by asthma, diabetes and other immune-related disorders. The main points for each vaccine are summarised below. Do bear in mind that there is no one absolutely right way to vaccinate your child. Countries have widely differing vaccine schedules and recommend different vaccines. The UK has the most concentrated vaccine schedule in the world, giving twenty-one vaccines – at eight, twelve and sixteen weeks – by four months of age. Most countries recommend giving vaccines at two, four and six months; all the Scandinavian countries recommend vaccines far more spread out at three, five and twelve months; all give them later than in the UK. Also bear in mind that the earlier a vaccine is given, the less and shorter lasting is the protective effect.1


Ultimately, the decision on what vaccines to give should rest with the parents, who should be allowed, and encouraged, to make informed decisions – without pressure or propaganda – in the light of the scientific evidence and their own wishes, and after taking medical advice. The advice that follows may differ from official Department of Health recommendations. Before making any final decisions, you are advised to consult a health professional about the specific needs of your child.


 


Smallpox


I am including it here because of the claims made about its success. Vaccination didn’t rid the world of smallpox, but it played a contributory role. Neither immunisation, nor antibiotics contributed much to the decline in deaths from infectious diseases, by far the largest part of which occurred before the introduction of either. History demonstrates the natural ebb and flow of all infectious diseases, largely independent of any medical interventions.


 


Diphtheria


Diphtheria is one of the safer immunisations. By far the most common side-effects are redness, pain and swelling at the site of the injection. A painless nodule, that may last weeks or months, can form at the injection site, probably related to the aluminium in the vaccine. Because diphtheria ‘poison-made-safe’ has been given in combination with other vaccines – whooping cough and tetanus for over fifty years, and more recently Hib and polio as well – side-effects from the diphtheria component are difficult to distinguish from side-effects from the other constituents of the vaccine. The serious side-effects that occurred with the diphtheria-containing DTP triple vaccine are most likely to be related to the whooping cough component which, until October 2004, also contained mercury. Combination vaccines occasionally cause swelling of the entire limb; this may be related to the strength of the diphtheria toxoid in the vaccine. Guillain-Barré syndrome (GBS), a disorder of the nerves causing, usually temporary, paralysis can probably, though rarely, be caused by the vaccine.


We know immunisation cannot be expected to get rid of diphtheria. We also know at least a third and possibly a half of all UK adults aren’t immune to it and so are at much greater risk of becoming ill or even dying should the disease return. The disease is currently extremely rare in the UK, with an average of one case every year, though it is more common in other parts of the world such as India. As it’s one of the safest immunisations and there is no longer a single diphtheria vaccine available, it should continue to be used, given with tetanus with or without whooping cough Those who aren’t vaccinated will gain little, if any, protection from others being immunised. In Britain, the diphtheria vaccine is now given as part of the 6-in-1 vaccine; it is available in 2-in-1 and 3-in-1 combination vaccines privately.


 


Tetanus


Though tetanus is very rare, and the chances of getting it small, the consequences are potentially severe, with 1 in 5 dying despite the best modern treatment. Many people believe – mistakenly – that protection against tetanus is not important because anyone who attends casualty with a serious wound will be given a tetanus-containing vaccine. This is true, but this vaccine will be too late to prevent tetanus occurring from the wound that necessitated the trip to casualty. For children in the UK there is no easily obtainable alternative to the new 6-in-1 tetanus-containing vaccine. On the other hand, it is not a disease that endangers the entire population. With the rising number of vaccinations there may be an argument for dropping, or at least postponing (a baby won’t contract tetanus until crawling in the dirt), this vaccine – except for those at risk. In Britain it is only widely available as part of the 6-in-1 vaccine. It is also available singly, or in small combination vaccines, though these are not available through the National Health Service, only privately.


 


Whooping Cough


The approach to vaccinating against whooping cough has changed much over the years. In the early days, no child who had any sort of neurological reaction, ‘however mild’ (including any fit or collapse), was given a further dose of vaccine. The vaccine was also not given to any child who had ever had any sort of fit, including a relatively common ‘febrile convulsion’ (a fit associated with a high temperature).


Many doctors also withheld vaccination in any child who had suffered from any sort of allergy, including eczema, asthma or hay fever. It’s likely that some of the children developing brain damage after vaccination did so because the doctor vaccinated despite a ‘contra-indication’. Following the 1970s scare, doctors were, at least for a while, more careful. Though children are more likely to suffer serious side-effects from whooping cough in the first few months of life, it’s also probable their immature immune and nervous systems are more prone to serious side-effects from vaccines.


A fourth dose was added to the UK schedule in 2001. A teenage booster dose has been introduced in several countries and is now recommended for all countries, and this is under consideration by the Department of Health. However, this will only push the illness into adults in their twenties – a particular worry because it is at this age that many people start to have children, thus posing a risk to newborn babies. The USA now advises ten-yearly boosters up to the age of sixty-five. Adult boosters may be introduced into European countries (already recommended in Austria) if the disease is really to be controlled, though even this is unlikely to eradicate the disease.


The whooping cough vaccine is not very effective, and the whole-cell vaccine has serious side-effects considered by some doctors to be unacceptable. The whole-cell vaccine, though withdrawn from the UK, is still widely used around the world. It is worrying that those still receiving it – the malnourished and impoverished – are the very children who are most likely to suffer from the more serious side-effects such as brain damage. We now have a much safer (though possibly less effective) vaccine. The vaccine has done little, if anything, to eradicate whooping cough, which remains widespread in the community. Though whooping cough is a far less serious illness now than fifty or hundred years ago, vaccination can take little credit for this.


Though it’s one of the least effective of the childhood vaccines, providing only short-term protection at best, it is likely to make an attack of whooping cough, which is an unpleasant and distressing illness, less severe. It is available as part of the 6-in-1 vaccine on the NHS, or as part of a 3-in-1 DTaP vaccine privately.


 


Polio


The chance of catching polio in the UK at present is virtually non-existent. Europe was certified polio free by the WHO in 2002. The risk of catching polio from travelling to developing countries is greater but still very small. As long ago as 1980 the risk to a traveller of contracting polio when visiting a country where polio was still present was less than 1 in 100,000, and even then only one in three million travellers to polio-containing countries would become paralysed. The risk now is clearly a lot less.


So, on an individual basis there may appear to be little point in being immunised against polio as the chances of catching it are so small. Now that the long overdue switch to the safer killed IPV has been made, however, it does make sense to continue vaccinating for a few more years because: a) The IPV is a very safe vaccine; b) The risk of contracting polio may become higher as the effort to eradicate polio hits obstacles; c) There are small but unknown risks of outbreaks of vaccine-polio-virus; d) The goal of global eradication of polio will be supported.


 


Hib


Hib is an uncommon but potentially serious disease. Despite the initial success of the Hib vaccination campaign, the vaccine is not as effective as was first thought. The three-dose schedule offered good immunity only until the second year of life, when protection fell rapidly. A recently introduced booster dose, given early in the second year of life, prolongs protection until five years of age, when the chance of catching Hib disease becomes much less. It may not be enough to prevent pushing the illness further into the older age group, in whom the disease is more serious. However, invasive Hib is a life-threatening disease which can cause meningitis and blood poisoning and kills 1 in 10 of those who are infected. It is of most importance in socially deprived children, and those with underlying serious medical problems who are more likely to suffer the effects of Hib infection, but worth considering in all children. In practice, choice is not available in Britain, as the vaccine is part of the 6-in-1 vaccine. It can be obtained privately, though not on the National Health Service, as a single or 2-in-1 vaccine.


 


Hepatitis B


Very few babies have any need to be vaccinated against hepatitis B, a disease that is contracted though blood or sexual contact. Fewer than ten children a year in the UK contract the disease, for which the biggest risk factors are injecting drug use and unprotected sex between men. Unfortunately the vaccine is given as part of the 6-in-1 vaccine and is, therefore, impossible to selectively leave out on the NHS. The only way to avoid this unnecessary vaccine is to seek smaller combinations, such as the DTaP, privately.


 


The 6-in-1 vaccine


The introduction of the 5-in-1 vaccine marked a big safety improvement in the UK vaccination schedule. Any benefit from this vaccine has now been reversed by its replacement with the 6-in-1 vaccine which includes hepatitis B, a vaccine that is not needed in this country and about which there are serious safety concerns. The big problem is that this vaccine comes as an all or nothing package, making it more difficult for parents to select which vaccines to give to their children – in any case, something the government wishes to avoid. In order to vaccinate a baby against Hib disease parents are obliged to give them a hepatitis B vaccine that is just not needed, a whooping cough vaccine of poor effectiveness and diphtheria, polio and tetanus vaccines earlier than necessary. Abnormal crying, irritability and restlessness are all common reactions as is a fever which is very likely to occur when the vaccine is given at the same time as the pneumococcal and meningitis B vaccines, as it is in the UK schedule. Convulsions can also occur, again more commonly when the vaccine is co-administered with the other vaccines in the UK schedule.


 


Pneumococcus


Pneumococcal disease can be serious, but is uncommon, especially in healthy children living in good social conditions. It’s more likely to affect children who already have other medical problems. What’s more, a common and dangerous time to get the illness is in the first weeks of life before vaccination is given. There’s no certainty that ‘herd immunity’ from a successful vaccination campaign would protect these very young children. The pneumococcal bug is already responding to vaccination – perhaps predictably – by mutating into forms untroubled by the vaccine, an increasing proportion of which are resistant to commonly used antibiotics.


The pneumococcal vaccine has been introduced into an already crowded immunisation schedule without proper long-term studies.


The decision on whether to give this vaccine to an individual child should be a personal decision made between the child’s parents and their doctor. This vaccine is probably, on balance, worth giving to healthy children, but is most important for high-risk children such as those with serious illnesses.


 


Rotavirus


Rotavirus is a sickness and diarrhoea bug that does not kill or cause permanent harm to babies in the UK. The vaccine is, rarely, associated with serious side-effects. The main reason for its introduction appears to be to save the NHS money. The vaccine is an unnecessary addition to an already overcrowded immunisation schedule and I do not recommend it.


 


Meningitis B


Meningitis B is a rare cause of life-threatening meningitis and blood poisoning. Prior to the introduction of the vaccine in 2015, two hundred and fifty children under five years of age contracted meningitis B every year, of which twenty-five died and a further fifty suffered permanent harm such as brain damage or loss of a limb. It is a nasty, but rare, illness. If we knew the vaccine were safe then I would recommend it. The problem is that it causes more side-effects than nearly every other vaccine, particularly a fever. This does not mean that it will necessarily cause more serious problems but at the moment it is simply too early to tell. The UK was the first country to introduce the vaccine in to the national schedule. The vaccine is made in a unique and novel way and until we have considerably more experience of it and evidence of its safety, I am unable to recommend it.


 


Meningitis C


This is a serious, life-threatening disease though, thankfully, rare. Having started off, in 2000, with three doses by 12 months of age on the NHS, this has now been cut back to a single dose at 12 months of age, with a booster as a teenager. This does leave babies unprotected until 12 months of age. It may be sensible to give a dose earlier, as the NHS did up until 2016. The vaccine is particularly important for children with chronic illness. However, a single dose after 12 months of age is probably sufficient for most children.


 


Measles


‘Even before vaccine was introduced, measles appeared to be becoming a trivial disease in civilised communities,’ wrote vaccine expert Professor George Dick in the British Medical Journal in 1980. ‘There is something to be said,’ he continued, ‘for allowing a mild ‘wild’ measles virus to give a natural life-long protection to the healthy children of the community and to offer vaccine selectively to those [who are most vulnerable] or who have escaped a natural infection in the early years of childhood.’ The BMJ is unlikely to print such wise and cautious words today for fear of being accused of putting children’s lives at risk, so fevered and irrational has the debate on children’s vaccinations become. However, Professor Dick’s argument is sound. Though healthy children have little to fear from measles, the risks from the disease remain greater than the risks from the vaccine. However, the vaccine does have more side-effects than many vaccines. Whether to have this vaccine is a finely balanced judgement, but there is a greater need for it in children with underlying health problems who are more likely to suffer from serious complications form the illness. The single measles vaccine is available from private clinics.


 


Mumps


Some doctors and the media have been overreacting to outbreaks of mumps, an illness against which we shouldn’t be vaccinating in the first place. The predictable consequence of vaccination is that, instead of infecting young children and providing them with life-long immunity, mumps is attacking young adults who are more likely to suffer from serious side-effects.


The vaccine is not only unnecessary, but is making mumps a less trivial disease than it used to be. Whilst there is a case for immunising teenage boys who have not had mumps (ideally after a blood antibody test to ensure they are not already immune, and preferably with a single vaccine which has not been available for many years) routine immunisation of young children is unnecessary. Most people’s concern about mumps is that it could make boys infertile. If that can happen, and I write ‘if’ because no boy or man has ever been proven to have been made infertile from mumps, then it is extremely rare. What’s more the only vaccine available that offers any protection against mumps is now the MMR vaccine. Irrespective of any concerns about the safety of this vaccine, it offers inadequate protection anyway. We know this because there are frequent outbreaks of mumps amongst teenagers and young adults who have all, almost without exception, received at least one, if not two, doses of the MMR vaccine. I cannot recommend vaccination against mumps whilst the only option available is the relatively ineffective MMR vaccine of questionable safety.


 


German Measles (Rubella)


Women need to be immune to German measles before becoming pregnant. All women obtain better immunity from catching the disease naturally, but this is now unlikely because of widespread vaccination. The only option that is readily available is the MMR vaccine, about which there are justified safety concerns. Unfortunately, the Department of Health has stubbornly dug itself into a hole on this one. It may be preferable for German measles still to be circulating in the community, alongside vaccination of susceptible teenage girls (after a blood antibody test); this should be accompanied by a public health campaign to encourage all women to have a blood test for immunity before getting pregnant. Whilst the suffering and tragedy of a baby born disabled because of congenital rubella (CRS) should not be underestimated, it’s difficult to justify the vaccination of 35,000 children with the MMR vaccine in order to prevent every case of CRS. The risks of the MMR may be greater than the risks of CRS.


Girls should be offered a rubella-containing vaccine at twelve years, possibly after a blood antibody test to check for immunity, which would ensure that no girl is given the vaccine unless it is needed. Currently there is no single rubella vaccine available, only the 3-in-1 MMR (available on the NHS) and a 2-in-1 MR (measles and rubella, only available privately). Any woman who had one or two rubella-containing vaccines at a young age should have a blood test for immunity before getting pregnant.


 


MMR


MMR is the first and only vaccine to contain three live viruses. The studies to look in detail at the potential problems that this previously untried combination might cause have never been done. The vaccine causes more side-effects than any other vaccine used in the children’s immunisation schedule, apart, perhaps, from the new meningitis B vaccine.


The vaccine serves little purpose.


Mumps is a largely harmless illness that vaccination is pushing into older people who are more likely to suffer complications.


Rubella (German measles) is harmless to all except pregnant women who aren’t immune. At the time of the introduction of the MMR in the UK, tragically every year around thirty babies were being born disabled with ‘congenital rubella syndrome’. However, this number was falling, probably due to the successful use of the single rubella vaccine in school-age girls. The wisdom of giving over a million MMR jabs a year to prevent a maximum of thirty damaged babies is questionable when we don’t know whether the vaccine itself creates the same or a greater number of problems in children.


Measles may be worth vaccinating against; if so, there is a perfectly good single measles vaccine available.


The vast majority of children would be better off catching both mumps and rubella as children, thus receiving lifelong protection. Unfortunately the government’s vaccination policy now makes this increasingly difficult.


If there were similar concerns about a food such as baked beans as there were about the MMR, the cans would have been removed immediately from supermarket shelves.


Children don’t suddenly lose skills and regress, often over a period of only a few weeks, without a good reason. We are told no one knows what the cause might be, but that it is certainly not the MMR. In some of these children, it is probable that the MMR has triggered their autism.


In my opinion, the MMR vaccine should be withdrawn until adequate safety studies on sufficient children with long-term active follow-up can demonstrate its safety. It should be replaced by the single measles vaccine given at fifteen months.


Girls should be offered rubella vaccination at twelve years after a blood antibody test to check for immunity. This will ensure that no girl is given the vaccine unless it is needed.


Mumps vaccination is unnecessary but could be an option for boys at around twelve years (again, preferably after a blood antibody test to ensure the child is not already immune).


These suggestions will be criticised by some as being large steps ‘backwards’. They are, however, steps towards common sense and caution in an era of evangelical and uncritical support for vaccination.


One problem with the immunity derived from vaccination is that it falls away over time far quicker than naturally acquired protection. Immunity after catching measles is usually life-long. After a single vaccine, protection may last twenty-five years, longer in some cases, shorter in others. No-one knows how many vaccinated people will still be protected against measles, mumps or rubella in twenty-five or fifty years’ time. But an educated guess can be made by combining the results of studies that have measured antibody levels in children after one or two MMR vaccinations.


It’s probable that people’s immunity to all three illnesses will steadily fall as they get older, with the likelihood that, by middle age, many will no longer be immune. As it’s extremely unlikely that these illnesses will be eradicated, that means that, for the first time in history, older people may be more likely than children to get measles, mumps and rubella – with unknown consequences. Some scientists have made alarming predictions of the consequences of this falling protection.


The period in which we are now – the first generation since the introduction of the MMR – has been described as the ‘honeymoon’ period. Most people born before the early 1970s will have life-long natural immunity, but those born later have vaccine protection that is likely to fall away. Research published in 2006 found people born before the introduction of immunisation were more likely to have high levels of antibody to measles, mumps and rubella than those born in the vaccine era. After 20, 30 or 40 years a lot of vaccinated people are likely to become susceptible to the illnesses again as their protection from vaccination wears off. This may lead to a resurgence of the diseases. Only this time the diseases could be different from what we knew before vaccination. How different, only time will tell.


On the optimistic side, most people may still have some remaining protection from vaccination and so the illness may generally be mild. On the pessimistic side, there are two things to worry about: the first is that the illnesses will affect older people in whom the side-effects are likely to be more serious. The second is less certain but more concerning: the wild measles virus has been changing, or mutating, so that it’s becoming less like the measles vaccine virus. Whilst there is no evidence that this has caused any problems yet, the vaccine may not protect against future mutations. We meddle with nature at our peril. The worst case scenario is that we’ll have changed measles, as a direct result of vaccination, from a relatively harmless illness to which we had adapted successfully to a more dangerous illness, with unknown consequences for future generations.


The single measles and 2-in-1 measles and rubella vaccines are available privately, but not on the NHS.


 


Tuberculosis (BCG)


The rationale for introducing routine BCG vaccination for adolescents in 1953 was sound. At that time fewer than a hundred schoolchildren needed to be vaccinated in order to prevent one case of TB. By 1984, nearly 5,000 children had to be vaccinated to prevent each case. Nationwide vaccination was giving increasingly poor returns, and was eventually stopped in 2005. The current policy of targeting the vaccine at ‘high-risk’ areas makes more sense, though this still means low risk babies born in Hampstead (in the London Borough of Camden – a ‘high risk’ area) will be given a vaccine of unproven benefit but with known risks. White children living outside London are at extremely low risk of contracting TB, whilst children from black African, Pakistani, Indian and Bangladeshi groups (especially if born outside the UK) are at greatest risk and should be considered for immunisation. In general, concerted action against factors that fuel TB – poverty, malnutrition and overcrowding – might be money better spent.


 


HPV


We have only a rough idea how widespread HPV is in the community, and know even less about the distribution of its many types. We have only a partial understanding of the virus’ role in cervical cancer. The HPV vaccine has undergone only a few years’ trials. Despite our inadequate knowledge, there is much talk of widespread global vaccination of all adolescent girls. It’s premature to initiate extensive vaccination before the results of substantive trials of safety and effectiveness are known. The vaccine may be of great benefit, but we won’t know for many years yet. The NHS initially offered Cervarix, an HPV vaccine that provides protection against the two types of HPV that cause three quarters of the cases of cervical cancer in the UK. However, there are concerns about the ingredients of this vaccine, particularly the new adjuvant AS04. In 2012 the NHS switched to Gardasil that offers protection against the same types of HPV as Cervarix, and also an additional two types that cause most cases of genital warts. There have been far too many reports of serious auto-immune reactions to this vaccine – from both doctors and recipients – so that I am very wary of the vaccine as things stand. The HPV vaccine may turn out to be very valuable. However, at this stage too little is known about its long-term effects – both beneficial and harmful – to be able to recommend this vaccine for widespread use.


 


Mercury


Mercury is extremely toxic and has no place in childhood vaccines. It wasn’t even needed in the single-dose vaccines used in the UK. It has almost certainly contributed to the rise in numbers of children with autism, hyperactivity, speech disorders and other developmental problems. Not only is it harmful, it is completely unnecessary. The Department of Health’s policy of simply reassuring parents smacks of complacency and irresponsibility. The delay in the introduction of mercury-free vaccines into the UK, long after health concerns were expressed, was unacceptable. The DoH’s ongoing complacency is exemplified by continuing to recommend mercury-containing flu vaccines for use in children when mercury-free alternatives are readily available. Sadly, tens of millions of children, many poorly nourished, continue to be vaccinated around the world every year with mercury-containing vaccines. All routine child vaccines used in the UK are now mercury-free. However, one or two flu vaccines still contain mercury. If your child needs a flu jab, request one that is free from mercury.


 


Aluminium


Aluminium is present in most vaccines. It is highly toxic, is known to cause brain damage and has been implicated in behavioural problems in children. Once aluminium enters the brain it’s only excreted very slowly and is liable to accumulate. Very little aluminium is absorbed into the body when eaten because of the gut’s ‘protective barrier’. However, the gut is bypassed by an injection, so aluminium contained in vaccines passes straight into the bloodstream. The use of aluminium in vaccines has never undergone any safety trials. On the day of vaccination, babies are given doses of aluminium that are the equivalent of up to a thousand times the maximum advised daily safety levels.


The addition of new vaccines to the immunisation schedule is increasing the quantity of aluminium given to babies and young children.


This potential for harm can be reduced by minimising the aluminium load given to your baby wherever possible.


Another way of lessening the amount of aluminium your baby receives at any one time is by spreading out the vaccines. By giving no more than one aluminium-containing vaccine on any one day, the amount of aluminium your baby receives at any one time will be reduced.


None of the MMR, MR the single measles vaccines, or the Hib-Meningitis C booster (Menitorix) contains aluminium. Aluminium-free single polio and Hib and Men ACWY vaccines are available privately.


 


Vaccination Age


The UK schedule of vaccinating at two, three and four months is one of the earliest and most compact of anywhere in the world. This is in an attempt to get babies protected at the earliest possible age, when the risks of the illnesses are greatest. But it also comes with the risk of greater side-effects, and many parents and doctors are concerned that we may be giving too many vaccines at too early an age. Research also suggests that the immune system may be in a particularly delicate stage of development at two months, and therefore especially susceptible to damaging immune effects from vaccines. If so this supports the argument for starting vaccinations a little later.


But there are alternative options, and I suggest two below. The current UK schedule is not written in tablets of stone; the timing of the vaccines hasn’t always been the same as it is now, and varies from country to country around the world. If parents wish to give their baby all, or most of, the vaccines, but not so quickly, the 6-in-1 vaccine could be separated from the other vaccines, at intervals of three to four weeks. That means the baby will not have received all the vaccinations until eight months of age, and thus remain ‘unprotected’ for longer, but with the possible, if unproven, benefit of spreading the vaccine–and aluminium–load. The vaccines could be further spread out by separating out the components of the 6-in-1 vaccine, but this can only be done privately. Any decision – whether to give a vaccine, delay vaccination or not to vaccinate – involves taking a risk. There is, sadly, no risk-free option. The risks of the individual diseases are reasonably well known. The risks of vaccination are far less certain, especially for uncommon or long-term side-effects.


 


Availability


The choice of vaccines is also limited by what is currently available. At two, three and four months, babies are given a 6-in-1 vaccine; a few private providers offer these vaccines separately, but there is no alternative on the National Health Service. The separate components of the MMR are not available separately on the NHS and only available to a limited degree privately.


 


Two alternative vaccination schedules to the NHS


Two alternative immunisation programmes are listed below for those parents who have concerns about the NHS schedule and who wish to spread out the vaccines given to their child. The first uses vaccines readily available on the NHS. This necessitates the use of the 6-in-1 and MMR vaccines, but ensures that only one vaccine is given at any one time. The second uses smaller combination vaccines, some of which are only available privately. Both these schedules are only examples and immunisation plans can be personalized for each individual child. Bear in mind that every country has its own schedule giving different vaccines at different times – there is no gold standard!


Ultimately, parents may wish to formulate a personalised immunisation schedule for their child, taking into account the child’s health and any illnesses in the family.


 


An alternative schedule I


This alternative schedule uses only those vaccines readily available on the NHS, but spreads out the vaccine load. This also reduces the amount of aluminium given to your baby at any one time. You can request this schedule from your GP. I have omitted the rotavirus vaccine as I consider this unnecessary and also the HPV because of safety concerns and questionable necessity.









Schedule of vaccines available on the NHS (UK)


 


12  weeks  DTaP –IPV-Hib-Hep B (6-in-1)


15  weeks  PCV (Prevenar 13)


18  weeks  meningitis B (Bexsero)


21  weeks  DTaP –IPV-Hib-Hep B (6-in-1)


24  weeks  PCV (Prevenar 13)


27  weeks  meningitis B (Bexsero)


8    months     DTaP –IPV-Hib-Hep B (6-in-1)


12  months     Hib-Men C (Menitorix)


13  months     PCV (Prevenar 13)


14  months     meningitis B (Bexsero)


15  months     MMR


4    years   DTaP-IPV


5    years   MMR


12 years    Men ACWY


15  years   dT-IPV


 


An alternative schedule II (BabyJabs)


The following schedule is one way in which to give most of the vaccines recommended in the UK, but spreading out the load – and giving aluminium-free vaccines where possible. Not all of these vaccines are available on the NHS, though they are available privately. I have omitted the following vaccines that I do not believe are essential: rotavirus, hepatitis B, mumps, rubella (in boys).


 


Schedule, including some vaccines that are only available privately


 


3   months  DTaP (3-in-1)


4   months  Hib-Men C (2-in-1)


5   months  PCV


6   months  Men B


7   months  DTaP


8   months  Hib-Men C


9   months  PCV


10 months  Men B


11 months  DTaP


13 months  Hib-Men C


14 months  PCV


15 months  measles


18 months  polio (IPV)


20 months  polio (IPV)


22 months  Men B booster


24 months  polio (IPV)


2   years     measles (only if negative blood test after first dose)


4   years     dT-IPV (3-in-1)


12 years     Men ACWY


14 years     rubella-containing vaccine if not immune after blood test (only girls)


15 years     dT-IPV (3-in-1)


 


These two schedules are suggested alternatives for those parents who do not wish to follow the NHS schedule. They are not proscriptive, but merely examples and there are many alternatives. I believe that parents should be able – with appropriate medical advice – to choose a schedule that best suits their child’s needs. For example, children with asthma in the family may benefit from delaying the start of immunisation until 5 months.


More information on the vaccines listed above – and other available vaccines – is available at www.babyjabs.co.uk


 


D= diphtheria


d = low dose diphtheria


HepB    =hepatitis B


Hib  = Haemophilus influenzae type b


IPV  = inactivated polio vaccine


MenB    = meningitis B


MenC    =meningitis


MMR    = measles, mumps, rubella


P = whooping cough


PCV = pneumococcal vaccine


T= tetanus









1 Autism and Vaccination


 


Autism, Allergy and Auto-immune Diseases


 


 


 


After the first edition of this book was published, a landmark judgement in the USA changed the debate over a link between vaccines and autism forever. Hannah Poling is the daughter of John S Poling, a doctor from Georgia, and his wife Terry. Both support vaccinations; Dr Poling sees some of the complications of vaccine preventable diseases in his work as a neurologist. Hannah was born a healthy baby girl, and was developing normally. On July 19, 2000, at 19 months of age, she received 9 vaccines in 5 injections. Within 48 hours, she developed a fever, became irritable and cried inconsolably. She refused to walk and, instead, crawled up and down stairs. Over the next three months, Hannah developed classic symptoms of autism: she avoided eye contact with her parents, and lost all language. Four months after her vaccinations she was formally diagnosed with autism.1


Hannah Poling’s story created a great deal of publicity and debate in the USA. Remarkably, there was a blanket of silence in the UK, where there has been no official acknowledgement of her case, and most remain ignorant of the landmark ruling that vaccines caused Hannah to develop autism.


Though uncommon, Hannah’s story is not unique; other children have developed similar problems after receiving vaccines. What makes Hannah’s case remarkable is that US Department of Health doctors conceded, in November 2007, that Hannah’s autism had been triggered by the vaccines she received. Until that moment, all government doctors, from the US and the UK, had insisted that vaccines do not trigger autism. The admission that they did – in Hannah – was an about turn of immense significance.


Further tests revealed that Hannah had an abnormality called ‘mitochondrial dysfunction’ (MD). Mitochondria are the powerhouses found inside most cells, and produce most of the body’s energy; they are essential for normal function, which is particularly important for parts of the body that require a lot of energy, like the brain or muscles. The government doctors felt that the vaccines aggravated Hannah’s MD, and that this resulted in her developing autism. Doctors responsible for vaccination were keen to prevent another vaccine scare – Hannah’s story was getting a lot of publicity in the USA – and quickly pointed out that Hannah was a special case, because her condition was rare, and that parents of normal children – without MD – should not worry that their children might also develop autism after receiving multiple vaccines. Subsequent research suggests that this was false reassurance.


It is true that MD was thought to be a rare disorder. However, a study in the UK found that 0.54% (over 1 in 200) children are born with mitochondrial abnormalities – in the form of pathogenic mitochondrial DNA mutations – which may cause some degree of mitochondrial dysfunction or even outright disease.2 Further research has found that autistic children are much more likely to have MD than other children, with over 4% (1 in 25) of autistic children having the disorder.3 Researchers believe that MD may be a cause of autism in some children.4 Autistic children with MD are more likely than other autistic children to have accompanying medical problems, such as stomach or bowel problems and fatigue; they are also more likely to regress, or lose previously acquired skills. These same problems are often present in children who have developed autism following vaccination.5


So we now know that MD is not so rare after all: over 3,000 children are born in the UK every year with mitochondrial abnormalities, and some of these children are likely to be at risk of autistic regression following immunisation. The problem is that there is no simple screening test to check for MD, and no way of knowing if a child is at risk. Hannah Poling, remember, was developing completely normally before she received her vaccinations at 19 months.


Dr Poling called for reform of the vaccine schedule, and urged public health doctors to ‘heed the writing on the wall (scribbled by my 9-year old daughter).’ Sadly his pleas have been ignored as more and more vaccines are added to children’s immunisation schedules around the world.


Any number of things in the vaccines could have triggered Hannah’s autism. It may have been the mercury present in three of the vaccines that Hannah received; it might have been the four live vaccines – including the MMR; or it may have been the total number – 9 vaccines in one hit; or simply a combination of all of these factors.


 


A number of constituents of vaccines have been postulated as causing autism.6 These include:


- DTP vaccine (Using the whole cell pertussis component)


- Mercury (thiomersal) in vaccines


- MMR


- Giving vaccines at two months of age (when the immune system is in a sensitive stage of development)


- Live measles vaccine


- Human DNA in vaccines


 


In May 2012 an Italian court made the landmark ruling that a child’s autism was caused by the triple MMR vaccine. The court, on the advice of independent doctors, ruled that nine year old Valentino’s autism had been caused by the MMR vaccine he received in 2004. Valentino’s case is the first in which the authorities have acknowledged that the triple vaccine had caused autism.


Whilst much of the medical profession stubbornly refuses to accept any possibly link between vaccines and autism, a survey found that nearly half (49%) of parents with an autistic child believed that vaccines had contributed (32%) or possibly contributed (17%) to their child’s autism. These parents cannot be accused of being poorly informed as those who were better educated were more likely to believe that vaccines caused their child’s autism.7


Pregnant women are routinely advised to have a flu vaccine during pregnancy. However, recent research has found that children born to mothers given the flu vaccine in pregnancy may be at increased risk of developing autism. In particular, children born to mothers who received a flu jab in the first trimester (first three months) of pregnancy may have a 20% increased risk of developing autism.52


There has been much discussion over whether the number of children with autism is really increasing or whether it is simply that more children are being diagnosed. Researchers in Denmark attempted to answer this and concluded that most (60%) of the increase in autism was due to a combination of a change in the way autism is diagnosed and more parents seeking a diagnosis, but that a significant proportion (40%) was due to a real increase.8


Autism is, at least in some children, an auto-immune disorder – a disease where the body’s immune system attacks its own cells.9 10 Autism is one of several immune system disorders, such as diabetes and asthma, that have been linked to vaccines.


Vaccines are designed to stimulate the immune system. That is how they work. So it wouldn’t be a complete surprise to think that vaccines can cause immune system related disorders. Indeed, it’s widely accepted that vaccines do cause auto-immune disorders in some people; the debate is over how common – or rare – this is. The numbers of children with immune-related disorders have rocketed over the last 20 years. These include allergic diseases – such as asthma and eczema – as well as auto-immune disorders, the most common of which is diabetes. Immune disorders often occur together in the same person or family; for example, family members of autistic children are more likely to suffer from asthma, allergies and other auto-immune disorders.11 Asthma and eczema are increasing worldwide, especially in younger children.12 The number of people with diabetes is also increasing in nearly every country in the world, including the UK.13 The fastest growing age group is children, especially those under five years of age.14


 


So what’s happening to cause this?


The most popular theory over recent years is that coming across plenty of bugs in early childhood, and hence getting infections, helps prevent allergic diseases such as asthma and eczema. The reasoning is, in simple terms, that the immune system can, at a very early age, develop in two different ways. The first (‘type 1’) response is most effective at fighting infections and is stimulated by contact with certain different bugs. The second (‘type 2’) response is more likely to stimulate allergies and immune disorders. Babies are born with immune systems geared towards ‘type 2’ (allergic) behaviour but this then shifts towards the preferable ‘type 1’ behaviour as a result of coming into contact with various infections.15


The theory is rather more complicated, as it seems some infections stimulate the immune system more effectively than others. However, certain circumstances in childhood help prevent, or promote, allergic diseases.


Here are some factors that appear to make allergy and asthma less likely to occur:


 


- Having older brothers and sisters or going to day-care centres at an early age (both of which result in increased contact with infections)


- Living with animals


- Having measles as a child


- Getting repeated colds16


- Frequent gut infections17


- Catching chickenpox – possibly


 


In the same way, there are also factors that appear to make allergy and asthma more likely, including:


 


- Living in a small family


- Living in overly ‘hygienic’ conditions


- Having antibiotics early in life18


 


The chickenpox vaccine is compulsory in the USA but is not, as I write the 4th edition of this book, part of the UK immunisation schedule. One reason is that chickenpox is usually a mild and harmless illness in children. One might think that chickenpox, with its widespread blistering rash that can sometimes scar, would make a child’s eczema worse. Fascinatingly, children who have had chickenpox are much less likely to suffer from eczema, and extremely unlikely to suffer from severe eczema, compared to children who have never had chickenpox.51 The widespread use of the chickenpox vaccine in the USA may have contributed to the increase in childhood eczema in that country. Contracting chickenpox also appears to protect against the development of asthma.19


 


The role of vaccinations


One of the problems is that most vaccinations stimulate the immune system in an allergic (‘type 2’) direction, both directly, and via additives in the vaccines such as aluminium.20 The important question is whether this translates into real disease.


Numerous studies have been done looking at possible associations between vaccinations and allergic diseases and, confusingly, have come to widely differing conclusions.


There’s a lot of evidence that vaccinations in general increase the risk of asthma and eczema, though it is often difficult to identify the specific effects of individual vaccines.21,22,23,24 It has even been suggested that the DTP vaccination caused half of all asthma in children in the USA.25 Hib and hepatitis B vaccines have been associated with an 18% and 20% increased risk of asthma respectively.26 The MMR vaccine has been associated with an increased risk of developing eczema.27


The authors of one large review expressed concern that vaccines are ‘possibly not contributing to optimal stimulation of the immune system in infancy;’ they are, in other words, having a detrimental effect on the development of the baby’s immune system. Despite this concern, the review concluded that vaccines do not cause allergic disease; this conclusion was criticised on the grounds that inadequate studies had been performed to exonerate vaccines.28.29.30


A long-term study followed up over 8,000 children from Tasmania who were all born in 1961, when the only vaccines offered were against diphtheria, tetanus, pertussis, polio and smallpox. The study found all the vaccines, except smallpox, were associated with a 50% increase in eczema and food allergy by age seven. Despite this large and significant increase, the authors concluded, in typical fashion, that ‘the fear of their child developing atopic disease [a group of disorders including eczema and asthma] should not deter parents from immunizing their children, especially when weighed against the benefits’.31


 


Different ways to interpret the same research


Most people believe that scientific research is likely to provide clear unequivocal answers. Sadly, in the case of medical research, this is rarely the case. Studying people and diseases is fraught with difficulties; though researchers do try to make allowance for these, all research is inevitably imperfect.


The problem of how to interpret scientific research is exemplified by a study published in 2004 that looked at the medical records of children living in the West Midlands between 1988-1999. The records were searched for information on vaccination, asthma and eczema. The study found that children who’d received the triple DTP vaccination as babies were 14 times more likely to have asthma, and nine times more likely to have eczema, than children who had not been given the vaccine. Children who had received the MMR vaccine were more than three times as likely to develop asthma, and more than four times as likely to develop eczema, than children not given the vaccine. These appear powerful figures-on the face of it. However, they did not stop the researchers from concluding, ‘Our data suggest that currently recommended routine vaccinations are not a risk factor for asthma or eczema.’


How did they come to this conclusion, which appears to fly in the face of their own results? By looking at how often the children went to see their GP. The increased risk of developing asthma and eczema was greatest in children who had visited their GP fewer than four times in the previous six months – something that is not particularly unusual. The authors argued that these children would be less likely to be vaccinated, and also less likely to have been diagnosed by their GP with asthma or eczema. That could be so, but it may also be that children who visit the doctor less, who may have fewer risk factors for asthma or eczema, may be most vulnerable to the effects of vaccination. In any event, those children who visited their doctor between four and six times over the previous six months – frequently enough, one would have thought, to make a diagnosis of asthma or eczema – were still four times more likely to suffer from asthma if they had received a DTP vaccination.32


Clearly this one study doesn’t, and cannot, prove anything. What is, however, extraordinary, is that, despite finding that vaccinated babies were so much more likely to develop asthma than unvaccinated babies, its authors concluded that vaccinations aren’t a risk factor for asthma. An equally, and possibly more, plausible explanation is that vaccination does cause an increase in asthma in certain children.33


Another Australian study found that ‘full immunisation (MMR, OPV and DTP) or influenza vaccination was associated with a significantly increased risk for asthma.’ Fully vaccinated children had a 52% increased risk compared to those who had never been immunised. However, the final sentence of the paper reads, ‘None the less, we can conclude that it is unlikely early childhood vaccination significantly increases the risk of atopy [a group of allergic disorders including eczema] or asthma in childhood.’34


It’s not uncommon to read scientific papers in which the authors reach conclusions that are, at best, challengeable and, at worse, a contradiction of their own findings.


 


Delaying immunisation


While the link between vaccines and immune disease remains unproven, though probable, it seems that delaying – but not omitting – the baby vaccines may reduce allergic disease. The only two studies that have looked at this have found large reductions in the risk of developing allergic disease by delaying vaccinations. The first showed that delaying starting vaccinating until 5 months of age reduced the chances of asthma developing by over half (57%); the second study found that delaying completing the primary course of vaccines until after 12 months, or delaying the MMR until after 2 years, reduced the chances of developing hay fever by nearly half (40%).35,36 This research suggests that the timing of the vaccines may be more important than whether or not a child actually receives the vaccines. There is, however, a down-side to delaying immunisation, and that is that many of the diseases are more likely to be serious in a young baby; parents will have to weigh up the potential risks and benefits for their child.


 


Diabetes and other auto-immune disorders


Most of the studies done on vaccinations and diabetes conclude that childhood vaccinations do not increase the risk of diabetes.37.38.39 But the research has been poor and one influential group felt that the trials done were inadequate ‘to shed light on the possible link between onset of IDDM [diabetes] and vaccination.’40 However, other researchers have found a link between vaccines and diabetes, particularly in children with a family history of diabetes.41,42 Overall the research on diabetes and vaccines has been poor, and some of the little research that has been done is open to different interpretations.


Guillain-Barré syndrome (GBS) has been associated with the majority of childhood vaccinations and it is generally accepted that there is a small increased risk of GBS after diphtheria, tetanus, polio and measles vaccines.43


Multiple Sclerosis (MS), a serious and progressively disabling condition, has been convincingly associated with the hepatitis B and yellow fever vaccines, at least in adults.44 Though no conclusive link has been shown in children – partly because MS is so rare in childhood – optic neuritis (an inflammation of the optic nerve at the back of the eye causing loss of vision), which is the most common first sign of MS, has been associated with vaccines given in childhood. Most of the children who got optic neuritis went on to develop MS.45


Idiopathic Thrombocytopaenia Purpura (ITP) is a rare auto-immune bleeding disorder. It can be serious though most children make a full recovery within six months. It’s widely accepted, even by the Department of Health, that the MMR vaccine causes ITP; the only debate is how common or rare this is, but it probably occurs in one in 25,000 vaccinations.46,47 It has also been reported in children after receiving the hepatitis B and flu vaccines.48


Acute disseminated encephalomyelitis (ADEM) is a rare serious auto-immune disease affecting children which causes symptoms similar to MS (multiple sclerosis) such as headaches, confusion, visual disturbances, coma and paralysis. It has been reported in children after receiving a variety of vaccines including MMR, DTP, hepatitis B and HPV.50


There have been many case reports of adults and children developing auto-immune disorders including MS, GBS and rheumatoid arthritis following vaccination. This does not prove, but certainly suggests, a causal relationship. Japanese scientists have recently suggested that auto-immune diseases are ‘the inevitable consequence of over-stimulating the immune ‘system’ by repeated [vaccines]’.49 If they are correct then we can only expect the numbers of children suffering from auto-immune diseases to rise as a direct result of receiving an ever-increasing number of vaccines. The relationship between vaccines and immune disorders is likely to remain controversial and unresolved for some time. Whilst most children will be unaffected by immunisation, the evidence is sufficient to suggest that vaccines trigger allergic disorders, such as asthma, in some children. Similarly, vaccines will not cause auto-immune disorders in most children. However, vulnerable children, like Hannah Poling, will be damaged by vaccines. The challenge is to detect these children at risk so that they can be protected; this may be by offering them fewer vaccines or safer immunisation schedules, or possibly by delaying the start of immunisation and spreading out the vaccine load.
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One of the Greatest Scandals in Medicine


 


 


 


The doubt sowed in my mind, in 2000, by the MMR scare was intensified by the concern about mercury that started in the USA around the same time. Mercury is a silver-coloured liquid at room temperature and one of the most toxic substances known to man. It is often found in old-fashioned glass thermometers, blood pressure machines, as fillings in our teeth and, also, though we may not know it, in vaccines. Yet formal safety studies have never been done on humans to this date. It is hard to believe that one of the most toxic elements known to man has been injected into babies for over sixty years without anyone ever ensuring that it was safe to do so. In the USA concern about mercury in vaccines has been bigger news than the MMR scare in Britain.


 


The USA scandal


The type of mercury contained in vaccines is Thiomersal, a preservative. About half of this preservative is made up of ethylmercury, which is harmful to many areas of the body, particularly the brain, nerves, immune system and kidneys. The question of whether the amount in vaccines could be enough to cause any damage to babies has been hotly debated ever since the alarm was raised in the USA.


But the warning signs have been there all along. Thiomersal was first registered in 1929 as an antibacterial and antifungal product by its manufacturer, the drug company Eli Lilly under its trade name, Merthiolate, and it soon became a widely used chemical to prolong the shelf-life of vaccines. As long ago as 1935, there was concern that Thiomersal could be harmful if injected into dogs. Back in 1986 a senior doctor at the UK Department of Health, Dr K Winship, expressed concern about the use of mercury. ‘Multidose vaccines… contain a mercurial preservative, usually 0.01% Thiomersal, and may present problems occasionally in practice. It is, therefore, now accepted that multidose injection preparations are undesirable and that preservatives should not be present in unit-dose preparations.’1 Sadly little attention was paid to his concern by other health officials in Britain.


By 1991, at least one drug company was aware of the concern over mercury in childhood vaccines. An internal memo at Merck (one of the large multinational vaccine manufacturers and one of the largest pharmaceutical companies in the world) from March 1991 noted that regulatory authorities in Scandinavia, the UK, Japan and Switzerland were concerned about mercury in vaccines. The company’s immediate priority was to ensure their mercury-free vaccines would be approved for sale in Sweden, Norway and Denmark. The memo calculated that an average sized Swedish baby might be receiving in vaccines 87 times the maximum advisable oral daily allowance. ‘When viewed in this way,’ it stated, ‘the mercury load appears rather large.’2


Six years later, in 1997, the USA Environmental Protection Agency (EPA) reduced its recommended safe levels for the intake of a closely related chemical, methylmercury, which raised the public awareness of the threat from other forms of mercury. The amount of mercury in a vaccine had hitherto been described as a percentage of the total vaccine. As most vaccines contained about 0.01% mercury, this was generally considered to be such a small amount it must be harmless.


But when the USA Food and Drug Administration (FDA) looked at exactly how much mercury children were getting from their vaccines, they concluded that some USA children’s average exposure to ethylmercury over several months was greater than the maximum food intake of methylmercury advised by the FDA. The actual amount in one vaccine could exceed the recommended daily intake by up to a hundred times.


When Dr Neal Halsey, a past chairman of the Committee on Infectious Diseases and past Director of the Institute for Vaccine Safety, was informed of the quantities involved, he was shocked. ‘My first reaction was simply disbelief, which was the reaction of almost everybody involved in vaccines,’ he said. ‘In most vaccine containers, thimerosal [the name of Thiomersal in the USA] is listed as a mercury derivative, a hundredth of a percent.… no one did the calculation.’3


By 1999, there was growing concern at the FDA. An internal email sent in June 1999 said: ‘Will raise questions about FDA being ‘asleep at the switch’ for decades, by allowing a potentially hazardous compound to remain in many childhood vaccines, and not forcing manufacturers to exclude it from new products.… What took the FDA so long to do the calculations? Why didn’t CDC [Center for Disease Control] and the advisory bodies do these calculations while rapidly expanding the childhood immunisation schedule?’4


Regardless of the answers to those questions, the concerns led to swift action to remove mercury from childhood vaccines in the USA. Vaccine manufacturers were asked in July 1999 to remove it from their vaccines and, within months, approval for the introduction of safer vaccines was agreed. Also in July, the American Academy of Pediatrics called for mercury to be removed from vaccines as soon as possible, despite pressure from WHO to ‘tread lightly’ because of the ‘global ramifications’ of demands for the removal of mercury from vaccines.5


 


Precautions


One might conceivably argue that the health officials in the USA were jumping the gun in 1999, certainly given the advice of the WHO. Since no safety studies have ever been done since the introduction of Thiomersal in 1929, there are, strictly speaking no known human safety levels for ethylmercury, the type of mercury in the preservative.


Mercury, however, is known to be toxic in all its forms, even in extremely small doses and of no benefit to the body. Eating a low level of mercury naturally occurring in some fish as methylmercury – at levels considered ‘safe’ – impairs children’s speech, attention and memory.6 The chemical is known to damage the brain, nervous and immune systems. Mercury poisoning causes symptoms remarkably similar to symptoms of autism. Both cause social withdrawal, lack of eye contact and facial expression, heightened sensitivity to noise and touch and repetitive behaviour.7


There are, furthermore, known cases of food poisoning of children by ethylmercury. The 1980 Journal of Neurology, Neurosurgery & Psychiatry (a sister journal of the British Medical Journal) describes in detail a case in Romania. A family had fed a hog seeds that had been treated with the fungicide ethylmercury (exactly the same type of mercury that is used in vaccines). The hog started to behave unusually, becoming unsteady and falling over. It was slaughtered and some of its meat was eaten by the mother and her three children. Ten days later, her fifteen-year-old boy became unable to walk or talk, and died of mercury poisoning. Her ten-year-old boy developed walking and talking difficulties before entering into a coma. He too died. The forty-eight-year-old mother developed walking difficulties, became agitated, confused and delirious, but went on to make a remarkably good recovery. Her fifteen-year-old daughter developed similar symptoms to her brothers as well as vomiting and drowsiness. She didn’t die, but still had poor vision and difficulty walking when she was discharged. The doctors who treated the family wrote that this type of mercury ‘has a very high toxicity, not only for the brain’, but also the nerves, muscles and heart.8


It is no great surprise that a 2003 report by the USA Congress summed up the problem in clear terms: ‘Mercury is hazardous to humans. Its use in medicinal products is undesirable, unnecessary and should be minimised or eliminated entirely.’ The report continues: ‘Manufacturers of vaccines and Thimerosal have never conducted adequate testing on the safety of Thimerosal.’ The report concludes: ‘No amount of mercury is appropriate in any childhood vaccine.’9 The report’s conclusions were supported by subsequent research finding that newborn baby boys given the mercury-containing hepatitis B vaccine at birth were three times more likely to develop autism than those not given the vaccine.41


 


The British response


Mercury, too, was also finally removed from the majority of vaccines given to children in the UK, in 2004. But not, we are told by the Department of Health, because of any concerns about its safety. The furore in the USA driven by official agencies has not elicited an acknowledgment in Britain.
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