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Informed Choice Washington 
Bernadette Pajer, & Drella Stein, Co-Presidents 
InformedChoiceWA.com 
 
October 19, 2017 
 
Dear WA Board of Health Members: 
 
This comment consists of two parts. Part I addresses overall vaccine safety concerns at the federal 
and state levels. Part II addresses the Criteria for Reviewing Antigens for Potential Inclusion, in 
light of Part I. 
 
Part I 
 
On October 12, 2017 the Informed Consent Action Network (ICAN), with the support of Informed 
Choice Washington (ICWA) and other groups representing more than 5 million Americans, sent a 
notice to the Health and Human Services (HHS) Secretary— 
 
Re:  HHS Vaccine Safety Responsibilities and Notice Pursuant to 42 U.S.C. § 300aa 
 
Please see the PDF of this Notice submitted with this comment. 

 
The 1986 National Childhood Vaccine Injury Act gave full indemnity to vaccine makers and 
providers in exchange for the promise that HHS would ensure vaccine safety was made a priority. 
The ICAN notice requests confirmation that certain obligations regarding vaccine safety required 
under the 1986 Act have been fulfilled or will forthwith be fulfilled: 
 

• Deficiencies in the Pre-Licensure Safety Review of Pediatric Vaccines 
• Post-Licensure Surveillance of Vaccine Adverse Events, 
• Identifying What Injuries Are Caused by Vaccines 
• Identifying Which Children are Susceptible to Vaccine Injury 
• Refusal to Conduct Vaccinated Versus Unvaccinated Study 
• Reducing Conflicts of Interest at HHS. 

 
ICAN has given HHS notice that continued failure to act will result in legal action against HHS – and 
the right to take legal action is written into the law. When the Act was drafted, Congress was afraid 
we would end up exactly where we are today, with safety and informed consent being ignored 
while drug companies profit in the billions. Congress was correct to fear that the safety provisions 
they so carefully crafted would be completely ignored. 
 
Much of Washington State law regarding vaccination is built upon the premise that safety is being 
properly addressed at the federal level. 
 

RCW 28A.210.060 Immunization program—Purpose. 
In enacting RCW 28A.210.060 through 28A.210.170, it is the judgment of the legislature that 

it is necessary to protect the health of the public and individuals by providing a means for the 
eventual achievement of full immunization of school-age children against certain vaccine-
preventable diseases. 

 

http://icandecide.com/about/
http://informedchoicewa.com/wp-content/uploads/2017/10/ICAN-HHS-Notice-print-edited.pdf
http://app.leg.wa.gov/RCW/default.aspx?cite=28A.210.060
http://app.leg.wa.gov/RCW/default.aspx?cite=28A.210.170
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The above RCW assumes immunizations recommended for school-age children are proven safe and 
effective. But HHS’s failure directly impacts the integrity of all state laws regarding vaccination, 
including daycare and school requirements, which are based heavily on ACIP recommendations. 
ACIP recommendations are not based on the science that is required by law to ensure safety.  That 
science is lacking not only for childhood recommendations, but it is lacking for general and specific 
situations they recommend. For example, a close reading of Best Practices Guidance of the Advisory 
Committee on Immunization Practices (ACIP) and the cited references reveals that safety has not 
been established in these (and more) ACIP recommended situations: 
                                                                                                                                                                                                                                                                                                       

• ER and hospitalization settings 
• In the presence of mild acute illness with or without fever 
• In the presence of current or recent antimicrobial use 
• Preterm birth 
• Day of birth 
• Convalescent phase of illness 
• Pregnancy 
• Breastfeeding 
• Family history of vaccine adverse event 
• Family history of autoimmune disorders 

 
Both Congress and the Supreme Court have ruled vaccines to be unavoidably unsafe. As noted by 
the FDA, the full impact of a vaccine or concurrently administered vaccines on individuals or at the 
population level are not known until after they are being used by the general public. Safety and 
effectiveness assessment is, or should be, perpetually ongoing. 
 

“Post-marketing surveillance is a necessary component of vaccine safety monitoring” and “because 
vaccine pre-clinical trials are relatively small and controlled, previously unstudied components of a 
patient’s social or medical history may be risk factors which could impact the outcome of vaccination 
and contribute to the development of adverse events.” 

 
When clinical trials are done by those who will benefit from liability-free profit, when true saline 
placebos are not used, when after-market reporting is voluntary, passive, and suffers from extreme 
under-reporting, when HHS fails to honor its legal duty to perform the needed studies, and when 
ACIP makes recommendations based on protection of the schedule rather than protection of the 
child, then state RCWs calling for the immunization of all schoolchildren is fraught with danger. 
                                                                                                                                                                                                                                                                                                                              
In keeping with the federal HHS notice and in order to protect the citizens of Washington, we at 
ICWA have been reading state law and finding sections of the RCWs that create conflicts of interest, 
and/or that the state has failed to apply regarding vaccination. The explicit responsibility of DOH in 
this area is limited to increasing vaccination rates. However,  all state agencies that collect health-
related data are directed to allow the secretary access to such data so that he can identify high-
priority health issues that require study or evaluation, such as the evaluation of outcomes of 
interventions to assess their benefit, the evaluation of specific population groups to identify needed 
changes, and the evaluation of the risks and benefits of various incentives aimed at individuals and 
providers for preventing illnesses. (RCW 43.70.050) 
 
Vaccine policy cannot be exempt from the above criteria. 
This failure to carefully monitor and address safety issues at the federal and state level has been 

https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/contraindications.html#ref-12
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/contraindications.html#ref-12
https://www.nap.edu/read/12796/chapter/12
https://www.supremecourt.gov/opinions/10pdf/09-152.pdf


 3 

allowed because of the regulatory vacuum created by the 1986 Act, amendments, and subsequent 
legislation and court decisions. As Justices Sotomayor and Ginsberg wrote in their dissent to the 
2011 BRUESEWITZ et al v WYETH decision: 
 

“Its decision leaves a regulatory vacuum in which no one ensures that vaccine manufacturers 
adequately take account of scientific and technological advancements when designing or 
distributing their products.” 

 
Drug companies have no liability for injury or death if the vaccine is on the pediatric schedule or if 
administered to pregnant women and their unborn babies (pregnant women and the unborn were 
added with the 21st Centuries Cures Act, which was a gift to drug companies from Congress—
vaccine makers have several high-profit vaccines in development aimed at pregnant women—with 
liability removed, potential profits are even higher. The Act also made it legal to market drugs off-
label, and to withhold informed consent in clinical trials if the risk is deemed minimal. If this doesn’t 
appall you, it should.) The 1986 Act only requires doctors to provide inadequate single-page VIS 
sheets. In this regulatory vacuum, nobody is taking responsibility for ensuring parents are given all 
that is needed to make fully informed decisions. But that does not mean responsibility does not 
exist. The state is responsible for consequences of the programs it implements. 
 
The Secretary of Health can no longer ignore the costs and consequences of the one-size-fits-all 
promotion of vaccines. The Secretary of health cannot ignore consequences of forming public-
private-nonprofit partnerships that have turned the state immunization program into a marketing 
arm for drug companies.  
 

                                               
What is missing from the above downloadable PDFs from DOH? What is misleading? Potentially 

http://here.doh.wa.gov/materials/whooping-cough-is-serious/15_BabyDTaP_E16L.pdf
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dangerous? 
• Asymptomatic/low symptom carriage and transmission by the fully vaccinated 
• Newborns are catching pertussis from fully vaccinated siblings 
• The majority of pertussis cases are occurring in fully vaccinated children who have had 3, 4, 

or 5 doses of vaccine 
• The FDA has not licensed ANY vaccine for use during pregnancy for protection of the infant 

because the safety studies have not yet been done. 
• Any woman being vaccinated during pregnancy is unwittingly taking part in an experiment 
• See the Pertussis and Vaccination During Pregnancy pages at ICWA for links to studies. 

 
Much of the informational material provided to the public and medical community on the DOH 
website presents incomplete information that is contributing to the lack of fully informed medical 
consent in the state. This marketing of for-profit-liability-free products by state health departments 
reveals the powerful stranglehold the pharmaceutical companies have on the elected officials and 
laws of the United States of America. 
 
Whenever the subject of vaccine risk or reform is mentioned, a fear rises that the acknowledgement 
of such will decrease vaccination rates and unleash mass infection upon the population, so we will 
remind you of the paper published in the Journal of Pediatrics in 2000, and written by John 
Hopkins’ and CDC scientists:  
 

“Thus vaccination does not account for the impressive declines in mortality seen in 
the first half of the century…nearly 90% of the decline in infectious disease mortality 
among US children occurred before 1940, when few antibiotics or vaccines were 
available.” 

 
Vaccination policy must be reformed in order to address individual risk factors and the limitations, 
flaws, and general risks of each vaccine, and such reform must include diversification of public 
health policies so that vaccines can take their proper role in the prevention of infection. Other 
common sense measures, such as rapid detection, notification, isolation, and proper nutrition can 
be more thoroughly utilized. 
 
ICWA very much wants to work cooperatively with the BOH, the DOH, and all those in Public Health 
in order to establish Washington State as a leader in vaccine safety, informed consent, and 
improved public health. 
 
Part II 
 
ICWA appreciates the opportunity to comment on changes to Criteria for Reviewing Antigens for 
Potential Inclusion, especially at this critical moment. ICWA board members attended the Criteria 
meeting. We fully support several changes, and feel other areas require further consideration. Our 
comments are shown in Green. 
 

 

 

 

 

 

http://informedchoicewa.com/pertussis-whooping-cough/
http://informedchoicewa.com/vaccination-during-pregnancy/
http://vaccinesafetycommission.org/pdfs/45-2000-Pediatrics-Vital-Statistics.pdf


 5 

 

 

 

 

Immunization Advisory Committee: 

 
Criteria for Reviewing Antigens for Potential Inclusion 

in WAC 246-105-030 100-166 
 
 

 

Adopted June 14, 2006 Updated November 
8, 2017 

 
 
 
 
 
 

Washington State Board of Health 
PO Box 47990 

Olympia, WA 98504-7990 
Phone: 360-236-4110 

Fax: 360-236-4088 
Email: wsboh@doh.wa.gov 

Web: www.sboh@doh.wa.gov 

mailto:wsboh@doh.wa.gov
http://www.sboh@doh.wa.gov/


IMMUNIZATION ADVISORY COMMITTEE: 
CRITERIA FOR REVIEWING ANTIGENS FOR POTENTIAL INCLUSION IN WAC 246-100-166-105-030 

WASHINGTON STATE BOARD OF HEALTH 
ADOPTED JUNE 14, 2006 UPDATED NOVEMBER 8, 2017 

 

 

 

PURPOSE: The Washington State Board of Health (SBOH) established the 
Immunization Advisory Committee (IAC) in December 2005 to 
recommend criteria that a Technical Advisory Group (TAG) could use 
to evaluate which antigens (or diseases) to include in WAC 246-100-
166 (Immunization of child care and school children against certain 

vaccine preventable diseases).1 
RATIONALE: Many new vaccines for children and young adults are expected to be 

available over the next few years. A number of these vaccines will end 
up on the Advisory Committee on Immunization Practices (ACIP) 
Recommended Childhood and Adolescent Immunization Schedule. The 
board will face complex decisions about which vaccines to include in the 
child care/school immunization rule (WAC 246-100-166). Factors other 
than those considered by the ACIP will need to be considered to 
address the unique needs of our state. The Board believes that 
approaching this decision using rational criteria is the best method for 
protecting children and the community at large while balancing the 
interests of parents and families. 

 

WHO: Immunization stakeholders from the fields of public health, school 
health, medicine, child advocacy, and medical ethics as well as 
consumers (parents) used consensus to identify the best criteria for 
determining which vaccines to include. 

 

RESULTS: The IAC met three times to develop the recommendations described 
in this report. In addition, between the second and third meeting of the 
IAC a TAG further refined the criteria and tested them against the 
pertussis antigen. The TAG comprised representatives from the fields 
of public health, primary care, epidemiology, and medical ethics. The 
IAC reviewed and further refined the 
 TAG’s work at its final meeting in March 2006. These criteria were 
presented to the SBOH at the April 12, 2006 meeting. The board 
adopted the report as an interim report and asked that the TAG be re-
convened to further refine the criteria and to test them against three 
antigens (pertussis, tetanus, and diphtheria). The TAG met on May 17, 
2006. The results of the TAG deliberations were presented to and 
adopted by the board on June 14, 2006. 

 

The Washington State Board of Health (Board) has authority under RCW 28A.210.140 
to adopt rules establishing the immunization requirements for child care or school entry. 
WAC 246-105- 030 outlines the antigens that children must be protected against for 

child care or school entry.2 The Board faces complex decisions about which antigens to 
include in the rules. As new vaccines are developed, some may be added to the 
Advisory Committee on Immunization Practices (ACIP) Recommended Childhood and 
Adolescent Immunization Schedule. In addition, antigens not already required for school 
and child care may be reviewed for potential inclusion in the immunization rule. The 
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Board considers factors other than those considered by the ACIP to address the unique 
needs of our state. The Board believes that approaching these decisions using Board 
developed rationale and criteria is the best method for protecting children and the 
community at large while balancing the interests of parents and families in Washington 
State. 

 

1 Antigen means a substance, foreign to the body, that stimulates the production 

of antibodies by the immune system. Antigens include foreign proteins, bacteria, 

viruses, pollen and other materials. 

 
2 Antigen means a substance, foreign to the body, that stimulates the production 

of antibodies by the immune system. Antigens include foreign proteins, bacteria, 

viruses, pollen and other materials. 

In order to develop (and revise as needed) the criteria to guide this decision-making, 
the Board has engaged immunization stakeholders from public health, schools, child 
cares, medicine, epidemiology, child advocacy, and medical ethics as well as 
consumers (parents). The Board established the Immunization Advisory Committee 
(IAC) in December 2005 to recommend criteria that a Technical Advisory Group (TAG) 
could use to evaluate which antigens to include in WAC 246-105-030 (Immunization of 
child care and school children against certain vaccine preventable diseases). The 
original IAC met three times to develop the criteria and recommendations described in 
this report. In addition, between the second and third meeting of the IAC a TAG further 
refined the criteria and tested them against the pertussis antigen. The 
 IAC reviewed and further refined the TAG’s work at its final meeting in March 2006. 
These criteria were presented to the Board at the April 12, 2006 meeting. The Board 
adopted the report as an interim report and asked that the TAG further refine the criteria 
and test them against three antigens (pertussis, tetanus, and diphtheria). The TAG met 
on May 17, 2006. The results of the TAG deliberations were presented to and adopted 
by the Board on June 14, 2006. On July 11, 2017 the Board and Department of Health 
(Department) convened a separate TAG to evaluate the criteria and make 
recommendations to the Board regarding what updates should be made to the criteria. 
Board and Department staff presented the TAGs recommendations to the Board on 
November 9, 2017. The Board [TBD-this will outline the Board’s action at its November 
2017 Board meeting]. 

 
The history of the testing of the original Criteria is very important to consider now. In 
2006, pertussis passed the test, but new science has emerged since then showing that 
the currently available pertussis containing vaccines can only prevent or mitigate disease 
symptoms—they are incapable of preventing infection, colonization, and transmission. 
They are for personal protection only. They cannot protect public spaces, and because 
the vaccinated can be unwitting carriers, pertussis vaccination actually decreases safety. 
Please see the ICWA pertussis page for links to studies on effectiveness and risks. 

 

Framework for Establishing the Criteria 
John Stuart Mill in On Liberty wrote, “The only purpose for which power can 

http://informedchoicewa.com/pertussis-whooping-cough/
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rightfully be exercised over any member of a civilized community, against his will, is 
to prevent harm to others. His own good, either physical or moral, is not a sufficient 
warrant.” This thesis has become known as the harm principle. The IAC endorsed 
the harm principle and interpreted it to mean that vaccine requirements for children 
entering child care and/or school are justifiable when without them: 

• An individual’s decision could place others’ health in jeopardy; 
 

If the harm principle based on Mill’s quote provides the framework, then IPV, DTaP, 
HepB, and Hib vaccines would be automatically rendered ineligible for the 
childcare/school-required list, because they cannot prevent transmission of disease -- 
either because they are not designed to prevent the transmission of infection (they aim to 
prevent or mitigate disease symptoms), or because they are for non-communicable 
diseases. In the case of the chicken pox vaccine and the MMR (the only vaccines for 
which vaccine-induced herd immunity can even be debated), please refer to Gregory 
Poland’s quote from his article, “Failure to Reach the Goal of Measles Elimination: 
Apparent Paradox of Measles Infections in Immunized Persons.” Arch Intern 
Med 154:1815-1820: “The apparent paradox is that as measles immunization rates rise to 
high levels in a population, measles becomes a disease of immunized persons.”  Waning 
vaccine-induced immunity and the fraction of the population called “low vaccine 
responders” are driving the “measles paradox.”  For example, in studies of measles 
outbreaks in Quebec, Canada, and China, outbreaks of measles still happen, even 
when vaccination compliance is in the highest bracket (95-97% or even 99%).  In the 
case of measles, an individual’s personal or medical decision to opt out of the vaccine 
cannot meet the burden of proof that it could place others’ health in jeopardy.  That 
responsibility lies with a vaccine that has not performed up to the expectations set for it.  
In the case of the chicken pox vaccine, it was placed on the schedule to minimize 
earnings lost when parents needed to stay home from work to take care of a sick child, 
not because chicken pox presented a danger to school children. 
 
The law states: 

“ . . . it is the judgment of the legislature that it is necessary to protect the health of the 
public and individuals by providing a means for the eventual achievement of full 
immunization of school-age children against certain vaccine-preventable diseases.” 

 
The law explicitly states it was the “judgment” – in other words “opinion” of those in office 

at the time the law was written (1979) that full immunization of school children against 
certain VPDs was necessary to protect public and individual health. 

 
“Providing a means” is not meant in the literal sense. Before school requirements, parents 

had the “means” to vaccinate their children through their health care provider, as they 
do now. “Providing a means” in this context denotes at best “persuasion” and at worst 
“coercion”. Requiring vaccination for child care and school attendance is the state’s 
way of pushing parents to vaccinate. 

 
There are major problems with this law. 
 
“Immunizations” are written into the law as if they are as safe and effective and necessary 

for the prevention of disease and disease transmission as clean drinking water and 
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flushable toilets, and as if all children and society would benefit from being fully 
immunized. 
 
This was not true then, and 38 years later, we have even more data and science to 
show it is not true now. 
 

What has been learned in the past 38 years about the human immune system? 
 

• Our skin, ears, noses and gastrointestinal tract have microbiomes or “body flora” 
that serve as part of the first line of defense against infection. 

• The gut-brain axis. This is probably the most important discovery. 70% of the 
immune system is in the gut, and what impacts the gut, impacts the brain and 
neurological health. While we don’t typically consider the impact vaccines have 
on the gut, we should. Not only is a healthy gut biome necessary for responding 
to a vaccine, it is critical to clearing the introduced antigen and other vaccine 
components. 

• “The discovery of zonulin was made in 2000 at the University of 
Maryland  School of Medicine. Zonulin is a protein that has a kryptonite-like 
effect on TJs by moderating permeability, which can make those formidable tight 
junctions, well, not so tight.” (Marion Institute) 

• The microbiome plays a key role in adverse reactions, as noted by the IOM: 
 

“Both epidemiologic and mechanistic research 
suggest that most individuals who experience 
an adverse reaction to vaccines have a 
preexisting susceptibility. These 
predispositions can exist for a number of 
reasons—genetic variants (in human or 
microbiome DNA), environmental exposures, 
behaviors, intervening illness, or 
developmental stage, to name just a few— all 
of which can interact as suggested graphically 
in Figure 3-1 [left]. Some of these adverse 
reactions are specific to the particular vaccine, 
while others may not be. Some of these 
predispositions may be detectable prior to the 
administration of vaccine; others, at least with 

current technology and practice, are not. Moreover, the occurrence of the 
adverse event is often the first sign of the underlying condition that confers 
susceptibility.”   Adverse Effects of Vaccines: Evidence and Causality 
(2012) Institute of Medicine 

 

• In 2015, it was discovered that the lymphatic system is directly tied to the brain. 
THIS IS HUGE. It has been said that all the medical textbooks will have to be 
rewritten. “A thorough understanding of the lymphatic system is essential 
considering the role it plays in antigen trafficking and all immunological activity.”  

 
“University of Virginia School of Medicine researchers have discovered a 

http://www.marioninstitute.org/zonulin-gluten-glyphosate-and-tight-junctions/
https://news.virginia.edu/illimitable/discovery/theyll-have-rewrite-textbooks
https://www.ncbi.nlm.nih.gov/pubmed/21683103
https://www.ncbi.nlm.nih.gov/pubmed/21683103
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rare and powerful type of immune cell in the meninges around the brain, 
suggesting the cells may play a critical but previously unappreciated role in 
battling Alzheimer’s disease, multiple sclerosis, meningitis and other 
neurological diseases, in addition to supporting our healthy mental 
functioning . . . Further, the researchers suspect the cells may be the missing 
link connecting the brain and the microbiota in our guts . . .” 
 

• Many common environmental exposures, including vaccine components, are 
capable of compromising or breaching the blood-brain barrier and compromising 
all “tight-junction” integrity leading to “leaky brain” and “leaky gut”. 

• Several once-common childhood infections, such as measles, mumps, and 
chicken pox, have been found to have protective benefits against cancer, heart 
disease, and other health issues later in life. 

• Artificial immunization is not as vigorous, long-lasting, or broadly protective as 
had been hoped. As the pre-vaccine era population ages and shrinks, the flaws 
and limitations of artificial immunization are increasingly revealed. 

• Environmental toxin exposure in children over the past 38 years has escalated, 
undermining their immune health and complicating their reaction to vaccinations, 
which have also escalated in number and components. 

• The impact of the injection of entire generations of children with genetically 
altered antigens, human and animal (monkey, dog, insect, etc) cell DNA 
fragments, and more, is not known, nor will it be known if the science is never 
undertaken. Our children are in essence all taking part in massive experiments. 

• Vaccination can impact antigens in much the same way as antibiotics impact 
bacteria. Strain replacement and mutation always occur. 

• Everyone reacts to vaccination differently. One-size vaccines and one-size-
vaccination schedules can and do cause collateral damage and there is no 
reason why this approach should continue when we have the ability to assess 
and prevent much injury. 

 
It is clear that WA state law has not kept pace with the science of the immune system 
as it relates to possible impacts of environmental exposures, including vaccination, on 
health. CDC is telling us that 1 out of 6 kids today has a developmental disorder, and 
autoimmune disorders like allergies and asthma are at epidemic numbers. Cancer and 
reproductive problems are also rising to alarming rates. 
 
Nearly every single vaccine insert states the vaccine “has not been evaluated for 
carcinogenic or mutagenic potential, or potential to impair fertility.” 

 
And what about necessity? 
 
The first time the US claimed necessity for imposing mandatory vaccination for school 
was way back with small pox inoculation, and even then it was hotly contested. The 
public had good reason to contest: a review of the historical documents reveals poor 
quality and inconsistency of product, very low effectiveness (entire towns that chose 
not to be inoculated faired better than fully inoculated towns), soldiers who were 
inoculated several times came down with small pox anyway, and many injuries and 
deaths occurred. The Jacobsen decision happened when almost nothing was known 

http://informedchoicewa.com/what-about-polio-smallpox/
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=1677565
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about the immune system or infection. In the end, less than 2% of the world’s 
population was inoculated—it cannot be said that inoculation rid the world of smallpox. 
Clean water, sanitation, and improved living conditions did that. The smallpox vaccine 
is no longer used but is occasionally discussed in the medical literature. 
 
From the 2003 BMJ article: Bioterrorism and smallpox planning: information and 
voluntary vaccination: 
 
“The smallpox vaccine involves a ‘‘live’’ virus, called vaccinia. Of all vaccines, it has 
one of the highest rates of complications—including death, disability, scarring, and 
minor morbidity. Hence the discontinuation of routine vaccination when eradication was 
accomplished. For every million people vaccinated, 1000 may have serious reactions, 
14 to 52 people will suffer life threatening illnesses and one or two could die, according 
to federal officials.” 
 
Moving forward, the vaccine debate continued. In 2013, a paper on the history of the 
measles vaccines states: 
 

“At the beginning of the 1960s, it was clear that a vaccine against measles would 
soon be available. Although measles was (and remains) a killer disease in the 
developing world, in the United States and Western Europe this was no longer so. 
Many parents and many medical practitioners considered measles an inevitable 
stage of a child’s development.” 

 
This can be said of mumps and chicken pox and others common childhood infections 
which were generally so common and mild in the U.S, they served as the plot devices 
in television sitcoms such Father Knows Best and the Brady Bunch. It is true there 
were some who experienced severe complications and outcomes, but the same can be 
said for all infections for which there are no vaccines. Is it necessary to require every 
child to face the risk of vaccination in order to theoretically prevent those few extreme 
outcomes? When the true risks, both short term and long term, are not known? And 
when most of the vaccines now recommended cannot prevent colonization and 
transmission? When fully vaccinated populations are now coming down with and 
spreading infections? 
 
Are there other means by which those susceptible to severe infection complications 
can be protected? Better enforcement of regulations already in place that require sick 
children and adults to stay home when infectious? Modern testing technologies that 
can rapidly detect those who are infectious? Addressing the environmental exposures, 
from poor diet to chemical toxins, that compromise our ability to fight infection? 
 
With all that is now known about the human immune system, the limitation of vaccines, 
and the risks of vaccination, as well as the vast unknowns, can it be said that 
vaccination is the best public health tool to use against communicable disease? 
Enough so that requiring vaccination for school attendance should be mandated? 
 
It’s time for laws to be revisited. Public health goals must NOT include mandating entire 
categories of pharmaceutical products. Such products are tools that public health can 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1733965/pdf/v030p00558.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1733965/pdf/v030p00558.pdf
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consider recommending when following their mandate to protect public health, but use 
of them, and increasing rates of their use, must not be mandated, and consequences 
of vaccination must be tracked. 

 
Specific Points: 
 
a. All vaccines come with risk of injury or death, so the state is asking for those 
who comply to take a risk for which the state is not responsible. The State is 
asking a child to accept a risk of harm to potentially prevent them from harming 
others. After all, a non-vaccinated healthy child who is not infected with a VPD 
cannot cause harm to others, which is most, if not all, of the school year. 
b. Both vaccinated and non-vaccinated children can be infection vectors and so 
pose harm to others. 
c. A child recently vaccinated with a live virus vaccine may shed or contract the 
infection and be a potential source of harm to others. 
d. A vaccinated child may be infected and not know it because of the reduction in 
symptoms, go to school, and pose harm to others. 
e. A non-vaccinated child is more likely to have full symptoms and be kept home 
from school.  
 
• The state’s economic interests could be threatened by the costs of care for 

vaccine preventable illness, related disability, or death, and by the cost of 
managing vaccine preventable disease outbreaks; 
 

a. Prior to school vaccination requirements, the state was not facing such 
threats. Some children were vaccinated, some were not, and common 
childhood infections were dealt with in stride. The infections for which there 
are now school required vaccines had ceased being a threat to public health 
in the US prior to school requirements. 

b. Please see this Historical Data page for WA mortality data prior to school 
requirements. 
 

• The state’s duty to educate children could be compromised 
 

a. Prior to school vaccination requirements, the state’s duty to educate had not 
been compromised; recent outbreaks of mumps and whooping cough in fully 
vaccinated children reveal that vaccination cannot guarantee VPD free schools. 

b. Since school requirements were put in place, more specifically, since the 1986 
Act led to the steady increase in the number of vaccinations, especially the 
number of adjuvanted vaccinations, rates of autoimmune disorders such as 
allergies and asthma, immune/neurological disorders such as autism, and 
learning disorders such as ADHD have risen to epidemic numbers. 

c. There have been other environmental changes impacting the immune and 
digestive health of our children and leading to these chronic issues, but one 
that they all have in common is the increase in the number of vaccines they are 
getting. The total number of antigens in each vaccine is not the issue; while 
newer vaccines have far less antigen than older ones, and far less than wild 
exposure provides, those antigens are boosted by immune stimulants such as 
aluminum adjuvants, and many are given in one visit, often in combinations 
that have never been tested for safety. In fact, the full current recommended 
CDC schedule has never been tested for safety. 

http://informedchoicewa.com/historical-rate-data/


IMMUNIZATION ADVISORY COMMITTEE: 
CRITERIA FOR REVIEWING ANTIGENS FOR POTENTIAL INCLUSION IN WAC 246-100-166-105-030 

WASHINGTON STATE BOARD OF HEALTH 
ADOPTED JUNE 14, 2006 UPDATED NOVEMBER 8, 2017 

 

 

 
The 2013 IOM Childhood Immunization Schedule and Safety: Stakeholder 
Concerns, Scientific Evidence, and Future Studies, states: 
 
 "Providers are encouraged to explain to parents how each new vaccine is 
extensively tested when it is approved for inclusion in the recommended 
immunization schedule. However, when providers are asked if the entire 
immunization schedule has been tested to determine if it is the best possible 
schedule, meaning that it offers the most benefits and the fewest risks, they 
have very few data on which to base their response." 
 
And: 
 
“Although the committee identified several studies that reviewed the outcomes of 
studies of cumulative immunizations, adjuvants, and preservatives (see Chapter 
5), the committee generally found a paucity of information, scientific or 
otherwise, that addressed the risk of adverse events in association with the 
complete recommended immunization schedule . . . “ 

 
d. In the 1950s and 60’s, schools not were compromised by sick children or by a 

lack of vaccination. Peanut butter sandwiches and little cartons of milk were 
staples. Now, Epi-Pens, prescription meds, and learning aides are staples and 
peanuts are banned. 

e. The HHS and CDC have not carried out a large scale, properly designed fully 
non-vaccinated verses vaccinated studies. How can the State of WA know if 
requiring one-size-fits all vaccination for school attendance is helping or hurting 
the ability to educate children if no such studies have been done?  

• ; or 
 • The state’s obligation to protect the public’s health and safety 

would be compromised. 
 
Without school requirements, many parents would continue to vaccinate their 
children. Beyond voluntary vaccination, the state has other historically-proven safe 
methods of protecting public health. Regulations are already in place that require 
sick children stay home from school until not contagious. Modern testing 
techniques, including Rapid Diagnosis Technology (RDT) can quickly assess those 
who may have been exposed to an infectious disease and contain outbreaks.  

 

Assumptions for Establishing the Criteria 
The IAC made two assumptions while drafting the criteria: (1) asome kind of process 
exists to opt out of immunization requirements by children attending either child care 
centers and or school;  
 
With many groups, including AAP and NACCHO, declaring their intentions to 
eliminate all personal exemptions, there can be no assumption of exemption. The 
Criteria should state that exemption status in the state will be confirmed before any 
antigen is added, and if personal exemptions do not exist, then no antigen meets 
any criteria and all formerly required antigens will be no longer be required. Medical 
liberty as described by the Nuremberg Code must be protected. 
 

http://www.ncbi.nlm.nih.gov/books/NBK206949/
http://www.ncbi.nlm.nih.gov/books/NBK206949/
https://www.naccho.org/uploads/downloadable-resources/11-06-Personal-Belief-Exemptions-2.pdf


IMMUNIZATION ADVISORY COMMITTEE: 
CRITERIA FOR REVIEWING ANTIGENS FOR POTENTIAL INCLUSION IN WAC 246-100-166-105-030 

WASHINGTON STATE BOARD OF HEALTH 
ADOPTED JUNE 14, 2006 UPDATED NOVEMBER 8, 2017 

 

 

and (2) that vaccine(s) containing the antigen are accessible and that cost is not a 
barrier . (uUnder the current system of universal purchasing, this would mean that 
the state purchases and distributes the vaccine.). The Technical Advisory Group that 
convened to provide recommendations on updates to the criteria in 2017 
recommended adding a third assumption:  
 
3) decisions about adding or removing antigens from the rule will be based on 

the best available scientific evidence with the understanding that the science will 
continue to evolve. 

We fully agree with this addition to the Criteria, but locating it under “assumptions” is 
troublesome (especially given Part 1 of this comment). This should not be assumed, 
and we do not believe that was the intent of the committee in making this decision. 
ICWA members were present at the meeting. The discussion arose because a 
member of the public asked if there was a built-in process for revisiting antigens 
already on the schedule to see if current science still supported their requirement. 
This led to a thoughtful discussion by the committee and the above suggested 
language because it was agreed the criteria should include the ability to review 
antigens already on the schedule. 

We feel strongly that the IAC should be allotted the time and resources needed so 
that they (and perhaps others, such as independent reviewers) can assess the best 
available scientific evidence and data for each vaccine on the market for the antigen 
being considered. 

We also suggest the Board form a new committee to examine all the antigens 
currently required, and their corresponding vaccines in light of Part 1 of this 
comment, using all available scientific evidence, and all aspects of a vaccine’s 
“effectiveness” which includes its impact on other aspects of health and medical 
costs (such as the chicken pox vaccination program leading to increased shingles, 
thus shingles vaccines) to remove those vaccines which do not fit the criteria for 
school inclusion. 

We also request that the Board explore the possibility of making available in WA 
State a single measles vaccine so that it can be considered individually as an 
antigen and a choice for parents who wish to vaccinate against measles but not with 
the MMR. Review of a single measles vaccine may not meet the Criteria (as 
mentioned earlier), nevertheless, the choice should be returned to WA citizens. 

 
Process for Reviewing Antigens for Potential Inclusion in WAC 246- 100-166 
105-030 

 

1. The Board reviews the proposed antigen to determine whether the two three 
assumptions listed above have been met;,  

This would be the stage at which the Board would see that any vaccines associated 
with the antigen are reviewed independently using the best available scientific 
evidence. Data should include close scrutiny of clinical trials. 

2. whether there is adequate information specific to Washington State with which to 
evaluate the antigen against the nine criteria below;, and whether there is some 
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likelihood, based on a preliminary review, that the antigen might meet those 
criteria. Generally speaking the Board will wait until thefor two years, after the 
Department of Health has made the vaccine containing the antigen(s) available 
to providers in Washington State. (Under the current system of universal 
purchasing, this would mean that the state has purchased and distributed the 
vaccine for two years.) However, if the Board determines there is a pressing 
public health need or other substantial reason, the Board may elect to forgo this 
waiting period. 

 

3. If the Board determines that these assumptions above preconditions have been 
met, the Board sponsor will establish a TAG to review the antigen against the 
nine criteria below. For antigens that are part of a combination vaccine, each 
antigen will be considered separately against the criteria. 

After such consideration, then the combination vaccine must also be required to be 
considered in regards to safety, risk, limitations, etc. 

The TAG must include representatives from the fields of public health, primary 
care, epidemiology, and medical ethics, and representatives of diverse 
communities in Washington State, 

including representatives of the risk-aware/Medical Freedom/Informed Consent 
community.  

At the discretion of the Bboard sponsor, the TAG can also either a wider IAC or a 
TAG sub-committee can be formed. (Tthis expanded body could also include 
consumers ([parents)] and representatives from the fields of school health, school 
administration, child care, child advocacy, immunization administration,  

representatives of the risk-aware/Medical Freedom/Informed Consent community  

and others important to the discussion and review). In addition to providing the 
TAG with current literature and other relevant information such as survey data, the 
Board will ask the Department of Health to supply any current information about 
the antigendisease that is specific to Washington State. and provide it to the TAG 
for consideration. 

 

4. All nine criteria must be considered by the TAG; however, the criteria are not 
necessarily weighted equally. Members of the TAG are expected to rely on their 
professional and scientific judgment as well as available data when applying the 
criteria. The TAG formulates a recommendation to the Board on whether it 
should initiate formal rule making that could result in the antigen/disease being 
added to WAC 246-100-166 or other change to the rule. 

At the TAG meeting(s) the Board sponsor is responsible for assuring that each 
TAG member is provided with the opportunity to review and comment on if the 
antigen under consideration meets the assumptions and criteria. Following this 
discussion each TAG member will be asked to provide their vote on whether or 
not they recommend that the Board add the antigen by initiating formal rule 
making. In addition to providing their vote, each TAG member will have an 
opportunity to provide comments about the antigen and how it does or does not 
meet the assumptions and criteria. 
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5. The final vote tallyTAG recommendation, accompanied by a brief summary of 
the TAG’s deliberations on the assumptions and each of the nine criteria, with 
the TAG comments, and the vote talley goesgo to the Board for consideration 
and possible action. 

 

 
The Three Categories of Criteria 

The IAC grouped criteria into three categories: vaccine effectiveness, disease 
burden, and implementation. 

 

Nine Criteria to Consider in Evaluating Antigens 
I. Criteria on the effectiveness of the vaccine 

 
1. A vaccine containing this antigen is recommended by the Advisory 

Committee on Immunization Practices and included on its Recommended 
Childhood & Adolescent Immunization Schedule. 

2 The antigen vaccine containing this antigen is effective as measured by 

immunogenicity3 and population-based prevention data in Washington 
State, as available. 

3. The vaccine containing this antigen is as cost effective from a societal 
perspective. as other vaccines used to prevent the diseases included in WAC 
246-100-166. 
“Effective from a societal perspective’” to be defined as the vaccine and 
vaccination program do not create other health issues. For instance, 
chickenpox vaccination has led to an increase in shingles – a more serious 
condition with a costlier vaccine (which can also cause chicken pox or 
shingles).  

4. Experience to date with the vaccine containing this antigen indicates 
demonstrates that it is safe and has an acceptable level of side effects.  

What is an acceptable level of side effects? How many injured and dead are 
acceptable? 
 
Given Part I of this comment it is clear we do not know all side effects nor to 
what degree they are occurring. This criteria will require much research and 
reflection. Given the “dearth of science” in regards to vaccine safety, the 
Precautionary Principle would have any committee look beyond the available 
data to effects indicated by legal actions and parental protests around the 
world in connection with the safety of the vaccine in question. If the safety of 
the vaccines for which the antigen is being considered are being debated 
worldwide (such as Gardasil/Gardasil 9--please critically examine the clinical 
trial studies), then it should be concluded that risk cannot be established, and 
the antigen should not be considered. 

 
II. Disease Burden Criteria 
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5. The vaccine containing this antigen prevents disease(s) that has with 
significant severe morbidity and/or mortality in at least some sub-set of 
the general population. 

 
Morbidity alone does not indicate a public burden. If subsets of the 
population prone to severe outcomes or mortality can be identified, then 
those subsets can be protected without imposing vaccination requirements 
on the full population. Those who are immune-compromised are 
susceptible to ALL infection, not just VPDs, and they must take cautions 
that also protect them from VPDs. And each vaccine must be examined to 
see if it is capable of preventing colonization and transmission. If it cannot 
(such as pertussis vaccines), and if it creates low to no-symptom carriers, 
then the vaccine is incapable of protecting those sub-groups, incapable of 
reducing transmission in a school setting, and may actually increase 
transmission because lack of symptoms are not keeping the vaccinated at 
home. 
Vaccinating the infant, child, or adolescent against this disease reduces the 
risk of person-to-person transmission, with transmission in a school or child 
care setting or activity being given the highest priority. As stated for #5, 
each vaccine must be examined to see if it is capable of preventing 
colonization and transmission. If it cannot (such as pertussis vaccines), 
and if it creates low to no-symptom carriers, then the vaccine is incapable 
of reducing transmission in a school setting, and may actually increase 
transmission because lack of symptoms are not keeping the vaccinated at 
home. 

 

III. Implementation Criteria 
 

6. The vaccine is acceptable to the medical community and the public. 
How is public acceptability assessed? 

7. The administrative burdens of delivery and tracking of vaccine containing this 
(these) antigen(s) are reasonable. 

8. The burden of compliance for the vaccine containing this antigen is 
reasonable for the parent/caregiver. 

“Burden of compliance” MUST include vaccination risks. If the child 
experiences a severe injury, the burden is unreasonable for that parent.  

 

 

3 Immunogenicity means the ability of an antigen or vaccine to stimulate the body to 

produce an immune response. Vaccines often include antigens that stimulate an 

immune response to a particular disease but are not necessarily the same as the 

organism that would cause the disease.
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Explanations for the Nine Criteria 
I. Criteria on the effectiveness of the vaccine 

1. A vaccine containing this antigen is recommended by the Advisory 
Committee on Immunization Practices (ACIP) and included on its 
recommended childhood immunization schedule. 

 
The vaccine must have been recommended by the ACIP. The ACIP reviews 
licensed vaccines. It makes recommendations for newly licensed vaccines 
and regularly updates its recommendations. Its process includes: (1) a review 
of the Food and Drug Administration (FDA) labeling/package inserts for each 
vaccine; (2) a thorough review of the scientific literature (both published and 
unpublished, when available) on the safety, efficacy, acceptability, and 
effectiveness of the immunizing agent, with consideration of the relevance, 
quality, and quantity of published and unpublished data; (3) an assessment of 
cost effectiveness; (4) a review of the morbidity and mortality associated with 
the disease in the population in general and in specific risk groups; (5) a 
review of the recommendations of other groups; and (6) a consideration of the 
feasibility of vaccine use in existing child and adult immunization programs. 
Feasibility issues include (but are not limited to) acceptability to the 
community, parents, and patients; vaccine distribution and storage; 
access to vaccine and vaccine administration; impact on the various 
health care delivery systems; population distribution effects; and social, 
legal, and ethical concerns. 
 
As noted in Part 1, integrity of ACIP recommendations are in doubt. 

 
2. The antigen is effective as measured by immunogenicity and population 

based prevention data in Washington State, as available. 

 

In the clinical development of a vaccine, the efficacy effectiveness of the 
vaccine is studied using FDA-approved research protocols that evaluate 
whether a vaccine protects individuals from contracting the disease in 
population-based studies or generates an immunologic response 
(immunogenicity) comparable to vaccines that have been shown to be 
effective in preventing disease. More information about its population-based 
effectiveness is gained from large trials and community-based analyses 
after FDA approval. There may or may not be effectiveness data from 
Washington State, but the disease prevalence and incidence in the state 
should be sought and reviewed. 

 
 

3. The vaccine containing this antigen is as cost effective from a societal 
perspective as other vaccines used to prevent the diseases included in WAC 
248-100-166. 
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Immunizations are the most cost-effective clinical preventive service for 
children, saving both lives and money. 

Cost-effectiveness MUST include the cost of vaccine injuries; at present they 
do not. 

Vaccines may be cost effective without being cost saving. In other words, the 
direct costs of some vaccines (e.g. antigen, storage, administration) balanced 
against direct savings (e.g. medical care, disability, death) may not result in 
net savings. In some cases, societal or indirect costs (e.g. lost productivity of 
care takers of ill children) will also need to be taken into consideration. 

The cost of caring for a vaccine-injured child, often a lifelong burden, must 
also be considered. 

These costs are much harder to quantify. Not all vaccines recommended by 
the ACIP are cost saving or equally effective, so some determination of the 
vaccine’s relative cost effectiveness may need to be made for comparison 
purposes when applying the criteria. 

4. Experience to date with the vaccine containing this antigen indicates that it is 
safe and has an acceptable level of side effects. 

 
Vaccinations are not without side effects. The known risks associated 
with each vaccine (or antigen) must be balanced against the risks of the 
disease. 
 
Risks of disease cannot be quantified.  There is no objective level of risk 
for any of the common childhood diseases for which there are vaccines. 
The risk of poor disease-outcome for an undernourished child in Africa is 
vastly different than the risk for an American child who is well-fed and 
has access to health care. And there are variations of risk even here. A 
child who eats a wisely chosen diet, takes appropriate supplements for 
his individual needs, and participates in physical activity, is not going to 
have the same risk profile as a fully vaccinated child living on junk food. 
Complications follow the individual, not the antigen. 
 
Vaccine safety will be evaluated using research and reports from: pre-
licensure, the Vaccine Adverse Event Reporting System (VAERS) and the 
Vaccine Safety Datalink (VSD) project. 
 
The VSD Data is far superior to VAERS, and we request that the Board of 
Health look into how the state can gain access to VSD and contract 
independent studies of the data to help better understand vaccine risks, rates 
of injuries, populations susceptible to vaccine injury, and situations/exposures 
that increase risk of injury. 

 
II. Disease Burden Criteria 

5. The vaccine containing this antigen prevents diseases with significant 
morbidity and/or mortality implications in at least some sub-set of the 
population. 
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Vaccines have the potential to reduce, or in some cases even eliminate, 
diseases that can result in serious illness, long-term disability, or death. For 
example, before the measles immunization was available, nearly everyone 
in the United States contracted measles and an average of 450 measles-
associated deaths were reported each year between 1953 and 1963. The 
morbidity/mortality burden of measles was not equal for all members of the 
population. Examples of significant morbidity measures include rates of 
hospitalizations, long-term disability, disease incidence, and 
disproportionate impact. 
 
Medicine and understanding of disease and the immune system have 
changed greatly since 1963. While pre-vaccine era mortality rates are 
important to consider, they don’t necessarily predict infection outcomes of 
subgroups today. The population groups susceptible to vaccine injury must 
be considered as well. Some can be defined, most cannot since HHS has 
not yet complied with their legal requirement to do the studies to find them. 

 
6. Vaccinating the infant, child, or adolescent against this disease reduces the 

risk of person-to-person transmission, with transmission in a school or child 
care setting or activity being given the highest priority. 

 

Having some a large proportion of the population vaccinated with the 
antigen helps to stem person to person transmission of the disease (i.e, 
herd immunity). Even community members who are not vaccinated (such as 
newborns and those with chronic illnesses) are offered some protection 
because the high immunization rate results in the disease havings less 
opportunity to spread within the community. 
Vaccinating children in school and/or child cares centers can increase the 
percentage of children in these groups who are immune and thus reduce 
the risk of outbreaks of the disease in these groups and in the community at 
large. Special consideration of disease transmission in a school or child 
care setting or activity should be given the highest priority.  
 
The concept of herd immunity in regards to each vaccine needs to be 
reviewed. There are several misconceptions about the ability of artificial 
immunization to achieve herd immunity, even with 90% + vaccination rates. 
As stated in an above comment, the IPV, DTaP, HepB, and Hib vaccines 
cannot prevent transmission of disease -- either because they are 
not designed to prevent the transmission of infection (they aim to prevent or 
mitigate disease symptoms), or because they are for non-communicable 
diseases. 

1. When a vaccine is first introduced, it enters a population that likely already 
has an established large percentage of naturally immune adults, young 
adults, and some older children (depends on the antigen). When vaccination 
begins, the morbidity numbers plummet and stay low until time passes, and 
the immunity among the vaccinated begins to wane, and as the older 
natural- immune pool shrinks. We then move into an era of vaccine-only 
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immunity, which is inferior to natural, not as long-lasting, not as broadly 
protective, and not as able to provide passive protection from mothers to 
newborns. Outbreaks begin to happen in groups formerly protected because 
the natural cycle of infection throughout the lifespan has been disrupted. 
Boosters are then added. 

2. Studies have shown that with each subsequent vaccination, effectiveness 
decreases. 

3. Many vaccines on the pediatric schedule are unable to prevent infection. 
They are able to prevent symptoms, but colonization and transmission still 
occur, making them incapable of establishing herd immunity. 

4. Low or non-responders represent a significant portion of the population. 
5. Like the use of antibiotics, the use of vaccines can lead to strain 

replacement and strain mutation. Reduction of one infection has led to 
increased rates of others. It can become a perpetual game of chasing 
strains. 
 
Moving forward, public health agencies need to broaden their approach, 
utilize other tools, and instead of attempting to eradicate every single 
incidence of infection for which industry creates a product, public health 
should look for solutions to protect those who are most susceptible to poor 
disease outcome as well as protect those susceptible to vaccine injury. 

 

III. Implementation Criteria 
7. The vaccine is acceptable to the medical community and the public. 

 
It is possible to gauge the level of provider acceptance of a vaccine by 
querying state professional societies such as the Washington Academy of 
Family Physicians and the Washington State Chapter of the American 
Academy of Pediatrics. Vaccine uptake data are also available from the 
Department of Health to determine provider use of the vaccine. While there is 
generally a good correlation between the levels of physicians’ and the general 
publics’ acceptance of particular vaccines, a growing 

minority of the public has not accepted some recommended vaccines. 
Therefore, public acceptance of specific vaccines needs to be considered. 
Most parents today have never seen a case of diphtheria, measles, or other 
once-common diseases now preventable by vaccines. As a result, some 
parents wonder why their children must receive shots for diseases which 
seemingly no longer exist in Washington communities. 

The vaccine-injured, the vaccine-risk aware, and those who advocate for 
medical freedom, are generally well-informed on the infections for which there 
are vaccines. Most don’t decline to vaccinate because the infection is so 
rarely or never seen anymore, they hesitate because they have carefully 
looked at the true history of the infection and delved into the science of the 
vaccine and made an informed choice. They understand, for instance, that 
measles can be very dangerous for some people, in some situations. They 
also understand that in the 1950’s and 60’s, measles was so common and 
relatively mild, it was used in the plot of sitcoms. They know pertussis and 
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mumps and even measles is being spread in fully vaccinated communities, 
and after reading the data and studies they usually determine the flu vaccine 
is not worth the risk. They know that fear is used by the CDC and all health 
agencies to push vaccine rates—because they have read the published 
papers and seen the online CDC presentations that discuss it. And they have 
seen the many flyers, webpages at CDC and DOH, and ads for conferences 
in which scripts are presented to doctors that have been written to help 
coerce hesitant people into saying yes. Learning all of this creates a distrust. 
Why are vaccines pushed so hard and their limitations ignored? 

Myths and misinformation about vaccine safety abound and can make it 
difficult for parents who are trying to make sound decisions about their 
children's health care. 

Who is this sentence aimed at? The committee? The public? The words 
“myths and misinformation” are marketing-style language that attempts to 
silence legitimate discussion of vaccine risks. 

It is necessary to repeat here that HHS has failed to do the vaccine safety 
studies it was obligated to do under the 1986 Act. 

For anyone who has experienced a vaccine injury, read the history and 
politics of vaccination, read thousands of pages of science-from the IOM 
reports to the latest papers on aluminum adjuvants--this mention of “myths 
and misinformation” is offensive.  

Adding an antigen/disease to WAC 246-100-166105-030 related to a vaccine 
with poor provider or public acceptance would likely be resisted. Postponing 
the regulation until there is greater approval of the vaccine would assure more 
effective policy. 

And respecting the intelligence of parents, listening to those who have seen 
their children’s health change, paying attention to worldwide protests and 
lawsuits regarding vaccination would help the committee learn more about 
products for which evaluation of safety and effectiveness must be perpetually 
ongoing. 

 

 
8. The administrative burdens of delivery and tracking of vaccines containing this 

(these) antigen(s) are reasonable. 
 

Many players institutions and individuals are involved in implementation of the 
rule when the Board adds a new vaccine to WAC 246-100-166105-030. 
These includeing: the Department of Health, the Department of Social and 
Health Services, the Office of Superintendent of Public Instruction (OSPI), 
local health jurisdictions, schools, child cares, health plans, and health care 
providers, and families. For each of these key players, there are issues that 
affect the feasibility of implementing an immunization recommendation. For 
example, introduction of a new vaccine can result in schools conducting more 
parental follow-up and making changes to record and information systems—
this in turn can impact school staff workload. Assuring that a reasonable 
burden of work is present will enhance the effectiveness of the policy. The 
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TAG includes representatives from will consult with affected parties such as 
OSPI, schools, and child cares centers when assessing an antigen against 
this criterion. 

 

 
9. The burden of compliance for the vaccine containing this antigen is 

reasonable for the parent/caregiver. 

 
Parents and caregivers are often involved in obtaining vaccines for children. 
This can include: transporting children to medical appointments, taking time 
off of work for medical appointments, maintaining the child’s immunization 
records, etc. When a vaccine is required for child care and/or school entry it 
affects the health decisions that parents make on their child’s behalf because 
parents must, at the very least, take the required vaccine into account. 
 
Parents and caregivers of vaccine-injured children are heavily burdened with 
grief, everyday emotional and physical hardship, medical costs, special 
education costs, sometimes lifetime care of the injured child. Countless 
experience milder but chronic and lifetime learning and health issues. Until 
the HHS does it’s job and properly researches vaccine safety and finds and 
protects vulnerable population groups, and learns what short-term and long-
term impacts vaccination programs have on health, we can’t know how many 
parents are unreasonably and unethically burdened when they give in to the 
pressure to vaccinate for school attendance rather than making personal 
medical decisions based on what is best for their child. 
 

*  *  * 
 

In conclusion: 
 

• every vaccine has a unique profile to be considered but none of them 
are 100% safe, 100% effective, nor the only or best means of 
reducing/preventing the spread of the targeted infection in public 
spaces 

• both vaccinated and non-vaccinated children can spread infection 

• those who have been vaccinated multiple times are still getting sick 
and they are spreading it to others 

• those who have been recently vaccinated multiple times are still 
getting sick are still getting infected and colonizing but showing little to 
no symptoms, and unwittingly spreading infection to others 

• infection comes with risks and vaccination comes with risks: weighing 
which is riskier is extremely complex because it varies for every 
individual and in every environment – and because we do not have 
complete data on vaccine risk 

• when the state requires a vaccine, it is attempting to play God, trading 
the possibility of infection complications for the possibility of 
vaccination complications 

• none of the vaccines currently available are capable of completely 
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eradicating the targeted disease 

• strain replacement and mutant strains cause unintended and 
unforeseen consequences 

• a healthy non-vaccinated child cannot spread an infection she does 
not have 

• the number of risks associated with vaccination is unknown 

• the number of children injured by vaccination is unknown 

• the long-term impact of vaccination is unknown 
 

Given these facts, thoughtful consideration of the Criteria leads to the conclusion that 
the only ethical approach to vaccination is for the state to eliminate the school 
requirement and repeal the promotion of vaccination statute. Instead, the state could 
eliminate conflicts of interest and serve as an accurate monitoring and informational 
resource so that vaccination can move to a “Personalized Medicine” approach with 
doctors and consumers provided with accurate and up-to-date information to make fully 
informed decisions based on their unique genetics, health, and personal beliefs. 
 
Thank you for your patience and attention on this most critical matter that impacts the 
health of the children of Washington State. 
 
Sincerely, 
Bernadette Pajer 
Drella Stein 
Co-Presidents 
Informed Choice WA 

 
 

“. . .the fact that vaccines are delivered to billions of people without preliminary screening for underlying 
susceptibilities is thus of concern. Indeed, it is naïve to believe that all humans are alike.” Vaccines and 
Autoimmunity by Shoenfeld et al, 2015 
 
“. . . the vaccine research team at Mayo Clinic — one of the world’s largest, most respected and most 
prolific — promotes the growing discipline of “adversomics,” which aims to understand the adverse effects 
that can come of vaccines. The science here is daunting, since the variables that could cause a vaccine 
to do harm involve “a complex interaction of past exposures and infections, current physical and 
emotional health, and the individual’s genome and microbiome . . . Today’s vaccines are failing. 
Personalized vaccines that reflect an individual’s genetic profile are coming. Traditional vaccines work on 
a century-old model of “Isolate, Inactivate, Inject” — the tried-but-not-always-true method of making a 
vaccine by isolating a pathogen, stripping it of its potency and then injecting it into us. This crude 
approach to developing a vaccine, reliant on observation rather than theory, becomes all the cruder by 
delivering it in one-size-suits-all fashion.” Lawrence Solomon 
 
 
The makers of the documentary film VAXXED: From Cover-up to Catastrophe, have been traveling the 
US, and the world, interviewing parents, doctors, legislators, nurses, teachers — everyone — about their 
vaccination experiences. They are collecting the data HHS and CDC have refused to consider. The 
stories are heartbreaking, and inspiring. 
 
Follow this link to see the interview of Dr. Moss, professor and section chief in the Department of 
Medicine, Section of Supportive Care at West Virginia University. He is also a nephrologist (kidney 
doctor). He has taught medical ethics for over 25 years. 

 

http://business.financialpost.com/fp-comment/lawrence-solomon-vaccinomics-personal-vaccines
http://informedchoicewa.com/dr-moss-interview/

