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Introduction

Choosing whether to vaccinate your child is a decision that deserves careful consideration.
Elizabeth Mumper, MD, a board-certified pediatrician with more than four decades of
experience, offers guidance to help parents navigate the vaccine decision-making process. In
her practice, after providing families with comprehensive information and supporting
informed consent, approximately one-third of families chose not to vaccinate, while others
elected to follow a modified vaccine schedule.

Dr. Mumper and many colleagues who focus on vaccine risk believe that the current
evidence raises concerns about the CDC-recommended schedule, particularly regarding
reported associations with chronic illness and potential toxicity from aluminum-containing
vaccines, especially in the first year of life.

In January 2026, the new Advisory Committee on Immunization Practices (ACIP) updated its
recommendations, removing certain vaccines from the "recommended for all" category and
emphasizing individualized decision-making between parents and healthcare providers.
Access to vaccines remains available through insurance coverage.

However, the American Academy of Pediatrics and other organizations opposed these
changes and filed a lawsuit to block their implementation. It is important to understand that
ACIP issues recommendations only; parents and clinicians retain the ability to make
individualized decisions regardless of ongoing legal challenges.

The following framework outlines key steps to support a thoughtful and informed approach
to vaccination decisions.
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The Decision-Making Process

Step 1: Understand informed consent

Step 2: Understand the purpose of childhood vaccines

Step 3: Understand vaccine risks

Step 4: Review state and local requirements and exemptions
Step 5: Seek information from a wide variety of sources

Step 6: If you choose to vaccinate, discuss a modified approach with your pediatrician

6 STEP FRAMEWORK FOR CHILDHOOD VACCINE DECISIONS
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Step 1: Understand Informed Consent

Patients have the right to ask questions and receive clear information about the risks,
benefits, and alternatives of any medical intervention. This process, known as informed
consent, supports shared decision-making and ensures that individuals can make educated
choices about their own healthcare or that of their children.

Informed consent means granting permission with a full understanding of potential risks,
benefits, and consequences. This information should be provided with enough time for
thoughtful consideration. For example, patients should not first learn about the risks of
elective surgery while being wheeled into the operating room.

Discussions about vaccination should occur well before a child is in the exam room with a
vaccine already prepared. The process should be free from coercion, pressure, or incentives.
A clinician's role is to inform and guide — not to make decisions on behalf of the patient or

family. Truly informed consent involves meaningful discussion and understanding — it is not
limited to being told, “your child is due for five vaccines today — sign here.”

Questions to Consider Before Birth
e What is the risk of vaccine-preventable diseases in my region?

* Should we give the hepatitis B vaccine at birth if the mother is hepatitis B-negative and
the infant is not at risk?

¢ Do we want to follow the CDC-recommended schedule, or modify timing and spacing?

¢ |s there a benefit in spacing vaccines to reduce cumulative exposure to adjuvants such as
aluminum?

* Should vaccines be delayed if the child is sick or taking antibiotics? Should vaccination be
postponed if developmental or neurologic concerns are emerging?

* Do we have religious or philosophical beliefs that influence our decisions?

¢ Are there differences in health outcomes between vaccinated and unvaccinated or
undervaccinated children?
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Did You Know?

In 2005, a research project began tracking children who followed modified vaccine schedules
offered by Dr. Mumper and two of her colleagues, compared them with children who
followed the CDC schedule or remained unvaccinated. The analysis reported lower rates of
developmental delays, ear infections, and asthma among children who received fewer
vaccines than those who received more. Even one vaccine placed the child in the
"vaccinated" category in this study.(1)

Further analysis by quartile suggested increasing rates of these conditions with higher
numbers of vaccines administered. Vaccination before the first birthday was also associated
with higher rates of ear infections, developmental delays, and asthma in this dataset.(1)

Previous research in Dr. Mumper’s practice indicates that the prevalence of autism among
patients followed from birth was 1 in 297 children at a time when the overall prevalence was
reported as approximately 1 in 50.(2) The CDC'’s most recent statistics, published in 2022
and based on a 2014 birth cohort, estimate that the prevalence of autism in the United
States is approximately 1 in 31 children.
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Race and ethnicity may play a role in autism prevalence. It is not clear whether this is due to
genetic factors, socioeconomic conditions, or other as-yet unidentified influences. However,
the rising prevalence is deeply concerning, as many children with autism experience multiple
medical conditions and communication challenges that affect quality of life and can
significantly impact their families.

Reported autism prevalence has increased steadily over time, as shown in CDC surveillance

data. The following graphic illustrates recent prevalence estimates in California compared
with national data.
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14+ Estimated Autism Rates in California 4-Year-Old Boys by Race (2018 Birth Cohort)
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Estimated autism rates among 4-year-old boys by race in California (2018 birth cohort), compared with national
prevalence. Source: Science, Public Health Policy & the Law (publichealthpolicyjournal.com).

One commonly cited explanation is that the increase is due to improved recognition and
overdiagnosis of autism. However, long-term trends suggest that additional factors may be
contributing. Genetic changes alone are unlikely to account for such a rapid increase over a
relatively short period. Analysis of long-term data and clinical experience suggest that
environmental factors may play a role, and increasing numbers of vaccines have been
proposed as one potential contributing factor.

Another study by Thomas and Lyon-Weiler, published in 2020, examined 10 years of data
from a pediatric practice with variable vaccination schedules among children born into the
practice. This design allowed for comparison of outcomes among children with differing
levels of vaccination exposure.

The authors reported that the unvaccinated children in the practice did not experience

increased rates of serious illness and, in some measures, appeared healthier overall than
vaccinated children.(3)
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A notable finding was that none of the 561 unvaccinated children were diagnosed with
attention-deficit/hyperactivity disorder (ADHD), compared with 5.3% of partially or fully
vaccinated children. Thirteen chronic childhood conditions were reported more frequently in
the vaccinated cohort (see figure below).(3)
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Cumulative incidence of selected diagnoses by vaccination status over time in a
pediatric practice cohort. Adapted from Thomas and Lyons-Weiler (2020).(3)

This study was later retracted.(3) The retraction was not attributed to inherent defects in the
data but may have been influenced by concerns about the study's potential impact on
vaccine policy and public perception. Following the publication of "The Vaccine-Friendly
Plan," the Oregon State Medical Board requested that Dr. Thomas provide evidence
supporting the safety of his modified vaccination schedule. In response, data from more than
16,000 patients were analyzed with the assistance of a data analyst and a statistician. The
findings were considered potentially influential because they supported conclusions that
could shape discussions around vaccine policy and public perception.
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Step 2: Understand the Purpose of Childhood Vaccines

Hepatitis B (HepB)

Hepatitis B is a serious viral infection that affects the liver and can lead to both acute and
chronic disease. The hepatitis B vaccine protects against the hepatitis B virus (HBV).

Dr. Mumper’s notes: Babies are not at risk if the mother is hepatitis B-negative. Hepatitis B-
positive mothers may pass the virus to their babies through vertical transmission. The risk is
estimated at approximately 0.5% of pregnancies and occurs more frequently among mothers
from countries where hepatitis B is endemic. For decades, hospitals have administered the
hepatitis B vaccine within the first few days of life to approximately 99.5% of newborns,
including those born to mothers who are hepatitis B-negative.

Horizontal transmission refers to hepatitis B infection acquired through unprotected sexual
contact, intravenous drug use, or exposure to contaminated blood products.

Acute cases have declined in recent years. A CDC presentation attributes this decline to
multiple factors, including:

* Increased blood screening for hepatitis B surface antigen (HBsAg)
¢ Sharp declines in post-transfusion hepatitis (PTH)

* Improved infection control practices in dialysis

¢ Widespread adoption of safer sexual practices

¢ Needle exchange programs

e Screening and case management for HBsAg-positive mothers

Even the CDC acknowledges that “universal birth dose contribution to acute case decline is
likely very small."(4)

A request submitted to the CDC by the Informed Consent Action Network (ICAN) for
documentation of hepatitis B transmission in school settings found no recorded cases in
CDC records.(5)

In my practice, babies who received the hepatitis B vaccine from other providers have shown
increased irritability and difficulty establishing breastfeeding. In a National Health Interview
Survey (NHIS) conducted by the CDC, male infants who received the hepatitis B vaccine at
birth were at higher risk for developing autism.(6) The authors concluded: “Findings suggest
that U.S. male neonates vaccinated with the hepatitis B vaccine prior to 1999 (from
vaccination record) had a threefold higher risk for parental report of autism diagnosis
compared to boys not vaccinated as neonates during that same time period. Nonwhite boys
bore a greater risk.”

Note that this information has been known since 2010, yet most hospitals continue to
incorporate routine hepatitis B vaccination in the first few days of life.
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The CDC's Advisory Committee on Immunization Practices suggested that the hepatitis B
vaccine should be considered as part of “shared decision making” between the parents and
the healthcare provider. Dr. Mumper thinks ALL vaccines should involve shared decision-
making. However, the lawsuit by the American Academy of Pediatrics argues that taking
time for such conversations would be too time-consuming and adversely affect patient
appointment flow.

Rotavirus (RV)

Rotavirus is a common cause of gastroenteritis in infants and young children, leading to
diarrhea, vomiting, and dehydration.

Dr. Mumper’s notes: | did not routinely administer the rotavirus vaccine because, in my
patient population, most rotavirus infections were easily managed at home with oral
rehydration therapy. | was concerned about the high percentage of infants who developed
irritability (approximately 70%) and poor appetite (approximately 30%). Because infants
cannot communicate how they feel, we must ask: What are they trying to tell us when they
cry, cannot be comforted, or stop nursing? Do they have a headache or stomachache? Is the
rotavirus vaccine adversely affecting their gut through inflammation or increased intestinal
permeability?

Data from the New Vaccine Surveillance Network used a test-negative case-control design
to estimate rotavirus vaccine efficacy against laboratory-confirmed rotavirus infection
among children seeking care for acute gastroenteritis. Acute gastroenteritis was defined as
three or more episodes of diarrhea or one or more episodes of vomiting within 24 hours.
Case patients tested positive for rotavirus by enzyme immunoassay or polymerase chain
reaction assays, while control patients tested negative.

Among 16,188 children ages 8 to 592 months, 1,720 (11%) tested positive for rotavirus.
Among those with confirmed infection, 62% had been vaccinated, compared with 88% of
rotavirus-negative control patients who had been vaccinated.(7)

Rotavirus vaccination has been associated with reduced rates of rotavirus infection and
related healthcare visits. In this study, rotavirus accounted for 11% of acute gastroenteritis
cases among children seeking care. Vaccination rates were lower among those with
confirmed infection than among controls, a pattern consistent with vaccine effectiveness.
Notably, 62% of children with confirmed rotavirus infection had been vaccinated.
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One could argue that these data lend credence to shared decision-making and individualized
risk evaluation. Decisions in suburban America, where clean water and sanitation are widely
available, may differ from those in regions without adequate public sanitation.

One of the most important roles of a pediatrician is to help establish breastfeeding, support
the development of diverse, beneficial gut flora, and guide infants toward oral tolerance of
healthy foods. Does the rotavirus vaccine interfere with those goals? Is the side-effect
profile acceptable given the benefit of reducing emergency department visits and
hospitalization among children who develop more severe rotavirus infection?

The vast majority of rotavirus cases can be managed at home with oral rehydration therapy,
frequent nursing, and careful monitoring of hydration status. Pediatricians and family
physicians must take time to teach parents how to care for a sick child at home — and that, in
many ways, is one of the rewards of caring for children.

This chart is from a rotavirus vaccine manufacturer. Review the side-effect profile.

Solicited Adverse Reactions Within 8 Days Following Doses 1 and 2 of ROTARIX (Liquid or
Reconstituted Lyophilized Formulation), Study 10 Total Vaccinated Cohort

ROTARIX ROTARIX
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Adverse Reactions Overall % G3 % Overall % G3% Overall % G3 % Overall % G3%
Fussinessfirritability 70.9 9.2 716 8.8 725 137 701 11.8
Coughl/runny nose ” 27.2 0.5 281 13 36.9 3.8 36.5 3.6
Fever® 5.7 0.3 50 0.3 10.5 0.3 123 0.7
Loss of appetite © 323 0.2 334 0.9 295 1.2 29.2 1.8
Vomiting — 17.4 2.8 16.4 3.4 13.7 4.0 12.8 3.3
Diarrhea 6.2 0.2 56 0.8 5.6 0.5 4.3 0.3

G3=Grade 3.
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G3=Grade 3.
Total vaccinated cohort=All vaccinated infants for whom safety data were available.

n=Number of infants who received the specified dose.

1.Overall: Defined as crying more than usual. Grade 3: Crying that could not be
comforted/prevented normal activity.

2.Grade 3 cough/runny nose: cough/runny nose that prevented daily activity.

3.0verall: Defined as temperature >100.4°F (>38.0°C). Grade 3: Defined as temperature
>103.1°F (>39.5°C).

4.Overall: Defined as eating less than usual. Grade 3: Defined as not eating at all.

5.0verall: Defined as 1 or more episodes of forceful emptying of partially digested
stomach contents 21 hour after feeding within a day. Grade 3: 23 episodes of
vomiting/day.

6.0verall: Defined as passage of 3 or more looser than normal stools within a day. Grade 3:
26 looser than normal stools/day.

Diphtheria, Tetanus, and Pertussis (DTaP)

This combination vaccine is given to children younger than age 7 to help them develop
immunity to diphtheria, tetanus, and pertussis (whooping cough), three bacterial diseases
with distinct risks and modes of transmission.

Dr. Mumper’s notes: Pertussis is potentially dangerous, especially in the youngest infants
with the smallest airways. Since the transition from the original whole-cell pertussis vaccine
(which was associated with more neurologic side effects) to the acellular vaccine (which
has fewer side effects but shorter duration of protection), pertussis continues to circulate
in the community, often among adults. A series of five doses before kindergarten is
required in most states for public school attendance.

The acellular pertussis vaccine does not fully prevent infection or transmission.(8) Most of
my patients diagnosed with pertussis were up to date on the DTaP vaccine. Reports that
unvaccinated individuals are solely responsible for pertussis outbreaks are not supported
by all data. Waning immunity has been documented.(9)
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Widespread use of the acellular vaccine has created evolutionary pressure on the Bordetella
pertussis bacterium. This leads the bacterium to evolve into new strains adapted to survive
despite the vaccine. It is humbling to realize that Mother Nature frequently outsmarts
humans. (10, 11)

The case fatality rate in vaccinated schoolchildren is less than 0.01%. In 2024, a peak
outbreak year, there were zero deaths in children ages 7-19 in the entire United States.(12-
14)

If you delay or forgo pertussis vaccination, you should watch your child carefully for any
signs of the illness, which may include a prolonged cough, congestion, or the classic whoop
(when the child has trouble catching their breath, which can be very scary for parents).
Pertussis can be effectively treated with antibiotics if recognized quickly.

Tetanus is rare, but potentially serious or fatal. The risk of being hit by lightning is 1 in 7.9 to
17 million. The risk of dying from tetanus is 1 in 261 million. Your child is 15 times more
likely to die from a lightning strike than from tetanus.(15, 16)

The germ that causes tetanus lives in soil and is usually transmitted to humans through a
dirty wound caused by a sharp object that penetrates the skin, such as a rusty farm tool.
Infants and carefully supervised toddlers are unlikely to be at risk.

Diphtheria is a disease that causes an adherent membrane in the throat and nasal passages
that can cause choking. It is rare in the United States but still reported around the world.
Decisions made for children who live in households with access to clean water and public
sanitation could differ from those made for infants living in poverty in developing countries.

Haemophilus influenzae type b (Hib)

Haemophilus influenzae type b is a bacterial infection that can cause serious invasive
disease, including meningitis, particularly in young children.

Dr. Mumper’s notes: Hemophilus influenzae has been a major cause of meningitis
(inflammation of the brain and spinal fluid) in infants and toddlers and can also cause
epiglottis (swelling of a flap in the throat). Shortly after the HIB vaccine was introduced,
cases of this type of meningitis decreased approximately 50-fold. This vaccine appears to
have relatively few side effects and is one of my preferred vaccines.

However, all vaccines have potential side effects. For example, the Hib vaccine package
insert outlines adverse effects and compares them with those observed after other
vaccines rather than an inert placebo, which some consider a limitation of vaccine safety
studies.(17)
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Inactivated Poliovirus Vaccine (IPV)

Polio is a viral disease that can affect the nervous system and, in severe cases, lead to
paralysis. The inactivated poliovirus vaccine is intended to protect against this infection.

Dr. Mumper’s notes: The polio vaccine is often cited as a prime example of how vaccines can
control infectious disease. The reality is more nuanced, and the history of polio vaccination is
complex. In the United States, an injectable polio vaccine is used, which is associated with
fewer cases of vaccine-derived polio than the oral version used in some countries. Most
current cases of polio worldwide are related to vaccine-derived strains. Your child is
extremely unlikely to get polio unless you plan to travel to a part of the world where it still
circulates. However, the polio vaccine remains on the list of vaccines required for school
attendance in most parts of the United States.

Pneumococcal (Prevnar 13)

Pneumococcal disease is caused by Streptococcus pneumoniae and can lead to serious
infections in children, including pneumonia, meningitis, and ear infections. Prevnar 13 is
designed to protect against 13 strains of this bacterium.

Dr. Mumper’s notes: Prevnar vaccines protect against pneumococcal disease, which can
cause ear infections and pneumonia. lronically, in our clinical research, higher numbers of
vaccines received (including Prevnar) were associated with increased rates of ear infections
and pneumonia. Breastfeeding and avoiding bottle propping may help reduce the risk of ear
infections. In some infants, a dairy sensitivity may contribute to excess mucus, which can
lead to fluid behind the ears and increase the risk of infection.

Prevnar vaccines are being reformulated to include an increasing number of pneumococcal
subtypes. At the time of this writing, the current pneumococcal vaccine includes 20 strains.
As with all vaccines, there are precautions. The manufacturer states the following (18):

¢ Prevnar 20 should not be given to anyone who has had a severe allergic reaction to any
component of Prevnar 20 or to diphtheria toxoid.

¢ Individuals with weakened immune systems may have a reduced immune response.
Safety data for these groups are limited.

e A temporary pause in breathing after vaccination has been observed in some infants

born prematurely. For premature infants, consult your healthcare provider about the
infant's medical status before considering vaccination with Prevnar.
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¢ Inindividuals aged 2, 4, 6, and 12 through 15 months who received a four-dose
schedule, the most common side effects reported at rates greater than 10% included
irritability, injection-site pain, drowsiness, decreased appetite, injection-site redness,
injection-site swelling, and fever.

¢ |nindividuals aged 15 months through 17 years who received a single dose, the most
common side effects reported at rates greater than 10% were irritability, injection-site
pain, drowsiness, fatigue, muscle pain, decreased appetite, injection-site swelling,
injection-site redness, headache, and fever.

* |nindividuals aged 18 years and older, the most common side effects reported at rates
greater than 10% were injection-site pain, muscle pain, fatigue, headache, and joint pain.
Injection-site swelling was also common in individuals aged 18 through 59 years.

Varicella (Chickenpox)

Varicella, commonly known as chickenpoyx, is a viral infection that typically causes an itchy
rash and mild systemic symptoms but can occasionally lead to complications.

Dr. Mumper’s notes: Varicella is the medical name for chickenpox. If your child develops
chickenpox naturally, they will typically have lifelong immunity. In healthy children, it is
usually a mild, itchy illness, although it can be serious for children with cancer or immune
deficiencies.

This vaccine is often given at 1 year of age, with a booster before kindergarten. Due to the
widespread use of the varicella vaccine since the early 1990s, natural infection with
chickenpox is now less common. Varicella infection can later reactivate as shingles, and the
varicella vaccine has been associated with shingles at younger ages.(19)
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Measles, Mumps, and Rubella (MMR)

This combination vaccine protects against three viral illnesses: measles, mumps, and rubella,
each with distinct clinical features and potential complications.

Dr. Mumper’s notes: After careful review of the available evidence around the contentious
issue of MMR vaccines, | have concluded that, for a subset of children, there may be an
association between MMR vaccination and autism.

Younger age at MMR administration has been reported to be associated with a higher risk in
some analyses. After weighing the risks and benefits at different ages, | chose to delay MMR
vaccination until age 2 for Caucasian children and age 3 for African American children in my
practice.

Measles

If your child lives in a country with well-developed sanitation and access to medical care, the
risk of death from measles is very low. Most global measles deaths occur in low- and middle-
income countries with limited access to healthcare.

Vitamin A deficiency increases the risk of severe measles. High-dose vitamin A (200,000 U
for 2 days) is part of the standard treatment protocol for children with measles in many
settings. If you choose to delay the MMR vaccine, ensure your child gets adequate vitamin A
from foods such as orange and dark green vegetables.

Many measles cases reported in the news occur in people who have been vaccinated as
recommended, as the MMR vaccine is not perfect. Primary vaccine failure (when the dose
does not elicit an adequate antibody response) has been reported to be as high as 10% in
some studies (20) and is one reason for a routine MMR booster dose in kindergarten.
Immunity after vaccination may also wane over time, whereas natural infection generally
produces lifelong immunity.

The risk of death from measles is about 1 in 10,000. This has not changed since the
introduction of the MMR vaccine in 1971. Infants, older adults, and immunocompromised
individuals are at the highest risk.(21)

Herd immunity for measles is generally estimated to require approximately 93% or higher
population immunity. However, outbreaks have been documented in highly vaccinated
populations, including college campuses where more than 98% of students were up to date
on MMR vaccination.
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Examples include:

e A 1985 outbreak in Corpus Christi, Texas, occurred in a secondary school with
approximately 99% vaccination coverage.(22)

e A 1984 Massachusetts high school outbreak occurred in a population with
approximately 98% vaccination coverage, with about 70% of cases occurring in
vaccinated students.(23)

e A 2017 outbreak in the Israeli Military occurred among soldiers with high two-dose
coverage.(24)

Mumps

Mumps is a viral illness that causes swelling of the parotid (salivary) glands. It is usually mild,
but in some cases the virus can affect the testicles, leading to orchitis (inflammation of the
testes), which may carry a risk of infertility.

Rubella

Rubella is potentially serious during pregnancy and may result in birth defects or severe
illness in the developing baby. The current generation of mothers, born when MMR vaccines
were widely administered, often has immunity, although this may wane by the time of
conception. Ideally, women should enter pregnancy with confirmed immunity to rubella.

Dr. Mumper's notes: Dr. Mumper does not recommend any live viral vaccines during
pregnancy. She also has concerns about vaccination during pregnancy due to maternal
immune activation. During pregnancy, the mother’s immune system is naturally
downregulated so her body does not reject the fetus. Vaccines, by design, stimulate the
immune system. Maternal immune activation has been identified as one of the risk factors
associated with autism.(25-27)
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Step 3: Understand the Risks of Vaccines

All pharmaceutical products, including vaccines, carry two primary risks.
First, the product may not be effective enough to prevent disease.
Second, it may cause harm, including known and unknown side effects.

With vaccines, however, there is an important additional consideration. Unlike prescription
and over-the-counter drugs, vaccine manufacturers and the physicians who administer
vaccines are generally not liable if someone is injured or dies after receiving a recommended
childhood vaccine that the U.S. Food and Drug Administration (FDA) has licensed as safe and
effective. The National Childhood Vaccine Injury Act of 1986 provided liability protection to
vaccine manufacturers.

At the same time, vaccine manufacturers indicated they might leave the market due to the
high cost of defending lawsuits related to vaccine injury claims.

A documentary titled "1986: The Act" presents this history from the perspective of a couple
planning to have a child. Watch online: justwatch.com/us/movie/1986

Package inserts for all vaccines are available online. You may wish to download and review
them to better understand mechanisms of action, ingredients, and potential side effects,
including the frequency of common reactions.
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Key Questions to Ask Before You Vaccinate

The following resource from the National Vaccine Information Center may be helpful: "If You
Vaccinate, Ask 8! What You Need to Know Before & After Vaccination" (28):

1.Am | or my child sick right now?
2.Have | or my child had a bad reaction to a vaccination before?

3.Do | or my child have a personal or family history of vaccine reactions, neurological
disorders, severe allergies, or immune system problems?

4.Do | know the disease and vaccine risks for myself or my child?
5.Do | have full information about the vaccine’s side effects?
6.Do | know how to identify and report a vaccine reaction?

7.Do | know | need to keep a written record, including the vaccine manufacturer’s name
and lot number, for all vaccinations?

8.Do | know | have the right to make an informed choice?
For further information:

The National Vaccine Information Center (nvic.org)

Children’s Health Defense (childrenshealthdefense.org)
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Step 4: Check State and Local Requirements and Allowable Exemptions

School vaccination requirements and allowable exemptions vary by state and local
jurisdiction. Some vaccines are required, some are recommended, and some are optional.
Use the following resources to learn more about requirements and exemptions in your state
or local area:

School vaccination requirements and exemptions
cdc.gov/phlp/docs/school-vaccinations.pdf

Vaccination exemptions by state
online.simmons.edu/blog/vaccination-exemptions

Some state laws specify religious exemptions in addition to personal belief exemptions;
others do not. In practice, however, states that offer personal belief exemptions may also
allow religious exemptions within those provisions.

Currently, amid a climate of backlash, politics, and vaccine-related controversy, many state

legislatures are reviewing and revising vaccine laws. These changes may affect school
requirements, exemption criteria, and parental decision-making.
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Step 5: Seek Information from a Wide Variety of Sources

While parents are often directed to the CDC website for information about vaccines, there
are additional resources to consider.

Dr. Mumper recommends the following resources, which represent a range of perspectives
and may support informed decision-making.

Books:

¢ "Vaccines 2.0: The Careful Parent’s Guide to Making Safe Vaccination Choices for Your
Family," by Mark Blaxill and Dan Olmsted

¢ "The Vaccine-Friendly Plan: Dr. Paul's Safe and Effective Approach to Immunity and
Health — From Pregnancy Through Your Child’s Teen Years," by Paul Thomas, MD, and
Jennifer Margulis, PhD

¢ "The Vaccine Book: Making the Right Decision for Your Child," by Robert W. Sears, MD

e "Turtles All the Way Down: Vaccine Science and Myth," by Anonymous

e "Vax Facts: What to Consider Before Vaccinating at All Ages and Stages of Life," by Paul
Thomas, MD, and DeeDee Hoover

¢ "Dissolving lllusions: Disease, Vaccines and the Forgotten History," by Suzanne
Humphries, MD, and Roman Bystrianyk

Websites:

National Vaccine Information Center: nvic.org

Children’s Health Defense: childrenshealthdefense.org

Informed Consent Action Network (ICAN): icandecide.org

Physicians for Informed Consent: physiciansforinformedconsent.org
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Step 6: A Modified Approach to Childhood Vaccines

In some parts of the country, children cannot attend day care or school unless they are
vaccinated or have a religious or medical exemption. Without these exemptions, many
families are unable to homeschool or send their children to private schools.

For parents who choose to vaccinate for these or other reasons, a modified vaccine
schedule, outlined below, is one option. This approach spaces out doses, eliminates some
vaccines, and aims to reduce a child’s exposure to toxic adjuvants (such as aluminum) in
vaccines.

0 to 12 Months: First Year of Life

Give vaccines only when a child is well.

Schedule well-child visits a few days after birth, at 2 weeks (to promote breastfeeding),
and at 1, 2,4, 6, 9, and 12 months.

At the prenatal visit or 1-month visit, discuss vaccine-related questions with your
healthcare provider. Decide whether to vaccinate at the 2-month visit and, if so, which
vaccine or vaccines to use.

Review contraindications at each visit when vaccines are planned. Most importantly,
inform your provider if your child had a reaction to a previous vaccine. In some cases,
certain allergies may preclude vaccination.

Before the 12-month visit, discuss the risks and benefits of the chickenpox (varicella)
vaccine. A healthy child who acquires chickenpox typically acquires lifelong immunity. If
parents choose vaccination, the varicella vaccine can be given alone at 1 year.

Giving one or two vaccines at a time may make it easier to identify which vaccine is
associated with an adverse reaction.

Discuss the risks and benefits of delaying the MMR vaccine until age 2 for Caucasian
children and age 3 for African American children. One reanalysis of CDC data reported
an age-related autism signal in a subgroup of African American boys who received MMR
at younger ages; this study was later retracted.(29)
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Schedule:

Birth: No hepatitis B vaccine unless the mother is hepatitis B-positive

1 month: Well-child visit

2 months: Well-child visit; Hib with or without IPV

3 months: DTaP with or without Prevnar

¢ 4 months: Well-child visit; Hib, IPV

e 5 months: DTaP, Prevnar

¢ 6 months: Well-child visit; DTaP, Prevnar

e 7 months: No routine visit; may be used to catch up if giving one vaccine at a time
¢ 8 months: No routine visit; may be used to catch up if spacing vaccines individually
* 9 months: Well-child visit; IPV

¢ 12 months: Well-child visit; discuss varicella vaccine vs. natural immunity in a healthy
child
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12 to 24 Months: Second Year of Life
e Each visit should include a wellness check focused on growth and development.

¢ MMR and varicella are often given together at 1 year of age. Dr. Mumper and recent
ACIP guidance recommend giving them separately.

¢ Consider delaying MMR until age 2 in Caucasian children and age 3 in African American
children.

Schedule:

¢ 15 months: Well-child visit; Hib three- or four-dose options are available; we prefer the
three-dose option

¢ 18 months: Well-child visit; DTaP with or without Prevnar
e 2 years: Well-child visit; MMR (unless delayed for African American children)

e Start the hepatitis B series between ages 2 and 5 if required for school entry, allowing
time to complete the three-dose series over six months

3 to 5 Years: Vaccines and Yearly Visits

3 years: Well-child visit; consider starting or continuing the hepatitis B series if needed for
school entry; give MMR if delayed for African American children. Research suggests higher
rates of side effects at younger ages in African American children.

4 years: Well-child visit; can begin kindergarten vaccines (DTaP, IPV, MMR, or varicella), but
not all at the same time.

5 years: Kindergarten physical; give kindergarten vaccines if desired and not previously
given, allowing no more than two at a time per visit.
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A Minimalist Approach for a Breastfed Infant Not in Day Care

This approach is intended for parents concerned about vaccine risks who prefer to minimize
exposures. Some families with older children who have autism, food allergies, asthma,
environmental allergies, eczema, ADHD, or behavior disorders may consider a modified
schedule for subsequent children or choose not to vaccinate.

¢ No vaccines until 6 months; immune responses may be less robust in the first six months
of life

¢ Hib at 6-month well-child visit. Use a three-shot series with the next shots at 9 or 12
months and the last at 15 months of age

¢ Consider polio vaccines only if traveling to regions where polio is common

¢ Pneumococcal disease is less common in breastfed babies and those who avoid day care;
consider individual risk when deciding on Prevnar

e Consider the duration of protection when evaluating DTaP vaccination

e Perform a personalized risk-benefit analysis for live vaccines such as MMR and varicella;
if given, do not administer simultaneously

¢ Delay hepatitis B vaccination unless specific risk factors are present
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Some Things to Note

Dr. Mumper does not recommend:

Giving live vaccines (MMR and varicella) with any other vaccines; each should be given
separately and requires a separate vaccine visit.

Giving the rotavirus or Gardasil vaccine due to safety concerns and risk-benefit
considerations.

COVID-19 vaccines for healthy children due to concerns about clinical trial limitations,
reported rates of side effects, and the use of coercion to force parents to give their children
this vaccine.

Recommended reading:
"Kids and COVID: Costly Mistakes That Must Never Happen Again," by Elizabeth Mumper,
MD (Skyhorse)

Dr. Mumper does recommend:

Delaying the hepatitis B vaccine until at least 1 year of age. The series is typically started
between ages 2 and 3 if required for preschool or day care. This vaccine is mandated by
many state laws before entry into public day care or school; however, the risk of hepatitis B
transmission in day care or preschool settings is considered extremely low. If your child
needs the vaccine prior to enrolling in a licensed program or school, the series can be started
as early as 2 months of age. The hepatitis B vaccine is given as a three-dose series.

Discussing the flu vaccine for children with chronic respiratory conditions, chronic illness, or
immunocompromised. While the American Academy of Pediatrics recommends

influenza vaccination for all children aged 6 months to 18 years, IMA does not. Flu shots are
not currently mandated by law for school attendance. They are usually manufactured based
on the strain of flu seen in the prior flu season, so they do not guarantee protection against
this season’s flu. Some studies have suggested that the efficacy of the flu vaccine ranges
from 13-50%, depending on the season.

Discussing hepatitis A, Trumenba (meningitis B), or Menactra (meningitis ACWY) vaccines
with your child’s healthcare provider. These are typically given between ages 11 and 18.
Protection may wane if administered earlier than needed for high-risk settings such as
dormitories or military housing.

Want more insight? Check out IMA’s Kid’s Corner with Dr. Liz
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	A PARENT’S GUIDE TO CHILDHOOD  VACCINATION DECISIONS
	Introduction
	Choosing whether to vaccinate your child is a decision that deserves careful consideration. Elizabeth Mumper, MD, a board-certified pediatrician with more than four decades of experience, offers guidance to help parents navigate the vaccine decision-making process. In her practice, after providing families with comprehensive information and supporting informed consent, approximately one-third of families chose not to vaccinate, while others elected to follow a modified vaccine schedule.
	Dr. Mumper and many colleagues who focus on vaccine risk believe that the current evidence raises concerns about the CDC-recommended schedule, particularly regarding reported associations with chronic illness and potential toxicity from aluminum-containing vaccines, especially in the first year of life.
	In January 2026, the new Advisory Committee on Immunization Practices (ACIP) updated its recommendations, removing certain vaccines from the "recommended for all" category and emphasizing individualized decision-making between parents and healthcare providers. Access to vaccines remains available through insurance coverage.
	However, the American Academy of Pediatrics and other organizations opposed these changes and filed a lawsuit to block their implementation. It is important to understand that ACIP issues recommendations only; parents and clinicians retain the ability to make individualized decisions regardless of ongoing legal challenges.
	The following framework outlines key steps to support a thoughtful and informed approach to vaccination decisions.

	The Decision-Making Process
	Step 1: Understand informed consent
	Step 2: Understand the purpose of childhood vaccines
	Step 3: Understand vaccine risks
	Step 4: Review state and local requirements and exemptions
	Step 5: Seek information from a wide variety of sources
	Step 6: If you choose to vaccinate, discuss a modified approach with your pediatrician

	Step 1: Understand Informed Consent
	Patients have the right to ask questions and receive clear information about the risks, benefits, and alternatives of any medical intervention. This process, known as informed consent, supports shared decision-making and ensures that individuals can make educated choices about their own healthcare or that of their children.
	Informed consent means granting permission with a full understanding of potential risks, benefits, and consequences. This information should be provided with enough time for thoughtful consideration. For example, patients should not first learn about the risks of elective surgery while being wheeled into the operating room.
	Discussions about vaccination should occur well before a child is in the exam room with a vaccine already prepared. The process should be free from coercion, pressure, or incentives. A clinician's role is to inform and guide — not to make decisions on behalf of the patient or family. Truly informed consent involves meaningful discussion and understanding — it is not limited to being told, “your child is due for five vaccines today — sign here.”
	Questions to Consider Before Birth
	What is the risk of vaccine-preventable diseases in my region?
	Should we give the hepatitis B vaccine at birth if the mother is hepatitis B-negative and the infant is not at risk?
	Do we want to follow the CDC-recommended schedule, or modify timing and spacing?
	Is there a benefit in spacing vaccines to reduce cumulative exposure to adjuvants such as aluminum?
	Should vaccines be delayed if the child is sick or taking antibiotics? Should vaccination be postponed if developmental or neurologic concerns are emerging?
	Do we have religious or philosophical beliefs that influence our decisions?
	Are there differences in health outcomes between vaccinated and unvaccinated or undervaccinated children?


	Did You Know?
	In 2005, a research project began tracking children who followed modified vaccine schedules offered by Dr. Mumper and two of her colleagues, compared them with children who followed the CDC schedule or remained unvaccinated. The analysis reported lower rates of developmental delays, ear infections, and asthma among children who received fewer vaccines than those who received more. Even one vaccine placed the child in the "vaccinated" category in this study.(1)
	Further analysis by quartile suggested increasing rates of these conditions with higher numbers of vaccines administered. Vaccination before the first birthday was also associated with higher rates of ear infections, developmental delays, and asthma in this dataset.(1)
	Previous research in Dr. Mumper’s practice indicates that the prevalence of autism among patients followed from birth was 1 in 297 children at a time when the overall prevalence was reported as approximately 1 in 50.(2) The CDC’s most recent statistics, published in 2022 and based on a 2014 birth cohort, estimate that the prevalence of autism in the United States is approximately 1 in 31 children.
	Race and ethnicity may play a role in autism prevalence. It is not clear whether this is due to genetic factors, socioeconomic conditions, or other as-yet unidentified influences. However, the rising prevalence is deeply concerning, as many children with autism experience multiple medical conditions and communication challenges that affect quality of life and can significantly impact their families.
	Reported autism prevalence has increased steadily over time, as shown in CDC surveillance data. The following graphic illustrates recent prevalence estimates in California compared with national data.

	One commonly cited explanation is that the increase is due to improved recognition and overdiagnosis of autism. However, long-term trends suggest that additional factors may be contributing. Genetic changes alone are unlikely to account for such a rapid increase over a relatively short period. Analysis of long-term data and clinical experience suggest that environmental factors may play a role, and increasing numbers of vaccines have been proposed as one potential contributing factor.
	Another study by Thomas and Lyon-Weiler, published in 2020, examined 10 years of data from a pediatric practice with variable vaccination schedules among children born into the practice. This design allowed for comparison of outcomes among children with differing levels of vaccination exposure.
	The authors reported that the unvaccinated children in the practice did not experience increased rates of serious illness and, in some measures, appeared healthier overall than vaccinated children.(3)
	A notable finding was that none of the 561 unvaccinated children were diagnosed with attention-deficit/hyperactivity disorder (ADHD), compared with 5.3% of partially or fully vaccinated children. Thirteen chronic childhood conditions were reported more frequently in the vaccinated cohort (see figure below).(3)
	This study was later retracted.(3) The retraction was not attributed to inherent defects in the data but may have been influenced by concerns about the study's potential impact on vaccine policy and public perception. Following the publication of "The Vaccine-Friendly Plan," the Oregon State Medical Board requested that Dr. Thomas provide evidence supporting the safety of his modified vaccination schedule. In response, data from more than 16,000 patients were analyzed with the assistance of a data analyst and a statistician. The findings were considered potentially influential because they supported conclusions that could shape discussions around vaccine policy and public perception.
	Step 2: Understand the Purpose of Childhood Vaccines
	Hepatitis B (HepB)
	Hepatitis B is a serious viral infection that affects the liver and can lead to both acute and chronic disease. The hepatitis B vaccine protects against the hepatitis B virus (HBV).
	Dr. Mumper’s notes: Babies are not at risk if the mother is hepatitis B-negative. Hepatitis B-positive mothers may pass the virus to their babies through vertical transmission. The risk is estimated at approximately 0.5% of pregnancies and occurs more frequently among mothers from countries where hepatitis B is endemic. For decades, hospitals have administered the hepatitis B vaccine within the first few days of life to approximately 99.5% of newborns, including those born to mothers who are hepatitis B-negative.
	Horizontal transmission refers to hepatitis B infection acquired through unprotected sexual contact, intravenous drug use, or exposure to contaminated blood products.
	Acute cases have declined in recent years. A CDC presentation attributes this decline to multiple factors, including:
	Increased blood screening for hepatitis B surface antigen (HBsAg)
	Sharp declines in post-transfusion hepatitis (PTH)
	Improved infection control practices in dialysis
	Widespread adoption of safer sexual practices
	Needle exchange programs
	Screening and case management for HBsAg-positive mothers
	Even the CDC acknowledges that “universal birth dose contribution to acute case decline is likely very small.”(4)
	A request submitted to the CDC by the Informed Consent Action Network (ICAN) for documentation of hepatitis B transmission in school settings found no recorded cases in CDC records.(5)
	In my practice, babies who received the hepatitis B vaccine from other providers have shown increased irritability and difficulty establishing breastfeeding. In a National Health Interview Survey (NHIS) conducted by the CDC, male infants who received the hepatitis B vaccine at birth were at higher risk for developing autism.(6) The authors concluded: “Findings suggest that U.S. male neonates vaccinated with the hepatitis B vaccine prior to 1999 (from vaccination record) had a threefold higher risk for parental report of autism diagnosis compared to boys not vaccinated as neonates during that same time period. Nonwhite boys bore a greater risk.”
	Note that this information has been known since 2010, yet most hospitals continue to incorporate routine hepatitis B vaccination in the first few days of life.

	The CDC's Advisory Committee on Immunization Practices suggested that the hepatitis B vaccine should be considered as part of “shared decision making” between the parents and the healthcare provider. Dr. Mumper thinks ALL vaccines should involve shared decision-making. However, the lawsuit by the American Academy of Pediatrics argues that taking time for such conversations would be too time-consuming and adversely affect patient appointment flow.

	Rotavirus (RV)
	Rotavirus is a common cause of gastroenteritis in infants and young children, leading to diarrhea, vomiting, and dehydration.
	Dr. Mumper’s notes: I did not routinely administer the rotavirus vaccine because, in my patient population, most rotavirus infections were easily managed at home with oral rehydration therapy. I was concerned about the high percentage of infants who developed irritability (approximately 70%) and poor appetite (approximately 30%). Because infants cannot communicate how they feel, we must ask: What are they trying to tell us when they cry, cannot be comforted, or stop nursing? Do they have a headache or stomachache? Is the rotavirus vaccine adversely affecting their gut through inflammation or increased intestinal permeability?
	Data from the New Vaccine Surveillance Network used a test-negative case-control design to estimate rotavirus vaccine efficacy against laboratory-confirmed rotavirus infection among children seeking care for acute gastroenteritis. Acute gastroenteritis was defined as three or more episodes of diarrhea or one or more episodes of vomiting within 24 hours. Case patients tested positive for rotavirus by enzyme immunoassay or polymerase chain reaction assays, while control patients tested negative.
	Among 16,188 children ages 8 to 59 months, 1,720 (11%) tested positive for rotavirus. Among those with confirmed infection, 62% had been vaccinated, compared with 88% of rotavirus-negative control patients who had been vaccinated.(7)
	Rotavirus vaccination has been associated with reduced rates of rotavirus infection and related healthcare visits. In this study, rotavirus accounted for 11% of acute gastroenteritis cases among children seeking care. Vaccination rates were lower among those with confirmed infection than among controls, a pattern consistent with vaccine effectiveness. Notably, 62% of children with confirmed rotavirus infection had been vaccinated.
	One could argue that these data lend credence to shared decision-making and individualized risk evaluation. Decisions in suburban America, where clean water and sanitation are widely available, may differ from those in regions without adequate public sanitation.
	One of the most important roles of a pediatrician is to help establish breastfeeding, support the development of diverse, beneficial gut flora, and guide infants toward oral tolerance of healthy foods. Does the rotavirus vaccine interfere with those goals? Is the side-effect profile acceptable given the benefit of reducing emergency department visits and hospitalization among children who develop more severe rotavirus infection?
	The vast majority of rotavirus cases can be managed at home with oral rehydration therapy, frequent nursing, and careful monitoring of hydration status. Pediatricians and family physicians must take time to teach parents how to care for a sick child at home — and that, in many ways, is one of the rewards of caring for children.
	This chart is from a rotavirus vaccine manufacturer. Review the side-effect profile.

	Solicited Adverse Reactions Within 8 Days Following Doses 1 and 2 of ROTARIX (Liquid or Reconstituted Lyophilized Formulation), Study 10 Total Vaccinated Cohort
	G3=Grade 3. Total vaccinated cohort=All vaccinated infants for whom safety data were available.
	n=Number of infants who received the specified dose.
	Overall: Defined as crying more than usual. Grade 3: Crying that could not be comforted/prevented normal activity.
	Grade 3 cough/runny nose: cough/runny nose that prevented daily activity.
	Overall: Defined as temperature ≥100.4°F (≥38.0°C). Grade 3: Defined as temperature >103.1°F (>39.5°C).
	Overall: Defined as eating less than usual. Grade 3: Defined as not eating at all.
	Overall: Defined as 1 or more episodes of forceful emptying of partially digested stomach contents ≥1 hour after feeding within a day. Grade 3: ≥3 episodes of vomiting/day.
	Overall: Defined as passage of 3 or more looser than normal stools within a day. Grade 3: ≥6 looser than normal stools/day.

	Diphtheria, Tetanus, and Pertussis (DTaP)
	This combination vaccine is given to children younger than age 7 to help them develop immunity to diphtheria, tetanus, and pertussis (whooping cough), three bacterial diseases with distinct risks and modes of transmission.
	Dr. Mumper’s notes: Pertussis is potentially dangerous, especially in the youngest infants with the smallest airways. Since the transition from the original whole-cell pertussis vaccine (which was associated with more neurologic side effects) to the acellular vaccine (which has fewer side effects but shorter duration of protection), pertussis continues to circulate in the community, often among adults. A series of five doses before kindergarten is required in most states for public school attendance.
	The acellular pertussis vaccine does not fully prevent infection or transmission.(8) Most of my patients diagnosed with pertussis were up to date on the DTaP vaccine. Reports that unvaccinated individuals are solely responsible for pertussis outbreaks are not supported by all data. Waning immunity has been documented.(9)
	Widespread use of the acellular vaccine has created evolutionary pressure on the Bordetella pertussis bacterium. This leads the bacterium to evolve into new strains adapted to survive despite the vaccine. It is humbling to realize that Mother Nature frequently outsmarts humans. (10, 11)
	The case fatality rate in vaccinated schoolchildren is less than 0.01%. In 2024, a peak outbreak year, there were zero deaths in children ages 7-19 in the entire United States.(12-14)
	If you delay or forgo pertussis vaccination, you should watch your child carefully for any signs of the illness, which may include a prolonged cough, congestion, or the classic whoop (when the child has trouble catching their breath, which can be very scary for parents). Pertussis can be effectively treated with antibiotics if recognized quickly.
	Tetanus is rare, but potentially serious or fatal. The risk of being hit by lightning is 1 in 7.9 to 17 million. The risk of dying from tetanus is 1 in 261 million. Your child is 15 times more likely to die from a lightning strike than from tetanus.(15, 16)
	The germ that causes tetanus lives in soil and is usually transmitted to humans through a dirty wound caused by a sharp object that penetrates the skin, such as a rusty farm tool. Infants and carefully supervised toddlers are unlikely to be at risk.
	Diphtheria is a disease that causes an adherent membrane in the throat and nasal passages that can cause choking. It is rare in the United States but still reported around the world. Decisions made for children who live in households with access to clean water and public sanitation could differ from those made for infants living in poverty in developing countries.

	Haemophilus influenzae type b (Hib)
	Haemophilus influenzae type b is a bacterial infection that can cause serious invasive disease, including meningitis, particularly in young children.
	Dr. Mumper’s notes: Hemophilus influenzae has been a major cause of meningitis (inflammation of the brain and spinal fluid) in infants and toddlers and can also cause epiglottis (swelling of a flap in the throat). Shortly after the HIB vaccine was introduced, cases of this type of meningitis decreased approximately 50-fold. This vaccine appears to have relatively few side effects and is one of my preferred vaccines.
	However, all vaccines have potential side effects. For example, the Hib vaccine package insert outlines adverse effects and compares them with those observed after other vaccines rather than an inert placebo, which some consider a limitation of vaccine safety studies.(17)

	Inactivated Poliovirus Vaccine (IPV)
	Polio is a viral disease that can affect the nervous system and, in severe cases, lead to paralysis. The inactivated poliovirus vaccine is intended to protect against this infection.
	Dr. Mumper’s notes: The polio vaccine is often cited as a prime example of how vaccines can control infectious disease. The reality is more nuanced, and the history of polio vaccination is complex. In the United States, an injectable polio vaccine is used, which is associated with fewer cases of vaccine-derived polio than the oral version used in some countries. Most current cases of polio worldwide are related to vaccine-derived strains. Your child is extremely unlikely to get polio unless you plan to travel to a part of the world where it still circulates. However, the polio vaccine remains on the list of vaccines required for school attendance in most parts of the United States.

	Pneumococcal (Prevnar 13)
	Pneumococcal disease is caused by Streptococcus pneumoniae and can lead to serious infections in children, including pneumonia, meningitis, and ear infections. Prevnar 13 is designed to protect against 13 strains of this bacterium.
	Dr. Mumper’s notes: Prevnar vaccines protect against pneumococcal disease, which can cause ear infections and pneumonia. Ironically, in our clinical research, higher numbers of vaccines received (including Prevnar) were associated with increased rates of ear infections and pneumonia. Breastfeeding and avoiding bottle propping may help reduce the risk of ear infections. In some infants, a dairy sensitivity may contribute to excess mucus, which can lead to fluid behind the ears and increase the risk of infection.
	Prevnar vaccines are being reformulated to include an increasing number of pneumococcal subtypes. At the time of this writing, the current pneumococcal vaccine includes 20 strains. As with all vaccines, there are precautions. The manufacturer states the following (18):
	Prevnar 20 should not be given to anyone who has had a severe allergic reaction to any component of Prevnar 20 or to diphtheria toxoid.
	Individuals with weakened immune systems may have a reduced immune response. Safety data for these groups are limited.
	A temporary pause in breathing after vaccination has been observed in some infants born prematurely. For premature infants, consult your healthcare provider about the infant's medical status before considering vaccination with Prevnar.
	In individuals aged 2, 4, 6, and 12 through 15 months who received a four-dose schedule, the most common side effects reported at rates greater than 10% included irritability, injection-site pain, drowsiness, decreased appetite, injection-site redness, injection-site swelling, and fever.
	In individuals aged 15 months through 17 years who received a single dose, the most common side effects reported at rates greater than 10% were irritability, injection-site pain, drowsiness, fatigue, muscle pain, decreased appetite, injection-site swelling, injection-site redness, headache, and fever.
	In individuals aged 18 years and older, the most common side effects reported at rates greater than 10% were injection-site pain, muscle pain, fatigue, headache, and joint pain. Injection-site swelling was also common in individuals aged 18 through 59 years.

	Varicella (Chickenpox)
	Varicella, commonly known as chickenpox, is a viral infection that typically causes an itchy rash and mild systemic symptoms but can occasionally lead to complications.
	Dr. Mumper’s notes: Varicella is the medical name for chickenpox. If your child develops chickenpox naturally, they will typically have lifelong immunity. In healthy children, it is usually a mild, itchy illness, although it can be serious for children with cancer or immune deficiencies.
	This vaccine is often given at 1 year of age, with a booster before kindergarten. Due to the widespread use of the varicella vaccine since the early 1990s, natural infection with chickenpox is now less common. Varicella infection can later reactivate as shingles, and the varicella vaccine has been associated with shingles at younger ages.(19)

	Measles, Mumps, and Rubella (MMR)
	This combination vaccine protects against three viral illnesses: measles, mumps, and rubella, each with distinct clinical features and potential complications.
	Dr. Mumper’s notes: After careful review of the available evidence around the contentious issue of MMR vaccines, I have concluded that, for a subset of children, there may be an association between MMR vaccination and autism.
	Younger age at MMR administration has been reported to be associated with a higher risk in some analyses. After weighing the risks and benefits at different ages, I chose to delay MMR vaccination until age 2 for Caucasian children and age 3 for African American children in my practice.

	Measles
	If your child lives in a country with well-developed sanitation and access to medical care, the risk of death from measles is very low. Most global measles deaths occur in low- and middle-income countries with limited access to healthcare.
	Vitamin A deficiency increases the risk of severe measles. High-dose vitamin A (200,000 IU for 2 days) is part of the standard treatment protocol for children with measles in many settings. If you choose to delay the MMR vaccine, ensure your child gets adequate vitamin A from foods such as orange and dark green vegetables.
	Many measles cases reported in the news occur in people who have been vaccinated as recommended, as the MMR vaccine is not perfect. Primary vaccine failure (when the dose does not elicit an adequate antibody response) has been reported to be as high as 10% in some studies (20) and is one reason for a routine MMR booster dose in kindergarten. Immunity after vaccination may also wane over time, whereas natural infection generally produces lifelong immunity.
	The risk of death from measles is about 1 in 10,000. This has not changed since the introduction of the MMR vaccine in 1971. Infants, older adults, and immunocompromised individuals are at the highest risk.(21)
	Herd immunity for measles is generally estimated to require approximately 93% or higher population immunity. However, outbreaks have been documented in highly vaccinated populations, including college campuses where more than 98% of students were up to date on MMR vaccination.
	Examples include:
	A 1985 outbreak in Corpus Christi, Texas, occurred in a secondary school with approximately 99% vaccination coverage.(22)
	A 1984 Massachusetts high school outbreak occurred in a population with approximately 98% vaccination coverage, with about 70% of cases occurring in vaccinated students.(23)
	A 2017 outbreak in the Israeli Military occurred among soldiers with high two-dose coverage.(24)

	Mumps
	Mumps is a viral illness that causes swelling of the parotid (salivary) glands. It is usually mild, but in some cases the virus can affect the testicles, leading to orchitis (inflammation of the testes), which may carry a risk of infertility.

	Rubella
	Rubella is potentially serious during pregnancy and may result in birth defects or severe illness in the developing baby. The current generation of mothers, born when MMR vaccines were widely administered, often has immunity, although this may wane by the time of conception. Ideally, women should enter pregnancy with confirmed immunity to rubella.
	Dr. Mumper's notes: Dr. Mumper does not recommend any live viral vaccines during pregnancy. She also has concerns about vaccination during pregnancy due to maternal immune activation. During pregnancy, the mother’s immune system is naturally downregulated so her body does not reject the fetus. Vaccines, by design, stimulate the immune system. Maternal immune activation has been identified as one of the risk factors associated with autism.(25-27)

	Step 3: Understand the Risks of Vaccines
	All pharmaceutical products, including vaccines, carry two primary risks.
	First, the product may not be effective enough to prevent disease.
	Second, it may cause harm, including known and unknown side effects.
	With vaccines, however, there is an important additional consideration. Unlike prescription and over-the-counter drugs, vaccine manufacturers and the physicians who administer vaccines are generally not liable if someone is injured or dies after receiving a recommended childhood vaccine that the U.S. Food and Drug Administration (FDA) has licensed as safe and effective. The National Childhood Vaccine Injury Act of 1986 provided liability protection to vaccine manufacturers.
	At the same time, vaccine manufacturers indicated they might leave the market due to the high cost of defending lawsuits related to vaccine injury claims.
	A documentary titled "1986: The Act" presents this history from the perspective of a couple planning to have a child. Watch online: justwatch.com/us/movie/1986
	Package inserts for all vaccines are available online. You may wish to download and review them to better understand mechanisms of action, ingredients, and potential side effects, including the frequency of common reactions.

	Key Questions to Ask Before You Vaccinate
	The following resource from the National Vaccine Information Center may be helpful: "If You Vaccinate, Ask 8! What You Need to Know Before & After Vaccination" (28):
	Am I or my child sick right now?
	Have I or my child had a bad reaction to a vaccination before?
	Do I or my child have a personal or family history of vaccine reactions, neurological disorders, severe allergies, or immune system problems?
	Do I know the disease and vaccine risks for myself or my child?
	Do I have full information about the vaccine’s side effects?
	Do I know how to identify and report a vaccine reaction?
	Do I know I need to keep a written record, including the vaccine manufacturer’s name and lot number, for all vaccinations?
	Do I know I have the right to make an informed choice?

	For further information:
	The National Vaccine Information Center (nvic.org)
	Children’s Health Defense (childrenshealthdefense.org)

	Step 4: Check State and Local Requirements and Allowable Exemptions
	School vaccination requirements and allowable exemptions vary by state and local jurisdiction. Some vaccines are required, some are recommended, and some are optional. Use the following resources to learn more about requirements and exemptions in your state or local area:
	School vaccination requirements and exemptions cdc.gov/phlp/docs/school-vaccinations.pdf
	Vaccination exemptions by state online.simmons.edu/blog/vaccination-exemptions
	Some state laws specify religious exemptions in addition to personal belief exemptions; others do not. In practice, however, states that offer personal belief exemptions may also allow religious exemptions within those provisions.
	Currently, amid a climate of backlash, politics, and vaccine-related controversy, many state legislatures are reviewing and revising vaccine laws. These changes may affect school requirements, exemption criteria, and parental decision-making.

	Step 5: Seek Information from a Wide Variety of Sources
	While parents are often directed to the CDC website for information about vaccines, there are additional resources to consider.
	Dr. Mumper recommends the following resources, which represent a range of perspectives and may support informed decision-making.
	Books:
	"Vaccines 2.0: The Careful Parent’s Guide to Making Safe Vaccination Choices for Your   Family," by Mark Blaxill and Dan Olmsted
	"The Vaccine-Friendly Plan: Dr. Paul’s Safe and Effective Approach to Immunity and Health — From Pregnancy Through Your Child’s Teen Years," by Paul Thomas, MD, and Jennifer Margulis, PhD
	"The Vaccine Book: Making the Right Decision for Your Child," by Robert W. Sears, MD
	"Turtles All the Way Down: Vaccine Science and Myth," by Anonymous
	"Vax Facts: What to Consider Before Vaccinating at All Ages and Stages of Life," by Paul Thomas, MD, and DeeDee Hoover
	"Dissolving Illusions: Disease, Vaccines and the Forgotten History," by Suzanne  Humphries, MD, and Roman Bystrianyk

	Websites:
	National Vaccine Information Center: nvic.org
	Children’s Health Defense: childrenshealthdefense.org
	Informed Consent Action Network (ICAN): icandecide.org
	Physicians for Informed Consent: physiciansforinformedconsent.org


	Step 6: A Modified Approach to Childhood Vaccines
	In some parts of the country, children cannot attend day care or school unless they are vaccinated or have a religious or medical exemption. Without these exemptions, many families are unable to homeschool or send their children to private schools.
	For parents who choose to vaccinate for these or other reasons, a modified vaccine schedule, outlined below, is one option. This approach spaces out doses, eliminates some vaccines, and aims to reduce a child’s exposure to toxic adjuvants (such as aluminum) in vaccines.

	0 to 12 Months: First Year of Life
	Give vaccines only when a child is well.
	Schedule well-child visits a few days after birth, at 2 weeks (to promote breastfeeding), and at 1, 2, 4, 6, 9, and 12 months.
	At the prenatal visit or 1-month visit, discuss vaccine-related questions with your healthcare provider. Decide whether to vaccinate at the 2-month visit and, if so, which vaccine or vaccines to use.
	Review contraindications at each visit when vaccines are planned. Most importantly, inform your provider if your child had a reaction to a previous vaccine. In some cases, certain allergies may preclude vaccination.
	Before the 12-month visit, discuss the risks and benefits of the chickenpox (varicella) vaccine. A healthy child who acquires chickenpox typically acquires lifelong immunity. If parents choose vaccination, the varicella vaccine can be given alone at 1 year.
	Giving one or two vaccines at a time may make it easier to identify which vaccine is associated with an adverse reaction.
	Discuss the risks and benefits of delaying the MMR vaccine until age 2 for Caucasian children and age 3 for African American children. One reanalysis of CDC data reported an age-related autism signal in a subgroup of African American boys who received MMR at younger ages; this study was later retracted.(29)

	Schedule:
	Birth: No hepatitis B vaccine unless the mother is hepatitis B-positive
	1 month: Well-child visit
	2 months: Well-child visit; Hib with or without IPV
	3 months: DTaP with or without Prevnar
	4 months: Well-child visit; Hib, IPV
	5 months: DTaP, Prevnar
	6 months: Well-child visit; DTaP, Prevnar
	7 months: No routine visit; may be used to catch up if giving one vaccine at a time
	8 months: No routine visit; may be used to catch up if spacing vaccines individually
	9 months: Well-child visit; IPV
	12 months: Well-child visit; discuss varicella vaccine vs. natural immunity in a healthy child

	12 to 24 Months: Second Year of Life
	Each visit should include a wellness check focused on growth and development.
	MMR and varicella are often given together at 1 year of age. Dr. Mumper and recent ACIP guidance recommend giving them separately.
	Consider delaying MMR until age 2 in Caucasian children and age 3 in African American children.

	Schedule:
	15 months: Well-child visit; Hib three- or four-dose options are available; we prefer the three-dose option
	18 months: Well-child visit; DTaP with or without Prevnar
	2 years: Well-child visit; MMR (unless delayed for African American children)
	Start the hepatitis B series between ages 2 and 5 if required for school entry, allowing time to complete the three-dose series over six months

	3 to 5 Years: Vaccines and Yearly Visits
	3 years: Well-child visit; consider starting or continuing the hepatitis B series if needed for school entry; give MMR if delayed for African American children. Research suggests higher rates of side effects at younger ages in African American children.
	4 years: Well-child visit; can begin kindergarten vaccines (DTaP, IPV, MMR, or varicella), but not all at the same time.
	5 years: Kindergarten physical; give kindergarten vaccines if desired and not previously given, allowing no more than two at a time per visit.

	A Minimalist Approach for a Breastfed Infant Not in Day Care
	This approach is intended for parents concerned about vaccine risks who prefer to minimize exposures. Some families with older children who have autism, food allergies, asthma, environmental allergies, eczema, ADHD, or behavior disorders may consider a modified schedule for subsequent children or choose not to vaccinate.
	No vaccines until 6 months; immune responses may be less robust in the first six months of life
	Hib at 6-month well-child visit. Use a three-shot series with the next shots at 9 or 12 months and the last at 15 months of age
	Consider polio vaccines only if traveling to regions where polio is common
	Pneumococcal disease is less common in breastfed babies and those who avoid day care; consider individual risk when deciding on Prevnar
	Consider the duration of protection when evaluating DTaP vaccination
	Perform a personalized risk-benefit analysis for live vaccines such as MMR and varicella; if given, do not administer simultaneously
	Delay hepatitis B vaccination unless specific risk factors are present

	Some Things to Note
	Dr. Mumper does not recommend:
	Giving live vaccines (MMR and varicella) with any other vaccines; each should be given separately and requires a separate vaccine visit.
	Giving the rotavirus or Gardasil vaccine due to safety concerns and risk-benefit considerations.
	COVID-19 vaccines for healthy children due to concerns about clinical trial limitations, reported rates of side effects, and the use of coercion to force parents to give their children this vaccine.
	Recommended reading:  "Kids and COVID: Costly Mistakes That Must Never Happen Again," by Elizabeth Mumper, MD (Skyhorse)

	Dr. Mumper does recommend:
	Delaying the hepatitis B vaccine until at least 1 year of age. The series is typically started between ages 2 and 3 if required for preschool or day care. This vaccine is mandated by many state laws before entry into public day care or school; however, the risk of hepatitis B transmission in day care or preschool settings is considered extremely low. If your child needs the vaccine prior to enrolling in a licensed program or school, the series can be started as early as 2 months of age. The hepatitis B vaccine is given as a three-dose series.
	Discussing the flu vaccine for children with chronic respiratory conditions, chronic illness, or immunocompromised. While the American Academy of Pediatrics recommends
	influenza vaccination for all children aged 6 months to 18 years, IMA does not. Flu shots are not currently mandated by law for school attendance. They are usually manufactured based on the strain of flu seen in the prior flu season, so they do not guarantee protection against this season’s flu. Some studies have suggested that the efficacy of the flu vaccine ranges from 13-50%, depending on the season.
	Discussing hepatitis A, Trumenba (meningitis B), or Menactra (meningitis ACWY) vaccines with your child’s healthcare provider. These are typically given between ages 11 and 18. Protection may wane if administered earlier than needed for high-risk settings such as dormitories or military housing.
	Want more insight? Check out IMA’s Kid’s Corner with Dr. Liz
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